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EXECUTIVE SUMMARY 
 
 

This study examined specific health status indicators, the process of care in the 
antenatal, intrapartum and postnatal periods, consumer satisfaction and perceived need 
for services of Kerry women availing of maternity services.  Cases were defined as 
women, resident in the Kerry, who had given birth to a live baby, not less than 5 weeks 
and not more than 12 weeks earlier.  Home births, multiple births, stillbirths, neonatal 
deaths and congenital anomalies are excluded from the study.  The information 
gathered was used to make recommendations for the improvement of maternity 
services. 
 
A geographically stratified random sample of 280 women was identified using the 
Child Health Register in Kerry.  Two hundred and twenty-five women were 
interviewed, giving a response rate of 80.3%.  The interview tool used was a 
questionnaire based on that developed by the Office of Population Censuses and 
Surveys by Mason (1989) in the U.K. 
 
As this study concentrated on the experience of the healthy mother and baby, a number 
of exclusions applied (see above).  This explains the better than average age profile of 
the mothers.  In terms of parity, fewer mothers enrolled in the study were primiparae 
than the national average, however there were more grand multiparae than the national 
average. The level of smoking was lower in this study than in others nationally.  
However, the profile of smokers was identical – primarily younger women from a 
deprived background.  Very few gave up smoking during their pregnancy.  Fewer 
women drank alcohol during pregnancy compared to other studies .  No one admitted 
to excess alcohol consumption on a regular basis and the level of occasional binge 
drinking is low.  However, exclusions from the study may have resulted in an 
underestimation of alcohol consumption and no biochemical parameters of alcohol 
consumption were measured.  Public patients were significantly less likely to take peri-
conceptual folic acid or to breastfeed the baby.  
 
There was a significant gap in the information given to women during pregnancy.  
Sixty-nine women (30.6%) wanted 'quite a lot' or 'a great deal more' information on  
pregnancy and delivery. Private patients were significantly more likely to have a 
preference before the onset of labour regarding pain control and the induction of 
labour. However, overall, the percentage of women with definite preferences as to how 
their labour and delivery should go was low.  This was reflected by the very low 
percentage of women who had written birth plans.  
 
Antenatal classes were not attended by those most likely to benefit from them.  Non-
attenders were significantly more likely to be less-educated public patients.  
Difficulties with the days/time or distance were the commonest barriers for interested 
primiparae  However, there is evidence that antenatal classes are being accessed by a 
wider profile of women than that found in other studies.  
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A high percentage of women (77.3%) declared themselves to be very happy with the 
medical care that they received during their pregnancy.  However, having time to talk 
to the doctor or midwife, being encouraged to ask questions and lack of delay in the 
clinics were major predictors of satisfaction 
 
The caesarean section rate was 18.2%, 17.2% for those attending Tralee hospital.  
Thirty women (15.4%) had an assisted delivery. Over one quarter (28.7%) of 
respondents had their labour induced, a higher figure than that found in other studies.  
Most (62.1%) had their labour augmented in some way.  There was a distinct 
difference in the pattern of pain control used by public and private patients. 
 
Over three-quarters of women (77.8%) were very satisfied with the care that they 
received during labour/delivery.  However, 25.8% felt that they had little choice about 
what happened to them and 14,2% felt that little attention was paid to their wishes. 
 
Having choice in what happened to them, having their husband/partner present and 
being happy with the number of staff present at the time were significantly associated 
with satisfaction with care in labour and delivery, having controlled for all other 
factors. 
 
There is no evidence of an increase in breastfeeding rates since 1992.  In Kerry, as in 
the Cork study, breastfeeding was significantly associated with older, better-educated 
mothers, who were private patients..  A significant proportion of women stated that 
they did not receive adequate help and advice in the postnatal period. Extra time and 
attention was particularly required from professional staff for breastfeeding mothers 
.  
 
Over one third of women (40%) did not get sufficient advice on caring for themselves 
or the baby in hospital.   One third of women were confused by conflicting advice from 
staff.  Two thirds of women were very satisfied with their postnatal care in hospital.  
The main predictor for satisfaction with postnatal care on the ward was having 
sufficient nursing time and attention devoted to women, having controlled for potential 
confounding factors.  
 
The majority of women did not see a Public Health Nurse (PHN) within 48 hours of  
discharge from hospital.. A significant minority of women experienced problems with 
feeding the baby and their own and the baby’s health at home.  Breastfeeders were 
more likely to have such difficulties, as were first-time mothers.  Many women felt 
that they not been given adequate advice at home on how to care for themselves and 
the baby.  The satisfaction rating for postnatal care at home was the lowest in the study 
 
There is a need to re-organise antenatal clinics, by developing an appointment system, 
auditing the quantity and quality of antenatal checks and devising a strategy to improve 
continuation of care.  Training in brief intervention therapy should be made available 
to staff in antenatal clinics and public clinics should be targetted, when developing 
programmes to promote smoking cessation and other preventative health behaviours..   
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Different recruitment strategies and a variety of styles of presentation will be required 
to attract vulnerable groups to antenatal classes.  Accessibility to classes could be 
improved by running classes in rural areas.  
 
More choice should be available in pain control.   Consultation with women during the 
birth process could be improved by developing birth plans and adhering to them as 
much as possible during delivery.  Communication training for staff may be of benefit. 
 
Consideration should be given to increasing the midwife: woman ratios  
on the postnatal wards.  Further research is required to determine how best postnatal 
care services can be provided on discharge. 
 
Regular consultation with women using the service is essential to ensure that the 
direction the service takes adheres as closely as possible to women's expectations.  
Each maternity unit should put a mechanism in place to achieve this objective. 
The existing child health system should be expanded to include maternal  
health data.   
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CHAPTER ONE 
 
 

INTRODUCTION 
 
Maternity services have long been an area of contention.  In this century, dramatic 
changes have taken place in the location of birth, those who attend at births and birth 
outcomes.  Now, 99% of Irish babies are born in a consultant-staffed maternity unit 
and maternal, infant and perinatal mortality rates have fallen sharply.  However, the 
provision of services is still an issue for heated debate.   
 
The controversy surrounding maternity services can be partly explained by women's  
higher expectations.  Women are having fewer babies.  Safety is still the primary 
concern of women and their partners, in that, women want healthy babies and to be 
healthy themselves after they have given birth.  However, more and more, women are 
also expressing a desire to experience pregnancy, childbirth and the early days of 
parenthood as positive and fulfilling.  
 
There is no doubt that the majority of clinical care associated with pregnancy and 
childbirth is carried out by well-trained and well-qualified professionals, who are 
committed to obtaining the best outcome for mother and baby.  The issues surrounding 
healthcare services for pregnant women differ from other healthcare service issues in 
that pregnancy is not a pathological process.  It is a physiological event that occurs in a 
very high proportion of women during their lifetime.  Most pregnancies end normally 
and without complication.  For this reason, traditional models of care, which are 
"disease-focussed", have been seen to be inappropriate. 
 
To plan an effective healthcare service, it is essential to have an in-depth knowledge of 
the profile of those who are using the service.  Information on the health status of the  
population can lead to an informed assessment of the appropriateness of the service 
and  assist in targetting services towards those who most require them.  Recent changes 
in the healthcare services have meant that the opinions of the service users have been 
given more emphasis.  This emphasis on the "consumer" is even more accentuated, 
when it comes to maternity services.  Because the services are essentially preventive in 
nature, it is recognised that the views of women using the service must be taken into 
consideration, if the optimal use of the services is to be achieved.  Much research has 
gone into the most appropriate way of obtaining these views and the best time to carry 
out studies. 
 
International research points to a set of universal standards that all women want from 
their maternity care.  They want a service that is flexible and responsive to their 
individual needs, which communicates effectively.  They want to make informed 
choices and want better information to enable them to make those choices.  Women 
want a personalised service that is respectful and kind, which gives them control and 
confidence in their care.     
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This study was stimulated by the need to determine the health status of Kerry mothers,  
availing of the maternity services, and to obtain their views of the services that were  
provided to them.  The aim of the study was to assess the health needs of Kerry 
women, utilising the maternity services.  The specific objectives of the study were as 
follows: 
 
1) To describe the health status of women who use the maternity services, using such 
indicators as age, parity, smoking status, alcohol consumption, folic acid consumption,  
percentage admitted to hospital during pregnancy and method of delivery. 
 
(2)  To describe the health status of the babies, using such indicators as birth weight,  
gestational age, method of feeding, admittance of mature babies to a special care baby 
unit (SCBU). 
 
(3) To determine the views of women on the current care processes.  
 
(4) To establish the level of their satisfaction with antenatal care, care in labour and  
delivery and postnatal care up to two months post delivery. 
 
(5) To make recommendations, based on these findings, for future planning of 
maternity services in Kerry. 
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CHAPTER TWO 
 
 

METHODOLOGY 
 
 
2.1 Introduction 
The methods described in this study are related to the study objectives outlined in the 
previous chapter. 
 
 
2.2 Study area and service organisation 
This study was undertaken in the Kerry, part of the area covered by the  
Southern Health Board.   This area had a population of 126,130 at the 1996 census and  
had 1,571 births in 1998.  Kerry has one maternity unit in Tralee General Hospital.  
However, Kerry women also travel to Cork and  Limerick to deliver their babies.   
 
 
2.3 Organisation of the Study 
 
2.3.1 Case definition 
Women, resident in the Kerry, who had given birth to a live baby, not less than 5 
weeks and not more than 12 weeks earlier.  Home births, multiple births, stillbirths, 
neonatal deaths and congenital anomalies are excluded from the study. 
 
 
2.3.2 Sampling frame 
The population of this study was 1,640 births. The sampling frame used was the birth 
notifications to the Child Health Register in Kerry in 1999.  The sample was randomly 
selected, but the sample was stratified geographically to ensure adequate representation 
of those mothers who live in rural areas (Table 2.1).  Kerry was divided into five 
sectors of 25 – 30,000 people, by grouping district electoral divisions together.  These 
sectors were used to stratify the sample. 
 
Table 2.1  Number of births in Kerry in 1999 and in study in 2000, by sector 
Sector Number of 

births on 
register 

Percentage 
of total births 

Number of 
births in 
study 

Percentage 
of births in 
study 

Tralee West 364 22.2 58 22.3 
Tralee East 374 22.8 59 22.7 
Listowel 267 16.3 42 16.2 
Killarney 388 23.7 62 23.8 
Killorglin 247 15.0 39 15.0 
Total 1640 100 260 100 
  

Kerry Maternity Services Study,   Department of Public Health  
2000  Southern Health Board 
                         

9



   

2.3.3  Sample size 
Sample size was calculated using the STATCALC programme in the Epi Info version 
6 statistical package (1996).  Studies have shown that the prevalence of satisfaction 
with maternity care in Ireland and the U.K is between 55 and 90% (Johnson, 1984; 
Tucker et  al., 1996; Turnbull et al., 1996; Williamson and Thompson, 1996).  The 
population of this study is 1,640 births.  Taking the expected Kerry prevalence to be 
50%, and setting the worst expected frequency at 45%, the sample size is estimated at 
237 at a 95% confidence level.  During the pilot, 15% of those sampled either refused 
to take part or were unable to be contacted.  Incorporating this possible non-response 
into the equation yields a sample size of 237 × (100% ÷ 85%) = 278.  Two hundred 
and eighty was decided as the final sample size. 
 
 
2.3.4  Interview tool 
The questionnaire adopted for this study was based on that developed by the Office of  
Population Censuses and Surveys by Mason (1989) in the U. K.  Mason's 
questionnaire was designed primarily for District Health Authorities who wished to 
measure consumers' views of local maternity services and was extensively tested 
during it's development.  It has been found to be reliable (Garcia, 1989).  It has been 
validated by Turnbull et al. (1996) using a modified Q-sort procedure to assess the 
discriminant validity of each of the dimensions presented in the questionnaire.  The 
questionnaire was adapted to suit an Irish model of service and specific questions on 
health status of the women were added for the purpose of this study.    
 
Maternal health status indicators used included age, parity, smoking status, alcohol  
consumption in pregnancy and folic acid consumption in pregnancy.  Some 
measurements used were process measurements such as antenatal care attendance, % 
hospitalisation during pregnancy and method of delivery .  Infant health status 
indicators included birth weight, gestational age and % breastfed.  Process 
measurements such as % of mature babies admitted to the special care baby unit 
(SCBU) were also used. 
 
 
The questionnaire consisted of eight main sections:  
 
1) Obstetrical details: information on gestational age of the baby, parity of the 
mother, hospital where the birth took place, category of payment for the services. 
 
2) Antenatal care: reason for choice of hospital, number and location of checks, date 
of first antenatal visit, health professionals consulted at checks, number of ultrasound 
scans performed, adequacy of information given to women about ultrasounds.  Women 
were asked their opinions on the waiting times at clinics, the adequacy of time given at  
consultations, their opinion on the necessity for the number of visits they had to attend 
and their general satisfaction with their antenatal care.  They were also asked about the  
usefulness of a number of facilities at the clinic. 
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3) Antenatal classes: number of women who attended classes, number and location of  
classes attended, reasons for non-attendance at classes.  Respondents were asked  to 
rate the usefulness of the antenatal class and to make suggestions regarding 
improvements. 
 
4) Information about pregnancy and delivery: knowledge base about pregnancy  
prior to pregnancy and topics discussed during pregnancy.  Women were asked about  
their smoking status, alcohol consumption, folic acid supplementation, preferences 
about labour and delivery and adequacy of information from health professionals.  
 
5) Labour and delivery : time spent on the antenatal ward, time spent in the delivery  
room, induction and acceleration of labour, privacy in labour, type of delivery, pain  
control methods used and usage of sutures.  Respondents were asked about their 
mobility during labour, their birth companion and how staff actions could have been 
different.  They were asked to rate the communication skills of the staff , the health 
professional(s) present during labour and delivery and their familiarity with the staff.  
Women were asked to rate their overall satisfaction with care during labour and 
delivery . 
 
6) Care after birth on the ward: information on where mother and baby went after  
the delivery, time (if any) that they were separated, length of stay in hospital, 
preferences regarding room size, bathroom facilities and visiting times.  Respondents 
were asked about their use of the ward nursery, method of feeding the baby and 
adequacy of the help given to them on care of the baby and their own health.  Women 
were asked about the communication skills of the staff and to rate their overall 
satisfaction with postnatal care on the ward.   
 
7) Care since leaving the hospital: time interval between hospital discharge and first  
contact with a Public Health Nurse, attendance at 6 week check, method of feeding the  
baby at home, problems caring for the baby and maternal health problems.  The 
women were asked to rate the advice given to them by health professional and others 
and their overall satisfaction with postnatal care in the home. 
 
8) Demography: age, living arrangements, educational achievements, distance 
between home and hospital and eligibility for a medical card. 
 
 
2.3.5  Other sources of information 
The statutory birth notification form  was used to gather information on the  
following parameters for all the women sampled: age, marital status, parity, infant 
birth weight, gestation, hospital in which the delivery took place and type of delivery .   
 
 
2.3.6 Pilot study 
A pilot study was carried out in December 1999 on 12 women.  The pilot was used to 
determine participation rates, length of time of the interview and to examine for inter-
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observer variation.  Some minor changes were made to the questionnaire following the 
pilot.   
 
 
2.3.7  Interview stage 
A letter was sent to each randomly selected participant asking for their co-operation,  
outlining the objectives of the study and giving a time period when the interviewer 
would call.   An attempt was made to contact each mother by phone prior to the visit.  
Four researchers interviewed the women in their own homes, one being the research 
officer with the Department of Public Health and three public health nurses.   Formal  
written consent was obtained form all study participants (Appendix 2).  The fieldwork  
took place in the months of April and June 200(eight weeks in all).   
 
 
2.3.8  Response rate  
Two hundred and twenty-five women were interviewed, giving a response rate of 
80.3%. 
 
 
2.4 Possible sources of bias 
 
2.4.1 Selection bias 
Women who had a home birth were excluded from the study, so the sample is only  
representative of women attending hospitals for their delivery.  However, the number 
of home births in Kerry is small (< 1% of all births). 
 
 
2.4.2 Sampling bias 
Participants were randomly sampled using random numbers, which is recognised as 
the optimal method to reduce sampling bias. 
 
 
2.4.3 Non response bias 
Two hundred and twenty-five women (80.3%) took part in the study, giving a non-
response  rate of 19.7%.   Those who did not take part in the study were compared to 
respondents.  The following parameters were examined: age, marital status, parity, 
infant birth weight, gestation, hospital in which the delivery took place and type of 
delivery .  No significant association was found between the two groups and any of 
these parameters, apart from age.  These results are presented in full in Chapter 3. 
 
 
2.4.4. Interviewer bias and inter-observer variation 
The questionnaire was highly structured to ensure consistency and reduce the degree of  
interviewer bias.  A manual accompanied the questionnaire and  this was carefully 
studied prior to commencing the study.  Researchers were trained to ensure 
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consistency in interpretation of questions and recording of answers.  The pilot study 
was further used as a training tool to reduce the degree of inter-observer variation. 
 
 
2.4.5 Recall bias 
Other studies have shown that retrospective surveys such as this are prone to recall 
bias.  Women are particularly unclear as to the interventions that they actually had 
(syntocinin,  pessary, episiotomy) and such details as the number of times they 
attended a particular clinic (Jacoby and Cartwright, 1990).  The questionnaire has been 
specifically designed to minimise most of these biases.  Bennett (1985) demonstrated 
that women's perceptions of their labour and delivery change over time.  Women who 
had been interviewed three weeks postpartum were re-interviewed two years after the 
birth.  There was a significant decrease after two years in the women's satisfaction 
ratings of their medical and preparation procedures.  In this study, the aim was to 
interview all women 6 - 8 weeks postpartum to minimise variation in recall bias.   The 
mean age of the babies at the time of the interview was 7.3 weeks (95% C.I. 7.0 - 7.5). 
 
 
2.5 Data Analysis 
Information collected on birth notification forms for the 280 women sampled was 
entered on the database of the SPSS statistical software programme (1993).  The data 
from 225 questionnaires were then entered into the same database.  Demographic 
differences between respondents and non-respondents were identified and compared 
using a chi-square test for categorical data and t-test or Mann Whitney U for 
continuous data, as appropriate.  Yates' continuity correction was employed in all 2 × 2 
tables.  In any 2 × 2 table, where the expected cell frequencies were less than 5, 
Fisher's exact test was calculated. 
 
The main comparisons in the data analysis were made the two different models of 
service available to mothers, i.e. between public and private patients (category of 
payment).  How the service targets vulnerable groups was also examined and 
comparisons were made between first-time mothers and others (parity).   Comparisons 
between services experienced in Tralee hospital and those of other hospitals were also 
made.  In some sections, comparisons were also made between younger and older 
women (age), married and unmarried women (marital status) and between those 
eligible and ineligible for medical cards (medical card eligibility).  Chi-square test 
statistic was used for categorical data.  Ordinal data was analysed using a t-test or 
Mann Whitney U, as appropriate.  
 
Logistic regression was used to investigate the relationship between one or more 
predictor variables and a binary outcome.  Satisfaction with intrapartum and postnatal 
care were used as the outcome variables in the model.  To fulfill the requirements of 
logistic regression analysis, the Likert-like scales of satisfaction used in the  
questionnaire were collapsed into binary variables as follows:  
"Satisfaction with care during labour and delivery" was recoded into a binary variable, 
with "agree strongly" being included as very satisfied and "satisfied in some  
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ways" and "very dissatisfied" being coded as critical of care.  "Satisfaction with 
postnatal care in hospital" was collapsed in the same manner as "satisfaction with care 
in labour and delivery ".  The variables were then entered into a logistic regression 
model.  Stepwise analysis was carried out and the variables that remained significant in 
the model are described.  
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CHAPTER THREE 
 
 

RESULTS 
 
 
3.1 Introduction 
The results are presented in seven sections: 
(1) Comparison of respondents with non-respondents. 
(2) Demography of the group. 
(3)  Health of mothers and babies.  
(4) Care during pregnancy. This is divided into general characteristics of antenatal 
 care, information on pregnancy and delivery, care at antenatal clinic, antenatal 
 classes, hospitalisation during pregnancy and overall satisfaction with antenatal 
 care.  
(5) Care during labour and delivery. 
(6) Care after birth on the ward. 
(7)  Care since leaving the hospital. 
 
Section 1 examines data relating to the 280 women sampled for the study.  Non-
respondents (55) were excluded from any further analysis of the data on the 
respondents (225) in the Sections 2 to 7. 
 
 
3.2 Comparison of respondents with non-respondents 
Two hundred and eighty women were invited to participate in the study. Two hundred 
and twenty-five women were interviewed, giving a participation rate of 79.7%.   
All 280 women were included in the initial analysis of age, parity, marital status, infant 
birth weight, gestation, hospital where the delivery took place and type of delivery 
(Table 3.1). There was a significant variation between the respondents and non-
respondents with respect to their age (χ2  = 17.5, df = 4, p=0.002) 
 
Table 3.1  Age profile (years) by response status (n = 280) 
Age (years) Respondent (%) Non-respondent (%) Total (%) 
15 – 19 3 (1.3) 7 (12.5) 10 
20 – 24 28 (12.5) 7 (12.5) 35 
25 – 29 48 (21.4) 11 (19.6) 59 
30 – 34 91 (40.1) 16 (28.5) 107 
35 or over 54 (24.1) 15 (26.8) 69 
Total 224 (100) 56 (100) 280 
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3.3 Demography 
The general characteristics of the respondents were as follows: 
 
3.3.1 Age profile 
The majority of women (136, 60.4%) were in the 25 – 34 year age range.   Nine 
women (4%) were still in their teens and 44 (19.6%) were 35 or over.  There was a 
significant variation in the ages of women surveyed (Table 3.2) in that those attending 
other hospitals were significantly older than those attending Tralee (χ2  = 11.7, df = 4, 
p = 0.02). 
 
Fifty-one (75.0%) women attending other hospitals were 30 years or older compared to 
82 (52.2%) attending Tralee.  
 
Table 3.2  Maternal age by hospital attended 

Age (yrs) Tralee births 
(%) 

Other hospital 
births (%) 

Total (%) 

15 – 19 7 (4.5) 2 (2.9) 9 (4.0) 
20 – 24 32 (20.4) 4 (5.9) 36 (16.0) 
25 – 29 36 (22.9) 11 (16.2) 47 (20.9) 
30 – 34 55 (35.0) 34 (50.0) 89 (39.5) 

35 or over 27 (17.2) 17 (25.0) 44 (19.6) 
Total 157 (100) 68 (100) 225(100) 
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3.3.2 Parity 
Seventy-seven women (34.2%) were primiparae.  One hundred and fifteen women 
(51.1%) had just had their second or third child.  Thirty-three women  (14.7%) had 
four or more children (Fig 3.1).    Looking at the population attending Tralee hospital 
compared with those attending other hospitals, there was no significant difference in 
the proportions of women who were primiparae (χ2  = 0.05, df = 1, p = 0.824).   
 

Figure 3.1 Parity of women surveyed (n = 
225)
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3.3.3 Gestation   
Most women (209, 92.9%) were 38 or more weeks gestation when they delivered their 
babies.  The gestational age range was 31 – 43 weeks, with a mode of 40 weeks. 
Looking at the population born in Tralee hospital compared with those born in other 
hospitals, both groups have a gestational mode of 40 weeks. 
 
 
3.3.4 Marital status 
Most women surveyed (170, 75.6%) were married (Table 3.3).   However, women 
attending other hospitals were significantly more likely to be married than those 
attending Tralee (χ2  = 13.5, df = 4, p = 0.009). 
 
Table 3.3 Marital status by category of payment (n = 225) 
 Marital Status  Tralee births (%) Other hospital births (%) Total (%) 
Married 108 (68.8) 62 (91.2) 170 (75.6) 
Single 42 (26.7) 5 (7.3) 47 (20.8) 
Separated 3 (1.9) 1 (1.5) 4 (1.8) 
Divorced 4 (2.6) 0 4 (1.8) 
Total 157 (100) 68 (100) 225 (100) 
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3.3.5 Educational achievements 
Most women (166, 73.8%) had at least sat their Leaving Certificate.  Nine mothers 
(4.0%) had left school without participating in any formal state examination. 
 
 
3.3.6 Isolation 
Few women (15, 6.7%) had no other adults living with them.  The majority of women 
were living with a husband or partner (Table 3.4). 
 
Table 3.4  Living arrangements of respondents (n=225) 
Living with Number  Percent a Total 
Husband/partner 194 86.2 225 
Parents 28 12.4 225 
Other children apart 
from the baby 

148 65.8 225 

Lives alone 3 1.3 225 
aPercent is not cumulative 
 
 
3.3.7 Distance from the hospital 
The mean distance from the respondents’ home to the hospital (Table 3.5) that they 
attended was 29.8 miles (95% C.I. 26.4 – 33.1).  Eighty-one women (36%) lived 40 or 
more miles away from the hospital.    Private patients were significantly more likely to 
live further from the hospital they delivered in (U = 2220.5, p <0.0001). 
 
Table 3.5  Distance from home to hospital attended by category (n= 225) 
Distance (miles) Public (%) Private (%) Total (%) 
1 - 10 53 (35.6) 9 (11.9) 62 (27.6) 
11 – 20 46 (30.9) 7 (9.2) 53 (23.6) 
21 – 30 17 (11.4) 7 (9.2) 24 (10.7) 
31 – 40 4 (2.7) 3 (3.9) 7 (3.0) 
41 – 50 12 (8.0) 9(11.9) 21 (9.3) 
More than 50 17 (11.4) 41 (53.9) 58 (25.8) 
Total 149 (100) 76 (100) 225 (100) 
 
 
3.3.8 Hospital attended 
One hundred and fifty-nine women (69.3%) attended Tralee hospital; 23 (10.2%) 
attended the Erinville, 38 (16.9%) the Bons Secours, 3 (1.3%) St Finbarr’s Hospital 
and 2 (0.9%) Limerick Regional. 
 
 
3.3.9 Category of payment 
One hundred and forty-nine women (66.2%) surveyed were public patients.   Those 
attending Tralee hospital were significantly more likely to be public patients than those 
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attending other hospitals (χ2  = 63.8, df = 1, p<0.001).  Sixty-five women (28.9%) were 
eligible for a medical card.   
 
 
3.3.10 Baby’s Age 
 
The majority of babies (139, 61.8%) were between 7 – 9 weeks old at the time of the 
interview (Table 3.6).  There was no significant association between baby’s age and 
parity, category of payment  or hospital attended. 
 
 
Table 3.6   Summary of babies ages (n=225) 
Age (weeks) Number  Percent 
4 - 6 64 28.4 
7 - 9 139 61.8 
10 - 12 22 9.8 
Total 225 100 
 
 
3.3.11 Summary of demography 
Most of the women surveyed were in the 25 – 34 year age group.  Over one third were 
first-time mothers and  92.9% delivered at 38 weeks or later.  Over three-quarters 
(75.6%) were married and 26.2% had left school prior to sitting their Leaving 
Certificate examination.  Most women (86.2%) were living with their husband or 
partner.  Thirty six percent lived 40 or more miles from the hospital they attended. 
Over two thirds of the women (69.3%) attended Tralee hospital.   Two-thirds of the 
women were public patients and 28.9% were eligible for a medical card. 
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3.4 Health of mothers and babies 
 
 
3.4.1 Smoking in pregnancy 
One third (75, 33.3%) of women smoked while pregnant.  Of those who smoked, 59 
(78.7%) smoked throughout the pregnancy and 55 (73.3%) smoked less than 10 
cigarettes per day.   Public patients were significantly more likely to smoke than 
private patients (χ2  = 15.9, df = 1, p < 0.001). There was no significant relationship 
between smoking and parity (χ2  = 2.8, df = 1, p = 0.1).  Younger women were 
significantly more likely to smoke during pregnancy (χ2  = � 12.3, df = 4,  p = 0.01) and 
those who were eligible for a medical card were more likely to smoke than those 
ineligible (χ2  = 14.8, df = 1, p < 0.001).  
 
 
3.4.2 Alcohol consumption during pregnancy 
Ninety-two women  (40.9%) said that they had consumed alcohol at some stage when 
pregnant, 47 (20.9%) drank throughout the pregnancy.  Of those who drank alcohol, 88 
(95.6%) drank less than 5 units per week.  However, 13 (14.1%) admitted to binge 
drinking at least once during the pregnancy.  There were no significant associations 
between alcohol consumption and category of payment (χ2  = 0.1, df = 1, p = 0.8), age 
(χ2  = 9.5, df = 4, p = 0.5) or medical card eligibility (χ2  = 1.1, df = 1, p = 0.3). 
 
 
3.4.3 Folic Acid Consumption 
Almost all (202, 89.8%) took folic acid at some stage during the pregnancy.  Private 
patients were significantly more likely to take folic acid (χ2  = 9.9, df = 1, p = 0.002) 
and to start taking it significantly earlier (χ2  = 25.7, df = 3, p < 0.001) (Table 3.7).  
Those  eligible for a medical card were less likely to take periconceptual folic acid  (χ2  
= 30.2, df = 3, p <0.001).  First-time mothers were significantly more likely to take 
folic acid than other mothers (χ2  = 7.4, df  = 1, p = 0.006).  
 
 
Table 3.7  Commencement of folic acid by category of payment 
Time of commencement Public (%) Private (%) Total (%) 
Prior to conception 35 (23.5) 41 (54.0) 76 (33.8) 
After conception – 12 wks 65 (43.6) 22 (28.9) 87 (38.7) 
>12 weeks 27 (18.1) 12 (15.8) 39 (17.3) 
Did not take folic acid 22 (14.8) 1 (1.3) 23 (10.2) 
Total 149 (100) 76 (100) 225 (100) 
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3.4.4 Baby’s weight 
The mean weight was 3562.3g  (95% C.I. 3504.8 – 3619.8) (Table 3.8).   The babies of 
primiparous women were significantly smaller than those of other women (t = -2.8, df 
= 223, p = 0.006).  Smokers’ babies were also significantly smaller than those of non-
smokers (t = -2.6, df = 223, p = 0.01).  There was a 159g difference in the mean 
weights of the two groups.  There was no significant difference in the mean weights of 
babies born to public and private patients (t = -1.1, df = 223, p = 0.3). 
 
 
Table 3.8  Baby’s birth weight grouped 

Weights (g) Number Percent 
< 2500 1 0.4 
2500 – 2999 15 6.7 
3000 – 3499 84 37.3 
3500 – 3999 89 39.6 
4000 – 4499 35 15.6 
4500 – 5000 1 0.4 
Total 225 100.0 
 
 
 
3.4.5 Admission to the neonatal unit 
Sixteen babies (7.1%) of babies of 38 weeks or more were admitted to the special care 
baby unit (SCBU). 
 
 
3.4.6 Summary of health of mothers and babies 
One third of women smoked while pregnant.  Smoking during pregnancy was 
significantly associated with younger women, with women who were public patients 
and women who were eligible for a medical card.  Alcohol was consumed by 40.9% of 
women in the antenatal period.  No significant associations were found between 
alcohol consumption and any of the parameters examined. One third (33.8%) of 
respondents took periconceptual folic acid.  Private patients were significantly more 
likely to take folic acid than public patients. Less than 1% of babies were under 2.5 kg 
in weight.  The babies of smokers were significantly smaller than those of non-
smokers. 
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3.5 CARE DURING PREGNANCY 
 
 
3.5.1 Number  of antenatal checks 
Ninety-four (43.7%) respondents had between 10 and 14 antenatal checks (Figure 3.2).  
Thirteen (5.8%) had less than 5 checks and 9 (4.0%) had more than 20. 
 
 
 

Figure 3.2 Number of antenatal checks attended 
by women (n=225)
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There was no significant association between category of payment and number of 
antenatal checks (χ2  = 5.1, df = 4, p = 0.3), between parity and number of checks (χ2  
= 6.0, df = 4, p = 0.2) or between maternal age and number of checks (χ2  = 25.6, df = 
16, p = 0.06).  Those who attended Tralee did not have significantly more antenatal 
check than those attending other hospitals. 
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3.5.2 Location of antenatal checks 
Most women (211, 93.7%) attended their GP for one or more antenatal checks 
(Figure 3.3).  Almost three-quarters (164, 73.8%) attended a hospital clinic and 73, 
(32.3%) attended private rooms for their clinical appointments.    Forty-nine women 
(21.8%) did not consult a midwife at any of their antenatal checks. 
 
 

Figure 3.3 Location of antenatal checks (n = 225)
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3.5.3  Attendance at antenatal checks 
Almost all women surveyed (205, 91.1%) attended a doctor before 16 weeks gestation.  
The mean interval between the first visit to the GP and the first visit to the hospital was 
8.3 weeks (95% C.I. 6.6 – 10.1).  Public patients had a significantly longer interval 
(mean 10.0 weeks) than private patients (mean 5.1 weeks) (U= 3804.5, p <0.001).  
Women attending Tralee did not have a significantly different interval between the 
first GP visit and the hospital visit compared to those attending other hospitals (U = 
4747.0, p = 0.2). 
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3.5.4 Choice of health professional for antenatal care 
The most popular option for antenatal care (25.3%) was the combined care option of 
GP, hospital doctor and midwife (Fig 3.4).  The GP was chosen by 168 (74.7%) 
women in combination with one or more health professionals. 
 
 

Fig 3.4 Preferred health professional for antenatal care (n = 225)
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Over half (114, 50.7%) of the women questioned opted for a different model of care to 
that they had experienced during their previous pregnancy.    All of those who did not 
express a desire for change experienced a combined model of antenatal with hospital 
and GP involvement.  Of those who expressed a desire for change, 46 (40.3%) opted 
for a single care provider – either GP, hospital doctor or midwife.  The remainder still 
preferred a combined care option with different variations of care providers.    
 

Kerry Maternity Services Study,   Department of Public Health  
2000  Southern Health Board 
                         

24



   

3.5.5 Ultrasound scans 
Almost all women (223, 99.1%) had a scan at some stage during their antenatal care: 
169 (75.1%) had two or more scans.  The median number of scans was 2, range from 1 
– 10.  Private patients had significantly more scans than public patients 
 (U = 3903, p <  0.001). 
 

Fig 3.5 Distribution of ultrasound scans 
performed on women during pregnancy (n = 

222)
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Most women (206, 91.6%) enjoyed the experience.  Of those who had a scan, 99 
(44.4%) wanted more information before the scan, 97 (43.5%) wanted more 
information during the scan and 96 (43.0%) wanted more information after the scan. 
 
 
3.5.6 Information on pregnancy and delivery 
One hundred and twenty seven women (56.4%) stated that they knew a great deal 
about pregnancy and delivery before this pregnancy.   Fifty-nine (26.2%) knew a lot 
and 39 (17.3%) said that they did not know much.  Most women (156, 69.3%)  did not 
want much more information on pregnancy.  Thirty-nine (17.3%) wanted quite a lot 
and 30 (13.3%) a great deal more information.  
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3.5.6.1  Topics discussed during pregnancy 
Women were asked whether a number of issues had been discussed with them in the 
antenatal period.   Private patients were significantly more likely to have discussed 
aspects of pain control and type of delivery than public patients (Table 3.9).  Most 
topics were significantly more likely to have been discussed with first-time mothers.   
 
 
Table 3.9 Topics discussed by women by category of payment and parity 
Topics Public (%) Private (%) Primiparae 

(%) 
Multiparae 
(%) 

Total (%) 

Smoking 105 (70.5) 50 (65.8) 59 (76.6) 96 (64.9) 155 (68.9) 
Alcohol 89 (59.7) 51 (67.1) 53 (68.8) 87 (58.8) 140 (62.2) 
Folic acid 128 (85.9) 70 (92.1) 73 (94.8) 125 (84.5) 198 (88.0) 
Diet 78 (52.3) 52 (68.4)* 55 (71.4) 75 (50.7)** 130 (57.8) 
Exercise 74 (49.7) 40 (52.6) 52 (67.5) 62 (41.9)*** 114 (50.7) 
Breastfeeding 104 (69.8) 55 (72.4) 62 (80.5) 97 (65.5)* 159 (70.7) 
Type of  
delivery 

71 (47.7) 55 (72.4)*** 54 (70.1) 72 (48.6)** 126 (56.0) 

Pain control 78 (52.3) 56 (73.7)*** 62 (80.5) 72 (48.6)*** 134 (59.6) 
Parenting 30 (20.1) 20 (26.3) 25 (32.5) 25 (16.9)**  50 (22.2) 
n 149 (100) 76 (100) 77 (100) 148 (100) 225 (100) 
*** p< 0.001, ** p < 0.01, * p<0.05 
 
 
Those attending other hospitals were more likely to have discussed folic acid, type of 
delivery and pain control than those attending Tralee hospital (Table 3.10). 
 
 
Table 3.10 Topics discussed by women by hospital attended 
Topics Tralee (%) Other 

hospitals (%) 
Total (%) 

Smoking 105 (66.9) 50 (73.5) 155 (68.9) 
Alcohol 94 (59.9) 46 (67.6) 140 (62.2) 
Folic acid 134 (85.4) 64 (94.1)* 198 (88.0) 
Diet 85 (54.1) 45 (66.2) 130 (57.8) 
Exercise 78 (49.7) 36 (52.9) 114 (50.7) 
Breastfeeding 108 (68.8) 51 (75.0) 159 (70.7) 
Type of  
delivery 

77 (49.0) 49 (72.1)*** 126 (56.0) 

Pain control 82 (52.2) 52 (76.5)*** 134 (59.6) 
Parenting 34 (21.7) 16 (23.5) 50 (22.2) 
n 157 (100) 68 (100) 225 (100) 
*** p< 0.001, ** p < 0.01, * p<0.05 
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3.5.6.2  Preferences about labour and delivery 
Significantly more private patients had a definite preference before the onset of labour 
regarding pain control and the induction of labour than public patients had  
(Table 3.11).  Multiparae were also more likely to have a preference regarding  pain 
control.  However, overall, the percentage of women with definite preferences as to 
how their labour and delivery should go was low.  This was reflected by the very low 
percentage of women who had written birth plans. 
 
 
Table 3.11  Preferences about labour and delivery by category of payment and by 
parity 
Preferences Public (%) Private (%) Primiparae 

(%) 
Multiparae 
(%) 

Total (%) 

Induction of 
labour 

45 (30.2) 35 (46.1)* 28 (36.4) 52 (35.1) 80 (35.6) 

Pain relief 89 (59.7) 59 (77.6)** 60 (77.9) 88 (59.5)** 148 (65.8) 
Episiotomy 38 (25.5) 13 (17.1) 19 (24.7) 32 (21.6) 51 (22.7) 
Continuous 
electronic 
monitoring 

19 (12.8) 13 (17.1) 7 (9.1) 25 (16.9) 32 (14.2) 

Walking 
around 

64 (43.0) 26 (34.2) 36 (46.8) 54 (36.5) 90 (40.0) 

Using aids 18 (12.1) 7 (9.2) 9 (11.7) 16 (10.8) 25 (11.1) 
Bath 41 (27.5) 13 (17.1) 24 (31.2) 30 (20.3) 54 (24.0) 
Birth 
positions 

24 (16.1) 14 (18.4) 18 (23.4) 20 (13.5) 38 (16.9) 

Hold baby 
immediately 

100 (67.1) 46 (60.5) 54 (70.1) 92 (62.2) 146 (64.9) 

Written plan 10 (6.7) 11 (14.5) 9 (11.7) 12 (8.1) 21 (9.3) 
n 149 (100) 76 (100) 77 (100) 148 (100) 225 (100) 
*** p< 0.001, ** p < 0.01, * p<0.05 
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Those attending other hospitals were more likely to have preferences regarding 
induction of labour, pain relief and to have a written birth plan (Table 3.12).  
 
 
Table 3.12 Preferences about labour and delivery by hospital attended 
Preferences Tralee hospital 

(%) 
Other hospital 
(%)  

Total (%) 

Induction of 
labour 

47 (29.9) 33 (48.5)** 80 (35.6) 

Pain relief 96 (61.1) 52 (76.5)* 148 (65.8) 
Episiotomy 36 (22.9) 15 (22.1) 51 (22.7) 
Continuous 
electronic 
monitoring 

19 (12.1) 13 (19.1) 32 (14.2) 

Walking 
around 

69 (43.9) 21 (30.9) 90 (40.0) 

Using aids 18 (11.5) 7 (10.3) 25 (11.1) 
Bath 43 (27.4) 40 (58.8) 54 (24.0) 
Birth 
positions 

30 (19.1) 8 (11.8) 38 (16.9) 

Hold baby 
immediately 

106 (67.5) 40 (58.8) 146 (64.9) 

Written plan 8 (5.1) 13 (19.1)** 21 (9.3) 
n 157 (100) 68 (100) 225 (100) 
*** p< 0.001, ** p < 0.01, * p<0.05 
 
 
Private patients were more likely to discuss options with a doctor antenatally (χ2  = 
10.2, df = 3, p = 0.02).  Public patients were more likely to discuss options with a 
midwife (χ2  = 24.6, df =3, p<0.001).  Most women (200, 80.5%) felt that their 
preferences were followed as much as possible.  Private patients were significantly 
more likely to state that they had their preferences followed as much as possible (χ2  = 
10.7, df = 2,  p = 0.005).  Those attending Tralee were not significantly more likely to 
make that statement than those attending elsewhere. 
 
 
3.5.6.3  Familiarity with labour ward 
Forty-six women (20.4%) were shown around the labour ward in the antenatal period.  
Thirty-nine of them were primiparae.  The majority of those shown around the ward 
(27, 58.7%) found the visit to be very useful.  12 women (26.1%) found it fairly useful 
and 6 women (13.0%) not very useful. 
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3.5.6.4 Source of information 
Women found “other” sources such as books, videos etc. to be the best source of 
information (Table 3.13).  
 
 
Table 3.13  Best source of information about 

  pregnancy and delivery (n=225) 
Source Number Percent 
Hospital doctor 23 10.2 
GP 47 20.9 
Midwife 51 22.7 
Relative 21 9.3 
Friend 12 5.3 
Other 71 31.6 
Total 225 100 
 
 
Ninety-two women (40.9%) who saw a hospital doctor in the antenatal period would 
have liked more information from him/her (Table 3.14).  When those who consulted a 
midwife were questioned, 27 (20.8%) would have liked more information from her.    
 
 
Table 3.14  Percentage of women who would have liked more information 
       from health professionals they consulted in the antenatal period 
Health professional Number Percent Total 
Hospital doctor 92 40.9 225 
Midwife 27 20.8 130 
GP 46 21.9 210 
 
 
 
3.5.6.5 Summary of information on pregnancy and delivery 
Sixty-nine women (30.6%) wanted 'quite a lot' or 'a great deal more' information on  
pregnancy and delivery.  Looking at topics discussed in the antenatal period, parenting 
was rarely addressed (22.2%), diet, exercise, type of delivery and pain control in less 
than 60%.  Private patients were significantly more likely to have discussed pain 
control and type of delivery than public patients.  The discussion of diet, exercise, 
parenting, type of delivery and pain control in the antenatal period was highly 
significantly associated with primiparity. 
 
Private patients were significantly more likely to have a preference before the onset of  
labour regarding pain control and the induction of labour. However, overall, the 
percentage of women with definite preferences as to how their labour and delivery 
should go was low.  This was reflected by the very low percentage of women who had 
written birth plans.   “Other sources” i.e. books and videos were selected as the best 
source of information by 31.6% of women.  
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3.5.7 Care at the antenatal clinic 
 
 
3.5.7.1 Opportunity to ask questions 
One hundred and twenty-five women (55.6%) agreed strongly with the statement that 
they were encouraged to ask questions at the antenatal clinic (Table 3.15).  Private 
patients were significantly more likely to state that they were so encouraged  (χ2  = 
14.2, df = 4, p =0.007).  Multiparous mothers were significantly more likely to agree 
(χ2  = 9.9, df = 4, p =0.04) as were those who attended hospitals other than Tralee (χ2  
= 14.3,  df = 4, p = 0.007).  Agreeing that you had the opportunity to ask questions was 
significantly associated with satisfaction with antenatal care (χ2  = 18.6, df = 4, p = 
0.001). 
 
 
Table 3.15  Comments on care at antenatal clinic   
 Agree 

strongly 
(%) 

Agree 
slightly 
(%) 

Neither 
agree nor 
disagree 
(%) 

Disagree 
slightly 
(%) 

Disagree 
strongly 
(%) 

At my checks I was 
always encouraged to ask 
questions. 

125 (55.6) 34 (15.1) 18 (8.0) 21 (9.3) 27 (12.0) 

I had plenty of time to 
talk to the doctors at my 
check-up. 

110 (48.9) 33 (14.7) 7 (3.1) 26 (11.6) 48 (21.3) 

I had plenty of time to 
talk to the nurses at my 
check-up. 

79 (59.4) 9 (6.8) 13 (9.8) 9 (6.8) 23 (17.3) 

I found it difficult to get 
to my hospital checks 
because of the distance 
involved. 

33 (14.7) 15 (6.7) 3 (1.3) 9 (4.0) 165 (73.3) 

At some of my checks, I 
had to wait far too long.  

1.5 (46.7) 18 (8.0) 0 12 (5.3) 90 (40.0) 

It isn’t worth going to all 
the checks that they 
expect you to go to. 

37 (16.4) 14 (6.2) 4 (1.8) 12 (5.3) 158 (70.2) 

I would prefer to see the 
same doctor or midwife 
at checks rather than 
different ones each time. 

192 (85.3) 3 (1.3) 19 (8.4) 3 (1.3) 8 (3.6) 

I was happy with the 
medical care that I 
received before I had the 
baby. 

174 (77.3) 30 (13.3) 9 (4.0) 6 (2.7) 6 (2.7) 
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3.5.7.2 Time to talk 
One hundred and ten women (48.9%) agreed strongly with the statement that they had 
time to talk to the doctor.  Private patients were significantly more likely to agree 
strongly with this statement (χ2  = 20.7, df = 5, p = 0.001) than public patients, as were 
those attending hospitals other than Tralee hospital (χ2  =13.8, df = 5, p = 0.02).  There 
was no significant association between primiparae and multiparae in this regard.   
Agreeing that you has time to talk to the doctor was significantly associated with 
satisfaction with antenatal care (χ2  = 25.1, df = 5, p <0.001).  
 
Of those who saw a midwife, (n=130), 59.2% stated that they had enough time to talk 
with no association found between public and private patients, nor between first-time 
mothers and others, nor between hospitals attended and this opinion. Agreeing that you 
has time to talk to the midwife was significantly associated with satisfaction with 
antenatal care (χ2  = 14.1, df = 5, p = 0.01). 
 
 
3.5.7.3 Distance from the antenatal clinic  
Thirty-three mothers (14.7%) agreed strongly that it was difficult to get to the clinic 
because of the distance involved.   Public patients were more likely to agree with this 
(χ2  = 12.0, df = 4, p =0.02), as were those mothers attending hospitals other than 
Tralee (χ2  = 27.3, df = 4, p =0.001).  Having difficulty with the distance to the clinic 
was not associated with satisfaction with antenatal care. 
 
 
3.5.7.4 Wait at the clinic 
 A large number of respondents (105, 46.7%) agreed strongly that they had too long a 
wait at the clinics.  Public patients were more likely to make this statement (χ2  = 21.9, 
df = 3, p = 0.001). Having difficulty with the waiting time at the clinic was 
significantly associated with satisfaction with antenatal care (χ2  = 12.5, df = 3, p = 
0.006). 
 
 
3.5.7.5 Number of checks 
Most women (158, 70.2%) disagreed strongly with the statement that it was not worth 
going to all of the checks.  Private patients were more likely to disagree with the 
statement than public patients (χ2  = 13.5, df = 4, p =0.009), as were those attending 
hospitals other than Tralee (χ2  = 9.8, df = 4, p = 0.04). 
 
 
3.5.7.6 Continuity of care 
The majority of women (192, 85.3%) expressed a strong preference to see the same 
doctor or midwife at checks rather than different ones every time. There was no 
significant difference between public and private patients in this regard. 
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3.5.8 Antenatal Classes 
 
Most women (177, 78.7%) were offered antenatal classes.  Seventy-two (93.5%) 
primiparae were offered classes. 
 
 
3.5.8.1 Demography of those who attended antenatal classes 
Seventy-one  (31.6%) women attended antenatal classes.  These women were 
significantly more likely to be first time mothers (54 primiparae and 17 multiparae),  
χ2  = 80.6, df = 1, p <0.001.  In all, 70.1% of primiparae and 11.5% of multiparae 
attended class.  Attenders had spent more time in full-time education than non-
attenders (χ2  = 15.7, df = 4, p=0.003).  There was no significant association between 
attendance at class and marital status, category of payment, age or medical card 
eligibility.   Neither was there a significant difference between the two groups in the 
distance that they lived from the hospital, birth weight or gestational age. 
 
 
3.5.8.2 Number, location and women’s perception of classes 
The majority of women had attended a hospital antenatal class.  Most of the women 
who attended any type of antenatal class found it to be very helpful (Table 3.16) 
 
 
Table 3.16   Number of respondents who attended antenatal classes, location of class, 
  mean number of classes attended and perceptions 
Location Number Mean 

number of 
classes 

attended 

Very 
helpful 

(%) 

Fairly 
helpful 

(%) 

Not very 
helpful 

(%) 

Hospital class 50 3.6 35 (70.0) 15 (30.0) 0 
Private local 
midwife class 

19 3.3 15 (78.9) 2 (13.3) 2 (13.3) 

Another class 5 3.6 3 (60.0) 1 (20.0) 1 (20.0) 
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3.5.8.3 Non-attendance at antenatal classes 
The reasons for non-attendance by primiparae were examined.  Seventy-seven women 
in the study were primiparae.  Of those, 54 (70.1%) attended antenatal classes.  A 
further 11 (14.3%) of women would have liked to attend a class.  Difficulties with the 
days/time or distance were the commonest barriers for interested primiparae  
(Table 3.17). 
 
 
Table 3.17  Reasons why interested primiparae did not attend 
  antenatal classes  
Reason Number % 
Insufficient information 
about classes 

2 18.2 

Days/times unsuitable 4 36.3 
Journey too difficult 4 36.3 
Too tired or unwell 2 18.2 
Other 3 27.2 
   
 
Fourteen primiparae did not want to attend antenatal classes.  Six women (42.8%) cited 
that they could find out in other ways as being the main reason why they didn’t attend 
antenatal classes (Table 3.18). 
 
 
Table 3.18  Reasons why reluctant primiparae did not attend  

antenatal classes 
Reason Number % 
Too difficult to get to class 4 28.6 
Could find out in other ways 6 42.8 
Didn’t want to know too much 3 21.4 
Didn’t think that it was worth it 2 14.3 
Other 5 21.4 
  
 
  
3.5.8.4 Summary of antenatal classes 
Women who attended antenatal classes were more likely to be primiparous women,  
who were private patients and who had spent significantly more time in full-time  
education than those who did not attend.  Hospital antenatal classes were attended by  
the majority of those who attended an antenatal programme. Some first-time mothers 
(11) stated that they would have liked to attend antenatal classes. Difficulties with the 
days/time or distance were the commonest barriers for interested primiparae  
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3.5.9  Hospitalisation during the antenatal period. 
Fifty-eight (25.8%) were hospitalised during their pregnancy.  There was no significant 
association between category of payment, maternal age or parity and antenatal 
hospitalisation.   Of those hospitalised, 14 (24.1%) were accommodated in a mixed 
antenatal/postnatal care ward. 
 
 
3.5.10  Satisfaction with antenatal care 
Most women (174, 77.3%) agreed strongly with the statement that they were happy 
with the medical care that they received during their pregnancy.  Private patients were 
significantly more likely to agree that they were happy with their medical care than 
public patients (χ2  = 14.3, df = 4, p =0.006).  The satisfaction rating with antenatal 
care did not differ significantly between first-time mothers and others or between 
hospitals. 
 
 
3.5.11 Summary of antenatal care 
A high percentage of women (77.3%) declared themselves to be very happy with the 
medical care that they received during their pregnancy.  However, having time to talk 
to the doctor or midwife, being encouraged to ask questions and lack of delay in the 
clinics were major predictors of satisfaction.   
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3.6  CARE DURING LABOUR AND DELIVERY 
 
3.6.1 Initial admission 
Almost three-quarters (167, 74.2%) of the women were admitted to a ward initially, 
before going to the delivery room.  Of those who were admitted to the ward, 100 
(59.9%) were spent less than 12 hours there before going to the delivery room. 
 
 
3.6.2 Time spent in the delivery room 
Most women (183, 81.3%) spent time in the delivery room before the baby was born.  
Of those, 105 (57.4%) spent less than three hours there (Figure 3.6). 
 
 

Fig 3.6  Length of time spent in the delivery 
room prior to baby's birth (n= 183)
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First-time mothers were significantly more likely to spend a longer time in the delivery 
room than others (χ2  = 16.6, df = 4, p = 0.002), as were women who had epidurals (χ2  
= 88.9, df = 4, p <0.001).   Most women (163, 89.1%) were the only ones in labour in 
the delivery room. 
 
 
3.6.3 Type of delivery 
Most respondents (184, 81.8%) had a vaginal delivery, giving a caesarean section rate 
of 18.2%.   The C-section rate for those attending Tralee hospital was 17.2%.   Most of 
the C-sections were elective (30, 73.2%).  Of those who had a caesarean section, 
(n = 41), 26 (63.4%) received epidural analgesia.  There was no significant association 
between category of payment or parity and type of delivery.  
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Of those who had a C-section, 33 (80.5%) stated that they were given enough 
information as to why it was necessary.    Two women (4.8%) said that there was not 
enough time to give them information and 6 (14.6%) would have liked more 
information. 
 
Thirty (15.4%) women had a forceps or vacuum delivery. 
 
 
 
3.6.4 Pain relief 
Thirty women had an elective caesarean section.  These have been excluded from the 
analysis of pain relief in labour.  Breathing methods were used by most women to 
control pain (Table 3.19). 
 
 
Table 3.19  Methods used by respondents to control pain 
  during labour  
Method Number Percentagea 

Breathing methods 155 79.5 
Reflexology 1 0.5 
Aromatherapy 6 3.1 
Gas 125 64.1 
Pethidine 93 47.7 
Epidural 60 30.8 
TENS 6 3.1 
None 1 0.5 
aPercentage calculated for n = 195, total not relevant as  
percentages not cumulative 
 
 
First-time mothers were significantly more likely to use an epidural than other mothers 
(Table 3.20). 
 
 
Table 3.20  Methods of pain control by parity 
Method Primipara Multipara P value Total 
Breathing 
methods 

62 (86.1) 93 (75.6) 0.08 155 (79.5) 

Gas 49 (68.1) 76 (61.8) 0.4 125 (64.1) 
Pethidine 35 (48.6) 58 (47.2) 0.8 93 (47.7) 
Epidural 33 (45.8) 27 (21.9) 0.001 72 (36.9) 
n 72 123  195 
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Public patients were significantly more likely to use gas or pethidine than private 
patients (Table 3.21 ).  Private patients were significantly more likely to use an 
epidural. 
 
 
Table 3.21  Methods of pain control by category of payment 
Method Public (%) Private (%) P value Total 
Breathing 
methods 

107 (80.4) 48 (51.6) 0.6 155 (79.5) 

Gas 99 (74.4) 26 (27.9) 0.001 125 ( 64.1) 
Pethidine 77 (57.9) 16 (17.2) 0.001 93 (47.7) 
Epidural 28 (21.1) 32 (34.4) 0.001 60 (30.8) 
n 133 93  195 
 
 
 
Women attending Tralee were significantly more likely to use methods other than an 
epidural than those attending other hospitals (Table 3.22). 
 
 
Table 3.22  Methods of pain control by hospital attended 
Method Tralee (%) Other 

hospital (%) 
P value Total 

Breathing 
methods 

115 (82.7) 40 (71.4) 0.03 155 (79.5) 

Gas 103 (74.1) 22 (39.3) 0.001 125 ( 64.1) 
Pethidine 89 (64.0) 4 (7.1) 0.001 93 (47.7) 
Epidural 24 (17.3) 36 (64.3) 0.001 60 (30.8) 
n 139 (100) 56 (100)  195 
 
 
 
One hundred and seven (69%) described their experience of using natural methods as 
being good or very good.    Ninety-one (72.8%) women so described using gas, 93 
(86%) so described using pethidine and  57 (95%) found using an epidural to be good 
or very good. 
 
 
 
3.6.5 Induction/acceleration of labour 
Fifty-six (28.7%) had their labour induced and 121 (62.1%) had their labour 
augmented in some way.  Private patients were more likely to be induced (χ2  = 10.2, 
df = 2, p = 0.007) than public patients.  There was no significant association between 
induction rates and acceleration rates and parity or hospital attended.  Women who 
received epidural analgesia were significantly more likely to have their labour 
augmented  (χ2  = 11.8, df = 1, p = 0.001). 
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3.6.6  Ability to move 
Almost half (44%) of the respondents wanted to move around and change position 
during labour.  The majority of these (67, 67.8%) were able to move/change.  The 
commonest reason for being unable to move was being attached to a monitor, drip or 
epidural.  Mothers felt encourage by staff to move/change in 65% of cases. 
 
 
3.6.7 Support during labour and delivery 
Most women (155, 68.9%) had their husband and partner present at the birth.  Twenty-
two women (9.8%) would have liked more than one person present.   Thirty-two 
women (14.2%) felt that their companion was not with them as much as they wanted. 
Looking at Tralee hospital compared to other hospitals, women were significantly less 
likely to have a companion with them during labour and delivery (68% of those 
attending Tralee compared to 92.6% of other hospitals).  The main reason cited for this 
was that hospital staff did not allow the companion to stay (Table 3.23). 
 
 
Table 3.23  Reason why companion was not with mother (n = 225) 
Reason Number (%) 
Hospital staff did not 
allow him/her to stay 

20 (8.9) 

Staff did not help enough 
to contact him/her 

2 (0.9) 

He/she was not well 
enough 

5 (2.2) 

He/she was too busy 2 (0.9) 
Other reason 13 (5.8) 
 
 
Fifty-five women (24%) were alone; i.e. they had no companion.  Most women 
(89.3%) were happy with the number of staff present during labour and delivery.  Less 
than 5% of women were left alone at some stage during labour when it worried them to 
be alone. 
 
Less than 5% of women felt that the midwife did not spend enough time with them.  
Seventeen women (7.6%) felt that staff did not explain enough about what was 
happening during labour and delivery.  Twenty-four (10.7%) thought that staff did not 
tell them enough about what was happening during labour and delivery.  The same 
percentage felt that staff did not take enough notice of their wishes during labour and 
delivery. 
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3.6.8 Staff actions during labour and delivery 
Nearly one-quarter (53, 23.6%) felt that staff could have behaved differently or better 
during labour and delivery.  No significant associations were found between parity or 
category of payment and feeling that the staff could have done differently or better.  
 
 
3.6.9  Familiarity with staff 
Almost half (109, 48.4%) had met at least one of the midwives or hospital doctors  
present during labour/birth before going in to have the baby.  One hundred and eight 
women questioned (48%) stated that they would not have liked to get to know the staff 
more before the event.  Over one third (85, 37.8%) definitely would have liked to get 
to know the staff more and 23 (10.2%) stated that they would possibly have liked to 
meet the staff more.  Of those who had not met any of the staff previously, 44 (38.6%) 
would definitely like to get to know them better before the event, 15 (13.2%) possibly 
and 55 (48.2%) did not want to know the staff better.   
 
 
3.6.10  Care immediately after the birth in the delivery room  
Most women (187, 83.1%) held the baby immediately after the birth.  In 14 cases 
(6.2%), the respondent was unable to give a reason why she could not hold the baby 
immediately. Of those who had a vaginal delivery, ( n =184), 133 (72.3%) had perineal 
sutures.  Most women (117,  63.6%) had to wait less than ten minutes for their sutures.  
A minority (13, 7.1%) described themselves a being very uncomfortable while waiting.  
In 106 cases (57.6%) the suturing was done by a doctor, 23 women (12.5%) were 
sutured by a midwife, the remainder were unsure who sutured them.   
Almost three-quarters (162, 72%) did not discuss their labour/delivery with any health  
professional after the baby was born.  Fifty women (22.2%) would have liked to 
discuss the events more with staff. 
 
 
3.6.11 Satisfaction with care during labour /delivery  
More than three quarters of women (175, 77.8%) stated that they were very satisfied 
with the care they received during labour/delivery.  Forty-seven (20.9%) were satisfied 
in some ways and only 3 women (1.3%) declared themselves to be very dissatisfied.  
Women who attended other hospitals than Tralee were significantly more likely to be 
satisfied with their care  (χ2  = 10.3, df  = 2, p =0.006).  There was no relationship 
between satisfaction and parity.     
 
Twenty-five variables reflecting social factors, type of delivery experienced, care of 
caregivers and method of pain relief were entered into a logistic regression 
programme.  Having choice in what happened to them, having their husband/partner 
present and being happy with the number of staff present at the time were significantly 
associated with satisfaction with care in labour and delivery, having controlled for all 
other factors. 
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3.6.11.1 Maternal choice 
 
One hundred and nine (48.2%) women disagreed strongly with the statement that they 
had little choice about what happened to them (Table 3.24).  There was no relationship 
between disagreeing with this statement and parity, category of payment or hospital 
where the delivery took place.  
 
 
Table 3.24  Maternal perceptions of care during labour and delivery  
 Agree 

strongly 
(%) 

Agree 
slightly 
(%) 

Neither 
agree nor 
disagree 
(%) 

Disagree 
slightly 
(%) 

Disagree 
strongly 
(%) 

I felt I had little choice 
about what happened to 
me 

58 (25.8) 26 (11.6) 18 (8.0) 14 (6.2) 109 (48.4) 

I was always asked what 
I though about things 

97 (43.1)  28 (12.4) 24 (10.7) 16 (7.1) 60 (26.7) 

I felt little attention was 
paid to my wishes 

32 (14.2) 14 (6.2) 17 (7.6) 15 (6.7) 147 (65.3) 

I was treated like an 
individual 

185 (82.2) 15 (6.7) 9 (4.0) 3 (1.3) 13 (5.8) 

 
 
 
3.6.11.2 Maternal opinion 
Less than half (97, 43.1%) of the respondents agreed strongly that they were always 
asked their opinion.  Private patients were significantly more likely to agree with this 
statement  (χ2  = 10.3, df = 4, p =0.009).  There was no association between agreeing 
with the statement and parity or hospital of delivery. 
 
 
3.6.11.3 Maternal wishes 
Most women (147, 65.3%) disagreed strongly with the statement that little attention 
was paid to their wishes. There was no association between disagreeing with the 
statement and parity, category of payment or hospital of delivery. 
 
 
3.6.11.4 Individual treatment 
The vast majority of women (185, 82.2%) agreed strongly with the statement that they 
were treated as an individual. 
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3.6.12 Summary of care during labour and delivery  
Most women (183, 81.3%) spent some time in the delivery room before the baby was 
born.  Primiparae and women who had epidurals spent significantly longer in the 
delivery room.  The caesarean section rate was 18.2%, 17.2% for those attending 
Tralee hospital.  Thirty women (15.4%) had an assisted delivery.  
 
The commonest combination of pain control used by women was natural methods, gas 
and pethidine.  Private patients and first-time mothers were significantly more likely to 
receive epidural analgesia.   The majority of women who used epidural analgesia rated 
it as good or very good.  Over one quarter (28.7%) of respondents had their labour 
induced.  Most (62.1%) had their labour augmented in some way.  Receiving epidural 
analgesia was significantly associated with having labour accelerated. 
 
Over three-quarters of women (77.8%) were very satisfied with the care that they 
received during labour/delivery.  However, 25.8% felt that they had little choice about 
what happened to them and 14,2% felt that little attention was paid to their wishes. 
 
Having choice in what happened to them, having their husband/partner present and 
being happy with the number of staff present at the time were significantly associated 
with satisfaction with care in labour and delivery, having controlled for all other 
factors. 
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3.7  POSTNATAL CARE IN HOSPITAL 
 
 
3.7.1  Location of mother and baby 
Most women (180, 80%) went straight to the postnatal ward after they left the delivery  
room.  The baby accompanied the mother in 103 (45.8%) of cases.  Of those mothers 
who were separated from their babies (Table3.25), 24 (19.7%) were not told enough 
about where the baby was being taken.   
 
 
Table 3.25  Location of babies who left the delivery room without their mothers  

(n = 122) 
Location Number Percent 
Baby taken to nursery 92 75.4 
Baby taken to SCBU 21 17.2 
Other 9 7.4 
Total 122 100 
 
 
 
Twenty-two (18%) women were separated from their babies for less than two hours 
and the majority (72.9%) were separated for less than 12 hours (Table 3.26). 
 
 
Table 3.26  Length of time that mothers were separated from their babies 
Time Number Percent 
< 2 hours 22 18.0 
2 – 12 hours 67 54.9 
13 – 24 hours 11 9.0 
> 24 hours – 2 weeks 19 15.6 
Not answered 3 2.5 
Total 122 100 
 
 
Most mothers (80, 65.5%) were told enough about the baby's progress while  
separated from them, but 33 (27%) would have liked to talk more about their worries 
at that time.   
 
 

Kerry Maternity Services Study,   Department of Public Health  
2000  Southern Health Board 
                         

42



   

3.7.2  Length of stay in hospital 
Most women (166, 73.8%) stayed in hospital between 3 to 5 days after the baby’s birth 
(Figure 3.7) 
 
 
 

Fig. 3.7 Length of stay in hospital after delivery (n=225)
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There was no significant relationship between category of payment or parity and 
length of stay.  Those mothers who had a section stayed significantly longer than other 
mothers (χ2  = 71.1, df = 8, p < 0.001) (Table 3.27). 
 
 
Table 3.27  Length of stay in hospital post delivery by type of delivery 
Time Normal 

vaginal 
delivery 

Instrumental 
vaginal 
delivery 

Caesarean 
section 

Total 

< 24 hours 4 0 0 4 
24 - < 72 hours 18 3 0 21 
3 - 5 days 122 25 19 166 
6 – 8 days 9 1 21 31 
9 or more days 1 1 1 3 
Total 154 30 41 225 
 
 
 
Most women (179, 79.6%) were happy with their length of stay.  Thirty-one women 
(13.8%) thought that it was too long and 15 (6.7%) too short. 
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3.7.3  Ward Nursery 
Most babies (197, 87.6%) were looked after for some time in the ward nursery.  Of the  
babies who were cared for in the nursery, 143 (72.6%) of mothers were happy with the 
time that they spent there.  Forty-nine (24.9%) would have liked the baby to spend 
more time there and only 5 (2.5%) would have liked the baby to have spent less time in 
the nursery.  The main reason why a baby did not spend time in the nursery was that 
mothers wanted their babies to be with them at all times (13 women). 
 
 
3.7.4  Feeding the baby in hospital 
Most mothers  (134, 59.6%) bottle-fed their babies in hospital (Table 3.28).  Women 
who breastfed in hospital were significantly more likely to be private patients (χ2  = 
11.6, df = 2, p = 0.003), better educated women (χ2  = 26.1, df = 8, p = 0.001) and first-
time mothers (χ2  = 9.7, df = 2, p = 0.008). 
 
 
Table 3.28  Methods of feeding the baby in hospital 
Feeding method Number Percent 
Breast 55 24.4 
Bottle 134 59.6 
Breast and bottle 36 16.0 
Total 225 100 
 
 
Ninety women (40.0%) wanted quite a lot of help and advice about feeding. 
Primiparae were significantly more likely to want advice (χ2  = 52.2, df = 4, p <0.001) 
than multiparae.  Breastfeeders were also significantly more likely to want more advice 
than bottle feeders (χ2  = 41.8, df = 4, p <0.001).   
 
Of those who wanted more advice (n = 160),  95 (59.4%) described the advice as being 
very helpful, 47 (29.4%) as being fairly helpful and 18 (11.2%) as unhelpful.  
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3.7.5  Adequacy of advice to mother on caring for herself and the baby 
There was no significant relationship between advice given to the mother on how to 
care for herself and the baby and parity (Table 3.29).  Private patients were 
significantly more likely to get sufficient advice on maternal and baby’s health, though 
only at the 5% level of significance.  
 
 
Table 3.29  Advice given to mother by category of payment and by parity 
Advice Public (%) Private (%) Primiparae 

(%) 
Multiparae 
(%) 

Total (%) 

Feeding the baby 106 (71.1) 60 (78.9) 59 (76.6) 107 (72.3) 166 (73.8) 
Settling the baby 83 (55.7) 52 (68.4) 48 (62.3) 87 (58.8) 135 (60.0) 
Bathing 132 (88.6) 64 (84.2) 72 (93.5) 124 (83.8) 196 (87.1) 
Baby’s health 78 (52.3) 51 (67.1)* 48 (62.3) 81 (54.7) 129 (57.3) 
Mother’s health 104 (69.8) 64 (84.2)* 52 (67.5) 116 (78.4) 168 (74.7) 
Postnatal exercises 115 (77.2) 65 (85.5) 61 (79.2) 119 (80.4) 180 (80.0) 
Contraception 71 (47.7) 30 (39.5) 34 (44.2) 67 (45.3) 101 (44.9) 
n 149 76 77 148 225 
*** p< 0.001, ** p < 0.01, * p<0.05 
 
 
Those women who attended Tralee hospital were more likely to get sufficient advice 
on bathing the baby and contraception, again only at the 5% level of significance 
(Table 3.30). 
 
 
 Table 3.30  Advice given to mother by hospital attended 
Advice Tralee 

hospital (%) 
Other 
hospital (%) 

Total (%) 

Feeding the baby 115 (73.7) 50 (73.5) 166 (73.8) 
Settling the baby 96 (61.5) 38 (55.9) 135 (60.0) 
Bathing 142 (91.0) 53 (77.9)* 196 (87.1) 
Baby’s health 88 (56.4) 41 (60.3) 129 (57.3) 
Mother’s health 113 (72.4) 54 (79.4) 168 (74.7) 
Postnatal exercises 129 (82.7) 50 (73.5) 180 (80.0) 
Contraception 77 (49.4) 23 (33.8)* 101 (44.9) 
n 157 68 225 
*** p< 0.001, ** p < 0.01, * p<0.05 
 
Seventy-five women (33.3%) were confused at some stage by different staff giving 
them different advice. There was no significant association between parity and being 
given confusing advice  (χ2  =  1.7, df = 1, p = 0. 2). 
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Over a third (86, 38.2%) would have liked to talk more to staff about looking after the 
baby (Table 3.31).  Ninety women (40%) had felt that the nurses were too busy to 
spend time with them. 
 
 
Table 3.31  Health professionals with whom mothers would like 
 longer consultations (n = 86) 
Health Professionals Number Percent 
Midwife 28 32.6 
Doctor 8 9.3 
Both doctors and 
midwives 

23 26.7 

Physiotherapist 1 1.2 
Anyone – don’t mind 
which 

26 30.2 

Total 86 100 
 
 
 
3.7.6  Visiting Hours 
When asked about their preferences regarding visiting hours, the majority of women 
(102, 45.5%) opted for some open and some restricted visiting hours (Table 3.32). 
 
 
Table 3.32  Preferences of respondents regarding opening hours (n=225) 
Option Number Percent 
Open visiting at all times  38 16.9 
Restricted visiting at all 
times 

20 8.9 

Mixed -  some open and 
some restricted visiting 

102 45.3 

No preference 64 28.4 
Total 225 100 
 
 
 
3.7.7  Suggestions on improving the stay on the ward 
Over half (120, 53.3%) of women overall stated that their stay could have been 
improved.  First time mothers were significantly more likely to make suggestions on  
how their stay could be improved. 
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3.7.8  Maternal view of care 
 
3.7.8.1  Maternal choice 
Most women (68%) women agreed with the statement that they were given choices 
about what actions they could take in the postnatal period (Table 3.33).  There was no 
relationship between agreeing with this statement and parity or hospital where the 
delivery took place.  
 
 
Table 3.33    Maternal perceptions of care after birth on the ward  
 Agree 

strongly 
(%) 

Agree 
slightly 
(%) 

Neither 
agree nor 
disagree 
(%) 

Disagree 
slightly 
(%) 

Disagree 
strongly 
(%) 

I felt I was given choices 
about what I could do 

125 (55.6) 28 (12.4) 11 (4.9) 13 (5.8) 48 (21.3) 

Staff took time to discuss 
any information I wanted 

133 (59.1) 33 (14.7) 14 (6.2) 15 (6.7) 30 (13.3) 

I felt little attention was 
paid to my wishes 

29 (12.9) 10 (4.4) 17 (7.6) 16 (7.1) 153 (68.0) 

There was little interest 
in me after my baby was 
born 

27 (12.0) 11 (4.9) 9 (4.0) 14 (6.2) 164 (72.9) 

 
 
 
3.7.8.2  Time to discuss 
One fifth (45, 20%) disagreed with the statement that staff took time to discuss any 
information they wanted.  There was no association between disagreeing with the 
statement and parity or hospital of delivery. 
 
 
3.7.8.3  Maternal wishes 
Most women (153, 68%) disagreed strongly with the statement that little attention was 
paid to their wishes. There was no association between disagreeing with the statement 
and parity or hospital of delivery. 
 
 
3.7.8.4  Interest in mother 
Almost three-quarters (164, 72.9) strongly disagreed with the statement that they felt 
there was little interest in them after the baby was born.  First time mothers were 
significantly more likely to disagree with the statement that other mothers (χ2  = 13.9, 
df = 4, p = 0.008). There was no association between disagreeing with the statement 
and hospital of delivery. 
 
 

Kerry Maternity Services Study,   Department of Public Health  
2000  Southern Health Board 
                         

47



   

 
3.7.8.5  Satisfaction with postnatal care in hospital 
 Almost two thirds (146, 64.9%) declared themselves to be very satisfied with their  
postnatal care in hospital.  Sixty-six (29.3%) stated that they were satisfied in some 
ways and  12 (5.3%) were very dissatisfied.  There was no significant difference in 
satisfaction ratings between public and private patients or between primiparae and 
multiparae or between those attending Tralee and those attending other hospitals.  
 
 Nineteen variables reflecting social factors, type of delivery, separation from baby, 
health of the baby, method of feeding the baby, length of stay, care from caregivers 
and adequacy of advice were entered into a logistic regression programme and analysis 
carried out.  Nurses having time to talk to the mothers was the main predictor of 
satisfaction with postnatal care on the ward.  
 
 
3.7.9 Summary of postnatal care in hospital 
Most women stayed in hospital between 3 to 5 days after the baby's birth.  Those who 
had a section stayed significantly longer than those who delivered vaginally.  Most 
women were happy with their length of stay. 
  
Most women (59.6%) bottle-fed their babies in hospital.  Breastfeeding mothers were 
significantly older, better educated women.  They were more likely to be private 
patients and wanted significantly more help and advice than bottle-feeding women. 
Most mothers put their babies in the ward nursery at some stage and most were happy 
with the time the baby spent there 
 
Over one third of women (40%) did not get sufficient advice on caring for themselves 
or the baby in hospital.   One third of women were confused by conflicting advice from 
staff. Almost two thirds (146, 64.9%) declared themselves to be very satisfied with 
their postnatal care in hospital.  However, a sizeable minority felt that they were nor 
given choices about what they could do and that there was little attention paid to their 
wishes.  
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3.8  POSTNATAL CARE AT HOME 
 
 
3.8.1  Timing of the first Public Health Nurse (PHN) visit 
One hundred and seventy five women did not see a public health nurse within the first 
48 hours (Table 3.34).   There was no association between the time interval and parity, 
category of payment, maternal age or method of feeding the baby. 
 
 
Table 3.34  Timing of the first Public Health Nurse (PHN) visit  (n = 225) 
Time Number Percent 
< 24 hours 15 6.7 
24 – 48 hours 35 15.6 
>2 – 4 days 85 37.8 
> 4 days 90 40.0 
Total 225 100 
 
 
 
3.8.2  Postnatal check 
Of those whose babies were older than 6 weeks when interviewed (n = 161), 105 
(65.2%) had had their 6 week check.   There was no relationship between having had a 
6-week check and parity or category of payment.  Of those who had their check  
(n = 161) , 70 (43.5%) had attended their GP and 91 (56.5%) their hospital doctor. 
 
 
3.8.3  Caring for the baby 
Almost one third, (71, 31.6%) had breastfed the baby since leaving the hospital.  This 
compared to 91 (40.4%) mothers who breastfed the baby in hospital.    Ten women 
attended a breastfeeding support group.    Seven attended a La Leche group, one a 
PHN group and 2 attended another support group.   Most of those who attended 
breastfeeding support groups found them to be very helpful. 
 
After hospital discharge, the main concern mothers had dealing with the baby at home 
were problems with feeding the baby (Table 3.35).  First-time mothers were more 
likely to experience difficulties at home than other mothers.  Feeding problems at 
home were significantly related to conflicting advice in hospital (χ2  =  8.9, df = 1, p= 
0.003).   Equally, a significant association was found between insufficient advice on 
maternal health in hospital and subsequent problems at home  (χ2  = 10.5, df = 2, p = 
0.005). No such relationship was found between problems with the baby's health and 
advice given in hospital.  
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Table 3.35  Mothers’ problems after hospital discharge by parity (n = 225) 
Concern Primipara 

(%)a 
multiparae 

(%)a 
χ2 P 

value 
Total 
(%)a 

Feeding the baby 31 (40.3) 36 (24.3) 6.1 0.01 67 (29.8) 
Settling the baby 17 (22.1) 17 (11.5) 4.4 0.04 34 (15.1) 
Baby’s health 16 (20.8) 30 (20.3) 0.008 0.9 46 (20.4) 
Maternal health 25 (32.5) 27 (18.2) 6.1 0.04 52 (23.1) 
n 77 148   225 
aPercent calculated for n as indicated.  Total not relevant as percentage is not 
cumulative 
 
 
 
Breastfeeding mothers were significantly more likely to have problems feeding the 
baby. (Table 3.36). There was no association between any of the other concerns and 
feeding method. 
 
 
Table3.36  Mothers’ problems after hospital discharge by method of feeding (n = 225) 
Concern Breastfeed 

(%)a 
Bottle-feed 

(%)a 
 

χ2 P 
value 

Total 
(%)a 

Feeding the baby 28 (39.4) 39 (25.3) 4.6 0.03 67 (29.8) 
Settling the baby 12 (16.9) 22 (14.3) 0.3 0.6 34 (15.1) 
Baby’s health 15 (21.1) 31 (20.1) 0.03 0.8 46 (20.4) 
Maternal health 16 (22.5) 36 (23.4) 2.1 0.3 52 (23.1) 
n 71 154   225 
aPercent calculated for n as indicated.  Total not relevant as percentage is not 
cumulative 
 
 
 
3.8.4  Advice on care of the baby and mother 
All of those surveyed had spoken to someone about caring for the baby and  
themselves since they came home.  Table 3.37 outlines the frequencies of those 
consulted  after discharge.  The PHN was consulted by all of the women and family 
and friends were consulted by 94.2%. 
 
 
Table 3.37  People consulted by mothers after discharge from hospital (n = 225) 
Advisor(s) Number (%)a 
Hospital midwives 11 4.9 
Public Health Nurses (PHN) 225 100 
General practitioner 157 69.8 
Family and friends 212 94.2 
Others 47 20.9 
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Over two thirds (155, 68.9%) stated that they had been given enough helpful advice 
about looking after the baby and themselves.    
 
 
Family and friends were rated the highest in terms of helpfulness by women 
(Table3.38).   
 
 
Table 3.38   Usefulness of those consulted 
Advisor(s) Very 

helpful (%) 
Fairly 
helpful (%) 

Not very 
helpful (%) 

n  

Hospital midwives 8 (72.7) 1 (9.1) 1 (9.1) 11 
Public Health Nurses (PHN) 155 (68.9) 54 (24.0) 16 (7.1) 225 
General practitioner 113 (72.0) 32 (20.4) 11 (7.0) 157 
Family and friends 174 (82.1) 37 (17.5) 1 (0.5) 212 
Others 28 (17.0) 14 (29.8) 1 (2.1) 47 
 
 
 
 
3.8.5  Satisfaction with care at home 
 
One hundred and thirty two women (58.7%) described themselves as being very 
satisfied with the care they received since they left hospital.  Over one third (81, 
36.0%) described themselves as being satisfied in some ways and 12 (5.3%) were very 
dissatisfied.  There was no relationship between satisfaction with care and parity, 
category of payment or method of feeding. 
 
 
 
Table 3.39  Maternal perceptions of postnatal care at home 
 Agree 

strongly 
(%) 

Agree 
slightly 
(%) 

Neither 
agree nor 
disagree 
(%) 

Disagree 
slightly 
(%) 

Disagree 
strongly 
(%) 

I felt I was given choices 
about what I could do 

145 (64.4) 17 (7.6) 41 (18.2) 1 (0.4) 21 (9.3) 

Staff took time to discuss 
any information I wanted 

146 (64.9) 26 (11.6) 20 (8.9) 11 (4.9) 22 (9.8) 

I felt little attention was 
paid to my wishes 

15 (6.7) 9(4.0) 36 (16.0) 11 (4.9) 154 (68.4) 

There was little interest 
in me after my baby was 
born 

22 (9.8) 17 (7.6) 19 (8.4) 6 (2.7) 161 (71.6) 
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Most women (145, 64.4%) agreed strongly that they were given choices at home 
regarding what they could do (Table 3.39).  Almost one-tenth (21, 9.3%) disagreed 
strongly with that statement.   
 
Again, 146 (64.9%) agreed strongly that the staff took time to discuss any information 
that they wanted. Twenty-two women (9.8%) disagreed strongly. 
 
Most women (154, 68.4%) disagreed strongly with the statement that very little 
attention was paid to their wishes and 161 (71.6%) disagreed strongly with the 
statement that there was little interest in them after the baby was born. 
 
 
3.8.6 Summary of postnatal care at home  
Most women (77.7%) did not see a Public Health Nurse (PHN) within 48 hours of  
discharge from hospital.  Of those eligible for a 6-week check, 65.2% had attended for 
a check.  One third had breastfed the baby since leaving hospital.  The main concerns 

mothers had dealing with the baby at home were problems with feeding the baby.  
Breastfeeding mothers were significantly more likely to have problems feeding and 
caring for the baby than non-breastfeeding mothers.  First-time mothers were also 

more likely to have problems.  One third of women wanted more advice at home on 
caring for themselves and the baby.  All women had consulted a PHN about the baby 
and 68.9% said that the advice was helpful.  Fifty nine percent of women were happy 

with the postnatal care after discharge

Kerry Maternity Services Study,   Department of Public Health  
2000  Southern Health Board 
                         

52



   

CHAPTER FOUR 
 
 
 

CONCLUSIONS 
 
 

  
This study was undertaken to determine the health needs of Kerry women availing of  
maternity services.  As the level of service provision differs from one area to another,  
the need for services identified cannot be presumed to apply to all other areas.  This  
study examined specific indicators of health status of mothers and their babies, the  
process of care in the antenatal, intrapartum and postnatal periods and women's  
satisfaction with their care.  Comparisons in the study were carried out between the  
services provided to public versus private patients and services provided to first-time  
mothers versus more experienced mothers. 
 
The following conclusions can be drawn from this study: 
 
 
4.1 Health Status 
 
4.1.1 Maternal age and parity 
Age and parity have been established as major predictors of perinatal mortality (Royal  
College of Physicians, 1991).  Age has been described as having a U shaped 
relationship with perinatal mortality (Department of Health, 1992a).  Very young 
mothers have high rates; rates are at their lowest among 25 - 29 year olds and rise 
again after this.  In this study, 4% of mothers were less than 20 years of age.  The most 
recent Kerry county figures available are for 1999 (Public Health Information System, 
Version 4), when 5.2% of live births were to mothers under 20.  Equally, the 
proportion of mothers in this study who were over 34 years (19.6%) is lower than the 
county average in 1999 (23.1%).  
 
Parity has also been shown to have a U shaped relationship with perinatal mortality  
(Department of Health, 1992a).  First-time mothers have a high rate, then it falls and 
rises again after the third baby.  In this study, 34.2% of mothers were primiparae.  This 
compares to 39.4% nationally in 1998 (Department of Health, 1999).  Thirty-three 
women (14.7%) had four or more children, which is higher than the national 
percentage of 12.7 in 1998.  
 
As this study concentrated on the experience of the healthy mother and baby, a number 
of exclusions applied (See Chapter 2).  This explains the better than average age 
profile of the mothers.  In terms of parity, fewer mothers enrolled in the study were 
primiparae than the national average, however there were more grand multiparae 
than the national average. 
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4.1.2 Smoking 
The health risks associated with cigarette smoking during pregnancy are now well  
established (Lumley and Astbury, 1989).  Infants of smokers, are on average, 150- 250  
grams lighter than infants of non-smokers (Brooke et al., 1989).  The low birth weight  
associated with maternal smoking increases the risk of perinatal mortality and 
morbidity, particularly in those already at risk on biological or social grounds 
(Cnattingius et al., 1988; Kleinman et al., 1988).   
 
One third of those sampled in this study smoked while pregnant and 7.1%  
stopped smoking during pregnancy.  This was similar to the Cork study (32.2%), but 
contrasts with a Dublin study where 63% smoked at some stage during pregnancy and 
5% stopped during pregnancy (Daly et al., 1992b).    In a more recent study of public 
patients in the Eastern Health Board region, 40.5% were current smokers and 30% of 
these cut down on the number of cigarettes smoked during pregnancy (Collins, 2000). 
 
The level of smoking was lower in this study than in others nationally.  However, the 
profile of smokers was identical – primarily younger women from a deprived 
background.  Very few gave up smoking during their pregnancy.  
 
 
4.1.3  Alcohol consumption 
The teratogenic effects of excess alcohol are well documented.  Strong evidence links  
alcohol abuse in pregnancy with foetal alcohol syndrome, impaired intrauterine 
growth, birth defects and mental retardation (Chiriboga, 1993).  Studies of the 
relationship between lower consumption of alcohol, where the mother consumed more 
than 140 grams of absolute alcohol a week, or two drinks a day, indicate an association 
with low birthweight (Larrogue, 1992). 
 
In this study, 40.9% of women consumed alcohol at some stage while pregnant and 
20.9% drank alcohol throughout their pregnancy.  Most of those who consumed 
alcohol (95.6%) stated they drank less than 5 units or 50 g a week.  This compared to 
44.2% of women in the Cork study stating that they drank alcohol and 49.2% in the 
study by Wiley and Merriman (1996). 
 
Fewer women drank alcohol during pregnancy compared to other studies .  No one 
admitted to excess alcohol consumption on a regular basis and the level of occasional 
binge drinking is low.  However, exclusions from the study may have resulted in an 
underestimation of alcohol consumption and no biochemical parameters of alcohol 
consumption were measured. 
 
 
4.1.4  Folic acid consumption 
Periconceptual folic acid has been definitively shown to prevent neural tube defects 
(Royal College of Physicians, 1991).  In this study, 33.8% of women took pre-
conceptual folic, which is higher than the usage found by Howell et al., (1997) (26.5%) 
and than that found by Sayers et al., (1997) (5.8%) in Dublin.  There was a significant 
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association between folic acid consumption and medical card eligibility, as found by 
Howell's study. 
 
The large difference between the rate of folic acid consumption found by Sayers et al.   
(1997) and the rate found in this study may be explained by differences in population  
profiles.  Sayers et al. undertook the field work in public antenatal clinics only.  
Equally, the difference may be due to a genuine increase in public awareness of the 
benefits of folic acid in pregnancy.  Sayers et al., (1997) undertook the field work in 
the spring of 1995 and this study was carried out in the spring of 2000. 
 
Folic acid consumption during pregnancy is going up, but it is going up predominantly 
in the higher socio-economic groups. 
 
 
4.1.5  Birth weight 
Low birth weight percentage, defined as the percent of live births with a birthweight of  
less than 2,500 g in a particular area, has been recognised as a very sensitive measure 
of  infant health and development.  It has been accepted as a broad indicator of health 
in the general population and was incorporated into the health index devised by 
Townsend (Townsend et al.,  1987).  
 
 This study had a low prevalence of low birth weight (0.4%), which is a reflection of 
the inclusion criteria rather than a true measure of the health of the population. 
 
 
4.1.6  Gestation 
Premature babies have higher rates of morbidity and mortality (Royal College of  
Physicians, 1991).  In this study, 1.3% of babies were of less than 37 weeks gestation.  
 
The low prevalence of prematurity is a reflection of the inclusion criteria.  
   
 
4.1.7  Admittance to special care baby unit (SCBU) 
Different hospitals have different SCBU admission policies and it is an  
indicator best suited at the level of the individual hospital to enable it to monitor 
trends.  Equally comparisons between studies in different areas are difficult as different 
criteria are often used. 
 
This indicator is of limited use at a population level when more than one hospital is  
involved. 
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 4.2  Care during pregnancy 
 
4.2.1  Number of checks 
It is known that maternal age and social factors have a strong influence on perinatal 
mortality rates and arguments abound whether antenatal care attendance is associated 
with lower maternal and perinatal mortality.  However, Ryan et al. (1980) 
demonstrated an association between the number of antenatal visits or gestational age 
at the initiation of care and pregnancy outcomes, controlling for confounding factors.  
Equally, non-attendance or poor attendance has been associated with sequelae later in 
childhood such as an increased risk of sudden infant death syndrome (Buck et al., 
1990) and immunisation delay (Wiecha and Gann, 1994), again having controlled for 
potential confounders. 
 
In this study, most women (58.7%) attending Tralee hospital had 10 or more antenatal 
checks.  This implies that services are no different to those in other European countries 
where the average number of visits is ten to twelve (W.H.O., 1989).  
 
 
4.2.2  Delayed attendance at antenatal checks 
Studies looking at delays in attendance at antenatal care tend to use different 
definitions of delay (some use 28 weeks and some 16 weeks). In this study, 16 weeks 
was used as the criterion.  Twenty women (8.9%) first attended a doctor after that date.  
This contrasts with a proportion of 21.2% in the United States and 4.0% in France 
(Buekens et al., 1993).   
 
Kerry women did not differ from their counterparts in other developed countries in  
that the majority attended antenatal services early on in pregnancy and two fifths of  
the women had between 10 and 14 checks. 
 
 
4.2.3  Choice of health professional 
Preferences for care are more difficult to measure as women will tend to opt for what 
they have experienced (and know) (Cartwright, 1983).  This has not been the case in 
this study as women  with over half (114, 50.7%) of the women questioned opted for a 
different model of care to that they had experienced during their previous pregnancy.   
However, there was still a strong preference expressed for a combined care (hospital 
and community) model rather than a single professional service provision model.  
 
A strong preference for retention of the community element of antenatal services  
was clear with the majority of women selecting their GP as the main carer in  
conjunction with other health professionals. 
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4.2.4  Ultrasound 
Many clinicians advocate routine ultrasound screening of the foetus during pregnancy 
to detect congenital abnormalities, multiple pregnancies, foetal growth disorders, 
placental abnormalities and gestational age.  A  review by Nielson (1997) found that 
routine ultrasound examination results in earlier detection of multiple pregnancies and 
reduced induction rates for 'post mature' pregnancies, but that there is no evidence that 
it improves substantive clinical outcomes.  Though Norwegian studies (Salvesen et al., 
1992; Salvesen et al., 1993) have not demonstrated any definitive harm from 
ultrasound scans, concern about unnecessary testing, over-treatment and cost is 
growing (Ewigman et al., 1993), particularly in the USA.  In this study, clinicians' 
practice tended towards routine scanning, with 99% of women having a scan during 
pregnancy.  The dilemma that recent studies have proposed for doctors was highlighted 
in this study.  Ultrasound scans are popular – 91.6% of women who had a scan enjoyed 
the experience, but over 40% wanted more information regarding their scan. 
 
The vast majority of women had an ultrasound scan during their pregnancy.  However, 
a significant percentage of women were unhappy with the level of information they 
received concerning their scan.    
 
 
 
4.2.5  Information on pregnancy and delivery  
Private patients were more likely to have discussed pain control and type of delivery 
than public patients.  This is also reflected in the finding that private patients were 
more likely before the onset of labour to have definite preferences regarding induction 
of labour and pain control.  It is not possible to further elucidate the reasons for this.  It 
may be that private patients are offered more options in these areas or that women who 
attend privately are more likely to have definite preferences in these areas.  
 
There was evidence in the study that first time mothers were being targetted to ensure 
that all aspects of pregnancy and delivery were discussed.  Primiparae were 
significantly more likely to have talked about diet, exercise, type of delivery, pain 
control, breastfeeding and parenting.   
 
Looking at information provided by GPs, studies in general practice have found a  
satisfaction rating of between 75 - 94%, when analysing what patients thought of the  
information given to them by their doctors (Rashid et al., 1989).  In this study, 78.1% 
of respondents were happy with the amount of information GPs provided, which tallies 
with the lower figure found in the above studies.  However, 40.9% felt that they had 
insufficient information from their hospital doctor.   
 
Private patients were more likely to have discussed options regarding the baby’s 
delivery than public patients.  There was clear evidence in the study that first time 
mothers were being targeted regarding information on pregnancy and delivery.  A 
significant percentage of women were unhappy with the information that they received 
form their hospital doctor. 
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4.2.6  Antenatal classes 
In the last decade, reviews of maternity services in the U.K. and Australia have  
emphasised the importance of antenatal classes (Department of Health, 1993b; 
Shearman, 1989).  Such programmes focus on preparation for delivery and are 
designed to increase informed participation in decision making during labour, early 
parenting skills and preventive health behaviours such as stopping smoking, taking 
folic acid, reducing alcohol consumption and breastfeeding.  
 
 In this study, 31.6% of all women attended antenatal classes.  Seventy percent of  
primiparae participated in a programme, which is slightly lower than that found by 
Redman et al. (1991) in Australia (76%).  Nieuwstraten (1996) carried out a study in a 
Cork public maternity hospital and found that 56% of primiparae attended antenatal 
classes. There was a significant association between length of time spent in full-time 
education and attendance at classes, which was also found by Redman et al.   Unlike 
the Cork study (Murray, 1998),  there was no relationship between category of 
payment and class attendance, suggesting equal access to classes in the Kerry region. 
 
The majority of the women, who attended a programme, found it to be very helpful.   
Seventy percent of those who attended hospital classes found them to be very helpful, 
which is higher than the Cork study (65%). 
 
There is evidence that antenatal classes are being accessed by a wider profile of 
women than that found in other studies and are very useful and acceptable to the 
women.  Women who spent less than 15 years in fulltime education were significantly 
less likely to attend. 
 
 
 
 
4.2.7  Satisfaction with antenatal care 
A high percentage (77.3%) declared themselves to be very happy with the medical care 
they had received during their pregnancy.  This compares favourably to Johnson's 
Dublin study (1984), where 33% were dissatisfied or had some reservations about 
antenatal care, though not so well to the Cork study, where 88.4% were very happy.  
Williamson and Thompson (1996) found, in the U.K., that 55% were very satisfied 
with their antenatal care and 45% were satisfied in some ways, but not in others.  
 
Looking at communication in the clinic, only 55.6 % agreed strongly that they were 
encouraged to ask questions, compared to 65% in the Cork study.  Equally, less than 
half felt that they had time to talk to the doctor and 59.2% had enough time to talk to 
the midwife – both significantly lower than the Cork study.   
 
In Williamson and Thompson's study (1996), 78% complained of the long delays in 
the clinic, but analysis of communication with caregivers was not presented.  In this 
study, 40% complained of delays in the clinic, which is very similar to the Cork figure 
(39.4).   
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Kojo-Austin et al. (1993) found that dissatisfaction with care was significantly related 
to long waiting times, unsatisfactory doctor-patient communication, seeing a different 
doctor each time and the 'assembly line' routine of clinics.  Del Mar and O'Connor 
(1994) similarly found a significant association between satisfaction and sufficient 
time with the antenatal clinician, continuity of care and short waiting time.  
 
Organisational issues, such as having time to talk to the doctor or midwife, being  
encouraged to ask questions and lack of delay in the clinic were the major predictors  
of satisfaction with antenatal care.   
  
 
 
4.3  Care during labour and delivery 
 
4.3.1  Medical interventions  
 
4.3.1.1 Induction of labour 
It is important to monitor induction rates, because induction of labour has been 
associated with a higher risk of operative delivery (O'Connor, 1994).  Equally, it has 
been reported that women respond less positively to induction than to spontaneous 
labour and report less satisfaction with birth experiences (Bramadat, 1994). 
 
This study described an induction rate of 28.7%%, which is higher than Johnson's rate 
of 22.7% (1984) and equally higher than the Cork percentage of  19.8%.  Robson et al. 
(1997) found an induction rate of 22.3% in an Australian study.   No significant 
association was found between induction rates and gestation in this study or between 
induction rates and parity.  
 
Induction rates were higher than those found in other studies 
 
 
4.3.1.2 Augmentation of labour 
Cammu and Van Eeckhout (1996) randomised nulliparous women into routine and  
selective use of amniotomy and oxytocin.  An augmentation rate of 53% was found by 
in the actively managed group, (routine amniotomy and early use of oxytocin), 
compared to 27% in the experimental group.  No advantage in terms of mode of 
delivery and labour duration was demonstrated with active management compared to 
selective use.  A higher risk of operative delivery has been demonstrated (Brisson-
Carroll et al., 1996 ) and augmentation of labour has been shown to be associated with 
maternal dissatisfaction with care (Bramadat, 1994). 
 
Sixty four percent of women in this study stated that they had their labour speeded up 
in some way, which was identical to that found in the Cork study.  Problems of 
interpretation and definition have been shown when women are asked about  
procedures such as induction and augmentation during labour (Jacoby and Cartwright,  
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1990).  With this caveat in mind, the rate of 64% indicates that active management of  
labour (routine amniotomy and early use of oxytocin) is the predominant method of  
managing labour in Kerry.   A significant increase in the need for oxytocin in women 
receiving epidural analgesia has been reported (Howell, 1997) and in this study, 
women who received epidural analgesia were more likely to have their labour 
accelerated than those who did not.  
 
Augmentation rates were high, particularly in hose that received epidural analgesia. 
 
 
4.3.1.3  Caesarean section rates 
Caesarean section rates have been rising in the last 30 years.  From a stable rate of  
between 2 - 5% in the United States prior to 1965, rates reached 24% in 1989 (Treffers  
and Pel, 1993).  U.K. rates in 1992 were reported at 13% with considerable regional  
variation (Francome et al., 1993).  This study reported a rate of 17.2%, which is  
higher than the most recent available national figure (13%, Public Health Information 
System , Version 4) and slightly higher than the rate found in the Cork study (16.7%).  
 
 Leitch and Walker (1992) point out that these rising rates have taken place in the 
absence of change in the most common indications, failure to progress and foetal 
distress.  Caesarean section, though much safer than previously, is still more likely to 
result in the death of the woman, has significant morbidity costs for the woman and 
economic costs for society (Francome et al., 1993).   It is associated with intra-
operative complications and a higher rate of postnatal complications (Van Ham et al 
1997) and (Hillan 1995)). Hemminki (1996) suggested that caesarean section is a risk 
factor for lowered fertility, for uncompleted pregnancy (ectopic pregnancy and 
possibly miscarriage), for complications in the next pregnancy and birth and for health 
problems in the next infant.  It has been suggested that use of epidural analgesia 
increases the risk of caesarean section delivery by 10% (Morton et al., 1994).  
 
The Caesarean section rate is similar to the Cork study, but higher than in previous 
years. 
 
 
4.3.1.4  Assisted deliveries 
This study found that 15.4% of women had an assisted delivery (either forceps or  
vacuum), which is substantially lower than the rate found in the Cork study (23.9%). 
Stephenson (1992) reports assisted delivery rates as low as 1.5% in the 
Czechoslovakian Republic and as high as 15% in Australia and Canada.  Morgan et al. 
(1982) described a rate of 33% in London, U.K.  Epidural analgesia has been 
associated with a higher rate of assisted deliveries (Philipsen and Jensen, 1989).  
 
 
Assisted delivery rates were lower than those found in the Cork study. 
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4.3.1.5  Pain control 
Thirty percent of those interviewed received epidural analgesia.   Most women who 
received epidural analgesia were private patients and attending a hospital other than 
Tralee.  Pethidine and gas were predominantly used by public patients.  This compared 
to Johnson's study in Dublin (1984), where only 5.3% of women received an epidural.  
Morgan et al., (1982) in London, found that 53% of respondents used an epidural, 
either alone or in combination with other methods and  38% of women in the Cork 
study used an epidural .  The figures imply a dramatic increase in the use of epidural 
analgesia in Ireland in the last fifteen years. 
 
Morgan et al., (1982) found epidural analgesia to be the most effective form of pain  
control. Patients who received an epidural only had the lowest average pain scores.  In 
this study, the highest proportion of women describing the experience of using a 
method of pain control as being good or very good, received epidural analgesia.  
However, as discussed by Howell (1997), there are relatively few data from 
randomised trials concerning the short-term and long-term effects on women and their 
babies of an intervention that is so widely used.  The effect of the use of epidurals on 
operative delivery has been discussed above.  Observational data suggest that the 
incidence of chronic back pain, headache and bladder problems is also increased with 
the use of epidural analgesia (Howell, 1997).  
 
A distinct difference in the patterns of pain control used by public and private  
patients was evident in this study.   Private patients were significantly more likely to  
receive epidural analgesia and public patients were more likely to use pethidine.  
Epidural analgesia was found to be a very good method of controlling pain by the 
women, but  no information was gathered on possible side effects. 
 
 
4.3.1.6 Support during labour and delivery  
Accompanied mothers have been shown to have a reduction in the requirement for  
maternal analgesia (Henneborn and Cogan, 1975).  In this study, 68.9% were 
accompanied by their husband / partner and 6.7% had another companion.  This is 
significantly lower than the findings in the Cork study where 78% of women had their 
partners present and 8% another companion.   
 
Regardless of whether or not a support person of the woman's own choosing is present, 
it has been demonstrated that women who had the continuous presence of a trained 
support person had shorter labours and were less likely to have intrapartum analgesia / 
anaesthesia or an assisted vaginal delivery (Hodnett, 1997).  Their new-borns were less 
likely to have a 5-minute Apgar score of less than seven.  Such women also rated their 
birth experiences more favourably.  In this study, though continuous presence of a 
trained support person was not evaluated, women were asked if they were left alone at 
any stage when it worried them to be left alone.  Less than 5% percent had answered 
'yes', which compares favourably with the Mid-Staffordshire survey, where 22% of 
women were left alone when worried (Wardle, 1994) and also to the Cork study (9%). 
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Women were less likely than in other studies to be accompanied by their 
husbands/partners.  In most cases, the reason given by the women was that staff did 
not allow their partner/husband to be present.  However, women were less likely than 
in other studies to be left alone by staff during labour. 
 
 
 
4.3.1.7 Information sharing 
Access to information has been seen to be critical to women's satisfaction with care  
(Brown and Lumley, 1994).  Almost 11% percent of this study felt that they had 
insufficient information from caregivers during labour and delivery.  This contrasts 
with 20% in Fleissig's study in the U.K. (1993), 16.5% in Australia (Brown and 
Lumley, 1994) and 10% in Cork.   
 
A small minority of women were not happy with the information given to them by staff 
during labour and delivery. 
 
 
4.3.1.8 Satisfaction with care during labour and delivery  
Seventy-seven percent of women were satisfied with their care in labour and delivery, 
which compares to 90% in Dublin in 1984 (Johnson, 1984),  67% in Australia (Brown 
and Lumley, 1994) and 76% in Cork (Murray, 1998).  
 
 
Over three quarters of women were very satisfied with their care during labour and  
delivery.  Having choice in what happened to them, having their husband/partner 
present and being happy with the number of staff present at the time were significantly 
associated with satisfaction with care in labour and delivery, having controlled for 
other potential confounding factors. 
 
 
 
4.4 Postnatal care in hospital 
 
 
4.4.1 Length of stay 
Hospital stays after vaginal and caesarean births have shortened dramatically over the 
past thirty years (Grullen and Grimes, 1997).  Very little is known about medical,  
psychological and consumer outcomes of different lengths of postnatal stay, 
particularly when the length of stay is less than 2 - 3 days (Dowswell et al., 1997).  In 
this study, most women (73.8%) stayed between 3 - 5 days after delivery and the 
majority of women (79.7%) were satisfied with their length of stay. 
 
Almost four-fifths of respondents were satisfied with their length of stay.  
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4.4.2 Breastfeeding 
 Breastfeeding is recognised nationally and internationally as the most satisfactory 
method of feeding for the normal infant from birth (Department of Health , 1994). 
Forty percent of women in this study breastfed in hospital, which is lower than that 
described by Johnson in 1984 (42%).  The most recent national figures available for  
Ireland gives a rate of 33.9% of mothers breastfeeding on discharge from hospital  
(Public Health Information System, Version 4).  Ireland's breastfeeding rate is much 
lower than many of our European neighbours.  In England and Wales, a breastfeeding 
rate of  64% was cited in 1990 and in Norway, 90% of women breastfeed their babies 
on discharge from hospital.  In 1989, in the U.S.A., 52% of mothers breastfed on 
discharge from hospital (Wiley and Merriman, 1996).   
 
There is no evidence of an increase in breastfeeding rates since 1992.  In Kerry, as in 
the Cork study, breastfeeding was significantly associated with older, better-educated 
mothers, who were private patients..  
 
 
4.4.3 Support from midwives 
Between 20% and 43% of women said that they had did not have enough help and 
advice on aspects of the health and care of the baby and mother.  This is higher than 
the figure in Williamson and Thompson (1996) - 21% to 27%.   Breastfeeders were 
significantly more likely to want more advice, which was also found by Tarkka  and 
Paunonen (1996). 
 
One third of women (33.3%) said that they had been worried or confused by 
conflicting advice, which is similar to the proportion making this statement in the 
study by Williamson and Thompson (1996) and lower than.  It contrasts with results in 
Adelaide, where only 10% of women said that they had received conflicting advice 
(Stamp and Crowther, 1994).   
  
Two fifths of women (40%) felt that the nurses were too busy to spend time with  
them, which compared to 53% in the study by Williamson and Thompson (1996).   
 
A significant proportion of women stated that they did not receive adequate help and 
advice in the postnatal period. Extra time and attention was particularly required from 
professional staff for breastfeeding mothers 
 
 
4.4.4 Satisfaction with postnatal care on the ward 
Almost two thirds of women (146, 64.9%) declared themselves to be very satisfied 
with the care that they received, which was similar to the Cork figure of 66.5%.  
 
Two thirds of women were very satisfied with their postnatal care in hospital.  The  
main predictor for satisfaction with postnatal care on the ward was having sufficient 
nursing time and attention devoted to women, having controlled for potential 
confounding factors.  
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 4.5  Postnatal care at home 
 
4.5.1 Interval between leaving hospital and first visit from the Public Health 
Nurse (PHN) 
Earlier discharge policies have increased the emphasis placed on care after leaving 
hospital.  Women with postpartum health problems do not readily initiate consultation, 
making it necessary for care providers to devise methods by which problems can be 
identified (Bick and MacArthur, 1994). 
 
Most women in this study (77.8%) did not see a PHN for more than 48 hours, which 
contrasts sharply with the study done by Williamson and Thompson (1996).  A higher 
percentage (82.9%) did not see a PHN within 48 hours in the Cork study.   Almost all 
women (95%), in the U.K. study, had seen a community midwife the same day or the 
next day.  
 
Professional support from the public health nursing service was untimely. 
 
 
4.5.2 Problems experienced by women at home 
About a quarter of women described problems with feeding the baby and their own 
and the baby's health.  This compares to Williamson and Thompson's work (1996), 
where 49% had problems feeding the baby and 38% had problems both with their own 
health and the baby’s health.  The higher rate of breastfeeding in the U.K. may also 
explain this, as breastfeeding mothers were found to be significantly more likely to 
have problems with the baby's health and care.  As found by Williamson and 
Thompson, the least number of problems were experienced with settling and handling 
the baby.  The strong association between lack of advice in hospital and problems at 
home emphasises the importance of the first few days of hospital care after delivery. 
 
A significant minority of women experienced problems with feeding the baby and their 
own and the baby’s health at home.  Breastfeeders were more likely to have such 
difficulties, as were first-time mothers 
 
 
4.5.3 Adequacy of care 
Just under one third of women stated that they had not been given adequate advice on 
caring for themselves and the baby.  This is of concern, particularly when we consider 
the fact that all of women had spoken to a PHN and 69.8%% to a GP.  It is interesting 
to note that 75% of  mothers  in Williamson and Thompson's study (1996) described 
the community midwife as very helpful, compared to 68.9% of Kerry women giving 
the PHN the same rating.  Kerry GPs fared better, with 72% of women describing their 
advice as very helpful, compared to 57% of women in the U.K. study giving the same 
rating to their GPs. 
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Many women felt that they not been given adequate advice at home on how to care for 
themselves and the baby. 
 
 
4.5.4 Feeding the baby 
Significant correlations have been found between the number of healthcare providers, 
amount of information available to mothers and perception of successful breastfeeding 
(McNatt and Freston, 1992).  Almost one third (31.6%) of women had breastfed the 
baby in the period since discharge, a fall of 8%. 
 
Lack of support for breastfeeding mothers is reflected in the 8% drop in breastfeeding 
rates at 6 weeks. 
 
 
4.5.5 Satisfaction with postnatal care at home 
The satisfaction rating of 58.7% with care at home is a cause for concern, particularly 
when precoded scales have been thought to probably under-estimate the satisfaction 
with care (Shearer, 1983).  When contrasted to the very high levels of satisfaction with 
antenatal care, serious questions must be raised about the ability of Kerry's health 
services to provide the care that women want at home.  
 
Of all the aspects of the maternity services, women expressed least satisfaction with 
the postnatal services at home. 
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CHAPTER FIVE 
 
 

RECOMMENDATIONS 
 
 
 
5.1 Antenatal care 
 
Consideration should be given to the re-organisation of antenatal clinics.   
An appointment system, which is clearly understood by staff and pregnant women,  
should be developed in public clinics.  The number of contacts women have with  
antenatal services and the interventions carried out at these checks should be audited 
by individual clinics.  Consideration given to reducing the number of visits for low risk  
women and offering such women predominantly midwife-led care.  A Strategy should 
be developed to improve continuity of care in the hospital antenatal clinic setting.  
Birth plans should be prepared in the antenatal setting. 
 
Training in brief intervention therapy should be made available to staff  
in antenatal clinics.   
Recent studies have demonstrated that the antenatal period is a window of opportunity 
for health professionals to promote a healthy lifestyle.  Smoking cessation, promoting 
exercise, healthy eating and alcohol awareness are all suitable themes for intervention.  
The high rates of smoking during pregnancy by public patients should be given priority 
and midwives in public antenatal clinics should receive brief intervention training first. 
 
The re-organisation of antenatal classes should be considered. 
Antenatal classes should be accessible to all pregnant women.  Consideration should 
be given to running antenatal classes in health centres in rural areas.  Different 
recruitment strategies and a variety of styles of presentation will be required to attract 
vulnerable groups.  Antenatal classes should focus more on natural methods of pain 
relief during labour and care of the baby on discharge from hospital. 
 
 
5.2 Care during labour and delivery 
 
Women should be given control and have confidence in the care that is given  
More choice should be available in pain control.   Consultation with women during the 
birth process could be improved by developing birth plans and adhering to them as 
much as possible during delivery.  Communication training for staff may be of benefit. 
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5.3 Postnatal care in hospital 
 
Consideration should be given to increasing the midwife: woman ratios  
on the postnatal wards. 
Special emphasis must be given to breastfeeding mothers and first-time mothers. 
 
 
5.4  Postnatal care at home 
Strategies must be examined to improve the support women receive once  
they are discharged from hospital. 
The area of postnatal care is one that is under-researched. It was clear in this study that 
all women, but particularly breastfeeding women, required more support at home.  
Further research is required to clarify how this support should optimally be provided - 
more home visits, regular telephone contacts, hospital clinics,  expansion of the 
Community Mothers scheme, more involvement of 'self help' groups such as La Leche 
or the Irish Childbirth Trust.  Kerry is a large county and the centralisation of the 
maternity units in the Tralee means that more postnatal support for mothers must be 
community-based, at least in the rural areas. 
 
 
5.5 Monitoring and evaluation 
 
The views of women who use the service should be regularly monitored  
and services adjusted to reflect their needs. 
Regular consultation with women using the service is essential to ensure that the 
direction the service takes adheres as closely as possible to women's expectations.  
Each maternity unit should put a mechanism in place to achieve this objective. 
 
The existing child health system should be expanded to include maternal  
health data.   
Antenatal data have been shown to be useful in predicting health service utilisation in  
the postpartum period.  Maternity unit processes such as rates of induction of labour,  
acceleration of labour and caesarean sections have been shown to be indictors of 
quality of care in individual unit, once adjusted for case-mix.  The current national 
child health system is based on the retrospective birth notification form.  Databases 
have been established in the United States (Wei et al., 1996) and in the U.K.(Paterson 
et al., 1991), where data entry commences in the antenatal period. 
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