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ABSTRACT

NANCY L. HAVILL: Therapeutic Landscapes for Birth: A Research Synthesis
(Under the direction of Margarete Sandelowski, PhD, RN, FAAN)

Place of birth is a contested and controversial topic worldwide. The World Health
Organization (WHO, 1996) recommended that a woman should be able to give birth in the place of
her choice where she feels safe, receives obstetrical care appropriate for her particular needs, and is
located as close as possible to her home and culture. Missing from previous reviews on the topic of
place and childbirth is an evaluation of environmental aspects or place characteristics that might
contribute to experiential birth outcomes, synthesized from findings from both qualitative and
quantitative methodologies. Evidence-based practice requires an understanding of birthplace in
relation to birth experience that is more methodologically inclusive and theoretically informed.

The purpose of the proposed study was to synthesize empirical evidence regarding the
relationship between place and the experiences of labor and childbirth. The guiding framework for
this study was Therapeutic Landscapes. Mixed research synthesis methods were used to achieve the
purpose of the proposed study.

Included in this synthesis were 77 English-language reports of empirical research conducted
in 30 countries, published in peer-reviewed journals between January 2000 and September 2010, and
available online through UNC libraries.

The findings from this research synthesis indicated that women across all geographic regions
shared a common vision of a therapeutic landscape for birth. Women viewed or experienced those
birth landscapes as therapeutic that were private, permitted freedom of movement and choice of
delivery position, and accommodated family members and other support persons. Included within the

landscape was a competent, confident and caring provider who was able to be with women
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throughout labor, regardless of where the birthplace was situated, and who did not impose what
women saw as unnecessary interventions. Therapeutic landscapes for birth incorporated the active
involvement of support persons. Therapeutic landscapes for birth provided women with a sense of
safety. Women from all regions faced barriers to accessing therapeutic landscapes for birth. Women
across regions chose the birthplace they believed would provide the most therapeutic landscape for

birth, even if this meant avoiding hospitals and potentially life-saving resources.
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CHAPTER 1
BACKGROUND & SIGNIFICANCE

Place of birth is a contested and controversial topic worldwide. Most women in industrialized
countries now give birth in hospitals (MacDorman, Menacker, & Declerq, 2010), but these are not
necessarily places where “all the attention and care are focused on (women’s) needs and safety”
(World Health Organization [WHO], 1996, p. 12). Modern health facilities are not available to all
women. Particularly isolated from modern facilities are women who live in underdeveloped locations
where the home birth rate ranges from 30-90% (WHO, 2005b; WHO, 2005c; WHO, 2005d). Many
women have strong preferences for where they give birth. Some women prefer being in a hospital
where sophisticated monitoring and pain relief technologies are available and employed, even for
uncomplicated labor and birth (Zwelling, 2008). Other women strongly desire to labor and give birth
at home or in a birth center. Some of these women are willing to engage undocumented midwives
who practice outside the bounds of state regulation as their birth attendant; plan and experience labor
and birth unassisted; or even risk adverse legal action in order to achieve a home birth (Block, 2007,
Lynch, 2007; Nolan, 2008). In between these two extremes, the majority of women in industrialized
countries and increasing numbers of women in non-industrialized countries labor and deliver in
hospitals where the focus is primarily on medical surveillance and intervention, regardless of
individual preferences and needs (El-Nemer, Downe, & Small, 2006; Maternity Center Association,
2004; McCallum & Dos Reis, 2008; Sandin-Bojo, Larsson, & Hall-Lord, 2008).

Until approximately a century ago, almost all births occurred in the home (Declerq, 1993;
McCool & Simeone, 2002). Before that time, hospitals were seen as places of filth where people went
to die and poor people went for care as a last resort (Hosimer, 2001; Wertz & Wertz, 1977). During

the twentieth century, the place of birth in industrialized countries migrated rapidly from home to



hospital. By 1935, 75% of births in urban areas in the United States occurred in the hospital
(Thomasson & Treber, 2004) and by 1970, 99% of all births occurred in the hospital (Declerq, 1993;
Pearse, 1982). This statistic has remained relatively stable over the past 40 years (MacDorman,
Menacker, & Declerq, 2010).

Many factors have contributed to the migration of place of birth from home to hospital,
including concern for the safety of mothers and newborns (Thomasson & Treber, 2004; Wertz &
Wertz, 1977), newly available medical interventions such as anesthesia, ergot, and cesarean delivery
(Jackson & Bailes, 1995), professional turf battles between physicians and midwives (Craven, 2005;
Hosmer, 2001; Jackson & Bailes, 1995), and national/cultural (especially American) preferences for
technological innovations (Davis-Floyd, 2003).

Decreases in rates of maternal, fetal, and neonatal mortality that occurred during this time of
transition strengthened arguments in favor of the hospital as the preferred place of birth. Historically,
high maternal mortality from infection and hemorrhage made childbirth a dangerous event for women.
Although mortality rates were decreasing throughout the late nineteenth and early twentieth centuries
in Europe and North America, they rarely fell below 5 percent, although many health professionals
were engaged at the time in well-intended attempts to try and reduce poor outcomes (McCool &
Simeone, 2002). Records from that period indicate, however, that during the transition to the hospital
for childbirth, rates for infant mortality resulting from birth injuries increased and maternal mortality
rates remained flat; they were higher in urban areas (Cahill, 2001; Thomasson & Treber, 2004).
Historians have observed that improvements in maternal survival achieved through the use of ergot to
stop postpartum hemorrhage were offset by increases in maternal deaths due to puerperal fever likely
to have occurred from iatrogenic causes (Thomasson & Treber, 2004). Significant decreases in
maternal mortality rates did not occur until the introduction of sulfonamide drugs during the 1940°s
(Cahill, 2001; Thomasson & Treber, 2004).

Although medications such as ergot that could be used to control postpartum hemorrhage and

antibiotics to fight infection arguably had the greatest effect on maternal survival of childbirth, once



those dangers were largely alleviated, attention turned to medications used to control the pain of
childbirth (McCool & Simeone, 2002; Sandelowski 1984; Wertz & Wertz, 1977). First with
chloroform and ether, followed by scopolamine, women, primarily in the United States, accepted the
promise of a pain-free birth, or at least the opportunity not to remember it, now available in hospitals.
Medical innovations, along with the opportunity to remain at the hospital for a standard 2-3 week
recovery following delivery, away from household and childrearing responsibilities, made hospital
deliveries increasingly desirable for middle- and upper-class women who could afford them
(Thomasson & Treber, 2004).

Eventually scopolamine fell out of favor as a labor anesthetic due to adverse and at times
dangerous reactions to it (Brodsky, 2006; Sandelowski, 1984). As women regained consciousness of
the experience of labor and childbirth, they began advocating for improvements to the experience of
labor and birth (McCool & Simeone, 2002; Sandelowski, 1984), including alternative methods of
pain relief and choice of place. Home and homelike birth centers once again became desirable choices
for some women to give birth. Yet attempts at establishing home and birth centers as available venues
for birth have been hampered by continuing questions regarding their safety (McLachlan, 2009; Pesce,
2009), even though the migration of birth place from home to hospital occurred without evidence
demonstrating that hospitals were safer places to deliver (Olsen & Jewell, 2009), or that home was an
inherently unsafe place for women to deliver.

Physicians in the United States who themselves practiced primarily in the home up until the
early 1900’s standardized their education and adopted a model of hospital-based training (Thomasson
& Treber, 2004). This resulted in a preference by physicians for hospitals as the primary site for birth
due to economies of scale and the opportunity to employ more sophisticated medical interventions
(Thomasson & Treber, 2004). In order to ensure the supply of patients, American physicians recently
organized under the American Medical Association began to systematically discredit home as a safe
place for birth, promoted hospitals as the safest place for birth, and sought to eliminate competition

posed by midwives using legislative processes to restrict midwifery practice by promoting the view



that midwives provided unsafe and sub-standard care (Cahill, 2001; McCool & Simeone, 2002;
Thomasson & Treber, 2004; Wertz & Wertz, 1977). Although these statements were subsequently
discredited by the work of the Frontier Nursing Service and Maternity Center Association (Dawley,
2003; Raisler & Kennedy, 2005; Thomasson & Treber, 2004), widespread adoption by physicians
practicing obstetrics of medical innovations such as ergot, forceps, and anesthesia added to the
scientific credibility and therefore desirability of physician-assisted birth in hospitals (McCool &
Simeone).

Concurrent with the resurgence of interest in out-of-hospital birth and “natural” birth in the
United States (Sandelowski, 1984) was the emergence of the fetus as a patient, viewed as a separate
entity from the mother (Stormer, 2003). Ultrasound and other technologies devised to test and
monitor the fetus along with a newly vocal pro-life segment of society with an interest in protecting
the life of the unborn, combined to focus attention on the wellbeing of the fetus and therefore created
a novel sense of fetal patient rights. Focus on the fetus has increased the sense of ambivalence
surrounding place of birth as some fetal advocates see women opting for out-of-hospital births as
placing the woman’s desire for satisfaction above safety concerns for the fetus (Craven, 2005).

Childbirth continues to be a dangerous event for women in many developing countries (WHO,
2005a). Efforts to decrease maternal and neonatal morbidity and mortality have been aimed primarily
at increasing women’s use of health facilities for birth, although facility capacity and skilled health
workers have not been available in sufficient number to meet demand (WHO, 2005a).

National and international health and professional organizations concerned with the health,
safety and wellbeing of mothers and babies have articulated varying opinions on the topic of place of
birth. The World Health Organization (WHO, 1996) recommended that a woman should be able to
give birth in the place of her choice where she feels safe, receives obstetrical care appropriate for her
particular needs, and is located as close as possible to her home and culture. Safety in this instance
refers not only to outcome goals of healthy mother and baby—the primary rationale physicians give

when advocating for hospital birth—but also to the stated desire of many women to avoid unwanted,



unnecessary, and often harmful interventions (Olsen & Jewell, 2009), an opinion shared by the WHO
(1996). The American College of Nurse Midwives (ACNM, 2005, p. 1) “supports the right of women
who meet selection criteria to choose home birth.” A joint statement by the Royal College of
Obstetricians and Gynaecologists, the Childbirth Trust, and the Royal College of Midwives (2007) in
England supports choice of place of birth, which includes home, birth center, as well as hospital
settings with both midwifery and medical facilities. The Association of Women’s Health, Obstetric,
and Neonatal Nurses (AWHONN, 2009) supports a woman’s right to choose and have access to a full
range of providers and settings for pregnancy, birth, and women’s health. The American College of
Obstetricians and Gynecologists (ACOG, 2008) strongly opposes home birth, recommending only
hospitals and accredited birth centers as birthplaces.

Safety has been used to justify strong polar positions on the best place for birth. Although no
one discounts the benefits to mothers and babies that modern medical technologies have provided, the
questions remain whether the advances most responsible for improved health and wellbeing are
linked exclusively to particular places of birth or whether they can be successfully employed in all
birth places; and if these advances can be successfully employed in all places, what other place-based
factors might account for divergent experiences in different places of birth. Gaining further insight
into the role of the different factors that contribute to the labor and birth process, such as specific
physical characteristics and locales, people, or practice philosophies, is important and a necessary
prelude to understanding better the benefits each place offers the laboring woman, her baby, and her
family. Furthermore, identification of factors that benefit the birth process, currently linked to specific
places, might lead to their adoption in a greater variety of birthplaces.

Overview of Completed Systematic Reviews

Previous reviews conducted on the topic of place and childbirth have been focused on
establishing the safety of planned home birth (Fullerton, 2007; Olsen, 1997; Olsen & Jewell, 2009;
Stotland, 2002) or alternative hospital settings (Hodnett, 2005). Safety has generally been defined as

maternal, perinatal, and neonatal morbidity and mortality rates as low as those experienced in the



hospital. These reviews have also demonstrated that women experiencing labor and birth outside of
the standard hospital setting undergo significantly fewer interventions such as episiotomy (Hodnett,
2005), epidural anesthesia (Hodnett, 2005), and cesarean section (Fullerton, 2007; Hodnett, 2005)
while delivering newborns with higher Apgar scores (Hodnett, 2005; Olsen, 1997). These women
were more likely also to initiate and continue breastfeeding (Hodnett, 2005) than their hospitalized
counterparts.

Two of the reviews present a summary of individual research reports without synthesizing,
either quantitatively or qualitatively, the findings across reports (Fullerton, 2007; Stotland, 2002).
Two of the reviews were produced by the Cochrane Collaboration, which restricts inclusion to reports
of research on controlled trials (Hodnett, 2005; Olsen & Jewell, 2009). Both of these reviews
included small numbers of studies; Hodnett (2005) included six reports in her review and Olsen &
Jewell (2009) included two in their review. The final review on the topic of place of birth included
both qualitative and quantitative research on freestanding birth centers, defined as birth facilities
geographically separate from hospitals, and integrated birth centers, which are birth centers located
within hospitals (Walsh, 2004). This review included findings from five reports on freestanding birth
centers and six reports from an earlier Cochrane review of births in home-like settings. As with the
other reviews, this one indicated that births occurring in freestanding birth centers and integrated birth
centers were associated with less intervention. Findings from the reports of two qualitative research
studies indicated that birth centers, both freestanding and integrated, demonstrated philosophies of
care that likely affected the labor experience. As a final note, without citing literature from the review,
the author suggested that size of birth facility likely affected the treatment women received. The
larger the unit, and consequently the more women who receive care there, the more likely an
individual woman will experience interventions during her labor and the less likely to experience high

quality care relationships (Walsh & Downe, 2004).



Reviews completed in developing countries on childbirth and birthplace have been devoted to
issues related to maternal mortality (Bhutta et al., 2010). The focus of these reviews has been on
access to and utilization of health facilities (Filippi et al., 2009; Gabrysch & Campbell, 2009).

As the focus in these reviews was primarily on establishing the safety of planned home birth,
planned birth in home-like settings, or access to health facilities in developing countries, they did not
address environmental aspects or place characteristics that might have contributed to the women’s
experiences in the reports of the studies reviewed. Furthermore, none of these reviews included
efforts to synthesize findings within or across the range of qualitative and quantitative methodologies
used. Evidence-based practice requires an understanding of the place of birth and its relation to birth

experience that is more methodologically inclusive and theoretically informed.



CHAPTER 2
RESEARCH DESIGN AND METHODS

Mixed research synthesis methods were used to achieve the aim of the proposed study, that is,
to integrate the findings from empirical qualitative and quantitative studies of the relationship
between place and the experience of labor and childbirth. Mixed research synthesis is the qualitative
and quantitative integration of empirical findings from qualitative and quantitative studies conducted
in a target domain of inquiry (Voils, Sandelowski, Barroso, & Hasselblad, 2008). The specific
techniques used in the study were drawn largely from Cooper (2010), Cooper, Hedges, & Valentine
(2009), Sandelowski & Barroso (2007), and Voils et al (2008).

Conceptual Framework

The concept of place has received increasing attention in healthcare (Kearns & Moon, 2002)
and nursing (Carolan, Andrews & Hodnett, 2006) research. Place can be used to mean an actual
geographical location as well as a “sense of place” or the situatedness persons feel being in a familiar
place such as their homes (Carolan et al. 2006). Place is recognized as being an active agent with
human activity, rather than a passive container where activity takes place (Kearns & Moon, 2002),
and as affecting the experience of health and illness (Gesler & Kearns, 2002). Places acquire
reputations as being healing or illness places (Carolan et al. 2006; Gesler, 1992). Investigators have
been interested in discovering what components of place contribute to healing and wellness, and have
been able to demonstrate that various aspects of healthcare environments such as pleasant views
affect pain perception and health outcomes (Ulrich, Zimring, Quan, & Joseph, 2006). Investigations
have been conducted on the effect place, or “being in place,” has on various healthcare situations and

health conditions such as mental illness, home care, death, and birth (Carolan et al. 2006).



The guiding framework for this study was therapeutic landscapes, a conceptualization that
represents a synthesis of ideas from cultural, humanistic, and structuralist geography applied to health
(Conradson, 2005; Dunkley, 2008; Williams, 2002). Therapeutic landscapes are defined as places,
settings, situations, locales, and milieus with reputations for providing environments associated with
physical, mental, and spiritual healing, and the maintenance of health and wellbeing (Kearns & Gesler
1998; Williams, 1998). Such landscapes may encompass natural places such as waterfalls or
mountain vistas, or built places such as temples, spas, retreats, and, most relevant for the purposes of
this inquiry, places of birth such as hospitals, homes, or birth centers.

As shown in Figure 1, therapeutic landscapes encompass three interacting elements: human-
environment interaction, social construction, and psychological/symbolic construction (Conradson,
2005; Gesler & Kearns, 2002). Human-environment interaction refers to the physical/material
properties of the built environment and how these influence human behavior, such as the presence of
a bathtub, shower, or an inviting place to walk in a place of birth offering a laboring woman the
opportunity to experience alternative pain relief methods. Social construction refers to the products of
social processes, hierarchies of social relationships and interactions among people (Gesler, 1992), and
underlying social forces that shape human activity in particular times and places (Gesler & Kearns,
2002). An example of social construction is the hierarchical relationship between doctors and nurses,
and between healthcare providers and laboring women and their families, which often characterize
hospital birth. Psychological/symbolic construction refers to the associations people make within their
social and cultural lives to draw meaning out of experience (Gesler & Kearns, 2002). For example, if
women associate home birth with danger, they might be more likely to perceive hospital birth as
offsetting that danger and as an experience promoting wellness. Any specific place is considered a
therapeutic landscape when individuals’ particular set of relations and interactions—or their
embodied encounters with a socio-environmental setting—produces what is perceived to be a healing
outcome (Conradson, 2005). Places of birth become therapeutic for individual women when the

aggregate of their own labor, birth, and postpartum experiences are perceived to be positive.



The therapeutic landscape idea was a useful framework for a research synthesis of findings
on the relationship between birthplace and birth experiences as it served to focus data collection and
analysis on three distinct areas, namely, the physical, social, and symbolic aspects of birthplace.
Physical aspects of birthplaces that were of interest in this study included such factors as air, water,
odors, noise, color, light, temperature, cleanliness, views, size (scale), furniture (comfort, placement,
adequacy to accommodate all present), access (ease of getting into environment, as well as access to
outside), provision for privacy, food, equipment, and proximity of others. Many of these aspects were
first identified by Florence Nightingale (1860/1992) as environmental factors important in the care
and recovery of sick individuals. Some of these same factors have been incorporated into Birth
Territories, a framework Fahy et al. (2008) developed to describe how to set up places of birth where
birthing women feel safe and nurtured. Social factors of interest were those that influenced the birth
experience including interpersonal relationships between laboring women and others, in addition to
social hierarchies deriving from gender, class, or race/ethnicity (Gesler, 1992). Symbolic aspects of
landscapes of interest were those cultural or spiritual factors that influence people’s belief systems
(Gesler, 1992) such as views of what constitutes nature as opposed to artifice and wellness versus
illness. In the specific instance of birth, the symbolic environment encompassed beliefs about whether
pregnancy, labor, and birth were viewed as normal life processes of essentially well individuals or as
medical conditions requiring close supervision and intervention. This symbolic apparatus affected
interpretations of whether the birth environment was perceived as therapeutic or not.

The three dimensions, physical, social, and symbolic, interact to form unique landscapes in
different places and times, and for different people. Each of the dimensions can affect the others. For
example, the social dimension of a particular place of birth might differ depending upon the health
professional present for a particular labor and birth. This change in the landscape might occur even
though the physical setting remains the same. A professional caregiver might behave differently in

different settings, indicating that the physical, social and symbolic dimensions affect professionals as
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well as the woman in labor. Even the same setting with the same practitioners might be experienced
differently by the same women during labors in different pregnancies.
Sampling (Search & Retrieval of Relevant Reports)

The following databases were searched for English-language reports of empirical research
published in peer-reviewed journals between 2000 and the final week of September 2010. Several
combinations of search terms were tried before deciding upon the following search strings: (SU(labor
or birth or childbirth)) and (SU(hospital or home or birth center or place or environment) OR
TX(experience)). See Table 2.1 for a complete list of search strings and limits for all databases
searched.

This search yielded 15,498 reports of research. The titles of these reports were examined for
relevance to the topic. After eliminating irrelevant reports, 3186 unique reports were downloaded to
Refworks from the following databases: Academic Search Premier (758), CINAHL (775), Cochrane
(0), EMBASE (590), Family & Society Worldwide (178), Global Health (194), PsycInfo (426),
PubMed (1299), Social Work Abstracts (2), Sociological Abstracts (49), and Women’s Studies
International (100). The abstracts of these reports were reviewed; an Excel database was created to
track the status of reports. In order to capture the three elements of the therapeutic landscapes
framework in interaction, reports included in the synthesis were those full-length reports of empirical
research published between January 1, 2000 and the final week of September 2010 in a peer-reviewed
journal that contained information about all three domains of the therapeutic landscapes model
(physical, social, symbolic). Reports with data collected prior to 1995 were excluded as likely
containing less timely results (Barroso,