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ABSTRACT

Introduction Obstetric anal sphincter injuries (OASI)

can have severe debilitating consequences to women
and health systems. The OASI Care Bundle quality
improvement programme was introduced in 16 maternity
units across England, Scotland and Wales (January 2017
to March 2018) to address increasing 0ASI rates.
Objectives To explore clinicians’ (midwives’ and
obstetricians’) perspectives of the OASI Care Bundle

with respect to (1) acceptability, (2) feasibility, and (3)
sustainability.

Design A qualitative exploratory study using focus groups
methodology.

Setting A total of 16 focus groups were conducted in

16 maternity units in England, Scotland and Wales where
the 0ASI Care Bundle was implemented. Focus groups
took place approximately 3 months following initial
implementation of the care bundle in each unit.
Participants A total of 101 clinicians participated, with an
average of six per focus group. Participants volunteered
to take part and compromised of 37 obstetricians and 64
midwives (including eight students). The majority were
female and the mean age was 36.5 years.

Results Four main themes emerged: ‘Implementation
strategies’, ‘Opportunities to use the OASI Care Bundle’,
‘Does current practice need to change?’ and ‘Perceptions
of what women want’. Midwives were more likely than
obstetricians to report themes alluding to ‘what women
want’ and variations in intrapartum perineal protection
techniques. Both professional groups reported similar
views of other themes, in particular regarding the
supporting clinical evidence. Gaps were identified in
clinicians’ knowledge and experience of intrapartum
perineal management.

Conclusions Adoption of the OASI Care Bundle was
associated with a number of cognitive and interpersonal
factors, such as personal values, interprofessional working
and how the intervention was launched; which both
facilitated and impeded adoption. The ‘what women want’
theme has implications for maternal autonomy and needs
further exploration. Our findings can be used by similar
initiatives to reduce perineal trauma both nationally and
internationally.

Trial registration number ISCTRN 12143325; https://doi.
org/10.1186/ISRCTN12143325.

Strengths and limitations of this study

» This study explores the implementation of the
Obstetric Anal Sphincter Injury (OASI) Care Bundle
and highlights the importance of how interpersonal
and cognitive factors affected adoption.

» Focus groups were conducted in 16 UK maternity
units that implemented the OASI Care Bundle—the
wide coverage and qualitative methodology pro-
vide deep insights into the barriers and enablers of
improvement.

» Study generalisability may be limited due to partici-
pant’s self-selection to attend.

» The findings of this study provide a useful blueprint
for the implementation of improvement interven-
tions throughout maternity services.

BACKGROUND

An obstetric anal sphincter injury (OASI)
refers to any injury to the anal sphincter
muscle sustained during childbirth. Graded
as third or fourth-degree tears, depending on
severity, they can cause significant long-term
morbidities including anal incontinence and
post-traumatic stress disorder.! These compli-
cations can severely impact a woman’s quality
of life and affect future birth choices.”” There
are also significant long-term financial conse-
quences for health systems associated with
further treatment and litigation claims—in
the UK these were an estimated £31.2 million
between 2000 and 2010, making it the fourth
largest number of maternity claims.*

There are known demographic and intra-
partum risk factors for OASI,5 but for some
women there is no clear reason why they
sustain these injuries. Identified contributing
factors include lack of training, lack of aware-
ness and variation with intrapartum practice—
particularly with regard to a ‘hands-poised’
or ‘hands-off’ approach to the perineum.*”
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be done to minimise risk.

00 © 0

Documented use of manual perineal protection (vrp):
* For spontaneous births, MPP should be used, unless the woman objects,
or her chosen birth position doesn’t allow for it (e.g. water birth)
* For operative vaginal births MPP should always be used.

When indicated, @pisiotomy should be performed mediolaterally
ata 60-degree angle at crowning.

Following birth, the perineum should be examined and any
tears graded according to the RCOG guidance. The examination should
Y,

Antenatal information for women about 0ASI and what cm

include a per rectum check even when the perineum appears intac

Figure 1 The four discrete elements of the OASI Care Bundle. OASI, obstetric anal sphincter injury; RCOG, Royal College of

Obstetricians and Gynaecologists.

Adoption of interventions using evidence-based practice
and increased awareness significantly reduced rates in
Scandinavian countries'®"® and in smallscale studies in
England." *

However, OASI rates continue to increase: in the UK,
they tripled among primiparous women over a 10-year
period.”” Similar rising trends have been reported in
several countries including Australia,’® Canada® and
China.'” Clinical improvement to reduce this pattern is
required.

This clinical need provided a strong driver to imple-
ment the ‘OASI Care Bundle’ quality improvement (QI)
programme at national level to attempt to reverse this
trend in the UK. The programme and evaluation back-
ground, design and methods have been reported in
detail."® Briefly, the QI programme involved an interven-
tion comprising a care bundle, an awareness campaign
and multidisciplinary training implemented across 16 UK
maternity units (January 2017 to April 2018). Figure 1
shows the elements of the OASI Care Bundle. Local imple-
mentation of the care bundle was facilitated by obstetric
and midwifery champions within participating units.

Implementation of the care bundle reduced OASI rates
from 3.3% to 3.0% (p=0.03), with over 55 000 women
included in the analysis.' In addition to assessing the
clinical effectiveness of the intervention, the evaluation
sought to understand the feasibility and utility of the
implementation strategies of the bundle across units. The
aim of this paper is to report a detailed exploration of
clinicians’ (midwives’ and obstetricians’) perspectives of
the care bundle implementation and adoption within
their units.

METHODS

Study design and methodology

Focus groups (FG) were conducted with clinicians (obste-
tricians and midwives) across all 16 participating units to
explore the acceptability and feasibility of the OASI Care
Bundle. A standard set of questions were used (see online

supplementary material 1) as a basis of semistructured
FGs to explore the intervention (the care bundle, the
local training and the awareness campaign), the imple-
mentation strategy and the local context within each unit.

Recruitment

Sixteen FGs were conducted between March and
December 2017—one at each maternity unit in order
to ensure representation from all participating units
and give them all an opportunity to give their views of
the bundle. In doing so, we expected data saturation to
be reached after six to eight FGs and indeed reached
saturation after eight FGs. The FGs were scheduled
to take place 6-8 weeks after the start of implementa-
tion; however, for logistical reasons, in some units, this
extended up to 12 weeks. Local champions at each unit
assisted with recruitment by advertising (via posters,
email and face-to-face discussions), when the FG would
take place and by highlighting that the discussion was
an opportunity for clinicians to provide their views of
the care bundle.

The aim was for each FG to reflect a range of age and
experience; however, due to staffing levels and work-
load within each unit a pragmatic approach was taken
to recruitment. Using convenience sampling, eligible
participants were obstetricians and midwives (including
student midwives) who were working in each of the 16
maternity units. Obstetricians and midwives who were
interested in taking part came to the FG in their unit,
where the moderator (PB) provided more information
about the study. Those who consented then took part in
the discussion.

The recommendation is that FGs comprise between
four and eight participants®; however, as study partic-
ipants typically comprised clinicians who were on shift
at the time of the FG, one FG had less (n=3) and one
had more (n=10) than this recommended number. The
average number of participants was 6. Table 1 shows the
FG composition across the four study regions.
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Table 1 Focus group composition across study regions
Unit No Type of unit Size of unit* Midwives Student midwives Obstetricians Total
Region 1 2 OU+AMU 1 small 1 17 32
1 OU+FMU 2 medium
1 OU+AMU+FMU 1 large
Region 2 10U 3 4 21
2 OU+AMU 2 medium
1 OU+AMU+FMU 2 large
Region 3 4 OU+AMU 2 small 2 8 23
1 medium
1 large
Region 4 20U 1 small 2 8 26
1 medium
2 OU+AMU 2 large
Total 8 37 101

*Categorised according to number of births per year: small <3500, medium 3500-5000, large >5000.
AMU, alongside midwifery unit; FMU, free-standing midwifery unit; OU, obstetric unit.

FG conduct

FGs took place in meeting rooms within the maternity
units. Sessions lasted on average 30 minutes (range
23-49 minutes). Before the FG began, participants
were asked to complete a questionnaire to obtain basic,
non-identifiable, demographic information (see online
supplementary material 2).

Patient and public involvement

The OASI Project had patient and public involvement
(PPI) throughout inception, implementation and evalua-
tion stages. The project was supported by an independent
advisory group, including lay representatives. The ante-
natal information sheet (first component of the OASI
Care Bundle) was developed together with PPI groups in
order to ensure that the material was appropriate.

Analysis

All 16 FGs were moderated by the same person (PB). Asa
midwife, the moderator (PB) had a good understanding
of the topic and as a qualitative experienced researcher
was able to build a productive and trusting relationship
with the participants, none of whom were previously
known to her. Participants were informed of the modera-
tor’s credentials and profession during the introduction.
Participants gave their consent for the discussion to be
audio recorded. All audio recordings were transcribed
verbatim for analysis. All transcripts were anonymised,
with no personal identifiable markers. Analysis was based
on the transcripts and moderator’s reflections from the
field (ie, a form of autoethnography).

Grounded theory was used as it allows for emerging
themes to be developed using an iterative process.”’ Data
were analysed inductively as we were interested in under-
standing new information and insights.** NVivo V.11 facil-
itated data analysis. Transcripts were read and re-read

several times and coded by the researcher (PB). ‘Axial
coding’ then determined causal or consequential rela-
tionships between the codes to identify dominant themes.
An important part of grounded theory is the ability to
test concepts with colleagues who have experience in the
area.”! To ensure such rigour, an additional researcher
(JMH) reviewed the codes and themes to develop new
insights and minimise bias. For a theme to be confirmed it
had to be indicated by the data on several occasions. This
process indicated data saturation, meaning that no new
themes would have been identified with the inclusion of
further data. The collection and analysis of data adhered
to the Standards for Reporting Qualitative Research.”

RESULTS

In total, 101 clinicians participated, comprising 37 obste-
tricians, 56 midwives and 8 student midwives. The charac-
teristics of participants are presented in table 2.

Four major themes were identified which describe the
clinicians’ perspectives on the implementation of the
care bundle. Within these four themes, there were several
subthemes. These are outlined in figure 2 and described
in full below.

Theme 1: Implementation strategies

This theme reflected the way with which the care bundle
was introduced and implemented within participating
units. There were three subthemes, namely: (1) no
consultation about the change, (2) introduction of the
OASI Care Bundle, and (3) training approaches.

No consultation about the change

Some participants felt that the wider maternity team on
the ‘shop floor’ had not been consulted about the unit’s
involvement with the OASI Project and the changes this
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Demographic n %

<30 29 28.7

40-49 14 13.9

Gender

Male 6 5.9

Labour ward 41 73.2

Other 2 3.6

<3 20 19.8

6-10 26 25.7

would bring. This perceived lack of consultation created
some reservations about the intervention. Some felt their
autonomy had been compromised and that there should
have been a more collaborative approach in the early
stages for a sense of ownership, given that for many the
intervention required a change in practice.

/
¢ Philosophy of care

® Personal values
¢ Provision of information to

women
\ Perceptions of what
women want
Does current
ractice need to
S~ p

change?

® Research evidence
¢ Clinical judgement
¢ Comfortable with current practice

¢ The ebb and flow of maternity
practices

J

Figure 2

I'm sorry but I felt that it was implemented at [names
unit] without any discussion about what midwives
wanted. I felt very strongly, as an autonomous prac-
titioner, if there is a reason to do something I will try
and do it....Whilst I'm really willing to learn, for me,
it didn’t feel like a positive step in the care that I give
to women. (Midwife)

Conversely, some participantsreported thatengagement
with the project had been created by pre-implementation
discussions about the care bundle and perineal trauma.
This increased the enthusiasm and appetite for the intro-
duction of the care bundle. This atmosphere may have
been more marked in units who were in the later waves of
implementation:

I think we’d been waiting for it and asking when it’s
coming. It’s nice to know that it’s here, and hopefully
we can see what impact that has on our third degree
tear rate. (Obstetrician)

Introduction of the OASI Care Bundle

Prior to implementation, units were sent promotional
materials to raise awareness about the project and the
long-term consequences of OASI. The local champions
attended a Skills Development Day at the Royal College
of Obstetricians and Gynaecologists and were advised to
plan a ‘Launch Day’ for the first week of roll-out. How this
was approached seemed to affect the engagement with
the care bundle. Many participants spoke about a well-
advertised launch, which created a lot of ‘noise’ and got
the project off to a good start:

\
( ¢ No consultation about the
change
e Introduction of the OASI
Care Bundle
e Training approaches

Implementation /
strategies
Opportunities to
use the OASI Care I\
Bundle
¢ Presence of student midwives
¢ Change takes time
e Inter-professional working
N )

The four main themes and subthemes that emerged from the qualitative data. OASI, obstetric anal sphincter injury.
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Yes, we had a launch day at the unit....on that day
they had many sessions talking about it. We had the
models.....they had pictures of how you would give an
episiotomy, things like that, to add to this... There was
quite a lot of noise about this. (Midwife)

In some units however, participants seemed less aware
of a launch day. This led to some confusion as to whether
the care bundle had officially started:

There might have been [a launch], butI couldn’t say
yes, for definite, so if it happened, I wasn’t aware of
it...this comes back to the launch, that people don’t
think it’s been launched. (Midwife)

Training approaches

There were diverse experiences in the way training was
conducted by the local champions. Some participants
expressed unhappiness about the lack of dedicated time
for training sessions in order to ensure a standardised
approach:

There hasn’t been dedicated time set aside to deliver
a consistent message and get proper training and it’s
just been on the job, come in when you can, do it
when you can. (Midwife)

At the same time, some participants expressed their
dissatisfaction at the ‘fixed’ nature of training sessions.
There was also disappointment expressed at the inability
to attend the official session that was facilitated by the
clinical leads for the project:

I thought the times that to attend the training were
really fixed and actually not really flexible for mid-
wives....I mean, not every midwife’s free at half past
eight to come. (Midwife)

The majority reported that training was done ad hoc,
with participants being trained in groups or one to one.
Many talked about the positive and passionate way with
which the champions delivered the training. The pres-
ence of in-house champions was felt to be key to the
success of the project as they were able to create aware-
ness and encourage people to attend training:

She [the champion] was like a hound! .... if you
weren't trained and you were on her list, she would
hunt you down....She would come in early to catch
people on night shifts and stuff...... If you have some-
body like that who is passionate about the training
and gets the training done, then I think that’s what
makes it better. (Obstetrician)

The initial intention was for training to be cascaded
within units using a ‘train-the-trainer’ approach, thereby
alleviating the training burden on the champions. This,
however, did not happen, and the champions did all the
training within each unit. Lack of practice with the care
bundle was cited by participants as the most common
reason for this:

You need to actually practice and work it out in
your head before you can then go on and teach it.
(Midwife)

Theme 2: Opportunities to use the 0ASI Care Bundle

This theme reflected operational factors to using the care
bundle. Within this theme there were two subthemes
which acted as barriers to using the care bundle (pres-
ence of student midwives and change takes time) and one
which acted as an enabler (interprofessional working).

Presence of student midwives

For midwives, one of main issues was that many of them
worked with student midwives and so did not have the
opportunity to use the care bundle. This meant that many
midwives felt that they did not get the exposure to the
care bundle that they needed:

If you have a student every time you have a delivery
sometimes you don’t necessarily get the practice you
need. (Midwife)

Change takes time

Despite some lack of opportunities to use the care
bundle, participants were philosophical about the process
involved with changing practice. The majority expressed
their belief that time was an important factor. Many remi-
nisced about their first ever birth and how ‘fiddly’ this
was and that the care bundle, in particular the manual
perineal protection (MPP) element, was unlearning old
techniques and getting used to new ones:

It breaks the habits of a lifetime, what we’ve always
done....How do you do that after you’ve done that way
for 20 odd years? It’s weird. It’s different. (Midwife)

Interprofessional working

For those who had used the care bundle, many reported
that they had help, or had given help doing this—partic-
ularly performing MPP during instrumental births as
participants reported that as a single operator it could be
difficult to manage all the aspects. This required an addi-
tional layer of interprofessional working, with MPP being
undertaken by midwives for obstetricians:

So, you’d have a midwife supporting the perine-
al body while you did your instrumental delivery.
(Obstetrician)

And more ‘senior’ registrars performed MPP for
trainees:

If it’s just me, I would do it [MPP] myself but I've
certainly done it for my juniors when I'm supervis-
ing deliveries....so that they've got their hands free.
(Obstetrician)

This team approach created genuine feelings of part-
nership between midwives and obstetricians, who felt
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that the OASI Care Bundle was a project which involved
everyone:

This is the only project involving all the shop floor
people. The other projects are focused on just a few
groups. (Midwife)

Theme 3: Does current practice need to change?

This theme reflected how clinicians felt about their
current practice and their acceptance and readiness to
learn new techniques. There were four subthemes: (1)
research evidence, (2) clinical judgement, (3) comfort
with current practice, and (4) the ‘ebb and flow’ of mater-
nity practices.

Research evidence

There were conflicting views about the evidence for
the care bundle. Perceptions surrounding the clinical
evidence for the care bundle were a prominent barrier to
uptake for both obstetricians and midwives:

Because it would be nice to have a number needed to
treat sort of thing for that. So if you have to do one
thousand PRs [per rectal examinations] to pick up
one, is all that indignity worth it? (Obstetrician)

Participants also expressed their belief that while there
may be evidence for the care bundle they felt it was not
applicable for their practice and so did not need to
change:

I know that there’s evidence that it reduces severe
trauma but I’'m not sure that the evidence is that

it reduces the trauma for my particular practice.
(Midwife)

Clinical judgement

Clinical judgement was an important factor and there was
a lot of discussion about the fact that no two births are
the same. While some participants believed that a benefit
of the care bundle was that it provided a standardised
approach to preventing OASI, others felt that it took
away from their clinical judgement. Clinical judgement
was associated with having autonomy:

I think it’s [the care bundle] taking away autonomy
from the practitioner....I think it’s good to have an
option to use it. But I think that to a certain extent it
is taking away that professional judgement. (Midwife)

Comfortable with current practice

This theme was expressed by both midwives and obste-
tricians and created some resistance to change. Often
more senior clinicians (obstetricians and midwives) had
established their own style of practice and were comfort-
able with this, whereas more junior, or doctors in training
(known in the UK as senior house officers (SHO)) were
more adopting of new techniques:

The SHOs that are more like, ‘Yes, that makes sense,
we should do that’ because they haven’t got their
own established technique yet. It’s the senior regs
[sic] that I’ve heard that find reasons not to do it.
(Obstetrician)

Some participants felt that their practice was not dissim-
ilar from that outlined by the care bundle. Many midwives
referred to the impact of the Hands On Or Hands Poised
(HOOP) trial (a UK trial which looked at the effect
of ‘hands-on’ vs ‘hands-poised’ on postnatal perineal
pain)®*:

We were trained before the HOOP trial, so we always
did hands-on...it’s not such an alien concept....there
are lots of us that haven’t really, probably, if we’re all
truthful, haven’t really moved away from hands-on.
(Midwife)

The ‘ebb and flow’ of maternity practices

Participants felt that certain practices came in and out of
fashion. As for the previous theme, reference was made
to how ‘post HOOP trial’ practice had changed from a
‘hands-on’ to a ‘hands-poised’ approach. Midwives, in
particular those who had been qualified longer, felt that
the ‘hands-on’ requirement of the care bundle meant that
practice had gone ‘full circle’ and a return to previous
practice. Instead of finding this frustrating, however, this
was treated in a humorous way:

There were a generation that were hands-off/hands-
poised, which I always found really weird, but I was a
hands-on, that’s how I was taught. (Midwife)

This theme was not unique to practices relating to
hand position at the time of birth. It also emerged with
relation to midwives performing episiotomies and to
instrument choices for operative vaginal births. In terms
of episiotomy it was felt that the pendulum had swung
from midwives performing these for every primiparous
woman, to only performing a few and this had created
deskilling. There was unanimous agreement that neither
extreme was correct practice, but there was a feeling that
there should be a middle ground:

They [episiotomies] were in fashion and every first-
time mum had an episiotomy whether she needed
one or not. So probably that’s when I was trained....
then we went through a stage where nobody was hav-

ing an episiotomy—how can you teach anybody to do
them? (Midwife)

In terms of instrument choice, while this was outside
the scope of the care bundle, many participants talked
about the shift towards the ‘heavy use’ of forceps and felt
that this should be addressed:

People pick the forceps culturally...there’s such an
element of fear amongst junior doctors of failing to
do something in the room. The other thing that they
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get told off for is using two instruments, so if they use
ventouse and they fail... (Obstetrician)

Theme 4: Perceptions of what women want

This theme reflected a number of factors expressed as
reservations for using the care bundle, which related to
clinicians’ values and perceptions of what women wanted.
There were three subthemes: (1) philosophy of care,
(2) personal values, and (3) provision of information to
women.

Philosophy of care

Participants, notably midwives, reported that the care
bundle changed the current model of care and increased
interventions. Midwives, as facilitators of vaginal birth,
expressed some reluctance to use procedures which they
felt caused overmedicalisation. Some participants felt that
births requiring minimal intervention and medicalisation
were to be regarded as an achievement. Any interventions
took away this feeling of triumph, though this achieve-
ment appeared to relate to that of the clinician, not of
outcome for the woman:

I haven’t had a third or fourth degree tear, touch-
wood....the intact perineum that’s a bit of an achieve-
ment....And then it’s almost like we’re doing a PR,
but that’s no reward. (Midwife)

While others agreed that this was an intervention, it was
felt good communication was key to using all elements
consistently:

It’s quite a big intervention, isn’t it, to touch the wom-
an there....The woman we had this morning who
had a pool birth, she had a lovely birth, lovely intact
perineum, and when we were inspecting the perine-
um afterwards we said about the new guidance to do
with PR and she had heard of'it....so she consented.
(Midwife)

Personal values

Often participants expressed some anxiety about using
some elements of the care bundle, when they themselves
would not like it as part of their care:

I've been doing it [PR check], because it’s part of the
study, but I don’tlike it. And if I was giving birth and I
had an intact perineum, I don’t think I'd particularly
want somebody doing a PR on me. (Midwife)

This feeling of not liking doing something was particu-
larly prominent in midwives reporting of performing
episiotomies. As indicated in a previous theme, there
was universal agreement that there was deskilling around
midwives performing episiotomies. This lack of confi-
dence was sometimes driven by personal fear, ‘historically,
midwives don’t like doing them, do we....I just don’t like that
sound (midwife), and sometimes driven by women’s fear,
which in term affected a midwife’s confidence:

Lots of people will say, ‘I don’t want to be cut, I'll just
tear, if that’s okay.” It’s individual. At which point, it
puts the whole fear of whether you can go through
with that. (Midwife)

Provision of information to women

There was a range in opinions as to whether the informa-
tion sheet for women about the project was appropriate.
Some felt that women receive too much information when
they are pregnant and that they either do not read it or
do not take it on board. Some felt the information was
‘too scary’ or ‘too explicit’. However, most participants
expressed their belief that women liked the information
sheet; it had encouraged clinicians to talk about perineal
trauma and educating women was a positive step:

People feel really angry that actually they have no
idea that these sorts of things could happen. This
project can only really be a good thing in terms of ed-
ucating them [women] on what can be a normal part
of a vaginal delivery. I think that’s going to be really
positive for everybody. (Obstetrician)

DISCUSSION

This paper presents clinicians’ perspectives of the OASI
Care Bundle, implemented as part of a QI programme
with national reach and a complex evaluation attached to
it. Our findings suggest that there was a mixed reaction
by both obstetricians and midwives towards acceptance
of the care bundle. To our knowledge, this study offers
unique insights as previous studies to reduce severe peri-
neal trauma have focused on the effectiveness of inter-
ventions® '’ ' # but have not reported in detail clinicians’
attitudes towards these interventions. The importance
of such qualitative insight within maternity was recently
highlighted® as it has implications for implementation,
adoption and fidelity of an intervention. Reflection of the
identified themes allows an opportunity to raise aware-
ness of potential barriers and enablers which would be
considered before implementing similar initiatives.

Theme 1: Implementation strategies

Adoption, or failure of adoption, of a new interven-
tion is reliant on many components. This QI project
was designed with the implementation strategy given as
much consideration as the intervention itself. Despite
best efforts, it is likely that application of the implementa-
tion strategy varied by units which may have impacted on
adoption and acceptability of the intervention—notably
the issues voiced around the introduction of the interven-
tion. The launch event had the potential to create engage-
ment within the unit. Our findings also highlight the
importance of a targeted communication strategy when
starting an initiative. The project had a staggered roll-out,
and with this came increased communications about the
OASI Care Bundle over time. It is possible that the opin-
ions of clinicians in the later regions were affected by this;
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however, even in region 4 there were mixed reactions to
the bundle.

Theme 2: Opportunities to use the 0ASI Care Bundle

The observation that mentors found it challenging
to practise the MPP technique because their students
attended births is an important issue to consider when
introducing an intervention as efforts need to be made
to ensure that all clinicians get sufficient opportunity
to gain and become confident users of new skills. This
theme also captured the importance of time when imple-
menting a new initiative. The OASI Care Bundle neces-
sitated both midwives and obstetricians to change their
behaviour, in terms of learning and using standardised
techniques for second-stage perineal management and a
change (for some) in the way that they informed women
about the risks of perineal trauma. It is important not to
underestimate the time that it takes for an intervention
to be adopted.

Theme 3: Does practice need to change?

Clinicians in our study placed high value on their ability
to use clinical judgement and their personal values are
an almost unavoidable influence when providing care.
Recent studies have shown that this may vary depending
on the nature and framing of the issue.?” This ought to
be a careful consideration for any QI intervention that
requires behaviour change.

Midwives were more likely to discuss what we termed
the ‘ebb and flow’ of maternity practices, particularly the
‘hands-on” or ‘hands-poised’ approaches for perineal
protection and this reflects the often conflicting find-
ings of studies.’ '” ** *® Both midwives and obstetricians
reported similar views regarding the need for current
practice to change, in particular the evidence supporting
the elements of the OASI Care Bundle. There were some
participants from both professional groups reporting
reluctance to perform PR checks as they did not consider
they were indicated. However, undiagnosed, or ‘missed’
OASI is a breach of duty and potential cause for litiga-
tion.*” In response to these concerns the project devel-
oped some ‘frequently asked questions’ (https://www.
rcog.org.uk/en/guidelines-research-services/audit-
quality-improvement/ oasi-care-bundle/oasi-faqs/).

Theme 4: Perceptions of what women want

Midwives were more likely to report themes alluding
to ‘Perceptions of what women want’, especially the
subthemes of ‘Philosophy of care’ and ‘Personal values’.
The ability to understand women’s needs is an important
midwifery skill and research has found that women give
midwives authority to make decisions, perceiving them
‘to know best’.”” However, there were some suggestions
that some clinicians do not fully understand the balance
between discussing risk and maintaining women’s
autonomy.”’ This is an important balance, as women have
the right to make informed and autonomous choices
and indeed England’s Better Births policy initiatives (as

well as similar initiatives in Wales and Scotland) aim for
women to receive unbiased information, enabling them to
develop a personalised maternity care plan based on their
decisions and not that of healthcare professionals.”*

Adoption of the care bundle within a unit was depen-
dent on its acceptability to both service users and service
providers, alongside institutional support. Failure to
adopt new practices is commonly reported in the improve-
ment literature, even when there is substantial evidence
of potential benefits to patients and the health system.***
In synthesising these themes and patterns in the data set,
we propose that early adoption of the OASI Care Bundle
was associated with a number of cognitive, interpersonal and
organisational factors. For instance, although the inter-
vention had prominent central support, implementa-
tion within each unit was subject to local organisational
factors, particularly with the introduction of the interven-
tion and provision of training. Cognitive and interper-
sonal factors that we identified such as personal values,
unitinterprofessional and unitlevel awareness have
similarly been noted in other maternity interventions
and health psychology has been applied to offer theo-
ries of behaviour which explain enablers and barriers to
uptake.”

Other reasons for any failure to adopt the intervention
may be because some clinicians, as autonomous practi-
tioners, may not value the intervention as they might have
felt that other intrapartum perineal techniques, such as
warm compresses, should have been incorporated into the
OASI Care Bundle. Due to the quality of the evidence,”
there was much discussion about warm compresses
during development of the OASI Project; however, due
to the wide variation in practice (whether the compress
is held continuously, what is used for the compress, the
temperature, when it is reheated and ability to have a
facility for heating compresses) it was decided that the
clinical practicalities of ensuring standardisation made it
unfeasible to include as a component of the care bundle.
Use of compresses was encouraged as part of intrapartum
care, but their omission from the care bundle may have
caused some resistance. It is clear from the findings here
that gaining buy-in for an intervention is an important
implementation tool. Other areas to consider are the
current strains on maternity services. Pressures such
as staffing level and increased complexity of births are
well documented within the UK.* These issues did not
emerge as a theme within our data; however, it is possible
that they were underlying factors which could be addi-
tional barriers to adoption of a new intervention.

Training gaps were dominant throughout—for obste-
tricians this focused on instrument choice and episi-
otomy technique. For midwives this centred around
when and how to perform episiotomies and second-
stage perineal care. Episiotomies can be a contentious
issue and in the National Health Service a restricted
approach to performing them has been adopted, which
has created a practice gap among more junior staff.*!
Midwife inexperience with this procedure has been
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found in other studies,* suggesting that this knowledge
gap is widespread and requires continual professional
development.

This study has limitations. While FGs produce data
through social interaction and the dynamic interaction
can stimulate thoughts they can also inhibit participants
from divulging their true opinions, in a manner that does
not impact one-on-one interviews. All the FGs were held
in the participants’ place of work and while they were on
shift, which affected who was able to attend and for how
long. This on occasion meant that discussions felt some-
whatrushed (ie, they could have lasted longer) and partic-
ipants were called away to emergency situations. Some of
the FGs were attended by a smaller or larger (10) number
of participants than ideally prescribed (6). This was due
to clinical pressures and unpredictability of people being
available on the day as well as the commitment of doing
the FG on a single site visit to ensure it was feasible to
conduct them all. As the FGs took place over a period of
time, we did not have any control on whether participants
may have met with colleagues across units and discussed
their views of the OASI Care Bundle—although this per
se is not a methodological limitation, as our qualitative
approach aimed at eliciting participants’ views regard-
less of how these views were formulated. Additionally, the
sampling framework for the study meant that all partici-
pants were volunteers which is open to self-selection bias.
The majority of participants were women under the age
of 40. Men and older women might have had different
opinions. Lastly, this study only covers data from front-
line providers; further data are required to assess imple-
mentability and scalability of the OASI Care Bundle from
senior and service managers, as well as women using these
services.

The study also has strengths. The sampling framework
covered a large number of units with different character-
istics and varied clinical contexts across the UK. We were
able to reach 101 participants from a range of experi-
ence levels who were encouraged to speak freely which
allowed for a wide range of perspectives of the OASI
Care Bundle and data saturation was reached with the
emergence of no new themes. Findings from this study
are therefore likely to be relevant to other maternity
units, both in the UK and globally, which may consider
implementing this care bundle. Lastly, the FGs were all
facilitated by the same trained clinical researcher, which
enhances the consistency of the data collection. The
fact that the facilitator (PB) was a clinician would be
expected to have had an impact on the nature of the
discussion around the OASI Care Bundle: we consider it
astrength of the study as it facilitated trust in a colleague
with experience of the front line of a unit and genuine
expression of views, including concerns. We do acknowl-
edge that a researcher of different profile (eg, scientist)
might have elicited a somewhat different pattern of
responses.

CONCLUSION

This study found that adoption of the OASI Care Bundle
across 16 UK units was influenced by four main factors:
(1) the way in which the intervention was introduced
and implemented in units, (2) opportunities to use the
OASI Care Bundle, (3) how receptive participants were
to changing their practice, and (4) personal percep-
tions of what women want. Our synthesis suggests that
cognitive and interpersonal factors at the level of indi-
vidual providers as well as organisational factors at
the level of the unit and the central OASI programme
team underlined the above and determined the level of
success of implementation and adoption of the bundle
across studied units. The above findings have informed
the development of OASI2, which will be introduced in
2020 in order to scale up and sustain uptake of the OASI
Care Bundle (https://www.health.org.uk/funding-and-
partnerships/programmes/oasi2-care-bundle). ~ These
insights can further be used to introduce other QI initia-
tives within maternity, and also other healthcare settings.
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