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Abstract

Title: All you need is a dark space and a good midwife: an exploration of the
enactment of the defining attributes of midwifery led care in midwifery led

intrapartum settings

Background: There is sound evidence that UK maternity services should be based
on the model of midwifery led care in situations where pregnancy and birth are
expected to be straightforward, a view underpinned by evidence from systematic
review and other research (Hollowell et al., 2011, Sandal et al.,, 2016) and
government recommendation (NICE, 2014; NHS England, 2016). The idea of
midwives occupying professional leadership positions within maternity services is
not a new one, and first found formal recognition in the Changing Childbirth report
(1993) which, as government policy, became a major influence on thinking about
how services should be organised. The implication was that midwifery led care was
the appropriate choice for women regarded as being at low risk of complications.
Despite the wealth of more contemporary literature supporting the model it is not
entirely clear what defines and makes it an effective pathway i.e., the strategies
and techniques are used by midwives to interact with women, particularly in
intrapartum care, and the impact on practice of midwifery led birthing
environments. Though such matters have been explored by looking at qualities and
outcomes of midwifery led care separately, a comprehensive in-depth exploration

and analysis is lacking.

Methodology: The study uses a qualitative case study approach to examine the
strategies, techniques, and practices used by midwives to enact the attributes of
midwifery led care, thereby increasing our understanding of the model. Four
defining attribute themes of midwifery led care were ascertained through a process
of concept analysis. An Alongside Midwifery Unit (AMU) and a Freestanding
Midwifery Unit (FMU) were recruited as the 'cases'. The study received Ethics
Committee and Research Governance Committee approval. Direct non participant

observation of midwifery intrapartum care, follow-up interviews with the
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midwives, and document analysis, were data collection methods. Framework
analysis was used to analyse the data across the two cases. The Framework method
is an example of thematic analysis or qualitative content analysis used in qualitative
research that allows for comparing and contrasting data across and within cases.
Data collection for case 1 (AMU) took place from March to August 2016. During this
period 1 birth was observed and 9 midwife interviews took place. A number of
documents were collected for review relating to different aspects of the AMU's
service. Data collection for case 2 (FMU) took place from March 2017 to October

2017. Two births were observed and 7 midwife interviews were recorded.

The four defining attributes of midwifery led care were overall themes of the study.
Data collected was organised in relation to the themes. Data analysis resulted in
each theme containing several related sub themes. For example, the first of the
defining attribute themes, ‘the midwife is the lead professional and acts as an
autonomous practitioner’ gave rise to the sub themes: leading care through
expertise, advocating for women, and problematic autonomy. Open coding

revealed 2 additional themes: preserving self and working together.

Findings: Research participants identified with and verified the relevance of the
defining attributes of midwifery led care. It has been possible to assemble a picture
of how the attributes are enacted in midwifery led settings. Some of the findings
represent features of this model of care which have hitherto not received
comprehensive attention in contemporary literature. A conceptual model for the
enactment of the defining attributes of midwifery led care in midwifery led

intrapartum settings has been developed as a result of this research.

Conclusion: The findings address the need to deepen knowledge of midwifery led
care in environments where midwives are the responsible professionals for labour
and birth, at a time of great upheaval of maternity services and the development

of midwifery led continuity of care models. This research study contributes to the



background picture of midwifery led care and provides novel perspectives that can

be taken into consideration when developing maternity services.
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Chapter 1 Introduction

1.1 Introduction and background

Since the beginning of the 20'" century, maternity and midwifery services have been
characterised by tensions between professionals involved in delivering care, and
struggles by midwives to assert themselves as autonomous practitioners (Robinson,
1991). Walton and Hamilton (1995) described a situation in the decades of the
1970s and 1980s where ‘... technology was rapidly taking over the care of the
childbearing woman.” (p. vi). In fact, the second report of the Social Services
Committee, known as the Short Report (House of Commons, 1980, cited in Walton
and Hamilton, 1995) though recommending the phasing out of home births in the
UK, did accept the detrimental effect increasing centralisation of services had on
midwifery practice and morale. Hodnett et al. (2012) referred to the increased
incidence of routine medical interventions and the unanswered questions of the
benefits these interventions conferred to healthy populations of women. These
competing phenomena have also been discussed by Walsh (2003) who pointed to
the increasingly risk averse culture of care despite relatively low rates of mortality
and morbidity. More recently there have been discussions about maternity services
on a global scale, and resolution to correct situations of ‘too little too late, too much
too soon’ (Miller et al., 2016). This commentary on the continuum of global
maternal healthcare, draws attention to extremes in provision of services and
outcomes. ‘Too little too late’ represents services where resources are inadequate,
unavailable, withheld, or associated with below evidence-based care. ‘Too much
too soon’ characterises over-medicalised care, where routine interventions in
normal pregnancy and birth do not lead to better outcomes or avoid poorer

outcomes or harm.

For the 21° century, and the last decade of the 20" century, midwifery led care has
been a defining feature of the maternity services in the UK. The Idea of midwives

being lead professionals in maternity care has been driven by government policy
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since the House of Commons Maternity Services Committee published its report
into the maternity services (House of Commons, 1992). The House of Commons
report (1992) contended that despite continued falls in perinatal mortality and very
low rates of maternal mortality, i.e., increased safety for women and babies, the
service was not meeting the needs of its users with respect to providing a satisfying
and life enhancing experience. The introduction to this report referred to the
underlying normality of the process of childbirth; the concluding chapter, with its
vision for the future, eschewed the idea that birth could be normal only in
retrospect, regarding this view as an obstacle to women having control over the
care they received. The report gave formal recognition and acceptance of midwives
leading care in situations of normality and low risk. The government responded to
this in the publication of Changing Childbirth (1993), which was a major influence
on thinking about how maternity services should be organised. It considered what
the roles of professionals providing the service should be and the involvement of
women users of the service. The implication was that midwifery led care was the
appropriate choice for women regarded as being at low risk of complications (DH,
1993)i.e., the possibility of midwives assuming roles of lead professional for women
with uncomplicated pregnancies mirrored the conclusions of Winterton (House of

Commons, 1992).

In years to follow, other evidence focussing on maternity services would echo the
recognition of midwives’ specific contribution to childbirth outcomes. The National
Service Framework for Young People and the Maternity services (DH, 2004)
advocated the promotion of midwifery led care where appropriate, the provision
of midwifery led units either on the same site as consultant led obstetric units
(‘alongside’ or AMU) or in freestanding units, (where facilities are located away
from the site of the obstetric unit and without access to specialist anaesthetic and
neonatal services), and the provision of home birth services. This was reflected in
the choice guarantees, enshrined as UK government policy in 2007 (DH, 2007),
where women were to be assured of having choices available to them about place

of birth. The Birthplace in England Study (Hollowell et al., 2011) established that
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women considered to be at ‘ low risk’ of obstetric complications, and particularly
multiparous women receiving intrapartum care in midwifery led birth facilities such
as an alongside midwifery led unit, could expect safe care (good maternal and
perinatal outcomes such as reductions or no difference in meconium stained
aspiration syndrome, brachial plexus injury, or intrapartum stillbirth) and a reduced
amount of intrapartum interventions, when compared with similar women
labouring and giving birth in consultant obstetric led units. Furthermore, the most
recent guidance from the National Institute of Healthcare Excellence (NICE, 2014)
has incorporated the evidence from the Birthplace in England study (2011) to
recommend that both multiparous and nulliparous low risk women should be

advised that giving birth in midwifery led units is particularly suitable for them.

That midwifery led care has been accepted as part of the architecture of maternity
policy has been cemented, to some extent, by current maternity policy in the form
of ‘Better Births’ (2016), the latest review of maternity services in England. The
underlying evidence behind policy decisions is also convincing. In the research
literature, systematic reviews such as that conducted by Sandall et al. (2016)
comparing midwife-led continuity models of care throughout the childbirth
continuum with other models, included 15 trials involving 17 674 women, from
studies that had taken place in Australia, Canada, Ireland, and the UK. The review
found that fewer women randomised to midwifery led care had epidurals,
experienced preterm birth, or pregnancy loss, had episiotomies or instrumental
births than those assigned to other models of care. The midwife led care model was
also associated with a greater probability of spontaneous birth, and knowing the
intrapartum care midwife. There were no differences in numbers of caesarean
sections. These findings indicated the significance of midwife led care in facilitating
straightforward normal childbirth. Ten studies from this review reported on
maternal satisfaction. They suggested greater satisfaction with midwife led

continuity models than other models.
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What women wanted of childbirth services, and valued as outcomes, was also
investigated via a systematic review (Downe, 2018) carried out to contribute to the
World Health Organisation’s (WHO, 2018) intrapartum guidelines development. 37
studies were included in the review, originating from all regions of the world. The
primary outcome for pregnant women was a positive birth experience. This
experience consisted of more than a healthy baby; women also wanted competent
and kind clinical staff, and psychologically safe environments. The review found that
most women highly valued their own ability to give birth physiologically, but

recognised that interventions might be necessary.

The landscape of maternity services and midwifery practice is shaped by UK
maternity services policy. It is clear from the direction of policy recommendation,
and research evidence presented above that midwifery led care is supported and
remains a linchpin of policy. In the UK, antenatal, intrapartum, and postnatal care
is provided mostly by midwives. In 2018 there were 731,213 live births in the UK
(Office for National Statistics, 2019). Although data on midwife facilitated births is
not easily available, in 2010, the Midwifery 2020 report suggested that they were
the main providers of intrapartum care (2010). During the same period, in the
intrapartum context, interventions such as artificial rupture of membranes,
induction of labour and epidural analgesia were accepted and embedded within the
structure and organisation of services (Crabtree, 2008) despite consensus opinion
that the majority of women were capable of giving birth with a minimum of
obstetric procedures (Maternity Care Working Party, 2007). More contemporary
data analysed via the National Maternity and Perinatal Audit demonstrated that

‘spontaneous’ vaginal birth! was the single most common outcome of pregnancy

1 In this audit, spontaneous birth was defined as vaginal without the assistance of

instruments.
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for women giving birth to a singleton baby in cephalic presentation, at 37 to 42
weeks gestation included in the analysis2. What is not clear is what defines
midwifery led care, and how midwives operating in midwifery led care settings,
particularly intrapartum care, shape their practices, making it an effective pathway
which might result in positive birth experiences for women. Details of techniques,
strategies and practices making up the package midwifery led intrapartum care
have not been studied directly. Yet it is important to critically examine how this
arrangement of care is enacted, and what the perspective of the midwives carrying
out midwifery led are, to gain deeper understanding and knowledge of this

fundamental aspect of maternity service provision.

1.2 Justification for the study and contribution to knowledge

Baldwin and Rose (2009) suggested that gaps in understanding such as how
midwifery led care is defined, and how midwives operate in midwifery led settings,
could be addressed through the methodology of concept analysis. As there was no
evidence from the literature that midwifery led care had been the focus of such an
exploration before, a concept analysis of midwifery led care was carried out.
Through this exercise components of midwifery led care that could be regarded as
its exemplars, distinct from other concepts or models of care, were identified. The
concept analysis established defining attributes of midwifery led care that were
associated with its underpinning beliefs of midwifery (childbirth is a normal life
process; women are capable of physiological birth without intervention) and
underlying core practices of midwifery (providing continuity of care/carer;

association with fewer interventions). Uncovering the defining attributes and their

2 Data from 449 539 births was included, gathered over a period 1t April 2025 to 31t March

2016, from Great Britain, and reported in 2017.
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associated themes led to questions about how they were operationalised, or
enacted in intrapartum midwifery led care settings. Bryman (2004) suggested that
the process of deriving a research question was supported by personal experience
and interests or the desire to test theories, and tackle social problems. Previous
literature emphasised positive clinical outcomes of intrapartum midwifery led care
but did not consider the mechanisms by which it is carried out by midwives in
clinical practice. Thus, the subject area lacks a comprehensive conceptual
framework that can provide insight into and in-depth analysis of the defining
attributes. The purpose of current research study was to carry out a detailed
exploration of the defining attributes through the lens of midwifery practices and
to develop an appropriate conceptual model. A comprehensive exploration of how
midwifery led care is enacted is particularly pertinent at a time of increasing

recognition and support for adopting this model of care.

1.3 Research aim

The purpose of the study was to explore the strategies, techniques and practices
used by midwives working in midwifery led intrapartum care settings in enacting
the defining attributes of midwifery led care. The study sought to deepen
understanding of midwifery led care and make visible mechanisms of midwifery

practice within this model of care.

1.4 Research question

‘How are the defining attributes of midwifery led care enacted in intrapartum

midwifery led settings?’

The research question developed following the concept analysis, which identified

defining attributes of midwifery led care. It was envisaged that undertaking this
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study and addressing the research question would add to the knowledge already
gained from systematic reviews about the benefits of midwifery led care and what

it comprises.

1.5 Overview of the thesis

This thesis presents the study exploring the enactment of midwifery led care in
midwifery led intrapartum care settings. It consists of a multiple case study of two

selected cases.

Chapter 1: The introduction presents an overview of the UK landscape of midwifery
led care, which encompasses intrapartum care. It discusses the current challenges
of midwifery led care as a policy objective, and the lack of definition of the concept.
Chapter 1 also introduces the need for a concept analysis, advances the justification

of the study, and identifies the research question and the aims and research study.

Chapter 2: The concept analysis of midwifery led care is presented in this chapter,
resulting in defining attributes being identified. The rationale for the
methodological decisions of the concept analysis is outlined. The concept analysis
process includes developing a model case of midwifery led care, used during
interviews with midwives. Defining attribute themes are explored in the literature

review.

Chapter 3: This chapter consists of the literature review of defining attributes of
midwifery led care. The search strategy is described, which resulted in relevant
literature being synthesised for each of the defining attribute themes. This
enhanced and expanded the concept analysis, and provided clarity on how the

defining attributes are represented in wider literature.

Chapter 4: The methodological approach used for the study is outlined, including

an explanation of its suitability for social research. Suitability is contingent on
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selecting a methodology whose philosophical orientation matches the aims of the
study and research question. The chapter includes a discussion on philosophical

orientation.

Chapter 5: A detailed account of the design and methods used in conducting the
research is provided here. This includes ethical considerations and data collection

methods used. The chapter also includes the data analysis process.

Chapter 6: The first of the findings chapters, it presents findings that relate to how
the predetermined defining attributes of midwifery led care are enacted. The
chapter presents interpretations of the perspectives of midwives and findings from

observing midwifery practice.

Chapter 7: The second of the findings chapters, it presents findings from open
coding, i.e., the themes inductively developed that give insight into contextual
factors of midwifery led care. Findings from Chapter 7, though of interest in
themselves, are tangential for addressing the research question, and represent new

information not addressed in the literature review.

Chapter 8: This chapter discusses the findings from chapter 6, revealing how
midwives enact the defining attributes of midwifery led care, and thereby
addressing the research question. This chapter also outlines how the thesis has
both enhanced existing knowledge, and uncovered novel understandings of the
enactment of midwifery led are. The chapter then looks at the research’s strengths
and limitations, and makes recommendations for practice, education, and future

research.
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Chapter 2 Defining the attributes of midwifery led care,

a concept analysis

2.1 Introduction to concept analysis

The background for this research study (Chapter 1) discussed how previous and
current maternity services policy endorsed midwifery led care as an organising
principle in situations of normality (Department of Health, 1993, 2004 and 2007,
NHS England, 2016). Whilst endorsing this plan, however, it is not always clear from
policy documents and other literature what defines midwifery led care. The RCM,
for example, referred to this model in its position statement on women centred
care(WCC) (2008). WCC was considered a valuable attribute as it focussed on
women’s individual needs and sought to involve them in decisions and planning
about their childbirth experiences. Midwives acting as lead professionals were
regarded as part of that process, yet there was a lack of clarity about what
midwifery led care meant. Baldwin and Rose (2009) proposed that concept analysis
addressed the issue of lack of definition in such situations because the methodology
resulted in expanding the body of knowledge held about a particular issue. A
concept analysis was carried out to explore the defining attributes of the issue, and
provide clarity about the concept of midwifery led care. The aim of conducting the
concept analysis for the current research was to discover the components of
midwifery led care that were accepted as being its exemplars, distinct from other
concepts or models of care. Clarifying this issue was the starting point of the

research, and contributed directly to answering the research question.

2.2 Methodology of concept analysis

The methodology of concept analysis has been used in health science literature to

express meanings of a variety of phenomena, from ‘normal birth’ and ‘normal
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labour’ to ‘one to one support’, ‘capacity building’, ‘listening’ and ‘maternal-infant
bonding’ (Anderson, 2003; Sosa et al., 2011; Condell et al, 2007; Shipley , 2010;
Kinsey et al, 2013). Walker and Avant’s (2011) methodology consists of an eight-
step process that begins with the selection of a concept of interest. The concept of
interest, they advised, should be important either to further a research project, or
to contribute to specific theory development. Following these steps came the
formulation of a model case, which included the common characteristics, or
defining attributes. Walker and Avant’s (2011) schema also required that additional
cases such as borderline, related, and contrary and illegitimate cases were
identified. The purpose of this part of the exercise was to differentiate instances
where the concept of interest was either closely aligned to (related and borderline)
or contrasted significantly with (contrary or illegitimate) other concepts, in order to

isolate further its true attributes.

The analysis was completed by two further tasks i.e., identifying antecedents and
consequences of the attribute, and its empirical referents (2011). Walker and Avant
asserted that theory construction relied on assembling a solid basis of concepts that
had defining characteristics and clearly delineated meanings. They pointed to the
tentative nature of the end product of the analysis, which reflected the ‘...dynamic
quality of ideas ...” contained within the concept (2011, p 158). Anderson (2003)
described empirical referents as indicators which could be used to assess the
validity of the key defining attributes, identifying both a model case and alternatives
such as contrary cases. These outputs expressed what the concept was not (Walker
and Avant, 2011). Thus, the result of subjecting a concept to this scrutiny was an
‘...operational definition, a list of defining attributes, and antecedents....’

(Anderson, 2003, p 158).

Chinn and Kramer (2011), in their discussion of how knowledge is developed,
argued that there was a tentative aspect to the criteria used to expose the meaning
of a concept. This implied that meanings could evolve and change where new and

different ways of understanding a concept came into being. They proposed that
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concepts could be located along a continuum, with the relatively empiric and the
relatively abstract occupying either end. Thus, in selecting a concept for further
investigation, they counselled that if located at these extremes, there may be
problems when exploring what their meanings were. Thus, a concept that was
highly empirically knowable, or one that by contrast was broad, encompassing

many meanings, could both be problematic.

Chin and Kramer (2011) outlined a process of concept analysis that consisted of
establishing an ‘exemplar case’ as the initial exercise. The exemplar case
demonstrated the quintessential character of the concept such that there was no
doubt about the object of the analysis. This was explained in their statement “If

”r

this is not x, then nothing is”’ (p166). Walker and Avant’s approach to concept
analysis included drawing upon as many sources as possible in order to identify all
uses of the term, thus , physical aspects, implicit and explicit uses i.e., the ‘ordinary
and scientific’ were all valuable to the study (2011). The resultant analysis was
therefore influenced by both colloquial and theoretical meanings, which
contributed to constructing the defining attributes of the concept. However,

substantial criticism of this approach has been forwarded (Paley, 1996 and Risjord,

2009).

Risjord (2009), commenting on the 2005 version of Walker and Avant’s (2011)
schema, reproduced an outline of its philosophical roots. In this reproduction,
examples, or cases, of concepts were developed to demonstrate their natural and
common uses. Contrary and related cases were then designed to aid in isolating the
defining principles. In this way, cases were said to represent the meanings of
concepts. Eventually, the products of this process would lead to evidence for the
meaning of a theory. Risjord (2009) disagreed with the procedure used by Walker
and Avant (2011). He pointed to a fundamental ontological difference in the ways
that concepts and theories were perceived. Concepts were either the ‘building
blocks’ of theories, or arose from theories, with their meanings being derived from

the context that theories existed in. The conclusion from this argument was that in
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attempting to derive characteristics of a concept, evidence from ‘scientific’ or
research based literature should not be blended with evidence from colloquially
based sources, because they were situated in different contexts. Instead, concept
analyses should be either distinctly theoretical or distinctly colloquial. In the
subsequent edition, Walker and Avant (2011) addressed these difficulties and
defended the value of their system as an aid to understanding the meanings of
concepts and the development of theory. The literature suggested, therefore, that
concept development or analysis was problematic because of disagreement about
philosophical influences of the varying approaches and the methods used to

achieve a useful product. (Risjord, 2009; Paley, 1996)

Rodgers (1989) proposed an alternative process for concept analysis to that offered
by Walker and Avant in 1983 (although it should be recognised that Walker and
Avant’s most recent work was published in 2011). In her view devising contrary,
borderline, or illegitimate cases, i.e., situations that opposed the ideal case,
resulted in a static concept. She was concerned that a static concept would not
take interrelationships of ideas into account, nor would it adapt to developments
in understanding and knowledge of a given area. The system employed by Rodgers
(1989) claimed to identify what was common in the existing view of the concept,
without including strict criteria of what it was and was not. She emphasised the
evolutionary and dynamic nature of concepts, and thereby, the fact that they were
subject to change. She created a seven step approach to concept analysis which is

illustrated in Table 2.1.
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Rodger's Method of Analysis (1989)

=

Identify and name the concept of interest

2 Identify surrogate terms and uses of the concept

Identify and select an appropriate realm (sample)
for data collection

4 Identify the attributes of the concept

Identify the antecedents and consequence of the
concept if possible

Identify concepts that are related to the concept of
interest

7 Identify a model case of the concept

Table 2-1 Rodger’s seven step method for concept analysis

Rodgers’ (1989) system is a revised approach to that popularised by Walker and
Avant in 1983. It excludes the steps that would lead to identifying related cases, i.e.,
the contrary, invented, and illegitimate. Her decision to abandon these aspects of
the methodology was influenced by a belief that the concepts should not be viewed
as being associated with rigid boundaries, instead, the interrelationships between
them were acknowledged. The method used for analysing the concept of midwifery
led care was influenced by Rodger’s methodology, and included aspects of Walker
and Avant’s (2010) methods which were compatible. The combination of these two
positions was uniquely developed by the researcher. It represented the
researcher’s experiential knowledge of the fluidity with which childbirth is

conceptualised, both over time and within the same time period. These
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conceptualisations can be explained for example, by different philosophies of care

stemming from social or medical models3.

2.3 Surrogate terms

English language and midwifery dictionaries were searched for uses of the words
‘midwife’ ‘led’ and ‘care’ before considering ‘midwifery led care’ (Collins 2011,
Oxford 2010, Winson and McDonald, 2005). The dictionaries were used to build a
picture of everyday uses of the separate words and to identify so called surrogate

terms. The findings are presented in Table 2.2.

3 The social and medical model are 2 overarching models of health. Their importance for

childbirth, including organisations of services, is explored in the discussion section of this

thesis.
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Dictionary Uses of 'Midwife'

Dictionary uses of Led (Lead)

Dictionary uses of 'Care’

A person qualified to deliver babies and to
provide care for women before, during and
after childbirth

To show the way to an individual or group,
going ahead.

To guide or be guided by.

To cause to act, think, feel or behave in a
certain way.

To guide control or direct.

To be troubled or concerned; be affected
emotionally

To have regard, affection of consideration

To have a desire or a taste for

To provide physical needs for, help, or
comfort for

(Midwifery)

The professional providing assistance and
medical care to women undergoing labour
and childbirth during the antenatal, perinatal
and postnatal periods

A person trained to assist women in
childbirth. Mid with + Wife woman, in the
sense of one who is with the mother.

Cause to go with one

Direct the actions or opinions of

Guide by opinion or example or argument

Provide access to; bring to a certain decision
or destination

Be in charge of

The action of lead

Direction given by going in front

Something that leads

Theatre: the principle partin a play
Card playing: the action or right of playing
the first card in a round or trick

(Shorter Oxford English Dictionary vol 1,
1978)

To feel concern or interest

To take care or thought

To have regard or liking for, to be inclined to

The art and science concerned with caring for
women and their families during normal
pregnancy, labour and the postnatal period.

Table 2-2 Sources: lllustrated Dictionary of Midwifery; The concise Oxford Dictionary; The
Collins English Dictionary
Dictionary definitions of ‘midwife’ covered the activities of a person assisting a
woman, or woman and family in the period of childbirth. This activity was
commonly recognised as starting in pregnancy and extending to the postnatal

period, reflecting the contemporary picture. One definition (Oxford, 2010) defined
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‘midwifery’ rather than midwife, and included the giving of medical care. The words
‘assistance’ and ‘caring’ were used. There is appreciation of professionalism and the
expectations of training and qualifications. Bailliere’s Dictionary for Midwives
(2005) provided insight into the scope and ethos of midwifery practice, and
included elements of artistry and normality in its definition. The consensus of these
definitions saw a midwife as being a trained person, or professional, caring for
women (and families) throughout the spectrum of childbirth, and not confined to

during labour.

Uses of the word ‘lead’ or its past participle ‘led’ were considerably more varied
and numerous. In examining different definitions of this word, however, it was
possible to discern ideas that frequently replicated themselves, despite arising in
different contexts (card playing, curling, theatre). However, there were instances
where, due to their specialist nature (electricity, mining, engineering) aggregation
would not have been useful. Paley (1996), in his critique of methods used and
underlying assumptions of concept analysis, argued that confusion and ambiguity
could arise when general uses of a term were combined. Uses of this word
generally implied showing the way and making actions happen, guiding, controlling,

and directing

2.4 Selecting an appropriate realm for data collection

A literature search of scientific journals was conducted to find material containing
the following keywords associated with midwifery care in their titles and abstracts:
midwife led, midwifery led, midwifery. Given its context and sphere of operation,
the databases of Medline, Embase, Cinahl, were searched and results were
subsequently combined. Figure 2.1 illustrates the search strategy. The results were
limited to those published in the English language with human subjects. The

combined results for the 3 databases yielded 285 results which, once duplicates
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were accounted for reduced this number to 184. Thus, 184 abstracts were

examined.

The volume of results was testament to the fact that midwifery care and its
influence and contribution to childbirth have been of interest to researchers and
commentators over a significant period of time. No time limits were applied in
anticipation that the term ‘midwifery led care’ was a relatively new descriptor of
practice. The results spanned the years from 1993 to 2013. Full texts were not
available by usual means for certain publications (e.g., Essentially Midirs, World of
Irish Nursing and Midwifery, The Queensland Nurse). This led to a further reduction
of 28 articles. In addition, 80 articles were considered irrelevant on the basis of their
abstracts (e.g., women centred approach to undiagnosed breech, action research
to develop research skills, midwifery training for post-natal depression screening).
Reviews of studies rather than the study itself where the full text had already been
obtained were also excluded as it was felt they would add nothing new to the
analysis, thus, a further 9 of the abstracts were rejected. Thirty-two full text articles
were obtained, of these, 16 included enough detail about underpinning aspects of
midwifery led care for them to be included in the analysis. Hand searching of
additional literature known to have relevance also took place. Thus, a qualitative
study by Guiver (2004), Maternity Matters (DH, 2007); Midwifery 2020: Delivering
expectations (DH, 2010), The Birthplace cohort study (Hollowell, 2010) were
accessed and each contained sufficient comment about characteristics of midwifery

led care to warrant their use.

The historical development of the UK maternity service and midwifery care
discussed above suggests how significant reviews such as the Winterton Report
(Department of Health, 1992) and the Cumberledge Report (1993) were in
establishing the primacy of midwives as carers for the majority of women during
their childbirth journeys. It is likely, therefore, that the appearance of ‘midwifery
led care’ around the same period reflects this. History also indicates that midwifery

led care was a reality much earlier on in the last century. For example, it has been
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suggested that a ‘heyday’ of midwifery existed prior to the creation of the National

Health Service in 1948 (Robinson and Thomson, 1991).
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Databases searched: Cinahl, Embase, Medline
Key words searched in title and abstract: Midwifery led, midwife led, midwifery
Limitations: English language; human subjects

Combined results
285

Abstracts rejected

Unobtainable publications: 28 Not relevant: 80 Review/comments of studies
already included: 9

Total: 117

Full text articles obtained (149- 117)
32

Not used because of limitations of definitions of midwife led care
16

Full text articles used in concept analysis from database review: 16
Hand searched articles included: 4

Figure 2-1 Search Strategy



The search results were scrutinised with the purpose of identifying defining
attributes of the concept of midwifery led care. The time frame of included articles
ranged from 1995 to 2011 with literature derived from the UK, Italy, Australia, the
Republic of Ireland, Belgium and the Netherlands, China, and the United States.
Reviews such as Sandall et al. (2016) and Walsh and Devane (2012) included reviews
from additional countries. Health systems in some of these countries clearly differ
from the UK picture in terms of the organisation of maternity care. Sandall et al.
(2016), offered descriptions of alternatives to midwifery led care such as
obstetrician provided care, common in North America, or care provided by a family
doctor, or care that is shared between professionals. The object of this analysis was
to uncover the most frequently occurring characteristics (Walker and Avant, 2011)
of midwifery led care making it distinctive from other models, and in so doing
identifying the particular aspects that contribute to the ethos of this model.
Rodgers (1989) refers to the need for a systematically assembled sample of items
from a range of sources to add to the rigour of the analysis. A summary of literature

reviewed is included as Appendix 1.

2.4.1 Identification of defining attributes of midwifery led care

Defining attributes were compiled once full text copies of search results were
examined thoroughly and emerged by synthesising concepts which were
considered to be closely related to a particular overarching idea. The attributes thus
defined were the result of an interpretative process of extracting themes that
emerged with regularity during the literature review and amalgamating them with
those that were similar. Different interpretations are possible, therefore, and this

fact represents a limitation of the analysis.

The defining attributes are outlined as follows.
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e The midwife is the lead professional and acts as an autonomous
practitioner

e Midwifery led care is associated with a particular ethos: the belief that
childbirth is a normal life process. Midwifery led care encompasses a belief
in women to give birth physiologically. Furthermore, midwifery led care
involves promoting normality and taking account of women as individuals

e Midwifery led care is associated with supportive and trusting relationships
with women encompassing continuity of care and/or carer and partnership.
This is more apparent in midwifery caseload models (abbreviated in Figure
1 to ‘supporting and trusting relationships’)

e Midwifery led care is women centred and meets women’s individual needs.
There is recognition that women’s choices should be respected and that
they are the final decision makers (abbreviated in Figure 2.2 to ‘women

focussed, individualised, women as final decision makers’).

The formative, developmental process of arriving at the defining attributes is

illustrated in Figure 2-2.

Supportive and Trusting
Relationships

Importance of relationships

Continuity of care/carer

Autonomous Midwifery
Practice

Greater agency for midwives

Autonomaous practice

Guardianship and intuition
midwife

Midwife as lead

Belief in Childbirth as
normal process

Belief in women's physiology

Greater likelihood of normal
birth

Promotion of normality

Fewer intervention in
childbirth

Women centered care

Women as partners in care

Provision of choice

Women involved in decision
making

Figure 2-2 Development of defining attributes of midwifery led care

38




2.5 Discussion

There was a high level of congruence about what constitutes midwifery led care,
and the reviewed literature demonstrated an overriding connection between
midwifery led care and three particular characteristics that occurred frequently,
namely, autonomous midwifery practice, supportive relationships and continuity of
care or carer, and the incidence of normal/physiological birth (Figure 2.2). In the
background to the Cochrane systematic review of midwifery led care, Sandall et al.
(2016) observed that midwifery practice was underpinned by the idea of the
inherent normality of childbirth and minimal interventions, the importance of
continuity of care, and an individualised service. This paper also referred to
midwifery led care as consisting of midwives being the lead professional involved
in a woman’s care from the initial encounter to the postnatal period. Specific
interventions noted by the review were antenatal hospitalisation, and for the
intrapartum period, the use of regional analgesia, episiotomy, and instrumental

delivery.

In their investigation of care during childbirth in the Netherlands and Belgium,
Christiaens and Bracke (2011) noted that the ethos of ‘childbirth as a normal life
process’ led to fewer interventions and a greater incidence of homebirth. This was
linked with a predominantly midwifery led and women centred service in
comparison with that offered in Belgium. These features were echoed in a Chinese
study which examined midwives views of a proposed midwifery led unit. In this
study, midwives believed this arrangement of maternity service was associated
with fewer interventions, and enhanced normal birth outcomes, and led to a re-
emphasis of the principle of women-centredness (Cheung, Mander et al., 2011).
Nijagal and Wice (2012) reported on the development of the midwifery led services
in Marin County in the United States. The provision of maternity services had been

organised historically around a physician led model for insured women. Uninsured
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women were obliged to travel to neighbouring counties where the Medicaid*
programme was more readily accepted. Expansion of midwifery led care was
associated with low rates of ‘overused’ practices such as caesarean birth, induction

of labour, and epidural analgesia.

The Department of Health (2007), Williams, Lago et al (2010), Barnes (2010),
Murphy (2012), were among those that identified the importance of continuity of
care or carer as an inherent feature of midwifery led care. Sandall et al. (2016) had
discussed the complexities of continuity, and pointed to the differences in
arrangements that exist under this umbrella term. Thus, the caseload midwifery
model is regarded as offering a greater opportunity for women to receive care
throughout the childbirth continuum, including the intrapartum period, from one
midwife and their practice partner. Caseload midwifery is considered to be a way
of enhancing relationships between women and midwives, with supportive
relationships in themselves being connected with midwifery led care (DH, 2007;
Williams and Lago et al, 2010; MacLellan, 2011; Murphy, 2012). This contrasts with
team midwifery, where a group of midwives may have responsibility for providing
maternity services to a defined group of women. Looking at the foundations of
midwifery led care that facilitate normal birth, Guiver (2004) described a situation
where midwives possessed skills to work with women, understanding their
individual needs and the significance of the birth environment. Guiver (2004)
considered that a fundamental dichotomy of knowledge existed in the realms of
maternity care: midwifery and holistic versus obstetric; intuitive versus scientific
and rationale. Her analysis of midwifery led care identified a multifaceted picture:
facilitating birth without intervention and knowing when to intervene; responding

to individual women’s needs and constructing practice accordingly; taking care not

4 Medicaid is a Federal and state programme in the United States that assists with the costs

of health treatments for people with limited incomes and resources.
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to disturb the birthing environment. Her picture was one of the midwifery expertise
which contributed to collaboration between midwives and women. It had
overtones of the importance of autonomy highlighted by Walsh and Devane (2012),
who conducted a metasynthesis of findings of 11 studies of midwifery led care. The
literature review also identified attributes of with midwifery led care that were
associated with both midwifery practice (continuity, fewer interventions) and the
underlying philosophy of care that shapes practice ( belief in normality). These

different facets were used to construct the model case for the concept analysis.

Having outlined the defining attributes of midwifery led care, the next task,
following Rodgers (1989) was to identify its references i.e., the antecedents and
consequences. Walker and Avant describe antecedents as being incidences that
would have preceded the concept in order for it to be possible, and consequences
as events that arose as a result of the concept. The antecedents and consequences
areillustrated in Table 2.3 and Table 2.4. The model case is an example that includes
all of the defining attributes of midwifery led care. It encompasses the ethos of this

model, and is outlined in Table 2.5.
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Antecedents of the concept

Professional registration of midwives and legal recognition. Development of
sphere of practice. Contributory factors are:

The 1902 Midwives Act and the beginning of registration for midwives

Historical consolidation of midwifery practice e.g. from independent practitioners or
local authority employees to salaried practitioners working for charities, nursing
associations or hospital maternity services by the 1930s

Creation of the MNational Health Service (NHS) in 1948 and a national maternity
service with midwifery

Emergence of technological advances and medicalisation of childbirth in the latter
half of the last century, and advocacy of increased hospital confinement rates

Winterton report (House of Commons, 1992) and Cumberledge Report (DH, 1993)
advocating midwifery led care for low risk women and collaboration between
professionals

Government policy, Maternity Matters ( DH, 2007) and further endorsement of the
suitability of midwifery led care for pregnant women at low risk of adverse
outcomes

Maternity service where autonomous midwifery practice is recognised

Table 2-3 Antecedents of midwifery led care
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Consequences of the concept

Professional registration of midwives and legal recognition. Development of
sphere of practice. Contributory factors are:

The literature review has identified particular consequences of the concept:

Continuity of care/carer (Hatem et al, 2009)

Fewer interventions in childbirth (Meredith 2012)

These are also defining attributes of the concept

Consequences are also for organisation of maternity services into midwifery led models of
care , with midwives leading care for low risk women, and being co-ordinators of care for
women with identified risks (DH, 2007, Midwifery 2020: 2010)

Table 2-4 Consequences of midwifery led care
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Model case

Madinah is a community midwife doing a home visit for a booking® appointment. Madinah is a
case holding midwife working in a small team of six midwives. After discussions with Mariamme
about her previous obstetric and medical history she assessed her as being at low risk of developing
complications. She talked with Mariamme about the care she could provide during her pregnancy,
including continuity during the antenatal and post-natal periods and attendance by either herself
or her midwife partner at the birth of Mariamme’s baby. Mariamme agreed with this plan and also
agreed to have two routine ultrasound scan appointments, at the antenatal clinic of the local
hospital. She requested that some of her care take place at home as she had two other children
under the age of five, and did not drive. Madinah explained that she would make every effort to
facilitate this.

Because she was ‘low risk’ Madinah explained that there was no clinical reason for Mariamme to
see an obstetrician during her pregnancy unless a complication arose. Madinah also explained that
Mariamme’s choices of where to give birth: either at home or in the alongside midwifery led
birthing unit (MLBU) or in the consultant led maternity unit. She explained what each of the
hospital settings provided, and that Mariamme could make the decision of where to give birth at
any point of her pregnancy including when she was in labour.

Mariamme went on to have a straightforward pregnancy. When she went into spontaneous labour
she was visited by Madinah, and decided that she wanted to give birth in the alongside midwifery
led birthing unit. Madinah made the arrangements for her admission and met her at the unit when
Mariamme was in established labour.

Madinah provided care to Mariamme throughout her birth. She sought consent from Mariamme
for maternal observations of blood pressure, temperature pulse and respirations, as well as an
abdominal palpation. Madinah did not feel that a vaginal examination was indicated at this point
as Mariamme was contracting well and in any case, Mariamme was keen to avoid one. Mariamme
wanted to have her partner and mother present and Madinah welcomed them and made sure they
had access to drinks. An hour and a half after being admitted Mariamme’s labour began to stall
and contractions became less frequent. Madinah suggested a vaginal examination which
Mariamme accepted. Her cervix was six centimetres dilated with intact membranes. After 45
minutes of reduced frequency of contractions and following discussions between Madinah and
Mariamme, Mariamme decided she needed to have something to eat and drink and a short nap.
She woke after 15 minutes and went for a walk around the hospital gardens with her birth
supporters. When she returned half an hour later her contractions had returned and she had a
normal birth within the next hour. When Mariamme was discharged home Madinah and her
midwife partner provided postnatal care and discharged her after two weeks.

Table 2-5 The Model Case

> The booking appointment is the consultation women have with their midwife to ‘book’

them for maternity care.
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This example of a model case takes full account of the defining attributes of
midwifery led care identified above. This is what Avant and Walker (2011) refer to
as a ‘paradigmatic example’ or a ‘pure exemplar’ (p.163). In Table 2.6 below, the
individual attributes are mapped with features of the model case. It has been
constructed to include few(er) interventions, continuity of carer within a case
holding model, promotion of normal birth, women centred and individualised care,

and autonomous practice.

The midwife is the lead professional and acts autonomously, in conjunction with the woman’ The case loading
model is an example of midwives acting as lead professional, considering the individual circumstances and
choices of women, as indicated by other attributes of midwifery led care. The decisions made during the
pregnancy were taken by both the midwife and the woman. Autonomy was demonstrated by the midwife
having the authority and control necessary to facilitate choices taken by Madinah, in addition the idea of agency

of woman and midwife is apparent. Agency is considered to be a component of autonomy.

Midwifery led care is associated with a particular ethos: the belief that childbirth is a normal life process.
Midwifery led care encompasses a belief in women to give birth physiologically. Furthermore, midwifery led
care involves promoting normality and taking account of women as individuals The model of care Mariamme
was assigned to has as its premise that childbirth is a normal process. This was reflected particularly during
labour where there was encouragement for and belief in Mariamme to give birth without the need for
intervention.

Midwifery led care is associated with supportive and trusting relationships with women encompassing
continuity of care and/or carer and partnership. This is more apparent in midwifery caseload models The
care provided to Mariamme is organised around a caseload model and this ensures continuity of carer.
Mariamme and Madinah get to know each other during the pregnancy and this facilitates the development of
a relationship between them.

Midwifery led care is women centred and meets women’s individual needs. There is recognition that
women’s choices should be respected and that they are the final decision makers ‘Midwifery led care is
associated with fewer interventions in childbirth’ The model case demonstrates the attribute of women
centredness in the planning care around Mariamme’s needs and choices in the antenatal and labour period
e.g., facilitating appointments at home, offering and ensuring genuine choice in the decision about place of
birth. Regard for individual needs is demonstrated in the model case primarily by providing care that reflects
what was suitable for Mariamme. When her labour stalled, a strategy of eating, drinking and mobilisation was
used to stimulate contractions. There was a minimal amount of vaginal examinations

Table 2-6 Mapping attributes with features of the model case

In the process of concept analysis, related cases were constructed to determine

concepts similar to but different in important ways from those expressed in the
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model case (Walker and Avant, 2011). The model case provided an illustration of
midwifery led care, incorporating the defining attributes assembled from literature
review. The related case enabled a ‘constellation’ of surrounding ideas of the topic
to be identified (Walker and Avant, 2011). An example or a related case is

summarised in Error! Reference source not found. below.

Related case

Sarah was a community midwife who held her clinics in a local GP surgery. She worked in a team of eight
midwives. During one of her clinics she had a consultation with Helena, a multiparous woman. Helena had had
two previous spontaneous vaginal births. A pregnancy consultation (booking) was undertaken. After discussing
her previous history and experiences Sarah assessed Helena as being at low risk of developing any
complications. She discussed with Helena that all her appointments would take place at the surgery during the
antenatal period, apart from two ultrasound scans that were provided by the local hospital, and a consultant
appointment to check that all was well, at around thirty six weeks. Helena enquired whether any home visits
were possible, as she did not have use of a car, lived some distance from the surgery and had young children.
Sarah was very apologetic when she explained that this was not possible as it was the policy of the hospital to
insist women’s care took place at the surgery, where all IT equipment was available. Sarah explained that for
her appointments at the surgery she would be able to provide continuity as her named midwife, however,
should she choose to give birth in a hospital it would be a hospital midwife who would attend her.

Helena went on to have a straightforward pregnancy. When she went into spontaneous labour, she decided
that she wanted to give birth in the local consultant led unit. She arranged admission herself to the labour ward,
using the contact details that she had been given by Sarah. Her partner and mother accompanied her. She was
contracting strongly. She was looked after by Gina, an experienced midwife who worked on the unit. After the
initial checks, Gina suggested that Helena have a vaginal examination to check that she was in established
labour. Helena consented and her cervix was 8 cms dilated with intact membranes. After an hour Helena’s
labour began to stall and her contractions became less frequent. The labour ward co-ordinating midwife
happened to make an enquiry about Helena’s progress and on discovering the situation suggested an artificial
rupture of membranes (ARM), this action is considered to augment contractions and potentially shorten the
labour. However, the suggestion was also based on the shortage of beds on the labour ward, and the need for
women to give birth as soon as possible in order to avoid having to close the unit to further admissions. This
‘management’ aspect of the suggestion was not discussed with Helena.

Gina discussed the ARM with Helena, who was reluctant for this to happen. Gina then suggested Helena have
something to eat and drink and go for a short walk. Helena went off the ward and returned 20 minutes labour
wanting to push. Her baby was born normally in the next 15 minutes and all was well. After being discharged
on the same day, she was looked after in the post-natal period by Sarah and 2 other members of her team.

Table 2-7 The related case

In both the model and related case women are cared for by midwives and thus
midwives act as lead professionals. Walsh and Devane (2012) suggested that
midwifery led care has, over time, evolved to imply autonomous care by midwives

of women considered to be at low risk of needing interventions during the
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childbirth continuum. Both cases attest to the autonomy of midwives but a stronger
case can be made for its presence within the model case. For example, midwife

Madinah was able to offer antenatal home visits whereas midwife Sarah was not.

In the related case, the components of continuity of care were offered, however,
this contrasted with the continuity of carer model intrinsic to the model case where
relational continuity features. To some extent care organised is around the
individual but this is not as apparent as in the model exemplar case. There are

attempts to promote normality, but more interventions are offered.

2.6 Conclusion

This concept analysis sought to identify the defining attributes of midwifery led
care, as recognised by a relevant body of literature. The idea of midwives being
identified as the lead professional in the maternity services for women who are
considered to be at low risk of developing complications is embedded in UK
maternity policy (DH, 2007; NHS England, 2016) and current thinking about the
future of midwifery practice. Rising levels of interventions in maternity care,
partially associated with advances in technology such as electronic fetal monitoring
and obstetric ultrasound, have developed alongside the recognition of the benefits

of normal childbirth related to midwifery led care.

Uncovering the defining attributes of midwifery led care, its antecedents and
consequences leads to questions about how closely midwifery practice reflects and
embodies these attributes. Given the positive analysis of midwifery led care in
terms of satisfaction for women and midwives, quality of care provided, reduced
interventions associated with good outcomes, a further question relates to how
midwives working in midwifery led clinical setting enact these defining attributes in

their practice. This question formed the basis of the current research. How it has

47



been addressed is outlined in subsequent chapters. In Chapter 3, the defining

attributes of midwifery led care are further developed through literature review.

Chapter 3 Literature review of defining attributes

3.1 Introduction to the review

The concept analysis of Chapter 2 established that midwifery led care is associated
with women centred and individualised care, a lack of routine interventions, a
concern with women being involved in decision making, continuity of care, an ethos
of partnership between midwives and women, professional midwifery autonomy,
and belief in normal birth. This literature review looked at evidence relating to the
these and other components of the defining attributes in order to expand their
meanings and knowledge of how they were experienced in practice. Electronic
databases used in the search strategy ranged from health to social sciences so that
different angles could be explored, i.e., Medline, EMBASE, CINAHL, BNI, PsycINFO.
Further searches took place of reference lists of literature accessed, and reports
known to the researcher to be relevant, such as the Maternity Review: Better Births
(NHS England, 2016), and the Cochrane Review of Midwife led versus other models
of care (Sandall et al., 2016).

A detailed search strategy was developed for each defining attribute theme
resulting in a high volume of results. Date restrictions were imposed so that only
literature after 1992 was accessed, as 1992 and 1993 saw the publications of the
Winterton report (House of Commons, 1992) and the government response,
Changing Childbirth (Department of Health, 1993). This period heralded the
emergence of midwifery led care as a principle of the UK maternity services.
Literature based on human experience, and published in English was considered.
The exclusion criteria were literature not focussing on the experience of midwives

(e.g., student focussed or examining other professionals practice) brief
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commentaries or editorials, or results that did not include an abstract for further

determination of relevance.

Abstracts of search results were examined, with the full text being accessed if they
appeared to be relevant. Some of the literature appeared in search results of more
than one defining attribute theme, demonstrating interrelationships. As a
percentage of the total amount of literature looked at there were relatively few
that specifically addressed how midwives enacted the attributes of midlife led care
within their sphere of practice, particularly with respect to the care of low risk

women.

The intention behind the search strategy adopted for this work was to identify
accessible studies which explored and reported on the meanings of different
attributes of midwifery led care and how they were enacted in professional
settings. The review included literature which described and analysed the defining
attributes of midwifery led care with a separate search being carried out for each.
Literature based on human experience, and published in English was considered.
The exclusion criteria were literature not focussing on the experience of midwives
(e.g., student focussed or examining other professionals practice) brief
commentaries or editorials, or results that did not include an abstract for further
determination of relevance. The original literature review was carried out in 2013,
before the period of data collection. It has since been updated to include data
published from 2013 to 2020 which contained new evidence. The review critically

examines the literature for each of the defining attributes in turn.

3.2 First defining attribute

The midwife is the lead professional and acts as an autonomous practitioner

Keywords searched: midwifery, midwifery led, professional autonomy and

autonomy using combinations of keywords in titles and abstracts and MeSH
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headings associated with these terms. Databases searched: Cinahl, Medline, BNI,

Psycinfo.

The 2013 search yielded 182 results after duplicates were filtered. Abstracts were
present for all but 26 of the results and these abstracts were examined for quality
and relevance; papers were not included, therefore, if no abstract was present.
Studies focussing on students, or professional groups other than midwives, journal
comments, letters, and editorials, and papers with no abstract present were
excluded (74 results). For 83 articles full texts were not available via the usual
retrieval process. This comprised a large number of studies whose findings may
have contributed to the review and represents a potential limitation of the review.
The full texts of 25 papers were retrieved and examined. This resulted in a further
12 being rejected due to not directly addressing, or not mentioning the issue of
autonomy within midwifery. Fourteen articles were included in the review covering
a period from 1998 to 2013. In addition, a hand search for global definitions of
midwifery practice revealed the International Confederation of Midwives’ position
statement. The revised search in 2020 resulted in one document of interest, and
one updated review. The search strategy is illustrated in Error! Reference source

not found..
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182 results from the literature search after duplication removed

&

156 abstracts examined for relevance (26 results without abstracts)

r

73 items accessible via full text retrieval (83 not accessible due to publication)

¥

25 considered relevant: full texts retrieved (48 not relevant]

v

1 global definition of midwifery practice retrieved: 26 items retrieved and reviewed (12 not
relevant

l

14 items from initial search, 1 item included from updated

¥

15 items included in review

Figure 3-1 Search strategy and results first defining attribute

3.2.1 Autonomy

Autonomy and autonomous practice are embedded in the scope of midwifery
practice and are associated with concepts such as authenticity, agency, and
responsibility (Downe and O’Connell, 2009; Devane and Walsh, 2012). In its
‘International definition of the midwife’ the International Confederation of
Midwives (ICM) (2010 and 2017) recognised midwives as being accountable
professionals providing necessary care and support to childbearing women and

their babies, during the antenatal, intrapartum, and postnatal period, on their
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‘...own responsibility’. The World Health Organisation (WHO) endorses this view
and it is referred to by the RCM, an ICM member organisation. Standards for
midwifery practice set out by the Nursing and Midwifery Council (NMC), the
professional regulator, mandate that at the point of qualification midwives should
‘...be accountable and autonomous as the lead professional for the midwifery care
and support of women and newborn infants throughout the whole continuum of

care’ (NMC, 2019, p 14).

The literature can be organised around two themes: definitions and conditions for
autonomy and limits to autonomy. As for all of the defining attributes, the
categories are developed by a particular interpretation of the literature and it is
acknowledged that different interpretations are possible. The contents of themes

are not mutually exclusive and there is a good degree of overlap.

3.2.1.1 Attributes and conditions of autonomy

Several studies referred to the centrality of the concept of autonomy to the scope
of midwifery. Cotton (2008) in her discussion about the reality of midwifery practice
suggested that the health policy initiatives that were prominent at the time of her
writing, such as ‘The new NHS: modern and dependable’ (DOH, 1997) facilitated
midwifery autonomy by proposing increased roles for midwives in setting standards

of care. This understanding is echoed in more recent literature (ICM, 2011).

In the context of midwifery practice, autonomy is associated with terms such as
decision making capacity, power, and authority (Cotton, 2008), empowerment
(Hermanson, 2011), high levels of satisfaction (Collins et al., 2010), and control and
recognition of professional worth (Matthews et al, 2006). Pollard (2003) conducted
a small scale qualitative enquiry with the objective of uncovering what midwives
understood about autonomy and whether they considered themselves and their

colleagues to be autonomous. Prior to undertaking her study, she completed a
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concept analysis of autonomy and the results were used to guide the study’s

interview process.

The framework developed from the concept analysis uncovered associated
characteristics, antecedents, and consequences of autonomy. For example,
autonomy brought with it the ability to ‘determine the sphere of activity under
one’s control’, to make choices and take decisions relating to this sphere, to take
responsibility for the actions taken, and to have the recognition by others involved
in the area of interest (Pollard, 2003, p 115). The midwives in the study viewed
power exercised over the maternity service by medical professionals, attitudes of
senior midwives if decisions were taken when women’s interests conflicted with
those of the service, and the lack of distinction between midwives and nurses, as

barriers to the exercising of their autonomy.

Matthews et al.’s (2006) findings from a study of conditions that facilitate the
empowerment of midwifery complement those highlighted by Pollard (2003) in
that the factors most associated with empowerment were control, support,
recognition, and skills. The study consisted of a cross sectional, descriptive national
survey of Irish midwives. Factor analysis was used to assess the data obtained from
the Understanding of Empowerment Scale incorporated into the questionnaire.
The factors were similar to those identified by Pollard (2003). Thus, ‘control’, as a
factor of empowerment referred to how midwifery practice was managed and
resources mobilised, ‘recognition’ included medical personnel’s regard for
midwifery practice and how autonomous midwives could be in acting as advocates
for women and the choices and decisions they make. Matthews et al. (2006)
contended that though midwives believed in their own autonomy, in reality they
were controlled by the healthcare system and the dominant medical paradigm’s
hold on their sphere of practice. These doubts about midwifery autonomy were
juxtaposed with national and international calls for empowerment (An Bord

Altranais, 2001; International Confederation of Midwives (ICM), 2010).
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In their study of work engagement, Freeney and Fellenz (2013) applied the job
demands- resources model to midwifery practice in two large maternity units in
Ireland. Work engagement was defined as ‘a persistent, positive, affective-
motivational state of fulfilment in employees characterised by energy, dedication
and absorption’ (p 1428). The premise of the job demands resources model was
that all occupations have work demands, i.e., aspects of the job requiring effort,
and work resources or components of the job that help to manage demands and
enable goal achievements. Success in the work environment depended on work
resources exceeding work demands. They identified job resources as being
autonomy, feedback from performance, task significance and social and supervisor
support. Though autonomy alone was not sufficient for motivating midwives and
enabling them to derive meaning from their work, it was an important prerequisite

for work engagement.

3.2.1.2 Limits to autonomy

Though autonomous practice is seen as an inherent feature of midwifery (ICM,
2011), the reality of midwifery not holding to this ideal was debated in the relevant
literature (Fleming, 1998; Hunter, 2005; Parsons and Griffiths, 2007; Cotton, 2008;
Lindstrom, 2008; O’Connell, 2009; Hermansson, 2011). The existence of midwifery
autonomy was refuted by Fleming in 1998 in an exploration of practice in Scotland
and New Zealand. She provided a historical account of midwifery in both countries,
which took state registration as its starting point. She argued that medical
dominance of childbirth has led to choice, power and the ability to self-govern and
self-regulate been curtailed, particularly on a collective level. Hunter (2005)
explored how midwives managed emotion in their working environments, by
conducting focus groups with student and registered midwives. She discovered that
disharmony among work colleagues was a key source of emotion work. This was

particularly apparent in relationships between junior and senior midwives. She
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noted how senior midwives defined the limits of what acceptable midwifery
practice was. Knowledge and understanding of these practices were conveyed
through unwritten rules and sanctions. Furthermore, senior midwives were more
likely to operate ‘with institution’ than ‘with woman’ than other midwives. Such
divisions led to difficult relationships, and forms of social control by senior midwives

were thought to impinge individual autonomy and independent working.

A metasynthesis of midwives’ experiences of hospital practice in publicly funded
settings sought to determine what midwives perceived about hospital midwifery
(O’Connell and Downe, 2009). This work focussed particularly on labour ward
practices with respect to midwifery guardianship of normal childbirth in
circumstances of risk aversion and consumerism. Fourteen studies were selected
for analysis. All reported from high resource countries. The three themes identified
were power and control, compliance with cultural norms, and attempting to
normalise birth. The authors commented on the dominance of the medical model
of care portrayed in the studies, which prioritised obstetric thinking and sanctioned
obstetric control. Within the ‘power and control’ theme, midwives lacked
autonomy in using skills that could reduce interventions. In complying with cultural
norms, midwives acquiesced in practising for the benefit of the needs of the unit
and meeting its standards rather than directing care to individual women’s needs.
Real or authentic midwifery, in contrast, was enacted where women were
protected from excessive intervention. The metasynthesis concluded that though
midwives were assumed to be autonomous decision makers capable of directing
care towards individual circumstances, the reality of maternity care refuted that
picture of midwifery. Metasynthesis was also used by Walsh and Devane (2012) to
examine why low risk women experienced fewer interventions when receiving
midwife led care. The metasynthesis included 11 articles which reported on eight
different studies. Three themes were identified: ‘relationally mediated benefits for
women’, difficult relations between birth centres and associated consultant led

units, and the positive effect of midwifery led units on midwifery agency. Through
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the results of this metasynthesis, Walsh and Devane (2012) argued that midwives

were more likely to attain autonomy in midwifery led birth centre settings.

This review has found that autonomy is an assumed and desired characteristic of
midwifery practice, yet prerequisites necessary for autonomy were not always
present. There is some evidence this being particularly true outside of midwifery

led settings.

3.3 Second defining attribute

Midwifery led care is associated with a particular ethos: the belief that childbirth
is a normal life process. Midwifery led care encompasses a belief in women to give
birth physiologically. Furthermore, midwifery led care involves promoting
normality and taking account of women as individuals.

Keywords searched: midwifery, midwifery led, health, natural childbirth,
combinations of key words in titles and abstracts, and MeSH headings associated
with these terms were used. Databases searched: Medline, Embase, Cinahl,

Medline, BNI, Psycinfo.
The search strategy is illustrated in Figure 3.2 Error! Reference source not found..

The 2013 search resulted in 106 papers after duplicates were filtered. Papers were
then excluded where abstracts were not included, lacking lacked relevance, or
where access full text was not possible. 10 studies were retrieved and full texts
perused. A further 2 were rejected after this process Eight articles were considered
to contain sufficient discussion and explanation of how the concept of normality is
pertinent to midwifery led care. Articles were published between 2000 and
2011.The revised search in 2020 did not identify new understandings of the
themes.; an updated Cochrane review (Sandall et al., 2016) was added. The search

strategy is illustrated in Error! Reference source not found. below.
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108 results from the literature search after duplication removed

l

105 ahstracts examined for relevance (1 result without abstracts)

¥

59 itemns accessible via full text retrieval (46 not accessible due to publication)

¥

B considered relevant: full texts retrieved (51 not relevant)

7 items included in review (1 study rejected after full texts examined)

Figure 3-2 Search strategy and results second defining attribute

In the literature examined, the proposition that pregnancy, labour, and birth were
normal life processes was axiomatic to the midwifery philosophy of care (Davis,
2010; Russell, 2007; Anderson, 2003; Kennedy, 2000). The Cochrane systematic
review of comparison of midwife led versus other models (Sandall et al., 2013)
found that spontaneous vaginal birth was more likely to occur with midwifery led
models. The updated review reported the same finding (Sandall, 2016). The
International ‘Definition of a Midwife’ recognised a unique role for midwives in
global maternal health (ICM. 2011). An important concept in the definition was the
view of pregnancy being a ‘normal life event’. Whilst this position was confirmed,
the literature indicated that challenges existed to midwifery claims of facilitating
normal birth, and critical analyses of midwifery practice suggested that midwives

may actually participate in the medicalisation of childbirth. The review of literature
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relating to this attribute of midwifery led care identified two contrasting themes:
midwifery care supporting the process of birth, and midwives as barriers to

normality.

3.3.1 Midwifery care supporting the process of birth

The idea that midwives contributed a unique quality of care in labour resonated
through several studies. Kennedy (2000) investigated components of care that
could be characterised as ‘exemplary midwifery practice’ in her Delphi study of
American midwives, which sought to clarify the process of midwifery processes of
care. Expert midwives were surveyed on multiple occasions. Through exchanges
between researcher and participants a model was formulated which incorporated
dimensions of care thought to be present. The dimensions painted a picture of what
happened in practice. Thus, ‘therapeutics’ encompassed how midwives supported
normal birth, ensured individualised care, refrained from hurrying the process, and
were judicious with interventions. This dimension also featured attention to detail
of the labour and exceptional clinical skills. Attention to detail involved
thoroughness in assessing women in order to assure continued normality rather
than searching for pathology. ‘Caring’ represented another of the model’s
dimension. Women were regarded as individuals, encouraged, and supported. The
final dimension encompassed regard for midwifery as a profession through

reviewing practice and continuously updating knowledge.

Through these conclusions Kennedy’s (2000) attempted to qualify how midwifery
expertise was enacted and similar aims are addressed in later studies (Guiver, 2004;
Davis, 2010). Whereas Kennedy (2000) looked at dimensions of care associated
with expertise, Guiver (2004) used thematic analysis and modified grounded theory
to explore the epistemological foundations of midwifery led care that contributed
to normal birth. The study, based in the UK, found evidence of a multifaceted
knowledge base, a significant feature of which was that midwives did not separate

their professionally derived knowledge with that gained from their interactions
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with women. Knowledge was also accumulated by observing women and taking
their individual circumstances into account. In this study, midwives’ knowledge was
expressed in a series of categories. They had knowledge of when to intervene and
the appropriateness of inaction; their knowledge of how to deliver care came from
experience and clinical judgement. They acknowledged the importance of creating
a birth environment that did not disturb the birthing process. They were also
committed to the influence of women’s personal experiences, as well as
physiological processes, on how they progressed in labour. In creating her theory
of midwifery knowledge, Guiver (2004) accepted ‘obstetric knowledge’ as operating
in a narrower realm and concerned primarily with pathology. Obstetric knowledge

was made use of in midwifery practice, but was not the driving force.

Davis (2010) carried out a concept development of normalcy using descriptions
given by a set of US-based midwives operating in freestanding birth centres and
hospital settings. Midwives accounts of their labour room practices were used to
determine the underlying attributes. They were summarised as: the existence of a
psycho- physiological processes that varied along a continuum including the
process itself and the outcome; dependence on the woman’s unique physiology
and life circumstances; and influence of environmental factors. It was thought that
midwives’ understandings of the attributes of normalcy were reflected in the care
they gave. Davis (2010) suggested that knowledge of these descriptors of normalcy,
for example, that factors other than physiology might affect a women’s progress in
labour, enabled midwives in ‘contested clinical environments’ such as obstetrically
managed hospital settings, to advocate for more appropriate care management

decisions.

Findings from a grounded theory enquiry assessing midwives’ experiences of
supporting normal birth in a UK obstetric unit setting give only limited support to
this possibility (Russell, 2007). The research participants were labour ward
midwives. The findings demonstrated that midwives used a variety of practices to

support normal birth. This was despite the labour ward being seen as operating
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along hierarchical lines, with obstetricians being the dominant party. The midwives
also considered that obstetricians had increased their input into the care of ‘normal
women’ and this was viewed negatively. The hierarchy was occupied by senior co-
ordinating midwives, who were positioned below obstetricians but above the
ordinary midwives. The category of ‘labour ward practices’ consisted of
descriptions of midwives remaining with women in labour rooms to guard against
intervention or the underestimation of cervical dilatation (to ‘allow’ for a longer
second stage of labour). These actions were associated with maintaining clinical
autonomy. Pollard’s concept analysis discussed above, however, offers a different
opinion of autonomy, one where midwives have some control over their sphere of
practice and recognition by colleagues (2003), conditions that do not appear to hold

in the settings of Russell’s study.

3.3.2 Midwives as barriers to normality

Scamell (2011) conducted an ethnographic examination of how midwives
comprehended risk in their practice and how this was reflected in conversations
with women. In it she described the tension between midwives’ responsibility to
encourage and promote women'’s belief in their ability to give birth, and midwives’
roles in the comprehensive risk surveillance that features in intrapartum care.
Scamell’s contention was of disconnect between the representation of midwifery
being embedded in promoting normality and what happened in midwives’ daily
practice. Scamell also suggested that the risk surveillance practices lessened
women’s self-confidence in a straightforward outcome of labour because they
introduced uncertainty about their progress. Midwives operating in all birth
settings participated in the research (homebirth, freestanding, collocated and
consultant led unit). The effects were partially influenced by the working
environment, but to a lesser extent than was expected. Kennedy (2000), Guiver
(2004) and Davis (2010) also outlined components of intrapartum midwifery care
which were sensitive to different settings. In showing midwives in less favourable

light than other studies, Scamell indicated the complexity of midwifery practice.
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This review found that midwives expected their practice to be associated with
normality, and that they were self-conscious of how their care could lead to women
experiencing normal birth. There was also congruence with midwives’ and women’s
perception of quality. The studies reviewed were generally small scale and claims

of generalisability were not made.

3.4 Third defining attribute

Midwifery led care is associated with supportive and trusting relationships with
women encompassing continuity of care and/or carer and partnership. This is
more apparent in midwifery caseload models

Keywords searched: midwifery, midwifery led care, continuity of patient care,
nurse-patient relations, interpersonal interactions, continuity of care, partnership.
Combinations of keywords were used for title and abstracts. A number of these
terms are MeSH headings. Databases searched: Medline, Embase, Cinahl, BNI,

Psycinfo.

The 2013 search resulted in 144 results after duplicates were removed. 108 of these
had abstracts that could be examined for relevance and a as a result 40 were
rejected due to publication inaccessibility. Papers were included if they reported on
aspects of continuity and partnership with respect to midwifery care, published in
English post 1992; 11 fulfilled these conditions. The updated search in 2020 resulted
in 6 new papers, being identified as relevant to the thesis. Two documents were
added as a result of hand searching: the report of the National Maternity Review
(NHS England, 2016) and the updated Cochrane systematic review comparing

midwifery continuity with other models of maternity care (Sandall et al., 2016).
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Exploration of the reference lists of the included literature also contributed relevant

papers to the overall review. The search strategy is illustrated in Figure 3-3.

144 results from the literature search after duplication removed

l

128 abstracts examined for relevance (16 results without abstracts)

¥

88 itemns accessible via full text retrieval (40 not accessible due to publication)

¥

11 considered relevant: full texts retrieved (81 not relevant)

11 items from initial search, 6 items included from updated search

17 items included in the review

Figure 3-3 Search strategy and results third defining attribute

3.4.1 Continuity of care

It was clear from the literature that authors were preoccupied by the nature and
value of relationships between women and midwives and these were explored with
respect to both continuity of care and partnership. Different presentations of

midwifery continuity were described, and both women’s and midwives’ views were
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subjected to scrutiny. This is unsurprising since both parties participate directly in
the relationship. The quality of relationships was cited as being integral to safe care
(Hunter et al, 2008) and indeed, the two most notable themes from reviewing this
dimension of midwifery led care were the importance of continuity and

partnerships, and quality of relationships between midwives and women.

3.4.2 The importance of continuity

The literature concerning continuity was dominated by reviews comparing it with
other models of healthcare. Most of the reviews relied on Haggerty et al.’s (2003)
definitions of continuity of care. This work discussed the impact of the lack of
agreement on definitions of continuity for global healthcare policy. In reviewing and
synthesising definitions of continuity from different settings, therefore, Haggerty et
al. (2003) were attempting to make it easier to understand and measure its effects.
In their review, ‘care of an individual patient’ and ‘care delivered over time’ were
identified as defining features of continuity. These were present in each of the three
expressions of the concept of continuity that Haggerty et al. (2003) identified
(informational, managerial, and relational). Informational continuity took place
where written or verbal information was shared about a patient over time, between
different care providers, and across different care episodes. Thus, information
about patients’ past histories and preferences could be shared and used to
construct individual care. Where managerial continuity existed, several care
providers with a shared management plan provided regular, coordinated, and
flexibly arranged care. Finally, relational continuity consisted of ongoing
therapeutic relationships between an individual patient and one or more
providers. Haggerty et al.’s (2003) typology was developed to assist in evaluating
the concept of continuity across different disciplines and organisational boundaries
in healthcare including maternity services. It is of note that Haggerty et al. (2003)
suggested that it was not sufficient to focus on the longevity of a therapeutic
relationship without considering the quality of the interpersonal encounters that

made up the relationship.
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Relational continuity was the label adopted for models of midwifery led care in
several studies (Sandall et al., 2016; Page, 2003; Benjamin et al., 2001). Benjamin
et al. (2001) constructed a non-randomised clinical trial comparing partnership
caseload midwifery care with conventional team midwifery care, at a UK hospital in
2001. In caseload midwifery care, women were assigned a primary and secondary
midwife, who worked in partnership with each other. Conventional team midwifery
entailed most of the antenatal and postnatal care being delivered by a named
community midwife. Provision of labour care was the responsibility of one of the
teams’ midwives, including the named midwife. The teams were large, consisting
of up to 25 midwives. Women were assigned to either the conventional group
where they received standard team midwifery care (n=308), or to the experimental
caseload group (n=303). Women in each arm of the trial were matched for age,
ethnicity, marital status, parity, height, and number of previous pregnancies.
Randomisation was not considered feasible as women generally accessed
maternity services via a GP where opportunities to randomise to different models
of care would not have been available. The primary outcome of the trial was the
uptake of epidural analgesia in labour. Secondary outcomes included method of
delivery, rate of induction of labour, oxytocin augmentation in labour, and maternal
upright positions for birth. The study found that partnership caseload midwifery
resulted in fewer incidences of epidural analgesia, and led to greater occurrences
of non-interventionist birth, indicated by the secondary outcomes. The study’s

authors suggested continuity of carer accounted for the results.

Over a decade later, Sandall et al. (2016) completed a systematic review comparing
midwifery led continuity systems of care with other models. The review examined
data from 15 trials and involving 17 684 women. The trials were conducted from
1989 to 2013, and originating from 4 countries, Australia (8 trials), Canada (1 trial),
Ireland (1 trial), and the UK (5 trials). Primary outcomes for the review were regional
analgesia, caesarean birth, instrumental vaginal birth, spontaneous vaginal birth,
intact perineum, preterm birth, all fetal loss at any gestation, and neonatal death.

The defining features of continuity entailed midwives being the lead professionals
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for identified groups of women, who then become the ‘caseload’. The women were
usually assessed as healthy and ‘low-risk’ throughout pregnancy, labour, and the
post-natal period. The review presented options for midwifery led continuity
models, which corresponded with those proposed by Benjamin et al. (2001), i.e.,
‘partnership caseload’ and ‘conventional team’. Sandall et al.’s (2016) review found
that both midwifery led continuity models favoured six of the primary outcomes
(less regional analgesia, instrumental delivery, preterm birth, and all fetal loss, and
neonatal death, more spontaneous vaginal birth), and made no difference with the
remaining two (caesarean birth or intact perineum). Most of the midwifery led
continuity models selected for this review consisted of ‘team’ midwifery. Subgroup
analysis of the options of midwifery led continuity found no difference between
caseload and team models for the outcomes of caesarean birth, instrumental and
spontaneous vaginal birth, intact perineum, preterm birth, all fetal loss, and
neonatal death. Because women’s satisfaction with midwifery led continuity
models was inconsistently measured in the included studies, the review presented
a narrative account of this outcome. It found greater levels of satisfaction with
midwifery led continuity, compared with other models of care. Sandall et al. (2016)
commented on the complexity of midwifery led continuity models. They suggested
that the quality and degree of the relationship between woman and midwife, the
model of midwifery led care, and philosophy of midwifery care, were factors that
could also account for the effects observed by the review. Such factors, however,
were considered beyond the scope of the review, and therefore, the practices

associated within midwifery led care needed further exploration.

The literature search identified a number of qualitative studies examining the views
of midwives and women about continuity of care/carer models and the impact of
the midwife-woman partnership (Collins, Fereday, Pincombe et al., 2010; Hunter,
2009; Hunter et al., 2008; Freeman, 2006; Davey, Brown, and Bruinsma, 2005;
Fleming, 1998). The studies were conducted over a period from 1998 to 2010 and
demonstrated contrasting findings. Fleming (1998) examined what midwives and

women believed about the concepts of continuity of care and partnership in New
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Zealand nearly ten years after midwives had gained professional independence. She
looked at the relationship between 12 independent midwives (working outside the
hospital system) and 20 women ‘clients’ of midwifery services, through a 3-year
research project. She concluded that beliefs underpinning midwifery practice were
not necessarily aligned with women’s beliefs, or expectations. Midwives held
particular beliefs about relationships which influenced their concerns about what
an effective therapeutic relationship should comprise. They were dedicated to
providing support, facilitating choices, and affirming women’s agency. They
endeavoured to practice with minimum intervention in childbirth processes, even
whilst accepting their responsibilities for routine clinical ‘checking of pregnancy’. In
contrast, it was the knowledge midwives possessed in order to carry out the ‘clinical
checking’ that was emphasised by women. Women considered that midwives were
there to adopt the medical role (the ‘medical half’), and to make sure of progress
in labour. They did not necessarily look upon midwifery as a unique source of
support, rather, it was a model of care interchangeable with that offered by a GP

or obstetrician.

A further exploration of women’s views of antenatal care, conducted in Australia in
2005, looked into two aspects of continuity of caregiver: the frequency of contact
with the same caregiver, and the extent to which the caregiver remembered them
and their circumstances at each visit (Davey, Brown, and Bruisma, 2005). A range
of care providers was represented: obstetricians, family doctors and midwives, in
private and public settings in this survey of 1616 women. Analysis of the findings
showed that women regarded seeing the same caregiver as less important than
caregivers’ efforts to recall significant issues from previous visits. These conclusions
correspond to those uncovered by Freeman’s (2006) literature review that sought
to determine whether continuity of carer influenced women’s satisfaction with
midwifery care, and whether continuity of carer is a prerequisite for partnership
relationships forming between midwives and women. Freeman examined 13
studies in total (including Fleming, 1998). For the 8 studies addressing satisfaction,

Freeman concluded continuity of carer of itself was not a predictor of satisfaction.
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The review did not find that women were preoccupied with the organisation of care
system or model of midwifery practice. They were, however, invested in the nature
and content of the care they received, specifically information sharing and shared
decision making. The findings suggested that although working within this model
increased midwives’ job satisfaction and feelings of autonomy, it was not clearly

demonstrated that women derived greater satisfaction from continuity.

Greater understanding of midwives’ views came from a study examining their
changing attitudes towards professional roles in response to the establishment of
a midwifery group practice. (Collins et al., 2010). The practice consisted of a
caseload model of midwifery continuity of care in Australia. A questionnaire survey
was administered at five separate points over an 18-month period, and measured
professional satisfaction, support and development, and client interaction. The
survey showed a positive change in the midwives’ attitudes to their professional
roles in over time. This was particularly with respect to building relationships with
women, continuity of carer, and developing professional autonomy. These
qualitative studies were generally small in scale, however their findings suggested
that further research was necessary to establish women’s views of the service
midwives in continuity practices seek to offer. Given the centrality of continuity
models and relationships in maternity care, the revelation that women consumers
of maternity services may not regard these features of care as essential, is
problematic, but not new. Green et al. (2000) reviewed evidence available at the
time to investigate what mattered to women about continuity of carer. They
concluded that women may prioritise other aspects of maternity care than an
established relationship with a midwife, and that an absence of relational continuity

did not preclude good quality maternity services.

It is within the context of the redesigning a national maternity service around the
concept of continuity of care, however, that understanding the theoretical extent
to which the model is meaningful to women, and midwives, is important. Current

UK policy has been used to explain the background of this thesis (Chapter 1). ‘Better
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Births’ (NHS England, 2016), the report of the national maternity review conducted
throughout 2015, is the mainstay of the policy. A significant part of the process used
in the maternity review consisted of listening to women’s views on how they
wanted services to be shaped. The review proposed that that women wanted to
develop relationships with maternity care professionals, and preferred receiving
care either from a single midwife, or a small team of midwives throughout the
childbirth experience. The report’s descriptions and expectations of continuity and
resultant relationship building relied on Sandall et al.’s (2016) systematic review,
considered earlier in this chapter. Thus, continuity of care is one of the tenets of UK
maternity services policy, which includes women knowing beforehand the midwife

providing care for them in labour.

3.4.3 Quality of relationships

For this literature review, most studies considered that the success of continuity of
care was dependent on relationships existing between women and midwives. There
has also been interest, over a number of years, in exploring the importance of the
quality of those relationships (McCourt, 2006; Hunter et al., 2008; Pembroke and
Pembroke, 2008; Huber, 2009; Hunter, 2009; Dahlberg and Aune, 2013). McCourt’s
study (2006) was carried out in the UK from 1998 — 1999 and consisted of
observations of interactions between women and midwives during the antenatal
booking® interview. Forty individual interviews with both women and midwives

took place, and different organisations of care provision (caseload or traditional)

6 The ‘booking’ appointment is the woman'’s first contact with the maternity service, usually
taking place early in pregnancy. It is an opportunity for exchanging information, history

taking, and beginning a relationship between woman and midwife.
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were compared. In this context, the traditional model comprised care shared
between midwives, GPs, and obstetricians. The influence of settings in which the
booking visits took place (hospital or community) was also factored into the study.
The study revealed differences in the quality and nature of interactions and
discussed the different approaches adopted by midwives. Encounters associated
with the caseload model were characterised by a more collaborative partnership,
with greater flexibility (e.g., style of questioning and length of consultation) and
attending to women'’s individuality, when compared with the traditional care
model. The traditional model was thought to result in formalised and ritualistic
interactions i.e., adhering to a pattern of communication. Pembroke and Pembroke
(2008) associated quality with spirituality or ‘the quest for meaning, purpose and
edifying values... (and the) ...transcendence of the ego’ (p 322). In their view
midwives were obligated to facilitate relationships with women that involved trust,
honesty, respect, and sensitivity. In order to foster a relationship with a caring
presence, midwives needed to be available, or engaged with women, and receptive

to their needs.

The notion of the midwife-woman relationship parallels work by Hunter (2009),
who studied women’s perceptions of what ‘being with women’ signified, in San
Diego, US. Hunter developed a conceptual framework of midwifery practice and
found that ‘being with woman’ was an essential component and one that led to
women being satisfied with their care. Among the elements of this component
were sensitivity, personal attention, reciprocity, and nurturance. Using a qualitative
research approach, Huber and Sandall (2009) observed and interviewed women
who had experienced a relational continuity model of care during their pregnancy
and labour provided by members of a self-employed midwifery practice in London.
Midwives also participated in the study and the requisites for quality relationships
were sought. The authors contended that relational models of care provided the
context for the creation of calm. ‘Calm’ was found to be a key theme, and
associated with freedom from agitation and maternal stress, better childbirth

outcomes and greater satisfaction with care. Relational continuity was thought to

69



be the mechanism by which calm was engendered as it provided the opportunity
for midwifery competence to be witnessed over time, and trust to develop between
parties. Dahlberg and Aune (2013) used Q-methodology to assess how relational
continuity influenced women’s birth experience; the research was carried out in
Norway with participating post-natal women. The women in this study regarded
the quality of their relationships with midwives as being important for their birth
experience. This was facilitated because trust was able to develop throughout

pregnancy and prior to birth.

3.4.4 partnership relationships

The principle of midwives supporting partnership relationships with women is well
documented, and embedded in standards of proficiency for midwifery practice
(NMC, 2019), NHS strategic planning i.e. The NHS Long Term Plan (2019) and the
National Maternity Review: ‘Better Births’ (2016). Partnership relationships
featured in other literature used for this review (Freeman, 2006; Boyle et al., 2016).
The NMC (2019) has been emphatic with respect to partnership working. In its view,
partnership extended to relationships with women, their partners, and families.
Partnership led to women’s preferences and decisions being endorsed, and
strengthened their ability to care for themselves. The formation of working
partnerships was argued as crucial for the core characteristics identified throughout
the document. ‘Better Births’ (NHS, 2016) promoted women being in control of
their maternity care, working in partnership with health professionals. The NHS
Long Term Plan (2019) gave precedence to partnership approaches to care delivery
throughout its recommendations, and in all sectors of health service provision. It
seems, therefore, that the rhetoric of midwife-woman partnership is well
developed in policy and education. Studies in the broader literature pay more
critical attention to partnership relationships. Freeman’s analysis of whether

partnerships between women and midwives could be achieved outside of
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continuity models was informed by 5 studies (2006). In contrast with policy and
education standards discussed above (NMC, 2019; NHS England, 2016; NHS, 2019)
through the review of qualitative research, Freeman critically examined the nature
of partnership relationships and what their characteristics were. Partnership
combined with continuity models, was associated with friendship, collaboration,
and intimacy, for some women, as well as equality and trust. Ten years after
Freeman’s review (2006), Boyle et al. (2016) addressed the question of partnership
relationships. In their critical exploration, they set out to determine the extent to
which the UK Government’s drive for partnership working had been implemented
in the maternity services, and whether this approach was desired by women. They
carried out a small-scale qualitative study of 16 women’s experiences, at
approximately 10 weeks gestation. Data was generated by the women through self-
completion diaries, and by interviews between the women and researchers. At the
outset, Boyle et al. presented a description of the characteristics of a partnership
relationship used in the study. They identified dynamic relationships where both
parties could exercise autonomy. They emphasised mutual co-operation, shared
responsibility, and decision-making. They pointed to respectful and trustworthy
negotiating. Boyle et al.(2016) did not provide a clear explanation of the models of
care through which the participants’ midwives operated. However, there is some
indication that women were either booked under traditional community midwifery
or received care from midwives at a midwifery led birth centre. The study suggested
that partnership relationships were a function of the time available to develop
them. They highlighted that more time allowed for individual consultations
between woman and midwife meant a greater likelihood of mutually felt emotional

bonds, and for more than just the physiological checks being completed.
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3.5 Fourth defining attribute

Midwifery led care is woman centred and meets women’s individual needs. There
is recognition that women’s choices should be respected and that they are the
final decision makers

Keywords searched: midwifery, midwifery led care, woman centred, choice
behaviour, decision making, patient care, individualised, and combinations of these
keywords.in titles and abstracts, and MeSH headings associated with these terms

were used. Databases searched: Medline, Embase, Cinahl, Psycinfo.

The 2013 searches yielded 291 results. After removal of duplicates, irrelevant and
inaccessible articles, full texts of 13 papers were retrieved and examined for
relevance. This filtering process reduced the number of papers included to 7.
spanning the years 1999 to 2012, with studies reporting on midwifery experiences
in Sweden and Iceland, Finland, Australia, Canada, Japan, and the UK. The revised
search in 2020 resulted in 4 documents of interest being included. The search

strategy is illustrated in Error! Reference source not found. below.
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291 results from the literature search after duplication removed

X

205 abstracts examined for relevance (86 results without abstracts)

¥

122 items accessible via full text retrieval (83 not accessible due to publication)

¥

13 considered relevant: full texts retrieved (109 not relevant)

7 items from initial search, 4 items included from updated search

11 items included in the review

Figure 3-4 Search stratergy and results fourth defining attribute

The literature review found that components of this defining attribute were
interrelated in the following ways. The ability to make decisions about care
presupposes that there are choices available and that these choices are understood
and accepted by midwives and presented to women. By advocating for women'’s
choices, midwives provide care which takes the views and concerns of women into
account, treating them as individuals. In addition, the backdrop of this attribute is

UK maternity policy which advocates for choice for women with respect to
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maternity care, and the need for services to be tailored to women’s individual

needs (DH, 2004; DH, 2006).

The interrelationship is illustrated in work by Homer et al. (2009), who developed a
framework of the scope of midwifery practice in Australia by sampling the views of
midwives and women. Interpretation of the literature identified 2 discrete themes
of woman centred care: that it was central to midwifery and that choice and

decision making were embedded concepts.

3.5.1 Women centred care: central to midwifery

Several studies concluded that women centred care (WCC) was a valuable quality
of midwifery practice. The Australian Nursing and midwifery Council’s investigation
into the nature of midwifery practice (2004), reported in Homer et al.’s paper
(2009) incorporated views of both women and midwives. Women participated by
completing individual surveys whilst midwives were interviewed. The review found
similarities between the two groups’ responses. Value was placed on midwives
being knowledgeable, respectful in supporting individuality and in communicating,
and making women their priority. These qualities were thought to be best
expressed within a continuity of care model. Midwives of this study described these
supporting and communicating qualities as indicating WCC. Women expressed
similar views about the qualities of WCC in a Japanese study comparing their
experiences in different birth settings (hospitals, clinics, and midwifery led birth
centres) (Lida et al., 2012). The study concentrated on women'’s satisfaction with
their care, their perceptions of control in labour, and how connected they felt to
their babies. Although the orientation of this study was to discover how perceptions
of care and experiences varied with place of birth, it also revealed that WCC had a
high correlation with care satisfaction, feeling empowered and therefore in control
of labour. The RCM’s position statement published midway between these two
studies (Homer et al., 2004, and Lido et al., 2012) recognised similar principles of

WCC (2008).
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Other studies have attempted to theorise WCC through the means of concept
analysis and model development. Berg et al. (2012) devised a model of WCC
drawing upon 12 previously published qualitative investigations of women’s and
midwives’ experiences of childbirth, and based on data from Sweden and Iceland.
They identified 5 components. Three were considered fundamental to the model.
Firstly, WCC required midwives to have reciprocal relationships with women,
secondly, the birthing environment was appropriate for individual women, and
finally, it signified midwives having grounded knowledge, i.e., accumulated from
different sources such as embodied or theoretical. Maputle and Hiss’s (2015)
concept analysis showed that the defining attributes of WCC meant ‘mutual
participation and responsibility sharing’, empowering women and enhancing their
decision-making, respectful communication, cultural sensitivity and
accommodating women’s choices. Morgan’s conceptualisation of WCC (2015)
critically assessed assumptions made about empowerment. In her view, midwives
were not responsible for empowering women, rather, their purpose was to
facilitate conditions for women to empower themselves, thus positively affecting

families and communities.

3.5.2 Decision making

Decision-making literature for midwifery care has explored both women’s and
midwives’ perceptions. Levy (1999) conducted a grounded theory study of
midwives’ practice when facilitating women to make informed choices about their
care. She identified the core category as being ‘protective steering’. This happened
when midwives tried to navigate the difficult task of not influencing women with
personal opinions, or generating fear about potentially difficult choices, such as
tests for abnormalities, and not encouraging unrealistic expectations or decisions
that might be unpopular with colleagues. This sometimes led to women being

steered to make decisions that the midwives considered to be safe or less
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controversial. The exploration of individual choice was widened by Mander (2009)
in her phenomenological study of maternity decision making at clinical,
organisational, and policy level within the Finnish healthcare system. She argued
that women believed their decisions and choices would be acted upon when
trusting relationships between themselves and midwives existed. In turn, what
helped midwives to facilitate women’s choices was being able to work
autonomously. The freedom for midwives to work autonomously relied on
supportive organisational factors, such as management and policy approaches.
Mander’s (2009) argument, therefore, linked decisions made about individual care

with factors outside of the relationship.

Correspondingly, the decision-making process was discussed as being multifactorial
and dependent on a range of factors in a Dutch study of midwifery decision making
with respect to referrals to obstetricians in labour (Weltens, 2019). The study
identified midwifery knowledge (rational and intuitive) and the physical and social
context of care as influencing decisions made about care. For example, midwives
reported being more likely to refer to another professional sooner in a home-birth
setting than at hospital. Midwifery autonomy and independence, which correlated
with being free to make clinical decisions, was negatively affected by obstetric led
environments. Though described as a relatively recent feature of practice, midwives
did express their commitment to honouring women’s choices. However, this
commitment was felt to be unsustainable in acute situations, in which case

midwives felt justified in overriding women’s decisions.

The choices women make about childbirth options are influenced by information
they receive about these options. Contemporary maternity care and policy
acknowledges the importance of evidence-based practice. In Miller and Skinner’s
(2012) comparison of midwifery practice in different settings in New Zealand,
findings suggested that midwives caring for women in labour in home settings were
more likely to practise evidence-based care than when working in a hospital setting.

This is likely to have impacted on the decisions women make about their care.
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Smith (2016) conceptualised midwifery decision making as arising from a mixture
of intuition (using pattern recognition and hypothesis generating), analytical,
rational thought (interpreting cues gained from clinical investigations), and
considering women’s choices for care. Megregian and Nieuwenhuijze’s (2017) case
presentation singled out the importance of ‘shared decision making’ as a process
by which decisions were respectfully made between care giver and patient, and
where individual patient choices and best evidence were taken account of. In
addition, shared decision making was a dynamic concept which increasingly
incorporated relationship and quality factors. Thus, the relationship between the
different parties and the way information was shared were significant. Megregian
and Nieuwenhuijze (2017) discussed the challenges to the midwife-woman
relationship when women declined recommended care, and cited instances in the
US where forced compliance and coercion resulted from women’s ‘informed

refusal’ of care.

Noseworthy et al. (2013), in their New Zealand based study, discussed the evolution
of decision making in healthcare from expertise focussed paternalism, where
professionals made decisions for patients, to market driven informed choice
adopted from free market economics where all parties had access to objective
information, to the more recent shared decision making. Shared decision-making
entailed information gathering and discussion between the parties followed by
mutual choices about which decision should be taken forward. Clinicians brought
their knowledge and skills whilst patients contributed personal preferences,
experiences, and self-knowledge. Noseworthy et al.’s (2013) contended that
neither of these systems took adequate account of the complexity of influences on
decision making. Instead, a relational model of decision-making was needed, which
recognised that women co-existed within families and were shaped by their socio-
economic and cultural conditions. Women's actions and decisions were influenced
significantly by these conditions; they did not make decisions solely to optimise

individual self-interest.
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3.6 Conclusions

This review has examined literature looking at evidence relating to the defining
attributes of midwifery led care, and how they are enacted in clinical practice. There
is sufficient evidence from the literature that each of the attributes is an integral
part of midwifery led care, and that there is significant interrelatedness amongst

the concepts.

With each attribute it is possible to discern theoretical exemplars of concepts. For
example, exemplars of autonomy have been described as decision making capacity,
power and authority, empowerment, and recognition of professional worth
(Cotton, 2008; Hermansson, 2011; Matthews et al., 2006). For some attributes, the
discussion has also focussed on disconfirming data, i.e., findings from studies that
demonstrate that actual midwifery views or practice may not match the theoretical

exemplars.

This issue was found for ‘autonomy’, where medical dominance was considered to
influence midwives’ autonomous practice negatively (Fleming, 1998), or relations
with senior midwives curtailed midwives’ agency (Hunter, 2005). It was also a
feature of ‘continuity of carer’ where Freeman (2006) found that women did not
feel continuity or carer models were required for good relationships with their
midwives. Small scale qualitative studies formed the majority of literature retrieved
and though findings are not considered to be generalisable to other populations or
other settings, they do raise pertinent questions about how the attributes may be

enacted elsewhere.

In general, the timeframe spanned over ten years and studies were drawn from
countries with different principles of organisation of maternity care i.e.,
private/public models, and different models of midwifery care (continuity of care
or carer, team midwifery or caseload midwifery). Therefore, for separate reviews
of attributes, this degree of heterogeneity would have impacted on conclusions

that can be made about how they are operationalised in practice. Though these are
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limitations of the review, this situation can also be considered as justification to

explore the defining attributes in their entirety.
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Chapter 4 Methodology of The Study

4.1 Introduction

The purpose of this chapter is to outline and evaluate the chosen methodology for
the research study: the overall framework which determined how the study was
conducted and how the research question was answered. The outline and
evaluation will also discuss the philosophical stance which influenced the
methodological approach for the research. The principle methodological approach
used was case study; the chapter will discuss different propositions of case study

and which of these was selected as best fit for the research.

4.2 The research approach

The aims of the study were to discover how midwives working in midwifery led
intrapartum care settings enacted the defining attributes of midwifery led care, and
to develop a suitable conceptual model of the enactment of the defining attributes
of midwifery led care, from the perspectives of study participants. The research
question asked how the defining attributes of midwifery led care were enacted in
midwifery led intrapartum care settings. The concept analysis, and the defining
attributes of midwifery led care which were arose from it, was responsible for
framing the research question (Chapter 2), and represented the starting point for
looking at midwifery led care practices in different ways from those examined in
existing literature. Existing literature had looked at a variety of aspects of midwifery
led care. This was illustrated through work done in the following areas: comparisons
of midwifery led care with other models, by systematic review and other methods
(Sandall et al., 2016; Begley et al, 2012; Sutcliffe et al.; 2012), explorations of
theories of knowledge related to midwifery led care (Anderson, 2002; Guiver, 2004;
Maclellan, 2011), examinations of women’s satisfaction with midwifery led care

(Cheung et al., 2011; Williams et al., 2010) and metasynthesis of qualitative
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research relating to midwifery led care (Walsh and Devane, 2012). These studies
have added to the understanding of midwifery led care, and evidence from
systematic review demonstrated positive clinical outcomes. However, there has
been no comprehensive consideration of the mechanisms and strategies used by
midwives in delivering midwifery led care. Walsh (2006) alluded to this shortfall in
his assertion that only tentative explanations were available of the complexity of
midwifery led care which lead to these positive outcomes for low risk women.
Healey et al. (2020) later confirmed, through systematic review, that this detail had
still not been investigated in wider literature, particularly relating to the second
stage of labour. What is missing, therefore, is a thorough and inclusive conceptual
framework that can provide insight and understanding into and critical analysis of

the enactment of midwifery led care.

The choice of methodology was reached by weighing up relative merits of different
options, in keeping with Crotty’s (1998) declaration that the methodology and
methods of a research study and reasons for choosing them, should be considered
at the outset, and be directed by the research question. The nature of the research
question for this study made it important for the data to be collected in the natural
or real life setting of midwifery led care units where the phenomena of interest took
place. The researcher’s professional/insider knowledge of midwifery meant that
decisions made about the methodology and research design had to include ways of
capturing data about the context of the environment (philosophical and
organisational). There was extensive interaction with research participants,
resulting in deep understanding of midwifery practices and perspectives. The
interaction was also complex and led to alterations to the initial proposal. The
nature of the complexity and alterations will be revealed as part of the discussion
of study design and methods (Chapter 5). The preferences for researching in natural
settings and heeding the philosophical/organisational context, are based on
assumptions about the relative merits of different methodologies and research
methods, referred to by Bryman (2004) as issues of ‘technical viability’. However,

they also connected to what Janesick (2003) and Avis (2005) consider to be
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methodological commitments that are appropriate for qualitative research. Avis’s
(2005) summary of commitments consists of several components. The most
relevant for the current research were emphasising the importance of naturalism,
favouring textual over numerical data, extensive interaction with research
participants during direct fieldwork, flexibility in research plan to accommodate
unanticipated events, and being mindful of the effect of the research decisions and
perspectives in the process of gathering and analysing data. A qualitative approach,
therefore, was the most appropriate for tackling these elements of the research
which were crucial for answering the research question. It allowed for the
complexity of midwifery led care to be considered including the underlying
multifaceted influences on midwifery practice, and perspectives of both midwife
participants and researcher. There was recognition from the researcher, however,
of the wider debate about true delineation of qualitative and quantitative
methodology. The research decisions were less about allegiance to one overall
methodological position over the another, and more about heeding Avis’s (2005)
advice to focus attention on generating credible analyses of data using the most

relevant research approaches and methods.

4.3 Qualitative research

Qualitative research is associated with exploring and understanding the social
world and the interpretations held about it by participants and researchers
(Bryman, 2004). It obtains in-depth data from relatively small sample sizes of
participants (Ritchie et al., 2014). It observes phenomena first, then uses the
evidence gained to build theory and knowledge (Bryman, 2004). Bryman (2016)
uses the word ‘naturalism’ to refer to styles of research that seek to minimise the
effects of artificially constructed data collection methods on the social phenomena
being studied. This characteristic of qualitative research is aligned with social
phenomena, including human behaviour, being explored in their natural
environments rather than in artificially created ones, in other words, ‘watching

people in their own territory’ (Pope and Mays, 2006, p4). Thus, in keeping with this
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approach, the researcher observed, analysed, and interpreted exchanges between
midwives and women in naturally occurring, pre-existing midwifery led intrapartum
environments. The research sought to explore how a set of a priori defining
attributes was enacted or operationalised in midwifery led care, through exploring

the exchanges and interactions that took place.

The qualitative approach has traditionally been contrasted with quantitative
research, where phenomena of interest, which appear in an objective or ‘real’
sense, unaffected by ideas of researchers, are examined and measured in terms of
quantity, amount, intensity, or frequency (Denzin and Lincoln, 2005, p10). The
quantitative approach is commonly associated with controlling variables that may
affect the research environment, testing theories and hypotheses, establishing
causation, and arriving at results that are generalisable to similar situations
(Bryman, 2012). Differences between these approaches are conventionally
attributed to their contrasting theoretical underpinnings, i.e., what is thought about
the nature of reality (ontology), and how knowledge is constructed from it

(epistemology) (Walsh, 2014).

In the current study, it was important to acknowledge the effect of the researcher’s
perspectives and values on what were constructed as the meanings of enactments
of midwifery led intrapartum care, and that the account given would rely on
interpretations of researcher’s and participants’ subjective impressions of the social
world. Denzin and Lincoln (2018) address this issue by noting that the gaze of the
researcher on the research subject is adapted by their own personal biography,
thereby influenced by social class, race and gender perspectives. Qualitative
research is often, but not exclusively, identified with ‘constructionism’. Crotty
describes constructionism as existing where meanings of the social world are

constructed by human beings as they interact with the world (Crotty, 1998).

The idea of a strict dichotomy between quantitative and qualitative approaches,

however, has been questioned. Bryman (2004) contests the idea of rigid delineation
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between the two approaches, particularly as some research methods are used
interchangeably; case studies have been used in both qualitative and quantitative
studies. In addition, later editions of Denzin and Lincoln’s major text on qualitative
research, point out a ‘blurring of divides’ between the two discourses of qualitative
and quantitative (2018, p3), and include numerous examples of qualitative research

which has harnessed evidence from Big Data or software analytics, for example.

4.4 Comparisons of approaches

There are several different research approaches and methods that can be used to
guide qualitative research, including ethnography and case study. Ethnographic
studies require researchers to have an ongoing involvement in the research setting.
They do this in order to determine how culture works as an entity, and how groups
who share cultural norms, behaviours and beliefs in naturalistic settings operate
(Cresswell, 201; Ritchie and Lewis et al, 2014). Active participation is a common
feature, where researchers both participate in and make observations of the daily
lives of the research subjects as a means of collecting data about social structures
and other cultural artefacts (Prentice, 2013). Researchers build relationships with
study subjects and in this way immerse themselves in the study setting. The shared
patterns and values observed are described, analysed, and interpreted over the
extended period of the research study. The current study was also concerned with
context and influences on midwifery led intrapartum care; culture, both
organisational and informal, were significant contextual features (Chapter 7).
However, the focus on the study was the phenomenon of the enactment of
midwifery led care in midwifery led intrapartum settings and an ethnographic
approach would have addressed the research question tangentially and not
specifically. The research question required in depth analysis of the phenomenon
in question, and exploration from a number of different angles. Though cultural

influences were of concern, they were not sufficient to properly address the
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research question. The following sections of this chapter will introduce the case
study approach and justify why it was expected to give rise to the credible evidence

for the research.

4.5 Case study

Simons (2014) described case study as becoming popular in the 1960s and 1970s in
the United States and the UK in educational research partially because of perceived
inability of approaches used at the time (e.g., systems analysis) to include
perspectives of participants or the socio-political context of curriculum innovation.
Case study subsequently became associated with the ‘quiet methodological
revolution’ of increasing use of qualitative enquiry in social sciences, extending to
other disciplines such as healthcare, medicine, and social work. Simons (2014) also
pointed out that case study was more of a principle of research than a research
method. It provided a plan of action to guide decisions about the conduct of
research. It was essential that in attempting case study, the particular
phenomenon, or case, remained the focus, and that it was examined from a variety
of different angles to achieve deep understanding of its particularity (Thomas,
2015). Yin (2014) contended that case studies led to in depth investigations in real

world contexts, where the phenomenon was closely linked with its context.

Hyett et al. (2014) asserted that the advantage of case study was its flexibility in
accommodating different study designs and methods and its association with
different theoretical positions. They examined 34 published studies carried out by
prominent case study commentators to assess the range of descriptions of
methodology used. By measuring the descriptions against a suitable framework,
they drew conclusions about the rigour of case study research. They derived a
series of features that were considered to enhance the quality of case study. The
features were as follows: whether studies adequately apply the methodological

principles of case study or merely described case reports; whether conditions of
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case selection were adhered to e.g., whether cases were justified as being
exemplars or outliers of the phenomenon of interest; whether the boundaries of
cases were outlined clearly; whether the interaction between researcher and case
was outlined and issues such as reflexivity were apparent, and whether there was
triangulation of data collection methods. Hyett, Kenny et al. (2014) concluded that
although there were differences in the theoretical definitions of case study it was
possible to arrive at essential characteristics to verify that case study had been

appropriately used as an overall strategy in a research study.

There are several differences in approaches and conventions forwarded by key
theorists of case study such as Stake (1995), Yin (2009), Merriam (1988) and Thomas
(2011: 2016). Thomas (2011, p 93) produced a simplified amalgamation of different
types of case study, based on propositions of these and other key theorists. He
isolated the subject or focus of the study as the starting point from which other
research decisions were derived. He proposed three categories of subject. These
were key cases, which represented good examples of the case or phenomenon,
outlier cases, which were different from the norm, or local knowledge cases, singled
out because they were personally known to the researcher. Thomas (2011)
identified three further interrelated categories in his summary: ‘purpose’,
‘approach’, and ‘process’. Within each category there was a range of possible
decisions to be made about the conduct of the study. These possibilities were based
on the various approaches espoused by Stake (1995), Yin (2009), Merriam (1988)
and others. The compilation of this summary reinforced the views about case
study’s flexibility and independence from prescriptive research methods (Simons,
2014) and wide diversity in study design (Hyett and Dickson-Swift, 2014). It also
drew attention to differences in the key theorists’ views about the nature and
construction of knowledge, or epistemology. A critical analysis of these difference,

and the link with epistemological positions, has been forwarded by Yazan (2015).

In Thomas' typology, ‘Purpose’ (2011) meant the reasons for carrying out research

and could be labelled either intrinsic (interesting in themselves), instrumental
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(helpful for examining another problem) (following Stake, 1995), evaluative
(following Merriam, 1988) or exploratory (following Thomas, 2016). ‘Approach’
referred to how the case study was carried out. Thomas included theory building,
theory testing, experimental and interpretive techniques in this category. Finally,
‘process’ dealt with the structure of the study, whether there were single or
multiple cases, the relationship single studies had with time, or multiple studies had
with each other. Applying Thomas’s typology to this research was useful for giving
structure to the research and delineating where the current research stood in
relation to these questions. It also legitimised the current research by positioning
its decisions amongst those of the key theorists. The decisions made in applying
Thomas’ typography will be discussed below, it is useful here, however, to further
explore other principles of the case study approach that have influenced this

research. They are ‘boundedness’ and ‘context’.

The key theorists advanced other definitional principles of case study. Merriam’s

‘

description was of an ‘...intensive, holistic description and analysis of a single
instance, phenomenon, or social unit.” (1988, p21). Because of the focus on specific
situations or entities they were ‘particularistic’, descriptive and heuristic. She
considered the theoretical underpinnings of in qualitative enquiry, where it was
necessary to uncover meanings of phenomenon by engaging in fieldwork in natural,
bounded settings, where the researcher was an instrument of data collection, and
where theory was built from inductive methods (Merriam, 1988). Contemplating
the aspects that delimited the case was most important in that it determined what
would and would not be included in the study. She emphasised that unless it was
possible to recognise a boundary, or finiteness, to data collection, the object of
research was more of a generality than a specific entity that a case exemplified. It
is of interest that Merriam has extracted this quality of ‘boundedness’ as being the
most essential for defining a case. As Yazan (2015) suggests, Merriam’s emphasis
on boundedness as being the main criterion for a case study to exist allows broader

scope than Yin or Stake proposed of what can be considered case. Thus, the case

87



could be ‘a person ...; a programme; a group such as a class; a school; a specific

policy; and so on’ (Merriam, 1998, p27).

Stake (2005) also emphasised particularity and boundedness as features of case
study, and in doing so was preoccupied with the importance of identifying the case
itself, what lay within the boundaries and what lay outside of them. In addition to
its boundedness, he recognised the importance of the contexts that might affect a
case, the historical background, and the informants through which the case was
revealed. By comparison, Yin (2009) offered a more methodical, technical definition
whereby case study was an empirical enquiry that examined ‘contemporary
phenomena within its real-life context especially when the boundaries between
phenomena and context are not clearly evident’ (2009, p 18). Yin considered
context to be highly relevant to case study because of its influence on the
phenomena of interest. He contrasted this aspect with other research methods
such as experiments or surveys where the ability and availability to look at the
milieu and environment was either undesirable or not easily achieved. Yin (2014)
was adamant that the case study approach was not particular to qualitative
research, an indication of its fluidity. Case study could involve collecting
guantitative, as well as qualitative evidence. It has been used to explain causal links
in interventions where experimental methods could not adequately capture the

complexity of real-life contexts.

4.6 Case study decisions for this study

Midwifery led care, and the enactment of its practices and attributes, exist within
specific contexts and settings. Environmental, philosophical, and organisational
factors are important influences and hence research into the complexities of how
midwives give care to women should progress holistically, taking multiple
perspectives into account (Walsh and Evans, 2014). Environmental, philosophical,

and organisational qualities of midwifery led care are considered distinctive when
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compared to other models of maternity care (Devane and Walsh, 2012; Sandall et
al.,, 2013). In this research, the case study consisted of an exploration of the
enactment of the defining attributes of midwifery led care in midwifery led
intrapartum settings, which led to the construction of a conceptual model of the
enactment of that care. From this position, qualitative case study was the
methodological overview that influenced the design and methods of the study. Two
cases of midwifery led intrapartum birthing units were selected, an AMU and an
FMU, both were known to the researcher, and independently considered
exemplars of midwifery led units’; they were both key and local knowledge cases.
Emphasis has been placed in the relevant case study literature about defining the
status of a case study involving more than one case. Thomas (2016) summarises
this as an issue of the ‘process’ of case study design (outlined above), by which he
meant its structure and style. He presented a critical discussion of studies
containing multiple cases, stressing that multiple studies functioned to illuminate
comparisons of interest between cases. The stance taken by the current research
was of synthesising data from the cases, in order to magnify common aspects of the
cases. This has been discussed as the ‘case- oriented’ method by Khan and

VanWynsberhe (2008).

In line with Yin (2009), it was important for the researcher not to be blinded to other
possibilities taking place in the interactions between midwives and women i.e., the
researcher had in mind what defining attributes were, but was open to discovering
other phenomena being present. The boundaries of this study were both
geographical and conceptual. It was possible to ‘fence in’ the subject of study, and
identify what would not be studied (Merriam, 1988). The separate physical entities
of the midwifery led units represented geographical separateness from other parts

of the wider maternity service provision of the NHS Trust that the cases related to.

7 The selection of the midwifery led units is discussed in Chapter 5.
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They were also conceptually separated from the same Trust in the content and

model of care on offer.

Thomas (2016) proposed that the focus of case studies, the case, was made up of
two components: the subject (e.g., person or place), and the analytical frame, or
object. For this research the midwifery led intrapartum care unit was identified as
the subject, while the object was the 'enactment' of the defining attributes of
midwifery led care. The subject threw light on quintessential and problematic issues
in enacting care. This was in line with Thomas’ (2011) description of the subject of

case study as the lens through which research questions could be viewed (2011).

From this position, qualitative case study was the methodological overview, or
approach, that influenced the design and methods of the study. The approach was
exploratory, in the sense of exploring behavioural, emotional, philosophical
manifestations of the defining attributes of midwifery led care. Following Bryman
(2012), the ontological and epistemological positions were constructionism and
interpretivism, which are generally linked with qualitative methodology. These
concepts have been discussed by Crotty (1998). He described constructionism, an
ontological position, as existing where meanings of the social world were
constructed by human beings as they interact with the world. The world view of
constructionism contrasted with objectivism, which posited that the social world,
like the natural word, presented itself as an objective reality, which could be
discovered by using appropriate methods of enquiry. Interpretivism, an
epistemological position, referred to the meanings that were attached to human
behaviour (Bryman, 2012). It operated on the basis that for social action, the
product of human behaviour, to be understood, it had to be seen from the point of
view of the person carrying out the action. This understanding of the way
knowledge was constructed has underpinned the research. As such, the meanings
of the enactment of midwifery led care have been explored from the points of view

of both midwife participants and researcher, the final written product of the

90



research has been constructed through the researcher being immersed in the

complexity of the phenomenon in question.

4.7 Conclusions

This chapter has discussed the methodology used for the study, and the justification
for the decisions made. The research question demanded a methodological
approach that would make visible midwives’ practices in enacting midwifery led
intrapartum care. A qualitative case study approach made it possible to explore the
cases in depth, from different angles, and to acknowledge influences and context
of the cases. There are several key proponents of case study, whose positions
influenced the methodological and procedural decisions of this thesis. The
decisions have relied on these key proponents and existing literature, with respect
to case study discussed in this chapter. Thus, the case study was underpinned by
constructionism and interpretivism positions, reflective of a qualitative approach.
The case study consisted of in-depth exploration of the appropriately selected
cases, which were explored from several angles, using a multitude of research
methods, in an ‘intensive and holistic’ endeavour (Merriam, 1998, p 21). Close
contact and interaction with midwife participants enabled the researcher to
understand the case from their perspectives. There were other implications of close
contact, however, which are discussed in chapter 5, with respect to reflexivity. This
chapter has outlined the methodological choices, the next chapter presents details

of the methods used and design of the case study.
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Chapter 5 Study design, methods, and analysis

5.1 Introduction

The purpose of this chapter is to introduce the research design and methods for the
multiple qualitative case study. The aims of the research were to explore the
enactment of defining attributes of midwifery led care in midwifery led intrapartum
settings, and to develop a conceptual model of the enactment of the defining
attributes. The case study approach meant that each of the two cases was studied
in depth and in its entirety, the researcher and research methods were sensitive to
the context of each case, and that the boundaries of each case were clearly
established at the outset. These endeavours were directed at presenting the best
opportunities for data to be collected that would answer the research question
meaningfully. This chapter will consider reflexivity, sampling and recruiting
participants, inclusion and exclusion criteria, and ethical considerations, as well as
other features of the study design. It will then look at data collection methods and
quality of research. The experiences and challenges of research will be discussed

throughout.

5.2 Identification and sampling of cases and participants

Bryman (2012) recognised two levels of sampling in case study research, sampling
of the case (or context) and sampling of participants. These levels, of both sampling
and recruitment, are associated with different principles. The principle of choosing
suitable cases was exclusivity in that a small amount of exemplar cases was desired.
In order to achieve a manageable number of observations of midwifery led labour
care, and ensure data adequacy, a larger number of both midwife and women
recruits were needed. The case identified for this study has been discussed in

Chapter 4, namely, midwifery led intrapartum care units which exemplified
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enactment of its defining attributes. Therefore, the study required samples of

cases, midwife participants, and women participants.

5.3 Identification and sampling of cases

Purposive non-probability sampling was used to select suitable study sites, or cases,
for the research. This method was well suited as it allowed the researcher to have
the research question at the centre of the decision, and strategically select cases
which were ideal for answering the research question (Bryman, 2012). The cases
were chosen because of the researcher’s view that MLUs which were examples of
positive outcomes associated with midwifery led care was likely to be staffed by
midwives whose practices embodied the essential attributes of this model of care.
The researcher’s choice of study cases was pragmatic, including their geographical
location, and based on areas that were accessible and about which the researcher
had local knowledge. This has been referred to as ‘judgemental sampling’ by
Harding (2013), which entailed being deliberately subjective in the choice, but
focussed on the research question. At the time of selection there were several
academic and consumer sources of information in the literature and online which
could be used to select the exemplar cases. The Birthplace in England Study
(Hollowell, 2011) was influential in highlighting midwifery led care and its benefits,
or lack of adverse outcomes, in facilities that were geographically separate from the
obstetric led intrapartum care units that the MLUs were associated with. Which?
Birth Choices (2015) and Dr Foster (no date) were the websites accessed for
information. These websites presented an algorithm for women to follow. They
were able to choose their desired place of birth by comparing different facilities. Dr
Foster (no date) provided a list of maternity services in the city chosen for this
research. Searching Which? Birth Choices database produced results from 16
maternity services, each providing midwifery led intrapartum care. The website

gave information about a large range of different aspects of the MLUs:
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e  Whether they were AMUs or an FMUs

e Their respective birth rates

e The arrangements of care and models of care
e Their inclusion criteria

e Facilities on offer such, as number of rooms
e Number of birthing partners accommodated
e Transfer time to the OU, if needed

e Equipment available including aromatherapy
e Strategies for coping with labour pain

e Women’s opinions

Looked at in totality, these aspects gave an idea of the quality and priorities of the
individual maternity services. They were indicators of levels of activity (and the
likelihood of opportunities for the researcher to observe birth), inclusiveness (with
respect to birthing partners), philosophies of care (in what was prioritised for pain
relief) and environment. One question posed in the researcher’s journal was
‘should the case study be based around a model that includes a consultant
midwife?’ Consultant midwives promised clinical leadership in primary areas of
normality and public health, including intrapartum care. In 20172, 46 of the 136 NHS
Trusts in the UK, Channel Islands and Isle of Man employed consultant midwives.
Some of these occupied positions of leadership with respect to the Trusts’ Birth
Centres (MLUs) (Wilson et al., 2018). Both study’s sites received clinical leadership
from a consultant midwife. This was verified during the selection process by
guestioning the respective Trusts switchboard operators. The consultant midwives

became significant gatekeepers for the study, both were given the responsibility of

& This was during the period of data collection at the FMU
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providing research governance by being the study’s local (Trust-based)

collaborators.

Case study designs can consist of either single or multiple cases; two cases were
recruited for the study from the sample of possibilities. The recruitment methods
are discussed below. Yin (2009) argued that a potential shortcoming of the single
case study was that at the end of the data collection process, the quality and depth
of collected data may fall short of what was expected initially. Recruiting two cases
overcame the potential problem of lack of sufficient data and meant that a
multiplicity of perspectives could be included. Proposing more than two units of
study may have resulted in unmanageable amounts of data without contributing
any more depth to the findings, particularly important given the timeframe of the

research study and the researcher’s part-time status.

Both cases were situated in densely populated urban areas. One was a freestanding
midwifery led birthing unit (FMU) and the other an alongside midwifery led birthing
unit (AMU). Case profiles included in Chapter 6 provide details of their make-up,
environment, and organisation. Including both examples of MLU was more likely to
reveal a wider spectrum of midwifery led care practices because of differences
between the two types of MLUs. The research design dictated that the two different
cases were to be studied consecutively. The importance of selecting a bounded case
has been discussed in Chapter 4. The bounded case is one where the subject of
study lies within a particular boundary, or is ‘fenced in’, thereby delimiting what is
relevant to the study from what is not. (Merriam, 1998, p27). For the study to be
successful in addressing the research question it was important to establish what
the boundaries of the cases were, and to take these boundaries into consideration
so that the appropriate phenomena could be explored. Table 5 llustrates the
inclusion and exclusion criteria used for selecting cases (MLUs), these criteria
reflected what lay either side of the boundary. Cases that satisfied the criteria were

then evaluated for suitability. The aspects of MLUs that indicated quality and
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priorities of the service discussed above helped to distinguish relative merits of the

possible cases.

The Inclusion Criteria for Cases

Midwifery led intrapartum care was a key function
of the MLU

Midwifery led intrapartum care was being provided
forwomen who fitted the criteria

Midwifery led intrapartum care took place in the
3. MLUs, with midwives being the lead professionals
for the period of intrapartum care

4. MLUs were located separately from the OU

The Exclusion of Criteria for Cases

Mon-intrapartum midwifery-led care taking place
within the MLUs

Intrapartum midwifery care given to women not
meeting the standard criteria for using the MLUs

Midwifery care that continued after transfer to an
ou

4. MLU ‘rooms’ existing on an OU.

Table 5-1 Inclusion and exclusion criteria for cases

For the purpose of this study, with reference to the final criterion for exclusion, the
decision was taken not to include cases where the MLU consisted of a few rooms
situated in the OU as such settings lay outside the geographical boundary of the
case and would have led to exploring inappropriate phenomena. This was because
the influence of more medicalised practises characteristic of an OU, even for
straightforward healthy women, would confound the study findings. The Birthplace
in England (2010) found that ‘low risk’ women were more likely to have obstetric

interventions in labour when cared for in an OU, compared to an MLU. Walton’s
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(2005) report of an action research project in an NHS OU, the aims of which
included developing a strategy to increase normal birth, found that dominance of
the medical model, risk aversion, and resource constraints negatively affected the

success of embedded midwifery led rooms.

5.4 Identification and sampling of midwives

Midwives working at the study cases during the period of data collection were
available and accessible by chance, and as a convenience sample to the researcher
(Bryman, 2012) Table 5.2 summarise the inclusion and exclusion criteria, giving
explanation and rationale where elaboration is needed. As the researcher became
familiar with the study case, it became clear that seeking out the perspectives of
key informants would add context and insight to the study. For this study the key
informants were clinical leaders who were influential in the running of the MLUs®.
The inclusion criteria were altered to accommodate this change in June 2016, three
months after data collection had begun in the first study case. Other changes were
made to the protocol, to be discussed in turn. The changes were approved through

the Queen Square Ethics Committee’s substantive review process (Appendix 2).
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The Inclusion Criteria for Midwives

1. Midwives have given voluntary informed consent

to participate

2. Midwives were NHS Band & midwives or above.

Denoting experience

3. Midwives had at least & months recent

experience working inan MLU

Thiz improved the likelihood that they were
familiar and confident with the model of care
and that important features of midwifery-led
care were embedded intheir practice. ltalso
ensured that significant numbers of midwives
were not excluded if frequent rotation iz a

feature of staff organisation in particular units.

4. Midwives planned to be present on the MLU for
the duration of the data collection period as far
as they could predict

This improved the likelihood of being able to
interview midwives after having observed their
practice.

5. Midwives were employed on a locum ‘bank’

contract, but fulfilled the criteria above

Thiz allowed inclusion of midwives whao are
familiar and confident with the area who happen

towaork in this particular way.

E. Midwives were providing the majority of care, if

working with students

Students participants must have agreed to the
observation and there was sufficient space in
the room for the researcher to remain
unobtrusive.

7. Midwives conducted care in English

Sothatthe researcher could be aware of verbal

communication between midwife and woman.

8. Midwives were ‘key informants’

Key informants in a research setting were
material to the study because of specialist

knowledge the research settings

Table 5.2 Inclusion criteria for midwives
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The Exclusion Criteria for Midwives

Rationale

Being a preceptorship midwife i.e. newly
qualified/ band 5

Denoting less experience

Working under a Local Supervisory Authority
Supervised Practice programme

Possible constraints might be placed on
autonomous practice for such midwives.

Being employed by an agency do ad hoc shifts
in different areas

Less likelihood of midwifery-led unit practices
being embedded in their own practice, or be
familiar and confident with the model of care.
May have been more difficult to follow up.

Working with a senior student midwife who is
providing a significant amount of care as a

This situation would have reduced the amount
of direct midwifery care that could have been

supervised practitioner observed.

Table 5-3 Exclusion criteria for midwives

The intention for the research was to observe midwifery care in 8-10 labours for
each of the cases selected for the study, and subsequently interview the midwives
who had provided the labour care. Having some flexibility about the numbers of
midwives recruited was in keeping with one of the aims of qualitative research to
continue data collection until saturation of emergent themes and explanations had
been reached (Kelly, 2010). The research cycle for each study case had been set at
18-weeks. Allowing for a period of familiarisation and information sharing about
the project, the research design envisaged that observations and follow-up
interviews would take place between weeks 5 and 16 of the cycle. Kelly(2010)
suggested that researchers should justify they had selected enough participants to
provide a full exploration of the topic. However, she counselled that although
reaching theoretical saturation was desirable, it had to be balanced against the
analytical task that generating significant amounts of data would create. The
rationale for selecting 2 cases has been laid out above. Similarly, the rationale for
aiming for 8-10 observations and interviews per research site was based on
judgements that Kelly (2010) outlined. 8-10 observations and interviews per

research site represented an optimal number of encounters that would produce
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rich and varied data, also considering the logistics of travelling to the different sites

and part-time status of the researcher.

As many midwives as possible were recruited to the study during the research
cycles in both study cases. Having a significant number of consented midwives
meant when the researcher was present at each site there would be midwives who
had already consented to having their labour care observed. The unpredictability of
spontaneous labour onset made forward planning problematic. Thus, when most
of the midwifery teams had given consent to participate, the researcher was able
to organise her presence at the study cases according to the participant midwives’
work rotas, which she was given access to. Most midwives worked 12-hour

intrapartum shifts.

The midwife participants of the study had varying years of experience as registered
midwives and working in midwifery led services and/or environments. Years or
experience proved to be a significant and positive factor for the midwives and is

discussed in Chapters 6 and 8. Table 5.4 summarises theses details for both study

cases.
Case Study Range of years as registered Range of years of experience in
Site midwives, in whole years (median midwifery led care, in whole years
number of years) (median number of years)
AMU
320 (9) 1t0 9 (5)
FMU
3-20 (15) 1 to 20 (6)

Table 5-4 Range in experience of midwife participants for both study cases
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5.5 Identification and sampling of women

The appropriate sample included any woman who intended using the MLUs for
labour and fitted the usual criteria set by the MLUs. For both MLUs, however, online
information from Which? Birth Choice (2015) specified that women could discuss
using the units if even if they did not fit the criteria included on the webpages. Time
spent in data collection fieldwork revealed the fluid nature of the MLUs’ inclusion
criteria (e.g., expansion of the criteria to accommodate women with diet-controlled
diabetes or colonised by Group B Streptococcus). The overriding requirement,
therefore, became that women were eligible if midwives were the lead
professionals. For the initial design of the study, women were identified through
convenience because they intended to use the selected midwifery led units during
the period of data collection. Changes in the recruitment of women became
necessary during field work at the first study case, the AMU. Recruitment was
widened to include those attending antenatal appointments in community settings
such as GP surgeries. The inclusion criteria were also expanded to include young
women (16 -18 years). These changes were agreed with the Research Ethics

Committee (Queen’s Square) via the Substantive Review process (Appendix 2).

Inclusion and exclusion criteria for women are presented in Tables 5.5 and 5.6. It
was important not to exclude women who did not communicate in English. The
researcher believed that given the ethnically and racially diverse populations of
women using the maternity services of the MLUs it would have been unethical to
use non-English language speaking as an exclusion. At the time of data collection
for the AMU, 20% of households included residents for whom English was not the

first language, in 10% of these households there were no fluent English speakers
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[Anonymous, 2015]%°. For the FMU, 35% of adults used a main language other than
English, with a quarter of this group not speaking it well or at all [Anonymous,
2015]. There is little guidance about measures to include non-English speakers in
research in childbirth, and limited reference to whether non-English speaking was
widely used as a criterion for exclusion. In Rocca-lhenacho’s (2016) doctoral thesis,
an ethnographic study of an urban freestanding midwifery unit, a bilingual research
interpreter attended interviews with the Bengali women participants who were not
confident in English speaking. For many studies accessed during the current study
the intentions were not clear with respect to exclusions of non-English speakers.
This situation, as highlighted by Homer (2000) and Murray and Buller (2007) may

still be the case.

For this study, steps were taken to ensure that relevant information, such as the
Participant Information Sheet (PIS), and consent form could be made available to
non-English speaking women. For each study case, the NHS Trust and Local Council
were contacted for a list of common non-English languages in the areas. The
intention was to translate the research information when required. The
information packs for women included brief information about the research in each
of the common languages, and details of how to receive translations. One set of
translated information was requested during recruitment at the AMU. The inclusion

and exclusion criteria are presented in Tables 5.5 and 5.6.

0 The source is a multilingual advice service, anonymised to maintain anonymity of research

case.

11 The source is a report of census statistics (2011) of English proficiency in the area of the

FMU
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The Inclusion Criteria for Women

The midwife assigned to them had consented to
participating

2. They consented to taking part in the research

3. They had mental capacity

4. They met the usual inclusion criteria of the MLUs

They were at least 16 years old at the time of the

5.
proposed observation
= They understood the written information provided,
" translated if needed
- They received intrapartum care on the midwifery

led unit for the period of the observation

Table 5-5 Inclusion criteria for women

The Exclusion of Criteria for Women

The midwife assigned to them did not consent to

participating
- They did not meet the usual inclusion criteria of the
" MLUs
- They could not understand the written information

or translations

Table 5-6 Exclusion criteria for women
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5.6 Ethical considerations

The study was approved by the Research Ethics Committee on the 12th of
November 2015 (Appendix 3). There had been minor amendments made to the
original protocol at the request of the Research Ethics Committee. One of these was
the addition of contact details on the PIS. The other required confirmation from the
researcher’s professional body (The RCM) of what actions should be taken in an
emergency (Appendix 4). A more significant change was for women to be consented
by the researcher and not by the midwives as originally planned. In addition, the
Research Ethics Committee opined that woman should be consented days in
advance of labour, with their consent being confirmed when attending in labour.
The original plan, of midwives consenting women when they attended the MLUs in
‘early’ labour, had been rejected. The committee acknowledged that consenting
women days before labour raised the possibility of consenting women who may not
eventually end up being part of the study. The required amendments were made
and subsequently the Trust Research and Development departments for both study

case granted permission for the study to take place.

Substantive amendments to the research protocol were granted in June 2016,
during data collection for the first study case!?. The changes were desighed to
optimise recruitment of women to the study. By contrast, most of the AMU’s core
midwives had been recruited, and it was in the context of discussions with then,
and an AMU manager, that the ideas came about. The AMU manager expressing
concern that the research should progress and make visible what happened at the
‘birth centre’, was an indication of the rapport between researcher and
participants. The participants were rooting for the study to be ‘successful’. In the

same way, at the beginning of data collection at the FMU, the researcher was

12 Fieldwork began for the first study case on the 10" March 2016
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questioned about how the research findings could help the unit in in its challenges
with the link obstetric unit. Bell (2011) discussed what motivated people to consent
to research studies and identified ‘participation as quid pro quo’ as a possible
explanation. In the current study, the midwife participants may also have been
seeking fair exchange for their contributions. The substantial amendments also
indicated the practical need to adapt methods and activities according to what was
encountered in the research process. They are presented in Table 5.7 and discussed

in later sections of this chapter.

Substantive Amendments to Research Protocol

Removal of time limit for data collection at each
1. study case. The research would be concluded when
the 8 - 10 observations had been carried out

Key informants such as midwives influential to the

P

cases to be interviewed

Women could be approached about the study when
: attending the MLUs for reasons other than possible

labour, e.g. changes to fetal movement or possible
pre-labour spontaneous rupture of membranes

4, The age limit for women to be lowered to 16

Recruitment of women to take place at community
antenatal clinics, as well as at the MLUs

Community midwives were permitted discuss the
research with eligible women attending their clinics

Table 5-7 Substantive amendments to research protocol anproved bv research Ethics
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5.7 Consent

The principles of Good Clinical Practice in Research ~ (GCP)*2 guided the design of
this study. This is particularly ~ true with  respect to consent. Consent  was
addressed through giving potential participants written information, available in
several languages for women, and one to one verbal discussions about the study.
The consent forms and PIS were based on NHS Health Research Authority (HRA)
templates, thus ensuring an appropriate standard of information was included in
these documents (Appendices 5 and 6). The researcher consented all participants
individually. Iphofen’s (2005) critical analysis of informed consent suggested that
researchers faced challenges in the amount of information they give to participants.
Enough information was needed to give participants full understanding of what was
expected of them, but not so much that deterred participants from taking part if
the commitment appeared onerous. One particular statement in the PIS for
midwives was brought up in the information sharing sessions at both study cases:
the obligation to escalate concerns of poor practice to the midwife shift co-
ordinator®*, Although this obligation is embedded in The Code (NMC, 2015, p 14-
15), in the context of observers scrutinising individuals’ practice, it was seen as
intimidating to a small number of midwives and acted as a disincentive to

participating. This was articulated in the researcher’s fieldnotes:

” An underlying issue in recruiting midwives is their suspicion that in scrutinising
practice | may end up being critical of their decisions, and take my concerns
forward by discussing with managers.” (Fieldnotes, 19"" March 2016)

13 GCP standards is an internationally recognised framework used for designing, conducting,

recording and reporting trials which recruit human subjects as participants.

14 The statement is contained in PIS for women, page 4.
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Reluctance to participate in research due to concerns about repercussions was
reported as a by Burns et al. (2012) as an ongoing problem.

‘The EOI (expressions of interest) form hung on the staff room wall for two weeks
without any names being listed. | sensed there was a certain level of suspicion
amongst the staff as to what the study might involve and who the findings might
be reported to.” (Burns et al., 2012, p 53)

The consent forms and PIS were developed using templates from NHS Health
Research Authority (HRA) webpages. Guidance from the HRA also highlighted
problematic issues with the procedures for gaining consent, for example, applying
requirements and procedures too rigidly for the type of research being undertaken.
It suggested that a proportional approach was needed, which weighed up the levels
of risks and benefit of the research and tailored the amount of information given to
reflect these levels. Midwives and women were provided with the following

information:

e The name of the researcher and contact details for enquiries

e The broad aims of the study

e An assurance of confidentiality and anonymity in reports of the study

e Arrangements if unsafe/poor practice was observed (in midwives’ PIS)

e Response of the researcher in an obstetric emergency (in midwives PIS)

e Information about data storage (adherence to University of East Anglia

Policy on Research Data Management)

Although midwives were able to distribute the PIS to women, both in the
community (for the FMU) and in the MLU, Research Ethics Committee approval was
contingent on the researcher gaining their consent to participate, this was thought
to reduce the possibility of midwives coercing women to participate. In the
researcher’s absence, midwives gave eligible women information packs and if
interest was shown, advised the women to make contact, and recorded women’s
details for the researcher. In fact, midwives contacted the researcher to inform her
of the interest being shown. The process for consenting women is illustrated in

Figure 5-1 below.
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Observation of midwifery practice was restricted to no more than 6 hours with
either party retaining the right to stop the observation at any time. The follow-up
interviews with midwife participants were planned to take place in private, and in
a venue to suit the midwife. Of the three observations of practice involving 4
midwives, one midwife was interviewed after the observation at the AMU. For the
FMU, one midwife had already been interviewed, and was unavailable after the
observation. Two other midwives (caring for one labouring woman at the FMU),

were also unavailable.

Weman »= 36 weeks
Attends MLU. Assessed by midwife
or researcher as eligible and
interested. Non-labour reason for

attendance
l A 4 i
Tour of MLU Antenatal Check Triaged for non-ominaus

symptoms. All well and

not in labour

l

Midwife or Researcher discusses research
Information pack given,
Woman given time to consider

! ¥

If researcher present If researcher not present,
consent gained Midwife notes woman's
details for researcher

)

Woman subsequently attends MLU
in labour. Researcher notified
attend. Consent regained

Figure 5-1 Process for consenting women
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The researcher ‘followed’ the shifts of the midwives who had already consented to
participate. Most midwives from both study cases had consented such that on each
shift that the researcher was present there were opportunities to observe labour
care. As the research proceeded, discussions between the researcher and her
University PhD supervisors resulted in the decision to interview all the midwife
participants, to solicit their views and opinions of midwifery led care, and how they
enacted its defining attributes. This led to the collection of data from 15 interviews,
providing rich and varied insights for the research question. Thus, the research
design developed as the study progressed, demonstrating flexibility in the methods,
and creativity in the face of unanticipated circumstances. Avis (2005) refers to this
favourably as a ‘flexible plan of inquiry’ which forces researchers to constantly
reflect and evaluate the direction of the research and incorporate other means of

addressing the research question where needed.

5.8 Confidentiality

Confidentiality was ensured for the three participant groups: the study cases, the
midwives, and women. The features of confidentiality were described in the PIS for
each group. The identity of the cases was kept confidential and made anonymous
in the data. Participants were assigned a numerical code, and not referred to by
name in any of the research outputs. The document linking participant with
numerical code was securely stored on a password controlled electronic device,
accessible only to the researcher. It was necessary to retain the identifying data as
it allowed for the planning of follow-up interviews with midwives whose labour care
had been observed, and for theses interviews to be cross referenced for member
checking. Participants were assured through the PIS that any direct quotes
attributable to them as individuals used in the report of the study and any other
publication would be anonymised. Confidentiality and anonymity were particularly

important as protectors of the FMU data. Maintaining confidentiality of study cases
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was more problematic than for individual participants. Kamanzi and Romania
(2019) critically analysed the principles of confidentiality and anonymity in an era
of Big Data®. They suggested during the data collection process, the volume of
participants and others, related and unrelated to the research, are involved in the
research, making it possible to reidentify the research setting. Furthermore, there
was little indication that midwife participants were concerned about their MLUs
being named, and some indication that they welcomed their midwifery craft to be

showcased.

Written data generated in the course of the study was kept locked and secure in a
cabinet within the University. During periods of data collection (whilst the
researcher was away from the university) the data collected was kept securely by
the researcher. Identifiable information, such as the correspondence from the
Research Ethics Committee, was stored electronically and password protected,
accessible only to the researcher. All data will be kept secure for 10 years in line

with the Data Protection Policy of the University of East Anglia.

5.9 Service User Involvement

The NHS Patient Information guidance and Health Research Authority guidance
were used to formulate PIS and consent forms, and inform the general design of
the study. The guidance covered topics such as testing the PIS with potential

participants. This guidance led the researcher to contact the local Maternity

15 Big data comprises structured, semi-structured, and unstructured data which can be
mined for information for a large amount of applications and institutions, and for a variety

of functions, such as answering research questions.
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Services Liaison Committee (MSLC)*®

, which represented the concerns of services
users to the local NHS Trust. The MSLC was invited to provide critical commentary
on the study, specifically the PIS and consent forms. The MSLC suggested the forms
should use plainer language and recommended guidance from the Plain English
Campaign?’. This combination of advice was used to redraft the documents. Users
of a local branch of a national internet-based consumer group, Mumsnet, were
invited to suggest ways of minimising the impact of having a researcher in the
birthing room. Most of the respondents (n=13) had given birth previously. Their
concerns were about taking cues from the woman about how she wanted the
researcher to be, where she should sit, and whether she should initiate
conversation. They were also concerned with consent and being able to withdraw
it at any time during the observation. Their comments were also used in redrafting

the PIS and consent form and were influential in how the researcher carried out the

physicality of the research.

5.10 Risks and benefits

The study did not involve clinical interventions or changes in treatment, however,

the researcher acknowledged that the presence of an observer in the birthing room

16| ocal Maternity Voice Partnerships took over the work of the MSLCs in 2017, as a means
ensuring effective co-production of key decisions in maternity services, involving service
users, providers, and commissioners. Maternity Voices Partnerships arose from maternity
services transformation plans, in line maternity policy shaped by the Better Births review

(NHS England, 2016).

17 The researcher used the Plain English Campaign’s guide: ‘How to write medical

information in plain English’ published in 2001.
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could act as an intrusion into the birthing process. Observations of labour are not
unusual occurrences. Midwifery students spend a proportion of the early part of
their training observing care in labour, which is not considered to interfere unduly
with the midwife-woman relationship. Observations of labour may be perceived as
a different unknown quantity by midwives and women. The potential risk was
addressed by the researcher, an experienced clinical midwife at the time, using
knowledge and insight about the process of normal birth to minimise the effects of
the intrusion. This entailed being quiet and mindful during observations, sensitive
when interviewing midwives, arranging interviews at convenient times for
midwives. Midwife participants did not directly benefit for their involvement in this
research, however, there were indirect opportunities for benefitting from
reflections on midwifery led care which the conduct of the research prompted.
Midwife participants were also keen for the profile of midwifery led care and MLUs
to be raised by the findings of the research, bringing with it self-examination of
good practice. The research was considered low risk to the researcher, with no lone

worker issues to consider.

5.11 Good practice

The researcher is a registered midwife and bound by the Nursing and Midwifery
Council (NMC) The Code — Professional standards and behaviour for nurses, and
midwives, and nursing associates (2015). The researcher had been trained in Good
Clinical Practice in Research prior to the study commencing. The University of East
Anglia sponsored the research and arrangements were made for insurance and/or
indemnity to cover legal liability for any harm that came about as a result of the

study.
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5.12 Commencing fieldwork

The process of identifying suitable study cases has been outlined above. Heads and
Deputy Heads of Midwifery, and consultant midwives of the potential cases were
first approached in December 2014 (FMU) and March 2015 (AMU). The process of
negotiating access took 6 months for the AMU and 2 months for the FMU. However,
because final ethics approval was granted in November 2015, the first of the
research cycles commenced in March 2016, and ended in August 2016. The

researcher committed to two to three days per week for this period.

Initially an 18-week research cycle was planned for each MLU. It was envisaged that
this length of time would enable the researcher to become immersed in the
research setting, allow sufficient time to successfully recruit participants, and
complete data collection. The research cycle took account of the need for the
researcher to become familiar with the case in the early weeks of the fieldwork,
and for the midwives to get used to her presence. This was the ‘engagement phase’
of the researcher-participant relationship discussed by Bell (2011), consisting of
building rapport, risk assessment, and issues of consent. Ritchie et al. (2013)
proposed a series of measures to engage with participants about research topics.
One was the use of recruitment materials to generate awareness and interest in
the study. Research posters and information sheets with contact details of the
researcher were used as visual stimuli, and information sharing sessions were held
whenever midwives and other team members had time to attend them. The
researcher planned for these sessions, which took place in the MLUs’ office spaces,
to provide an opportunity to respond to questions about the research, and
distribute PIS and consent forms. Midwives were originally asked to contact the
researcher voluntarily if they were interested in taking part. This reflected the
desire of the researcher not to coerce them to participate in the study
inadvertently. As the research cycle progressed it became apparent that midwives
should be approached individually about the research. The midwives, who

appeared initially to be wary, responded more openly to this tactic, and it was
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adapted for the subsequent research site. In this way most of the midwives
consented immediately to participating and data collection was arranged to take

place on the days that consented midwives were working.

Table 5.7 provides details of the substantive amendments made to the research
protocol, some of these amendments have been discussed. During the course of
the research, it became evident that the original time frame would limit the
opportunity to recruit women participants successfully. This feature was also
amended by the Research Ethics Committee and research site research governance

committee.

The research had been designed originally so that women were given information
about the study during the tours of the MLUs, which for both MLUs they attended
around 34-36 weeks of pregnancy. This would have allowed sufficient time to digest
the information and, when attending in labour, women would have had prior
knowledge about the study, with the midwife participant going through the stages
of gaining informed consent. When this scenario was no longer possible, due to the
Research Ethics Committee decision, the tours of the MLUs became the opportunity
to consent women. In the initial stages of the study, the researcher focussed being
present at the weekly tours, distributing information and talking to groups and

individuals.

Taking part in the tours at the first study case was advantageous as it gave the
researcher a deeper understanding of the how the AMU midwives defined
themselves to others. The mood of the tours was inclusive and welcoming. It
emanated desire to accommodate the women, however, operationally the tours
also gave midwives the chance to screen women for eligibility to use the AMU.
Midwives were able to scour women’s notes to check that their circumstances

matched the inclusion criteria.

Following substantive review, the researcher gathered information about suitably

busy community antenatal clinics connected to the AMU. Contact was made with
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the new set of gatekeepers, the community midwives and team leaders, via email
and face to face team meetings. The researcher contacted another set of
gatekeepers: the community midwives and team leaders, GP, and Health Centre

practice managers. The plan to recruit had evolved as follows:

e Continue with AMU tours

e (Continue presence on AMU.

e Continue to recruit midwives

e Attend a small number of GP surgeries and Health Centres. Community
midwives to discuss study with eligible women, researcher to approach

women after antenatal appointment to attempt recruitment

Recruitment in GP surgeries and Health Centres began in July 2016 and continued

until the beginning of September 2016.

The research cycle for the FMU lasted from March 2017 to October 2017. The
researcher committed to two to three days per week of fieldwork for this period.
Midwives were recruited following individual discussions about the study.
Antenatal clinics were held at the FMU. Eligible women were identified by the ward
clerk and after permission was giving by the midwife, women were approached
women about the study. The ward clerks were significant allies in the process of
recruitment. The researcher soon learnt that as team members, they had a wide
brief with respect to the undertaking of FMU work. The following comment from

field notes underlines their importance as conduits of the FMU philosophy of care:

‘I noticed the same at the AMU, the ward clerk is the member of staff who has a
wide brief with respect to the organisation of the work. She is literally the gate
keeper, she lets women and families in, welcoming them in a way that is not
characteristic of the equivalent in an obstetric unit. The obstetric labour ward has
to limit access to women ... So, my enquiries are often directed at ward clerks: ‘is
there an antenatal clinic today where | can recruit eligible women?’, for example.’
Field notes July 2017
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The research cycle coincided with a significant drop in the FMU birth rate. This is
discussed in Chapter 7 as a consequence of the opening of an alongside midwifery
led unit by the same Trust as the FMU, and the perceived reluctance of community
midwives external to the FMU to discuss it with women as a potential place of birth.

Details of the results of recruitment are presented in Error! Reference source not

found.
Case Study Site AMU FMU
Number of midwives recruited 10 15
Number of women recruited 14 13
Number of births observed 1 2
Number of midwife interviews 9 7

Table 5-8 Recruitment and research activity

5.13 Data collection

Data was collected in keeping with methods commonly used in qualitative research
in general, and case study designs in particular (Yin, 2009; Thomas, 2011; Stake,
1995; Creswell, 2012; Denzin and Lincoln, 2018).The methods were direct non-
participant observation, semi structured interviews, field notes, and document

analysis.
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5.13.1 Direct non participant observation

Direct non participant observations were made of midwives giving care to labouring
women in each of the MLUs. ‘Care’ included, for example, communicating with the
woman, establishing her clinical/social history in order to assess risk, carrying out
clinical observations, confirming that woman and fetus are well, offering support,
encouragement, and advice, facilitating birth, and providing immediate postnatal
and neonatal care. Non-participant observation meant the researcher did not
provide care to women participants, however, as discussed below (section 5.15.3),
being a midwife gave rise to several instances inside and outside of the birthing

rooms, where pressures to participate in care were significant.

The researcher was also present in staff meetings and other interactions between
midwives in the context of their work, e.g., in staff rooms, where valuable insights
into contextual features of the care were gained. These included discussions about
midwifery led models of care, decision making processes and the values
underpinning care. Field notes were made of these interactions. Hodnett et al.
(2012), in reviewing institutional birth settings, point to the importance of design
features, physical artefacts and organisations of birthing rooms, i.e., the birthing
environment, in relation to midwifery led care. Therefore, observations were also
made of these non-human aspects. Field notes of these interactions were

anonymised and did not identify individual midwives.

The process of observing labour care began when midwives started to provide the
types of care described above. Data collection began when midwives started to
provide care in labour as described above. The researcher was present in the
birthing room. Observations of care were recorded using pens/paper and an
electronic tablet, depending upon the preference of the women participants. An
indicative observation tool had been developed to guide collection of data.
However, it was found to be somewhat artificial and a barrier to understanding the

entirety of the case. The observation tool was used only as an aide memoire for the
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defining attribute themes. Mulhall (2003) discussed differences between
unstructured and structured observations as differences between paradigms of
positivism and interpretivism / constructionism. Structured observations
maintained objectivity and distance from the subject of research, unstructured
observations acknowledged the effect of the researcher in interpreting research
data. Unstructured observation, in taking account of context and the influence of

physical environment, blended in with qualitative research.

In keeping with non-participant observation, the researcher intended to be as
unobtrusive as possible; decisions about where to sit were arrived at through
discussions with the midwife and woman. On the occasions when the midwife left
the room or was relieved for a break by a colleague, the researcher left the room
also. Data collection outside of the room continued only if the midwife continued
to plan or discuss decisions about care with colleagues or other professionals, or

other opportunities arose that were relevant to the research.

In general, the length of labour is unpredictable, and the intention was not to
observe the entire labour and birth as this may have lasted many hours. The plan
was to limit observations to 6 hours, but allowing flexibility to accommodate
relevant events in labour. The three observations of the study lasted less than two
hours. Longer spells of observation may have disadvantaged the study by leading
to researcher fatigue, to the generation of unmanageable amounts of data.
Individual midwives were asked to consent to being observed on more than one
occasion. Ritchie et al. (2014) proposed that whilst the presence of researchers may

influence the behaviour and interactions they are observing, the effect was limited.

Data from the observation guides was recorded using Microsoft Office software
(Word and Excel) and qualitative data processing software (NVIVO). NVIVO® 12
(QSR International Pty Ltd, 2018)
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5.13.2 Semi structured Interviews

Semi structured interviews were carried out with midwives from both study cases.
This is a method widely used in qualitative research and case study (Garish and Chau
et al., 2004; Lagendyk and Thurston, 2005; Walshe and Chew-Graham et al., 2008;
Dow, 2008 and 2012; Powell, 2013). The purpose of the interviews was to allow for
follow-up and clarification of issues arising when observation and field notes were
obscure or unclear, and to contribute to assessing the validity of the observation
and field note data i.e., triangulation. Interviewing midwives gave them the
opportunity to contribute their insights and meanings of the phenomena being

studied.

An indicative interview guide was developed to provide some direction for the
interview. The interview guide prompted midwives to be questioned about their
perceptions of midwifery led care. From this point midwives were able to define

and clarify their stance on the midwifery practice.

The research design was altered to accommodate interviewing all MLU midwives
who had consented to the original study. All such interviews took place in the MLUs.
Interviews were audio taped to aid accuracy and to avoid distraction that might
arise if the researcher was taking notes. However, for one midwife not wishing to
be recorded, a detailed written record of the interviews was taken. Audiotapes of

the interviews were transcribed verbatim by the researcher.

5.13.3 Field notes

Field notes were made at the beginning of the research cycle for each study case.
Field notes enabled reflexivity to be considered i.e., acknowledging the perspective
of the researcher and the effect of this on the research process, particularly as the

researcher is a clinically practising midwife. Field notes allowed recordings of
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reflections, conversations, actions, opinions, initial interpretations, and views to
take place. The field notes also contained the observations of physical artefacts and
the context of work spaces discussed above. They included drawings, diagrams, and
photographs of each case to aid recall about design and organisational features of
the physical environments. Research participants were not included in any
photographs taken, in order to preserve their confidentiality and anonymity.
Photographs were used to aid the researcher’s memory of the study cases. They
were not included in the written thesis and are not intended to be used in any other
publication arising from the research, so that the anonymity of the study cases is

preserved.

5.13.4 Document analysis

Data collection included accessing and analysing documents considered to be
valuable at revealing the influences of midwifery led care in each case, and what
the organisational factors were. These issues contributed to establishing the
context, a necessary component of case study research. Documents included
written philosophies of care, national and local guidelines and protocols, minutes
from staff meetings and other reports of relevant events. The study did not access

women’s maternity records.

Bowen (2009) defined document analysis as a systematic process where documents
of interest were retrieved, reviewed, and interpreted to elicit meaning, and
enhance understanding. Documents are socially constructed facts, used in socially
organised ways. They provide information on history, goals, and objectives relevant
to the research programme. Bowen (2009) proposed that this method of data
collection was particularly suitable for qualitative case studies because it
contributed to understanding the phenomenon under scrutiny, and the context it

operated in.
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The presence of generic documents anchored the MLUs to the wider maternity
service. Where documents were customised for the MLUs and not generic, there
was an opportunity to emphasise the particular philosophy of care of the MLU.
Equally, when documents were directed at women (‘women facing’) as in
information leaflets about the MLUs, they were less directed at risk assessment and
emergency measures and more designed to celebrate the women-centred
environments. Thus, the documents and artefacts available in the midwifery led
units (MLUs) were a mixture of utilitarian guidance and information, and publicity
material. The guidance directed and instructed midwives in the administration of
their midwifery service. The ‘women facing’ materials included positive written
feedback from former service users and extensive photographic displays of babies
born at the MLUs. The data resulting from document analysis, quotations, or other
excerpts, for this study was organised around the priori themes of the original
defining attributes. Due to the complexity and heterogeneity of the content,
document analysis was completed by hand, separately from interview and
observation data. Data from document analysis has been included in the findings

chapters (Chapters 6 and 7).

This mixture of data collection methods was an effective means of triangulation,
where information is gathered from different sources with the aim of contributing
to the development of themes and knowledge about particular phenomenon.
Grbich (2007) counselled that drawing from various sources and methods could
simply increase the amount of data to be processed without consolidated findings
from the research. However, drawing from a range of methods satisfied the
requirement for case study to consider variety of different angles in order to
achieve an in depth understanding of the research subject. Appendix 8 contains a

summary of the documents accessed.
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5.14 Data analysis

The Framework method was used to organise data generated from the study and
facilitate data analysis. The method was outlined by Ritchie and Spencer (2014),
and described as having originated in the 1980s at the National Centre for Social
Research to be used for large scale policy research. The method is an example of
thematic analysis or qualitative content analysis (Gale et al., 2013). One of its
advantages is the highly structured output of the matrix-based format, which allows
increasingly abstract levels of themes and sub themes to be matched directly with
raw data, and vice versa. This is an important step as it makes it possible for themes
to be easily traced back to the source of the data, including participant and study
case. Because of the inherent transparency of the process, comparisons can be
made within cases and across cases (Gale et al., 2013). Decisions about assigning
data to themes are also visible. The framework method contributes to triangulation
as all data from different methods is analysed in the same way but is identifiable
separately. Through this process the initial analytical framework of codes and
categories is applied to the subsequent data allowing categories to be merged or

new ones derived.

Descriptions of framework analysis refer to the value of research teams sharing
these tasks to improve consistency and rigour, for example, by debating contrasting
interpretations of the data (Ward and Furber et al., 2013). In this educational
project however, these analytical steps were carried out by the researcher, and all
data from observations and interview transcripts was included. The researcher
consulted research supervisors periodically about the findings to discuss the
process and justify decisions made about developing themes. These opportunities

for review added to the rigour of the data analysis.

Formal data analysis commenced when all the data from the two cases had been
transcribed. Computer assisted qualitative data analysis software (NVIVO 11 & 12)

was used as a data analysis tool. However, as Ward et al. (2013) pointed out in their
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worked example of the framework method, although computer packages are useful
for organising and sorting data, qualitative data analysis is a conceptual process
requiring critical thought, and the responsibility for interpretation rests with
research investigators. Nevertheless, using a computerised method improved the

visual display of the thematically driven framework matrices.

The initial concept analysis for this study identified defining attributes of midwifery
led care as the basis of the case study. These defining attributes became pre-
existing a priori themes against which midwifery led intrapartum care was explored.
For the data analysis, different approaches were possible (Gale et al., 2013). Taking
the deductive approach would have entailed coding data against the a priori
themes first, whilst allowing other unexpected codes to emerge from the data to
provide context. However, the decision made for this study was to apply open
coding techniques to all transcripts initially, rather than slotting them into the a
priori themes, followed by applying the codes developed from the initial work to
the a priori themes. The problem of analysis in studies where both deductive and
inductively derived themes are to be included has been discussed by O’Keefe et al.

(2015), who conclude that decisions should be driven by the aims of the study.

5.14.1 Analysis process

Data analysis proceeded using the five stages of the framework method outlined by
Ritchie and Spencer (2002): familiarisation, identifying a thematic framework,
indexing, charting, and mapping and interpretation. Table 5.8 presents the
recruitment and research activity for the study, which included details of the
dataset, i.e., 16 interviews with midwives and three observations of midwifery

practice. Data from document analysis was analysed separately. The interviews
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were audio recorded®® using a recording device and IPAD (the IPAD provided a back-
up recording) and transcribed by the researcher using Microsoft Word. Hand
written observation notes were also converted to Microsoft Word documents. The
process of transcription was carried out throughout the activity of data collection.
All interview and observation data were used in the analysis. Srivastava and
Thomson (2009) have suggested that with large datasets, including all of the data
in the analysis may not be practicable. For this study, however, as the dataset was
manageable, no advantage was seen in excluding transcripts from analysis. Data
from collected documents was analysed by hand, organised around the a priori
themes of the defining attributes. The process of data analysis as it applied to the

framework method is discussed below and was carried out using NVIVO 11 & 12.

5.14.2 The stages of Framework analysis

The familiarisation stage involved the researcher becoming immersed in the data
by reading and rereading all transcripts, and during this activity, becoming aware of
key patterns and ideas arising from the data. Field notes were read alongside the
observation and interview transcripts as this gave insight to the context of the
research setting and ensured that reflexivity was acknowledged. During the
familiarisation stage the field-notes continued so that a record of the developing

impressions of the data could be maintained.

The second stage of identifying a thematic framework was achieved through

recognition of recurrent and important themes. Some commentators include an

18 One FMU midwife preferred not to be recorded. Her interview was captured through

hand written notes, converted to a word document.
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additional stage of the framework approach here to further clarify the process.
Hence, Gale et al. (2013)% included ‘coding’ as a separate stage, which is directly
linked to the thematic framework. Coding entailed classifying the data by applying
labels or codes line by line, indicating what the researcher had interpreted as being
significant. Gale et al. (2013) referred to the ‘open coding’ where codes are derived
from as many different aspects of the data as possible. Identifying the framework
proceeded by recognising recurrent and important themes. The emerging themes
derived from the familiarisation phase formed the backbone of the thematic
framework because codes arrived at in that stage were grouped together to form
categories. The categories, therefore, consisted of codes which represented similar

ideas and concepts.

The developing analytical framework, step 3 of the process, was applied to
subsequent transcripts. This process is also referred to as ‘indexing’ and it was
during this stage that sub themes and themes were revised as a result of the
comparisons taking place between the initial themes and those emerging from the
ongoing data analysis (Ward et al., 2013). After this point, the inductively derived
themes were coded against the a priori defining attribute themes (discussed in
Chapter 6). Themes which were not associated with the a priori defining attributes

became the ‘open coded’ material discussed in Chapter 7.

Charting, or summarising data into the analytical framework (using the matrix
organisation), was carried out by ‘lifting’ original data from transcripts into charts.
However, using NVIVO 11 & 12, the ‘lifting’ was achieved electronically. The charts
were headed by the subthemes and themes derived either inductively or

deductively. The charts or matrices enabled original data from transcripts to be

1% Gale et al. (2013) identified 7 stages of the framework process.
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cross referenced against themes so that a clear audit trail could be seen and

justification for the interpretation made transparent.

The final stage of the process, synthesising the data by mapping and interpreting,
required charts to be systematically examined so that further checking of
summaries against the original data and possible refining and/or merging of sub
themes and themes could take place. Appendix 7 is an example of framework
matrices for several defining attribute sub themes derived from interview

transcripts for both of the study’s cases.

This method of data analysis took into consideration data that addressed a priori
themes, derived from the study’s dataset, an important step in exploring how
midwives enacted the defining attributes of midwifery led intrapartum care in cases
selected for the research. It was also important to understand the context of
midwifery practice. Incorporating open coding themes in the analysis ensured that

interesting and significant factors were not overlooked.

5.15 Quality issues

The researcher has sought to address quality issues in the design of this research,
taking into account the ways that quality is envisioned for qualitative research
Following Lincoln and Guba (2018) quality is represented in case study research by

credibility, dependability and confirmability, and transferability.

5.15.1 cCredibility

For research to be credible, the design has to demonstrate a series of components:

prolonged engagement in the field and persistent observation, triangulation, peer
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debriefing, and member checking. For the current study, the researcher was
present in both study cases for five to seven months, being present at the study
cases for two to three days per week. This period of immersion in field work allowed
the researcher to understand the cases in depth, generating sufficient data to
answer the research questions. The research design included several methods of
data collection for exploring the phenomenon in question. Data was consistent
across observations of midwifery practice, interviewing midwife participants. Data
analysis contributed context, and indicated procedural tensions that informal and
formal observation and interview drew attention to, which enhanced the picture of
participants’ perspectives. Peer debriefing was mediated through interactions
between researcher and research supervisors. The aim was for the researcher to
acknowledge the decisions taken about the research; this was particularly
important in the data analysis phase. Member checking gave research participants
the opportunity to engage, agree, or disagree with how the raw transcribed data
was coded and interpreted thematically. Enabling participants to view analytical
constructs of the verbatim data as well as the verbatim data was considered more
rigorous. Participants were provided with a matrix construction of the themes
identified for the research, and thus, shown how their verbatim data contributed
to the themes. As a result of member checking, one of the participants considered
that she had not adequately represented her practice with respect to clinical

guidelines during her interview. The data was altered to reflect what she believed.

5.15.2 Dependability and Confirmability

These indications of research rigour oblige the researcher to outline their
methodological and interpretive decisions such that the reader of the research
report is able to discern how conclusions had been reached. For the current study,
the use of NVIVO 11 and 12 qualitative data management software enabled

auditing of the methodological decisions made during data analysis and
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interpretation. A priori themes (the defining attribute themes) formed the basis of
enquiry for the research. The process of coding data at themes, and deriving open
codes was simplified by the use of software, however, all coding decisions were

made by the researcher, and are retrievable from NVIVO

5.15.3 Reflexivity

Houghton et al. (2013) point to the importance of acknowledging the researcher’s
influence and personal contributions in the choices made and interpretations of
research. If qualitative research is associated with exploring and understanding the
social world from the perspectives of participants and researchers (Bryman, 2004),
acknowledging reflexivity is part of the that process of exploration for the
researcher. There are multiple accounts of reflexivity, and its significance for
conducting research (Merriam, 1998; Finlay, 2002; Burns et al.,2010; Lumsden,
2013; Enosh and Ben-Ari, 2015; Hamilton, 2020). Merriam (1998) asserted that
investigator characteristics were material to the research study, and consequently,
the research had to be specific and transparent about what the investigator brought
to the process. Acknowledging existing ideas and opinions about the subject of the
research was incumbent on the researcher as they were the primary instrument for
gathering and analysing data. Hamilton (2020) explored the process of her research
project through a reflexive gaze, and in doing so offered several observations. She
observed that a researcher’s positionality informed every aspect of the decision-
making and process of research, and that reflexivity required the researcher to
recognise, explore and understood how their social background and assumptions
were material to the process. There is less guidance in the literature, however, on
how to incorporate a reflexive account into research. This lack of clarity is
emphasised by Hamilton (2020) who argued that authentic reflexivity in practice
demanded more than a theoretical and detached account of the researcher’s social

location for it to contribute to the criticality of the research project.
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In the current research, exercising reflexivity was a continuous activity. The most
significant factor was the researcher’s status as a clinical midwife at the time of data
collection, and specifically her orientation towards midwifery led care settings as
satisfying occupational and social environments. The researcher considers that her
views and opinions influenced the choice of topic, and design of the study. In turn,
the views and opinions underpinned decisions made in data analysis and
interpretation. The desire to understand what participants understood of the
phenomena directed the research’s methodological approach. Many of these
understandings and impressions were documented in field notes and discussed,
sometimes challenged, in meetings with research supervisors. The field notes

incorporated a reflective account of the experience of conducting research.

Burns et al. (2010) examined the reflexivity where midwives as researchers
explored phenomena in settings that were familiar to them, and drew attention to
the dilemma of being both an insider and outsider. Being a registered midwife, the
researcher encountered both familiarity and unfamiliarity in the research setting.
However, the dominant position was one of being accepted into the fold as an
insider by participants. This was an advantage in most ways; however, it was
challenging to withhold help with clinical tasks that would have assisted midwives

in busy times. The following come from AMU field notes:

‘I cannot help but feel comfortable, but want to maintain a bit of distance (frisson)
so that no one forgets why | am here’ AMU Field notes April 2016

‘I arrived here and (name of midwife) says “thank god you are here!” The birth
centre was busy and there was a multip? fully dilated with thick meconium.
(name of midwife) asked me to help the other midwife transfer her to the labour
ward. Of course, | am willing to do anything to help in an emergency but when
later asked to give oxygen to a women in the assessment room | think the point

20 A multiparous woman: one who has already given birth.
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along the participant/ non-participant continuum has shifted and | should think
of an intention to practice?’’ AMU Field note, August 2016

At other times, acting as an ‘insider’ was less controversial. The researcher regularly
helped with cleaning and tidying at the MLUs, accompanying midwives to local
shops to buy lunch, and supporting students or midwives with educational
assignments. These tasks were easier to carry out because they were uncontested
in the eyes of the research ethics and governance frameworks which dictated the
operational boundaries of the research. Notwithstanding the role of research ethics
and governance in protecting participants (and researchers) and ensuring quality in
research projects, the experiences of negotiating insider and outsider positions can
be complex and stressful, but are not necessarily considered when formalising
ethics approval. Hamilton (2020) refers to this as the gap between what happens in
the field, and what is written on the ethics form, and suggests that the process of

ethical approval should include enquiries about reflexivity.

5.15.4 Transferability

For transferability to feature in qualitative research Houghton et al.(2013) propose
that detailed descriptions of the research process and findings, or thick
descriptions, must be available for the reader to judge whether they are
transferable to another context. The necessary detail includes raw data and
descriptions of context. The contents of chapters 6 and 7 represent the thick

descriptions of the study cases, and indicate how the defining attributes of

21 prior to statutory supervision being removed from statute in 2017, midwives were obliged
to notify their ‘intention to practice’ to a Supervisor of Midwives in each health authority

where they worked.
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midwifery led care are enacted in the midwifery led intrapartum settings selected
for the research. Transferability to other cases of midwifery led intrapartum care
would require the same boundaries to be applied to those cases as in the current
study. It would exclude, for example, midwifery led care settings which were
conceptually and geographically different. Thomas (2016) argues against pursuing
transferability (referred to by him as generalisability) in case study research in social
sciences (where human behaviour is explored), preferring instead to regard any
comparison as stemming from ‘a fluid understanding explicitly or tacitly recognising
the complexity and frailty of the generalisations we can make about human

interrelationships’ (2016, pp 69-70).

5.16 Conclusions

This chapter has explained the research design used for the case study, including
ethical considerations. It has outlined decisions made about sampling and selection
of the different levels of participants, the process of field work and data collection
methods, and indications of quality specific for qualitative research. The chapter
has also laid out the Framework Analysis approach used for the research. The next
two chapters outline the findings from data collection and analysis. Chapter 6
details those which address the research question. Chapter 7 gives an overview of
themes derived from open coding. These themes, though not material to the
research aim and question, present interesting and relevant knowledge about

factors influencing the enactment of midwifery led intrapartum care.
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Chapter 6 Presentation of findings — deductive themes

6.1 Introduction and organisation of findings chapters

The purpose of the findings chapters (Chapters 6 and 7) is to present detailed
accounts of the results of data collection and analysis. The research question sought
to explore how the defining attributes of midwifery led care were enacted in
midwifery led intrapartum settings, using a multiple case study. Four defining
attributes were identified by the concept analysis (Chapter 2), each expressed as an
overall theme representing a set of interconnected principles (see Figure 6-1).
These defining attributes became the a priori themes used to organise the data
gathered from interviews and observations, and derived from document analysis,
a deductive process described in Chapter 6. The list of included documents is
included as Appendix 8. Through the method of Framework Analysis (Chapter 5)
coded data that harmonised with a priori themes were organised further into a
typology of sub-themes and descriptors. The sub-themes and descriptors showed
to what extent the defining attribute themes were present in the case studies’
midwifery led units, what, if any, variations existed, and how they were enacted in
midwifery led practice. In this way, the findings chapter describes the relevant
strategies, techniques and practices midwives use, and their perspectives about

midwifery led care.

In addition, the expectation was that not all the data collected would match a priori
themes. Different patterns of ideas and concepts would emerge inductively from
the fieldwork. In this way there was a parallel process of newly derived data driven
themes being generated. Thus, two new themes were identified. Each of them was
examined and refined further to see the extent to which they were related to the
four defining attributes themes, before determining that they were independent
concepts. The newly derived themes are considered in the next chapter (Chapter

7).
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The two chapters, therefore, will consider the themes and sub themes both
deductively and inductively developed relating to both cases of the study using the
‘case-oriented’ approach to cross-case analysis. The advantaged of the ‘case-
oriented’ method have been explored by Khan and VanWynsberhe (2008) as
discussed in Chapter 5. It consists of amalgamating data from both research sites
rather than carrying out separate interpretations for comparison. Other themes
that emerged from the research, though interesting in themselves, have been
excluded where they did not assist in addressing the research question. In keeping
with case study, this chapter will first provide descriptions of the study’s two cases
through general case profiles and a summary of participants’ characteristics and

how they contributed to the study.

6.2 Case Profiles
6.2.1 case 1: The Alongside Midwifery led unit (AMU)

Case 1 is an alongside midwifery led intrapartum care unit (AMU) which is part of
the maternity service provision for a large National Health Service (NHS) hospital
Trust in Southern England. The Trust serves a densely populated, ethnically and
racially diverse inner-city area, one of the 20 most deprived local authority vicinities

in the country.

Alongside midwifery units (AMUs) are situated in the same hospital or on the same
site as an obstetric unit so have access to obstetric, neonatal, or anaesthetic care
on available, although women may need to be physically transferred to the

obstetric unit if they need obstetric care.

The AMU is collocated with the obstetric led intrapartum unit. It occupies a discrete
part of the ground floor of the wing of the hospital dedicated to women’s and
children’s healthcare, whereas the obstetric led intrapartum service (OU) is housed

on the 3™ floor. Proximity to the obstetric unit, and nearby neonatal intensive care
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unit, means that women and/or babies can be transferred relatively easily in cases

of urgent need for obstetric, anaesthetic, or neonatal care.

Having opened in 2010, the AMU is one of the larger of such units in England. In a
city where there is a significant number of such units, Case 1, during and just after
the time of data collection for the study, had one of the highest numbers of births
i.e., there were 800 between April 2106 and April 2017. However, the AMU
transferred the fewest number of women and babies to the linked obstetric unit

with a transfer rate of approximately 19%.

The AMU'’s five birthing rooms, offices, kitchen, and staff toilet arise from either
side of a central corridor, with a small open space separating 2 rooms available for
women to keep active. The lighting in the corridor is subdued, there is no access to
any other part of the hospital along its length; the layout, with its lack of

thoroughfare, gives an impression of seclusion and privacy.

The reception area, separated from the corridor by a security door, is the large
space by the external entrance to the AMU. It serves as a waiting area with chairs
lining the 3 walls, and a permanently switched on mounted television. This is where
women enter the AMU waiting for their labour to be confirmed by a midwife (a
private assessment room adjoins the waiting area where women can be seen and
examined), or where women and birthing partners assemble for the regular tours
of the birth centre. The ward clerk occupies the desk space of the waiting room,

dealing with the administration of the centre’s activities.

The AMU also provides space for its midwives to manage the service from its main
office. It is the space whose use is exclusive for midwives, students, and other
maternity staff to congregate. It displays all the paraphernalia and associated items
for the birth centre: clinical records, guidelines and policies, work rotas and the
white board where written information about the labouring women is

communicated.
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The contents of the main office identify the centre as being part of the bigger
operation of maternity care as much of the information attached to its notice
boards or contained in its numerous files is generic and likely to be found in other

areas such as the antenatal clinic or obstetric led labour ward.

An interesting exception is the student ‘Welcome Pack’ that describes learning
opportunities student midwives can expect to be exposed to during their birth
centre educational placement, including physiological third stage. It is unlikely that
a physiologically managed third stage would be presented in such a positive light
on the OU. The pack includes a suggested reading list of books belonging to a genre
of childbirth related literature advocating physiological birth and minimal clinical
interventions. The message of the welcome pack appears to be that AMU is an

alternative to the medicalised environment of the obstetric led labour ward.

The décor of the AMU is striking in that it is clear that great effort has been made
to create a look not immediately recognisable a clinical environment: the five
birthing rooms are spacious with darkly coloured walls and darkly stained laminate
flooring, the regular double beds are almost luxuriously adorned with velvet and
satin spreads and pillows with matching covers, the wooden cot resembles a
domestic one, and is not the plastic box of many maternity English maternity wards.
There are two-seater sofas in each room, dressed in soft cushions. Wall hangings
are textured, mood lighting allows darkness to be achieved at any time of day. An

initial impression could well be ‘Premier Inn’%2,

The equipment of active birth are the purpose built stools, inflatable rubber balls
and the birthing pools. These feature in all the rooms and proclaim the commitment

the centre has to physiological childbirth and encouraging women to use resources

22‘premier Inn’ is the name of a chain of British hotels.
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other than the traditionally used bed. The bed is a double one, cushioned by an
undivided mattress. The bed, in contrast to a traditional labour room one, invites
women to rest and sleep, rather than to be used to labour on. There are, however,
some obvious signs of a clinical or hospital setting such as the emergency call bells

and tubing for Entonox.

The AMU is staffed by a core team of approximately 16 midwives of varying degrees
of experience and years of service, maternity support workers and ward clerks.
Student midwives spend some of their practice placement on the unit and are
supported by a clinical practice facilitator. Some of the midwives maintain a
community post alongside the intrapartum care post, they are rostered to do clinics
in community settings as well as shifts on AMU. However, the overall organisation
of care is directed towards looking after women in labour. Although Case 1 is part
of a wider maternity service it became clear through the interviews conducted with
midwives for the study that there was an absolute focus on birth and a self-

conscious distinction between them and the obstetric led intrapartum unit.

There is a ‘senior’ midwife (NHS Agenda for Change? Band 7) leading the team, and
a consultant midwife overseeing the unit. During the interviews the midwives
almost invariably referred to the presence of a supportive team leader as being a

protective factor for successful midwifery led care.

The AMU operated an ‘opt-in’ referral system, where women had to specifically
choose to use the unit for labour and birth. By contrast, an ‘opt-out’ system would
have designated the AMU as the default option for women considered to be ‘low-

risk” with uncomplicated straightforward pregnancies and medical histories,

33 Agenda for Change is the name given to the main pay system for midwives, nurses, and

other staff in the NHS; doctors, dentists and senior managers are not included.
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providing that they did not prefer to use the obstetric-led unit. McCourt, Rayment,
et al. (2014) discussed the relative consequences of ‘opt-in’ and ‘opt-out’ systems
for AMUs and conclude that the latter approach reflected the organisational aim of
normalising the provision of midwifery led care for low-risk women which may not

have been as easy to achieve in obstetric led settings.

One of the notable features of the AMU was the tour of the unit offered to women
in the third trimester of their pregnancies who were considering giving birth in the
unit. The tour allowed women to see the birthing rooms and imagine what a birth
experience at the unit might be like. The women were introduced to the philosophy
of the unit, to the principles of active non medicated birth and the idea of birth with
minimal intervention. Midwives reviewed the maternity records of women who
attended the tours and assessed whether they fitted the criteria to use the AMU
for labour and birth. Where there are risk factors, women were able to discuss their
particular circumstances with the Trust’s consultant midwife, the lead matron for
the AMU, or a consultant obstetrician. Thus, in some circumstances of intermediate
or higher risk of complications, an individualised care plan was created to
accommodate women. Following the period of data collection, the criteria for using
the birth centre expanded to allow women with a confirmed Group B Streptococcus
infection (where intrapartum intravenous antibiotics were recommended) to use

the AMU.

6.2.2 Case 2: The Freestanding midwifery led unit

Case 2 is a free-standing birthing unit (FMU) located on the third floor of an NHS
health centre in southern England. The FMU had been established in 2008, a year
after the opening of the health centre, and shared the premises with a GP practice
and ‘walk-in" urgent care facility, a pharmacy and community health offices. The

FMU was situated in an area of both historic economic deprivation and, more
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recently, wealth generating multinational corporate financial activity, all

concentrated in a relatively small geographic area.

The unassuming architecture of the health centre gave little clue about the
activities of the birthing unit taking place a few floors above the surgery. The
external facade gave no indication that one of the flagships of evidence based UK
maternity care provision (Birthplace in England Collaborative Group, 2011; RCM,
2012; National Maternity Review, 2016; National Institute for Health and Clinical
Excellence, 2014; Royal College of Midwives, 2012) was situated on the busy high

street.

The ‘“freestanding unit’ label implied that the service was self-contained and self-
sustaining, this was not the full picture, however, as organisationally, Case 2 was
part of a large NHS Healthcare Trust. The Trust website (not cited to maintain
anonymity) provides information about the care it gives to several million people,
operating several major hospitals and community health centres. Case 2 is one of
two FMUs the Trust offers to the local population. In addition, although the initial
intention was that the FMU would be available to women from surrounding
postcode area, this policy was subsequently altered, and at the time of data
collection there are no restrictions against women from other areas having access

to the FMU for intrapartum care.

The additional complexity of the FMU came from its being the base of one of the
community midwifery teams provided by the maternity service. The 'linked'
hospital is the place women or babies are transferred to if delays, problems, or
emergencies arise in or around labour and birth, in order to receive obstetric,
anaesthetic, or neonatal care. Midwives of the community team also staff the FMU.
It was an example of a team with an unusual organisational feature whereby
midwives from the team provided care for all stages of the childbirth continuum.
From the initial 'booking', to the postnatal discharge from midwifery care, and

including preparation for birth classes, post-natal and breastfeeding drop in
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support clinics, and intrapartum care for those women who fitted the birth centre's
criteria. The model of care reflected the original intention for unit’s midwives to
offer continuity of care to local women, including care in labour for those meeting
the unit’s criteria of uncomplicated pregnancy (Rocca-lhenacho and Herron, 2011).
The type of integrated care thus described was considered to be unique by the
midwives at the FMU, however, information compiled by the Royal College of
Midwives (RCM) published in 2012 (RCM, 2012) suggests that in general FMUs
provide a similar range of antenatal and postnatal services, thereby redirecting the
focus away from looking after labouring women towards the entirety of childbirth.
There are examples of FMUs in Bath, Lancashire, Essex, Argyll, and Powys, which
are organised in this way. Given the numbers of births accommodated on average
at FMUs (the figure of 200-300 births per year was put forward by the RCM in 2012)

it may make sense to diversify their services in order to remain economically viable.

The physical space offered by the FMU conveyed the fact that the unit satisfied a
multitude of functions. The front door opened onto a large central communal area
furnished with comfortable cushioned chairs, small tables and chairs, a mounted
television screen, and a wall covered with colourful pictures of babies born in the
unit. It served as a place for childbirth related activities such as meetings of the
breast-feeding support group. Birthing unit staff (midwives and maternity care
assistants, ward clerks and students) would congregate there for lunch; families of
women occupying birthing rooms would lounge on the sofas and use the adjacent
kitchen to prepare food and drink. Unlike the AMU, the FMU kitchen facility
included the option for women or birthing partners to prepare food and drinks
without needing to seek permission. Thus, unhurried social interaction was possible
between all inhabitants; there was a sense of what Fahy (1998) referred to as
‘being’ a midwife rather than ‘doing’ midwifery in the apparent ‘idleness’ of the

exchanges

There were five birthing rooms arranged along corridors leading off from the

communal area. Each room was large, accommodating birth pool, double bed, birth
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ball and floor mattress. There were soft furnishings and wall hangings. Dimmer
switches allowed for mood lighting. There were ensuite shower rooms, and access
to the balcony that surrounded the third floor, equipped with tables and benches,
and divided by wooden partitions to ensure privacy. The emphasis, therefore, was
on welcoming women into a ‘home from home’ environment that encouraged
mobility in labour. There were no formal restrictions on how many birth supporters
could accompany the women, or how long women could stay in the unit after giving
birth. Walsh (2012), in a metasynthesis of midwifery led care, refers to these
features, where women participants used metaphors which evoked homeliness and

comfort in their descriptions of birthing units.

Tucked between two of the rooms was a private assessment or consulting room
where women were seen for follow up antenatal or post-natal checks. There were
storage spaces for drugs and equipment, and separate toilets. The 2 office areas
reflected the distinct activities of the FMU. One was dedicated to the functions of
team as community midwives. For example, it was the site for the first pregnancy
appointment women had with a midwife, where they were ‘booked’ for maternity
care (social, medical, obstetric histories were shared, and appropriate care
planned). The other was used to support intrapartum care, characterised by the

white board were details of labouring women were recorded.

In both spaces written information saturated the walls. There were displays of signs
of the administration of healthcare: the midwives’ on-call rota, whom the unit’s
birthing pools had been leant to, and notices of study days. There were also
indications of the birthing unit’s connection to the host Trust and link obstetric unit
evident in the array of policies and guidelines, contact telephone numbers and
criteria for reporting adverse clinical events. These artefacts demonstrated the
relative dependence or interdependence of the birthing unit. The fact that
midwives from the FMU will were occasionally obliged to travel the 3 miles to the
obstetric unit to assist with the workload at times of high activity or staff shortage

clarified further the nature of the power balance in the relationship.
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Though care focused on all phases of childbirth (antenatal, intrapartum, and post-
natal periods), the subject of the case study was the FMU’s as provider of an
intrapartum midwifery led service, which was delineated from its other functions
by an identifiable boundary, a prerequisite for case study enquiry (Merriam, 1998;
Thomas, 2016). In a recent systematic review comparing midwifery led and other
models of care, Sandall et al. (2016) provided descriptions of a range of different
organizational possibilities. For example, with women booked with a team
midwifery system receive care from several midwives in a clearly defined team,
whereas caseload midwifery involves continuity of midwifery carer from one or two
midwives (Sandall et al., 2016). Women who planned to give birth at the FMU had
antenatal appointments from 36 weeks of pregnancy at the unit. The FMU,
however, was not a conventional continuity model, because of the scope of activity
taking place, however, the midwives overall considered it to be focused on building
relationships like those found with case loading. Women who were cared for by this
team in pregnancy could potentially give birth and have early postnatal care with

the same team and have known their intrapartum midwife beforehand.

Though the FMU webpage defines it as being a facility primarily for the use of
women expecting straightforward course of labour and birth ('low risk’) for a public
audience, the recommendation contrasted with the reality of relative flexibility.
Where categories of intermediate risk applied to particular women, including well
controlled gestational diabetes, and confirmed Group B Streptococcus infection
(where intrapartum intravenous antibiotics were recommended), such women
could be accommodated by having individualised plans of care developed with
either the consultant midwife or obstetrician based at the host Trust, another

example of the relationship with the wider service.

The referral process for the FMU was also based on the ‘opt-in’ approach. Thus,
community midwives were relied upon to present information about the FMU to
women when discussing potential place of birth. During data collection at the FMU

it became clear that midwives were not confident that the service the FMU offered
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was being made available by other community midwifery teams, particularly when
the host NHS Trust opened a new alongside unit, thus affecting the numbers of
women using the FMU. In short, the FMU midwives believed that the new unit was
favoured both by the Trust and other community midwifery teams. Consequently,
women not booked for antenatal care with the FMU midwifery team were not

receiving information about their service.

The FMU team consisted of Band 6 and Band 7 midwives, maternity support
workers, ward clerks and student midwives; all except the ward clerks worked 12-
hour shifts. As with the AMU, a consultant midwife provided overall leadership for
the unit. All midwives ran antenatal clinics through the network of local GP
surgeries and carried out post-natal home visits, on foot, or by electronic bicycles
supplied by the employing NHS Trust. Each midwife provided cover for the on-call

rota twice a month and was rostered to work regular intrapartum care shifts.

It was noticeable at the unit that the staff did not wear uniforms, even whilst
looking after women in labour. This may say something about the image they
wanted to portray to women, or the ideas they wanted women to have about them.
They did, however, wear the usual protective equipment common in clinical areas
(aprons and gloves). Midwives discussed being diverted to the obstetric unit to
work (approximately 3 miles away), at times of business or staff shortages, usually

necessitating a journey by public transport or bicycle.

During the period of data collection, the number of senior Band 7 midwives
decreased significantly from 10 to four. The original quantity of senior midwives
had been a desirable feature of the unit. The distance, though small, from the
obstetric unit placed value on a critical mass of experienced midwives being present
to assist with the operation of the birthing unit, ensuring timely decisions were
made, and supporting staff who were junior or less familiar with the ways of
working. In addition, from the outset of the fieldwork, it became apparent that the

relationship of the FMU with the link obstetric unit, and Trust management was
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problematic. This had consequences for the number of women using the FMU for
intrapartum care who were not from the local area, and therefore, recruitment to

the study.

6.3 Participant characteristics

A convenience sample of 15 midwives was interviewed across both cases: 8 from
the AMU and 7 from the FMU. Interviews lasted from 21 minutes to 1 hour 25
minutes. All interviews took place within work hours, at the respective units where
the midwives were employed. There were three observations of midwifery
practice: 1 at the AMU and 2 at the FMU. The intention had been to interview
midwives following the observation of their practice. For the 4 midwives concerned
(two midwives provided care during one of the labours), the researcher was able to
interview 1 midwife after the observation (AMU case). At the second case (Case 2
FMU) 1 midwife was interviewed prior to the observation; post observation the
midwife went on long term leave. For the second labour observed in the FMU,
neither midwife was available afterwards (one midwife went travelling abroad, the
other was not available during the time of the research cycle). The labours lasted 6
hrs, 2hrs and 15 minutes, and 1 hour and 5 minutes, and the entirety of each was

observed. Neither of the 4 midwives had met the women beforehand.
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The participating midwives from both AMU and FMU were predominantly NHS

Band 6 midwives with varying degrees of experience, with a small number (n=3) of

Case 1 (AMU

Midwife (MW)
Participants &
numerical code

MW 1.1

MW 1.2

MW 1.3

MW 1.5

MW 1.6

MW 1.8

MW 1.9

MW 1.10

Interviewed?
Yes/No

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Practice ochserved?
Yes/No

Yes

Code for women
consenting to labour
ohservation

Wi

Case 2 (FMU)

Midwife [MW)
participants &
numerical code

MW 2.2

MW 2.3

MW 2.7

MW 2.8

MW 2.9

MW 211

MW 2.12

MW 2.14

MW 2.15

Interviewed?
Yes/No

Yes

Yes

No

Yes

Yes

Yes

Yes

No

yes

Practice observed?
Yes/No

No

No

Yes

No

Yes

No

No

Yes

No

Code for women
consenting to labour
ohservation

W3

w2

W3

Table 6-1 Details of participants’ contributions to study
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NHS Band 7 midwives also included. Band 7 midwives had additional team
leadership roles. The research protocol specified that midwives who were NHS
Band 6 or above (denoting experience) with at least 6 months experience working
in an MLU, were eligible for inclusion; these criteria were satisfied for all the

participants.

Case 1 (AMU

Midwife [MW)
Participants & MW 11 [ MWI12 | MWI13 | MWIS | MW1Ie | MW1IE | MW190 (MW 110
numerical code

Interviewed?

Yes Yes Yes Yes Yes Yes Yes Yes
Yes/No

Practice observed?

No No No No Yes No No No
Yes/No

Code for women
consenting to labour w1

ohservation

Case 2 (FMU)

Midwife [MW)
participants & MW 22 [ MW23 | MW27 | MW23 | MW20 [MW211 | MW212( MW 214
numerical code

MW 2.15

Interviewed?

Yes Yes No Yes Yes Yes Yes No
Yes/No

yes

Practice observed?

No No Yes No Yes No No Yes
Yes/No

No

Code for women
consenting to labour W3 W2 W3
ohservation

Table 6-1 provides details about midwife participants for each case, whether they
were interviewed and/or had their practice observed. All participants (midwives
and women) were given an identifying code. Conducting semi structured interviews
enabled the researcher to explore midwives’ perspective about the components of
midwifery led care, and therefore what they considered to be defining attributes,
as well as their opinions about how they were enacted. Observing midwives’ care
for labouring women gave more insight into key aspects of midwifery practice with

respect to the defining attributes.
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6.4 Cross case results for defining attribute themes and its sub themes

Full descriptions of the original defining attributes have been given in Chapter 2,

and have been reproduced as follows:

e  The midwife is the lead professional and acts as an autonomous practitioner

o  Midwifery led care is associated with a particular ethos: the belief that childbirth is a normal
life process. Midwifery led care encompasses a belief in women to give birth physiologically.
Furthermore, midwifery led care involves promoting normality and taking account of
women as individuals

e  Midwifery led care is associated with supportive and trusting relationships with women
encompassing continuity of care and/or carer and partnership. This is more apparent in
midwifery caseload models (abbreviated in Figure 1 to ‘supporting and trusting
relationships’)

e  Midwifery led care is women centred and meets women’s individual needs. There is
recognition that women’s choices should be respected and that they are the final decision
makers (abbreviated in figure 1 to ‘women focussed, individualised, women as final decision

makers’).
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Defining Attribute Theme Defining Attribute Theme Defining Attribute Theme Defining Attribute Theme
1 2 3 4

— ] ) Midwife led care is women
. . Midwife led care is associated .
Midwifery-led care is ’ ) ) centred and meets women's

with supportive and trusting

The midwife is the lead associated with a particular ) ) ) individual needs: There is
. ) relationships with women )
professional and acts as an ethos: the belief that . — recognation that women's
encompassing continuity of
autonomeous practitioner childbirth is a normal life P & by choices should be respected
care and/or carer and )
process . and that they are the final
partnership -
decision makers
Leading care.through Knowing and unc_iersTanding Relationship e
expertise normality
Advocating for women Balancing action and no action Communicating Making decisions about care

Problematic autonomy

Figure 6-1 Defining themes and attribute themes

Each of the defining attributes themes will be discussed in detail below.
Descriptions of the theme adopted from the literature review of the concept
analysis are also provided. The sub-themes equate to the different ways defining
attributes are enacted in midwifery led care. lllustrations have been incorporated
into this research study. These pictorial figures were created simultaneously by the
researcher during the observations of births. They represent instinctive and
spontaneous expressions of the researcher’s interpretations, capturing real events
of midwifery care, and allowed for an enhanced expression of what was being
researched and witnessed. As Janis et al. (2020) assert, the use of art has the

potential for enhancing the understanding of the research context.
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6.5 Defining attribute 1: The midwife is the lead professional acts as an
autonomous practitioner

6.5.1 Description of the first defining attribute from literature review

Within the literature review (Chapter 3) the first of the defining attribute themes
describe the importance of the concepts of leadership and autonomy, where
midwifery led care was associated with midwives who had the authority and ability
to make decisions about the care given to women. Autonomy is considered a
central concept. Midwives worked independently of other related practitioners
(such as obstetricians and nurses), and under their own responsibility. In midwifery
led care settings midwives were able to practice with a level of autonomy not usual
in obstetric led care settings. Consequently, if there was input from other
professionals, such as obstetricians, it is because the midwives had solicited it.
Midwives’ autonomy may have been limited by the fact that the medical model of

care, over which obstetricians presided, was dominant within maternity services.

6.5.2 Description of sub-themes

The data related to this theme came from both cases, and within the cases, from
both observation and interview. Data was organised into three sub-themes of
leading care through expertise, advocating for women, and problematic autonomy.
The sub-themes reflected the significance of the idea of autonomy for midwifery
practice and the complexity of the midwife’s position in being the lead professional
and exercising autonomy. Extracts from the data are incorporated to enhance
understanding and illustrate where there was convergence with and divergence

from the defining attribute theme Figure 6-2

148



Leading care through expertise

The Midwife is the lead professional Advocating for women

Y

and autonomous practitioner

Problematic Autonomy

Figure 6-2 First defining attribute theme and sub-theme

6.5.3 Leading care through expertise

By definition, the accepted practice within the research cases was that midwives
were the lead professionals in the care for women. Because they were the lead
professionals, if labour and birth remained within the limits of normality and
untoward events did not occur, there was no duty to involve other professionals.
‘Leading care through expertise’, therefore, was demonstrated by midwives being
the principal professionals caring for the women who used the two midwifery led
unit cases. For two MLU midwives, one from each of the research cases, the
positions they occupied with respect to leadership were expressed by the following

words recorded during interviews:
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“So, for me that means that the midwife is very much, is taking the lead in care
but only in the sense that they're the ones that would go in and kind of be with
woman, make the assessments, and decide as and when maybe other people
needed to come in for help and support or, em, if she needed to kind of change
the setting.” FMU MW 2.12

“Therefore, they don’t need the input of doctors where it’s not necessary. So,
they’d be cared for, intrapartum, on arrival, all the way through |[...] until they
deliver, by a midwife” AMU MW 1.9

It was important, also, for midwives to have had well-honed skills in making
decisions about women'’s care in settings where they were the sole professionals.
They needed to be able to anticipate what might happen and make plans in

advance.

“l love the decision making process that midwives have when we don’t have
doctors around [...] Midwifery led is also being in a room where you are the only
expert in the room making clinical decisions and that becomes very sensory based,
very intuition based [...] you’re decision making all the time on a midwifery led
unit. There’s no emergency buzzer where someone’s gonna save you. So, it really
tightens up your skills. And it makes you make decisions [...] far before you would
normally make decisions” FMU MW 2.15

‘Leading care through expertise’ was observed by the researcher in midwives taking
charge of and having responsibility for organising and carrying out clinical care.
Midwives were observed making decisions about what care was needed, having the
ability to react to events as they occurred. It included midwives reassuring
themselves that labour was progressing, the woman and her unborn baby were
well, and that the labouring woman was made aware of the reassuring picture. The
researcher was able to observe the entirety of three labours. It was notable that
Midwives did not make their leadership or authoritative position (i.e., the fact of
being in charge) explicit to women. In an example from the AMU observation of
practice, the midwife talked to the researcher about her desire to carry out a vaginal
examination at 13.00hrs that day; she made the request to the woman several

times before it was achieved:
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“MW 1.6 told me of her plan to examine the woman PV (per vaginem
examination) at 13.00 hrs so when we entered the room it was with that plan in
mind.” observation AMU MW 1.6, W1

“13.25 hrs: the woman is now back in the room. The midwife comes to the desk
and begins to write in the clinical notes. She mentions the vaginal exam again,
suggests the woman returns to the bed. This does not happen immediately.”
Observation AMU MW 1.6, W1

Sometime later the midwife broached the topic again:

“13.50 hrs: the midwife starts a conversation: ' What | would like to do now’, '
How would you feel about an examination now?’ [...] the woman is in agreement
about a vaginal examination, so preparations are made.” Observation AMU
MW1.6, W1

A variety of practices was undertaken to ensure that progress and wellness were
present: assessing blood pressures and other vital signs, checking the fetal heart

rate, or intently examining the colour of amniotic fluid on a woman’s sanitary towel

to rule out the presence of fetal meconium, a sign of possible fetal hypoxia.

“The woman is standing now, so the midwife is kneeling by her side with the hand-
held Doppler transducer on her abdomen, listening to the fetal heart. The midwife
steadies the woman in the process by a hand in the small of her back. The midwife
smiles at the woman when the transducer picks up the sound of the fetal heart.
'Perfect’ she says.” Observation AMU MW 1.6, W1

“The midwife takes the used sanitary towel from the woman and walks to the
vicinity of the window where there is some light [...]. The midwife checks the pad
under the light. She explains that she wants to show a colleague the pad, to have
a second opinion, about the colour of the water, she tells the couple that it looks
a bit yellow [...]. The midwife is back in the room. She explains that on the pad, in
better light, she has seen a tiny bit of light coloured ‘poo’. She talks about what
this means [...] she suggests that we carry on what we are doing. By this she
means no change to the labour care.” Observation AMU MW 1.6, W1

In the second example above, the midwife was observed consulting with her

midwifery colleagues to come to a decision about care.

In leading care, midwives provided advice or instructions to women throughout

labour, for instance, useful physical positions to adopt to help the fetus descend
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into the birth canal, or the importance of drinking enough water. The following are

two related extracts from observations of midwifery care.

“The midwife [...] encourages the woman to put one of her knees up whilst she is
in the kneeling position: ‘put this knee a little in front'. With the next contraction
the midwife encourages the woman with: ‘'remember, open your mouth. Let it go
when you feel pressure.’” ” Observation FMU MW2.7, W3

“The midwife also moves towards the counter and asks: 'do you want a pillow?’.
She takes a pillow from the bed and places it under the woman’s head, as it rests
on the counter, so she can relax into her stance. 'Do you want water?' the midwife
enquires [...] [The] midwife fetches a glass of water, saying 'Entonox makes the
mouth really dry’. ” Observation FMU MW2.7, W3. See Figure 6-3 lllustration from
field notes

Figure 6-3 lllustration from field notes
Supporting positions for physiological birth

The midwives had an agenda of what assessments they wanted to carry out. They
undertook all the care over several hours, including watching the women and

responding to events of the labour. The skills they used to carry out the assessments
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denoted expertise. Essentially the midwives ‘knew what to do’ to care for women,

and through their actions represented themselves as lead professionals.

“The midwife is up to take the woman’s pulse and temperature. She is asked when
the baby is coming and responds that she could re-examine the woman again at
6 o'clock.” Observation AMU MW 1.6 W1

“After writing more in the notes at the desk she returns to the woman. This goes
on for some minutes: checking with the torch during contractions, massaging legs,
encouraging words, writing notes.” Observation AMU MW 16 W1

“The woman gets onto her side on the bed, with the first midwife supporting her
to elevate her left leg when she is bearing down. The second midwife suggests to
the woman a sanitary towel soaked in warm water for her perineum, and the first
prepares one, explaining to the woman that it might help with the haemorrhoids.
She places the sanitary towel against the woman’s perineum* Observation FMU
MW 2.7 & 2.14 W3

Several of the midwives interviewed considered that experience was an important
part of midwifery expertise. It added to midwives’ understanding about how to
interpret what was happening in labour, and knowledge of what to do. When asked
about key aspects of leading care, one AMU midwife talked about the value of

working with other experienced midwives.

“Experienced people, experienced midwives [...]. Cos, we had a time when we had
[...] preceptors? that were part of the numbers and it's really hard to be in charge
of the unit, to be in charge of the other midwives, to be in charge of everything.
Every phone call. Everyone that goes through the door, and you can't count on the
other person if you've got an emergency.” AMU MW 1.3

24 preceptorship midwives are newly qualified professional who undergo a preceptorship
programme of structured support, to help them adapt their knowledge into everyday

practice.
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Another AMU midwife identified experience as the most important factor, when

discussing reasons for successful midwifery led settings:

“Number 1: you actually need experienced midwives as well. Because, you know,
inasmuch as it’s simple, you need [...] experienced midwives so that they can bring
their knowledge from [...] whatever background they are coming from into this.”
AMU MW 1.5

Experience was necessary for midwives to develop confidence in childbirth being

straightforward; confidence did not come from reading midwifery text books:

“Trying to capture it and explain it is absolutely impossible until you’ve been doing
it yourself for a few years and then it’s almost like you have this weird epiphany
of ‘right, this is what is happening’ ‘this is what goes on’. And in yourself as a
midwife you have to gain that trust in birth. That’s something that you can only
do and experience. No Mayes or Myles is going to tell you how to do that. You
have to just do it.” AMU MW 1.8

One FMU midwife explained the advantage of having experienced role models in

the midwifery team and the implication for developing the practice of others:

“So, when a new midwife comes and | see her doing something ... I’'m happy to
say ‘you know what ... you cut the cord way too fast’ or ‘you took the baby out of
the water too fast. Just slow down, slow down!” And midwives who have come ...
(here) ... are really open to that ... And then that really encourages midwives to ...
when you watch more midwives that are doing so much, you gain so much ... you
don’t have the responsibility but you’re watching ... excellence. You’re watching
midwives that have done it for years and have that openness and that kind of
intuition, working.” FMU MW 2.15

Experience was also important because it meant other colleagues could trust the
level of care being given to women. The following extract shows a connection, in
the AMU midwife’s perception, between experience and dealing with emergencies

such as shoulder dystocia and post-partum haemorrhage (PPH).

“For me an experienced midwife is a midwife who has seen a shoulder dystocia,
has been involved in a PPH [...] experience in terms of she's got the knowledge of
what's happening when a woman delivers “ AMU MW 1.3
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Experience was also significant because it improved practice and confidence in
making women-centred decisions rather than organisation centred ones. This FMU

midwife explained how her practice had evolved through experience.

“ | was more junior than | am now...1 felt the pressure that | needed to convince
more the woman to achieve the choice that the doctors of the system wanted to.
Whereas now, it’s more like, | discuss it and then if you don’t want it it’s your
choice as long as it’s documented you understand the risks and the benefits and
why we are suggesting this, it’s just entirely up to you.” FMU MW 2.11

6.5.4 Advocating for women

Evidence from interviewing midwives at both research sites demonstrated that
they recognised they had a responsibility to advocate for women: speaking up for
them and supporting the choices they made. Therefore, through being women’s
advocates, midwives were able to demonstrate their leadership position. The idea
of advocating for women was related to the overarching defining attribute theme
because it was through being in a position to plan and make decisions about the
way maternity care was provided that midwives were able to successfully speak up

for women in situations where opinions differed.

The advocacy consisted of midwives aligning themselves with women in
circumstances where others were involved in the care, either family members or
professionals, and there were competing views about what should happen in during
labour. In situations of family members not being on board with what women

wanted, midwives had to be prepared to represent the woman’s case to them.

“But also knowing when to say 'actually, no, we have to ... support the woman in
what she wants', trying to make sure everyone in the room is ... supportive of the
woman and that we're all on the same page [...] that can often be just reassuring
birth partners so that they're not scared anymore and that they can support the
woman with her choices.” FMU MW 2.12
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The choices women made could conflict with what was desirable. The philosophy
of care at the midwifery led units included doing everything possible to encourage
physiological birth, as expressed by one AMU midwife. If labouring women desired
an option that could interfere with physiology there was still an obligation for the

midwife to advocate for the woman.

“It’s her body, you know, it’s her choice, and we just need to provide the service,
we’re not here for ourselves. We’re here to provide something that can allow the
woman to be what she wants [...] | think that our philosophy really, is to do
everything we can to promote normal physiological birth. Er, with the most
support possible. And [...] be an advocate for a woman as well [...] if she suddenly,
wants to go labour ward and have an epidural, that’s fine, let’s go there, and let’s
have it as quickly as possible as we can“ AMU MW 1.3

Advocacy was also embodied in the way a midwife protected the woman’s wishes
and choices when other professional colleagues, whether internal or external to the
midwifery led unit, were involved, thus reducing the need for the woman to explain

herself to multiple people.

“And then also | think a big part of that is other staff. So, advocating doesn't have
to necessarily be [that] people are gonna disagree with you, it might just be
explaining the situation to other members of staff so they understand and they
don't come in, and kinda say the same things or question, you know” FMU MW
2.12

“For example, if a neonatal doctor comes in but actually everything's ok, it's ok to
say to them, ‘oh no, they wanted to do skin to skin and delayed cord clamping'
rather than just because of the hierarchy in labour, automatically let them do
that. There doesn't even have to be a battle over it, you’re there just to
communicate what the woman wants, have her listened to, be the voice.” FMU
MW 2.1

Midwives also described situations where being the woman’s advocate meant
being assertive in getting the right care when they needed to escalate the care to

other professionals.

“If you know that there's something not right especially with the baby's heart rate
or there's a delay, or actually, you know, you want somebody else just to come in
and, and assess the situation with you. Like making sure that you are there saying
' no [...] someone needs to come now' you know obviously you have to be
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professional but there comes a point where you should escalate things rather
than, just like being 'ok [...] yeah, if you’re busy I'll just wait' ”FMU MW 2.12

There were occasions where standing up for a woman’s wishes might compromise
safety, thereby putting a midwife in an uncomfortable position. One FMU midwife
spoke of such an occasion at interview: where the midwife herself believed that an
MLU was not a safe option for a woman, continuing to advocate for that woman
meant that the midwife needed support and advocacy for herself. She needed
someone to ‘have her back’. In this instance, a woman had suffered a post-partum
haemorrhage (PPH) after giving birth but declined to be transferred by ambulance

to the obstetric led unit.

“Someone having your back is important [...]. An example is a woman with
borderline mental health problems who had a PPH of 1.4 litres and refused to be
transferred to the hospital. There was a clear plan in place, the plan was followed
... (but) ...the birth centre has to be safe for women and babies, it's not just about
women's wishes: there are three parts to it, women, baby and midwife, all have
to feel safe.” FMU MW 2.2

For another AMU midwife, the perception of lack of support structures meant

midwives could be left in unnerving situations.

“The woman can choose to birth where she wants to give birth, ok, so what needs
to bein place is certain structures, so if that woman presents whilst you’re on duty
and you don’t feel confident to give her labour care for whatever reason, then
there’s something in place for you. Now technically there’s meant to be, but there
isn’t in reality, yeah? So, that can then leave the midwives feeling really unnerved,
yeah? ‘Oh god | hope she doesn’t come in on my shift’ “ AMU MW 1.10

It is noteworthy that midwives were hesitant about being supported to affirm
women’s choices when childbirth became complicated and women declined
transfer. The AMU clinical guideline (Doc 1.02) specified the level of support needed

when complications arose:

“When transfer to the labour ward is advised but the woman declines, during the
day, one of the Consultant Midwives or Matron for the community and Birth
Centre or the manager on call should be contacted. At night and weekends the
Supervisor of Midwives should be called for support and advice and to attend if
necessary” Document 1.02 (AMU research site, 2015)
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The guideline was clear in specifying the depth of support midwives might need in
such situations. The wider maternity team of senior midwives and obstetricians
were expected to come to the assistance of the birth centre midwives. Birth centre
midwives were not necessarily convinced, however, that the supported team
response: “(if) ... the woman continues to decline transfer to the labour ward, a
senior obstetrician team should continue to support the midwives providing care

...” Document 1.02 (AMU research site, 2015) would actually take place.

6.5.5 Problematic autonomy

The data contributing to this sub-theme reflected the ambivalent nature of
autonomy. Autonomy, in itself, was a contested or problematic issue. There was a
variety of views on whether it was truly an attribute of midwifery led care, and if
so, which features of autonomy were desirable. Evidence came from both interview
and observation of midwifery practice. Firstly, the more conventional one where
the fact of midwives being autonomous practitioners was not questioned and
considered intrinsic to a midwife working in midwifery led care. This was expressed

during interviews as meaning the following:

“Me as the midwife is the sole care giver and would be the main person to make
any decisions at that moment ... without the input from the obstetric team.” AMU
midwife 1.6

“So, the autonomy in the environment of the labour is, | think [...] related to your
experience. Because [the] more experience you have, [the] more autonomous you
are, no? “FMU MW 2.9

In the second of these examples, autonomy was also positively linked to experience.

In another example, the midwife commented on her first experience of working in

a completely midwifery led unit.
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“ [The experience is] fantastic, fantastic, for the midwife; at least you are able to
explain more about what we’ve learnt really [laughs], because we are
autonomous practitioners you are able to bring out your skills, you know, without
much interference from the doctor. I think it’s just wonderful” AMU MW 1.5

The FMU’s public-facing messages about birthing unit reinforced this idea of skilled

expertise.

“Our team of expert midwives are trained in active birth techniques and
experienced with waterbirths. We can show you how best to use birth pools,
beanbags, mats, balls, and stools to help you manage your pain.” Document 2.02
(FMU research site, 2014)

All three observations of practice verified ways that midwives enacted autonomy.
It arose from being the lead professional tasked with providing care, being able to
negotiate what happened in labour, and make decisions without seeking or needing

input from obstetricians.

In observing midwifery care, midwives were seen to be benignly fulfilling their roles
without necessarily and obviously asserting their autonomous position. The
midwives were seen to be working independently of other professionals in planning
and executing care, taking responsibility, and making judgements based on their
knowledge. There was no mandatory obligation to confer with colleagues about the

care they wanted to deliver.

By contrast, a more critically reflective understanding of autonomy was gleaned
from some of the midwife interviews. There was an opinion that there were limits
to the level of independence possible whilst working within the National Health
Service (NHS). The NHS was seen as having a restraining effect on how midwives
worked with women and negotiated how women’s wishes were addressed. For this
midwife, despite being an NHS employee, working away from the vicinity of doctors
and co-ordinating midwives from an obstetric-led labour ward increased the

possibility of being autonomous.
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“’m quite realistic in that true autonomy would be that you’re working with just
you and that woman and whatever her wishes are. But when you’re working
within the NHS in a Trust, you have got to be mindful of the fact that you are
working under a contract to the Trust [...] In a way you can be more autonomous
(in an MLU) because you haven’t got doctors and co-ordinators rubbernecking in
your room and asking what’s going on.” AMU MW 1.10

The sentiment was mirrored in the opinion expressed by another midwife, who

considered that autonomy came from not being bound by specific clinical

guidelines.

“In the birth centre, well you are autonomous [...Jobviously is more than [in] the
hospital in the labour ward because you are working one to one and you are not
related to any specific protocol or policy to follow because your woman is not ill.
So, you don’t have not a risk factor. So obviously you have [...] you have a space
to move (by space here means scope) so your autonomy is a consequence of the
[midwifery] led care.” FMU MW 2.9

When asked how autonomy was effected in practice, an AMU midwife offered the

following:

“You assess this woman and [...] as you said, if the woman doesn’t need VE you
don’t, it’s about natural birth, and it’s individualised, you can deviate from the
protocol a little bit as long as it is safe, bringing [in] the woman’s wishes. So, that’s
why you bring in your skills and your practice into it.” AMU MW 1.5

One AMU midwife refuted the importance of midwives being autonomous as
individuals. Instead, it was desirable for the midwifery profession as a whole to

assert its position as an autonomous ‘movement’ of professionals, but not as

individual midwives in an MLU.

“So, for me that means that the midwife is very much, is taking the lead in care
but only in the sense that they're the ones that would go in and kind of be with
woman, make the assessments, and decide as and when maybe other people
needed to come in for help and support” AMU MW 1.8

She went on to explain:

“Because I’'m not autonomous, actually, | work in a sisterhood almost. As a
movement we’re autonomous, and that’s what I really like about midwifery. And
actually, the ethos is respectively [sic] observing childbirth, not coming in, not
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pulling baby out, we’re not playing God with these people. All we’re here to do is
assist the transition for that mother and that family at that time. So, autonomy,
for me, is all about advocating for the woman, that’s fine. But as a practitioner,
as an individual, it’s of no importance to me to make my own autonomous
decisions.” AMU MW 1.8

6.5.6 summary

Each of the sub-themes around which the empirical data was organised supports
the legitimacy of defining attribute i.e., midwives being lead practitioners, with a
qualified view on autonomy. For ‘leading care with expertise’ midwives were
observed being the primary professional in the midwifery led care settings. Because
of the nature of the organisation of the midwifery led care settings, they were the
sole professionals in residence. They demonstrated expertise through having the

knowledge and skills necessary to organise and carry out care.

Similarly, midwives demonstrated understanding of the complexities of advocating
for women, with suggestions of how this role was enacted in practice, in
representing women’s wishes to birthing partners or other professionals. In the
empirical data midwives commented on their own need of advocacy in order to

fully support women to be cared for under midwifery led care.

The data collected that related to autonomy mirrored the complexity from the
defining attribute description. Autonomy, though considered by some midwives to
be an unquestionable feature of midwifery led care, was constrained by being part
of the wider organisation of the local NHS maternity service. However, midwifery
led care gave a greater opportunity for midwives to be autonomous practitioners

when compared with other settings such as an obstetric led labour ward.
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6.6 Defining attribute 2: Midwifery led care is associated with a
particular ethos; the belief that childbirth is a normal life process

6.6.1 Description of the second defining attribute from literature review

The second defining attribute theme relates to the central belief that the process
of childbirth is a normal life event rather than an inherently pathological one. The
literature review identified two contrasting issues. The first was that midwifery led
care supported the process of birth through practices such as ensuring care was
right for individual women (i.e., not standardised), and refraining from intervening
to hurry it up, thereby not disturbing the physiology. Also significant was midwives’
underlying clinical knowledge and skill to judge when either inaction or intervention
was warranted. The second issue was that midwives, rather than being confident in
the likelihood of physiological birth, were influenced by the overall risk averse
nature of intrapartum care. The risk averse nature of intrapartum care refers to the
fact that most intrapartum care takes place within obstetric led units. The effect
that the dominance of obstetric care has on childbirth being viewed risky has been

discussed in Chapter 1.

6.6.2 Description of sub-themes

The data related to the second theme came from both study cases, and from
interview and observations. It was organised into two sub-themes: knowing and
understanding normality, and balancing action and no action. The complexity of the
data resulted in the second sub-theme having several related descriptors. These
descriptors enhance the explanation of each sub-theme. Figure 6-4 displays the
typology of sub-theme and category for this theme. Extracts from the data have
been used to increase understanding and show where there is convergence with

and divergence from the defining attribute theme.
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Figure 6-4 Second defining attribute theme and sub-themes
Knowing and understanding normality, balancing action, and no action.

6.6.3 Knowing and understanding normality

The first of the sub-themes signified midwives having knowledge of childbirth in
order to verify progress in physiological labour. The knowledge gave them belief
and confidence in women'’s ability to achieve normal physiological birth. The
knowledge also stemmed from having a world view or ethos that was supportive of
the midwifery led care model. For some, the world view of the midwife was
axiomatic for physiological labour and birth; the usual paraphernalia, or ‘fancy stuff’
that enhanced the environment of the setting was unnecessary. The first midwife’s
statement that key to normal physiological birth was ‘a dark space and a good

midwife’ contributes to the title of this thesis.
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“You don’t need any of this fancy stuff, you need dark space and a good midwife,
and she’ll do it. So, lighting, temperature control, that’s fairly important. Birthing
aids, you don’t need no fancy pool or birthing chair, really; it’s all about the ethos
of the midwife.” AMU MW 1.8

“It’s an ethos about believing in women, normality, and not medicalising it.” AMU
MW 1.6

“So, | think that our philosophy really, is to do everything we can to promote
normal physiological birth [...] with the most support possible.” AMU MW 1.3

The belief in women being the agents of childbirth was reinforced in the
information given to women planning to use the AMU. The tone was informative
and congratulatory: labour was normal, women could manage early labour with
rest, walks and distractions. The advice given favoured homely and social measures
that affirmed women’s capabilities (Document 1.04, AMU research site, undated).
Knowledge of normality, or physiological birth also allowed midwives to detect if
problems were developing in the labour. Midwives expressed their awareness that
women’s fear, inability to relax, or being distracted by other responsibilities, could
antagonise physiological processes of labour, or make them stall. In this sense,
midwives worked with normality. For one FMU midwife, it was important for a

midwife to believe that childbirth was a fundamentally normal event.

“When you have an event what should be part of your normal life what is birth
[and] you act as [though] that is an illness, [...] a midwife [who] is acting this way,
I think is very difficult the concept to keep [birth] normal and said the birth is an
event normal for a [...] healthy woman.” FMU MW 2.9.

There were several other issues connected to midwifery knowledge, the sub-theme
displayed some midwives’ beliefs in intuitive knowledge, respect for ‘old’
knowledge passed down from other midwives or personal experience. Such forms
of knowledge were used in their practices, and in making clinical decisions. Ideas
about knowledge were expressed in the following excerpts from 3 midwives about

the skills they mobilised in caring for women:
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“It’s not even research as such, it’s just old knowledge that’s been probably passed
down from [...] you may remember, or you may if you’ve had children yourselves
[...] it might not be in the policies [...] they’re not things that you’ve learnt in a
book, but they’re things that you’ve learnt along the way” AMU MW 1.10

“A lot of it is intuitive, and we teach midwives here to be intuitive [...] It’s a deeper
conversation and you want to pull that out of a junior midwife or someone who
isn’t as au fait with [midwife led care] to say, ‘what do you feel’, ‘what do you feel
should happen next’ and base it directly on intuition” FMU MW 2.15

“That person’s coming in in early labour and that intuition that [...] something just
wasn’tright [...] although you’ve tried to do all the different things. And that again
is decision making with that woman saying, ‘we’ve tried that all, and I think there
must be something else going on and | think it’s best to move to the other unit.””
FMU MW 2.15

“Is also to have a sense [...] have that feeling of sometimes with no words what
the people need. So, its listening, looking, how you look, it’s the communication,
it’s the touch, because obviously I think also the touch, how you, maybe you give
your hand or put your hand to the woman.” FMU MW 2.9

Nevertheless, the following extracts from interview and observation made it clear
that midwives did also regard clinical guideline recommendations as sources of
knowledge, albeit some showing reluctance to have a blanket approach to looking
after individual women. Midwives used the words ‘guidelines’ and ‘policy’

interchangeably.

“So, in terms of actually giving care we’d be following the low risk intrapartum
care guidelines that are on our intranet [...] that also goes along with the water
birth policy.” “You’re kind of armed with the tools of your guidelines, which, you
know, they’re ingrained in our heads [...] so it’s kind of a bit autopilot.” AMU MW
1.9

Later in the interview, the same midwife also suggested that it was not always
useful to work according to guidelines, particularly with respect to women who had
given birth before (referred to as ‘multips’; women labouring for the first time are

referred to as ‘primips’):
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“We follow the guidelines because [...] we're here in the Trust [...] however, | do
believe that maybe we should not do that. We know from multips coming in,
maybe primips might be a different kettle of fish [...] | just think 'leave them well
alone. Let their bodies do what they're doing” AMU MW 1.9

Another AMU midwife discussed the place of guidelines and policies when making

decisions about care in the midwifery led environment:

“Well, we have our guidance, and that’s quite important [...] it’s about what
happens, what intertwines with their birth plan and also the policies” AMU MW
1.6

Midwives were observed incorporating specific guideline recommendations into
their practice. The following are instances from both study cases of midwives
adhering to recommendations from national guidelines?®. National guidelines
recommend that the fetal heart (FH) be auscultated, or listened to, with an
appropriate instrument every fifteen minutes in the first stage of labour and every
5 minutes in the second stage of labour (see glossary for definitions of the stages of
labour). Recommendation also exist for determining the interval for auscultating
the FH in labour, aiming to do so when a uterine contraction has ended. In addition,
with respect to vaginal examinations there are recommendations that suggest

introducing the idea of a vaginal examination 4 hours after the previous one.

n

“The MW tells the couple that she will listen to the FH every 15 minutes now.
Observation AMU MW 1.6, W1

“When we’re auscultating, immediately after that contraction [...]. So, you’re
auscultating for that minute. That’s the gold standard; immediately following
that contraction [...] auscultate every fifteen minutes, when she looks like she’s in
second stage, do it every five.” AMU MW 1.8

» The recommendations from the National Institute of Health and Care Excellence (NICE)

for caring for healthy women in labour are widely used in UK maternity services
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“She introduces the idea of examining (vaginal examination) AM again at 18.00
if nothing has yet happened.” Observation AMU MW 1.6 W1

“The woman still uses Entonox [for the contraction], breathing hard. ‘May | have
a listen when that is done?’ ‘Is that ok?’ “Observation FMU MW 2.7, W3

Despite their habit of referring to guidelines and taking their recommendations into
consideration, there was a sense that midwives found them burdensome. Adhering
to guidelines (referred to here as protocols) might interfere with women’s choices

or impose unjustified restrictions.

“In an environment where you have to follow protocol, you have to remember the
protocol, you are not remembering what the woman’s choice is.” FMU MW 2.9

“Time constraints, having to stick to the guidelines [...]. We know if women had a
bit of extra time, they would have done it rather than having a Ventouse or
occasionally a forceps.” AMU MW 1.9

In addition, there was a belief among some midwives that guidelines did not really
fit in with midwifery led care, or could be sidestepped. (The first example comes
from an FMU midwife who chose not to be audio-recorded and whose interview

was summarised from the researcher’s notes).

“The fact that at the FMU there was the possibility of not sticking to protocols, of
being more flexible [...] compared with the hospital.” FMU MW 2.2

“Obviously you have to work within the set of guidelines but if there is a little bit
of deviation and the woman wants to come in here, we cannot say she is not going
to have her care here because she has choice. As long as you have made her aware
of the risk” AMU MW 1.5

“You don’t say [...] this is what [is] supposed [to happen], you can deviate from
the protocol a little bit as long as it is safe, you know, bringing the woman’s
wishes” AMU MW 1.9

In both research sites, midwives were surrounded by evidence of their connection
with wider maternity service. They were subject to the same overall governance

and safety procedures (for example, infection control procedures, fire policies and
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information governance), however, their intrapartum care guidelines had been
produced specifically for the midwifery led environments. The guidelines supported
the midwives’ inclinations for making the MLUs accessible places for women with
‘a little bit of deviation’, and identified ‘intermediate’ (FMU) and amber’ (AMU’)
risk factors. Intermediate/ amber risk factors required women to consult an
obstetrician or clinical midwifery leader before accessing the MLUs (Document
1.02, AMU research site, 2015; Document 2.03, FMU research site, 2017). However,
there were many instances where, rather than contemplating clinical guidelines,
midwives referred to their knowledge of physiology to shape the care given to the

labouring women.

“So, from my point of view is just trust in the physiology, trust in the woman work
[...] try to keep normal with all your knowledge and tools what you have.” FMU
MW 2.9

The importance of “understanding the normal process, understanding the latent
phase, OP% positions” (AMU MW 1.6) was emphasised, with strategies to support

women in coping being suggested:

“mobilising, eating, sleeping, going in the pool, going in the bath, mobilising
eating [...] sleeping, in a round, back-rubbing, like in a round” (AMU MW 1.6).

In particular, the effects on birth of the hormone, oxytocin, and the impact of
women’s physical positions and movement in labour, were stressed. The following

passages display the various tactics used to maintain and encourage low lighting,

% Qccipito posterior positions are where the occiput of the fetal skull is in a posterior
position in relation to the maternal pelvis. It is considered to be a malposition, making

labours longer and more painful.
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or support a quiet atmosphere, i.e., conditions that enabled the flow of women's

endogenous oxytocin.

“The midwife is still in her position in front of the woman, using the torch when
contractions come, the room really dark now”. “The room is quiet [only] muted

voices from the television.” Observation AMU MW1.6, W1

At Interview two midwives explained how their actions reflected perceptions they
held about the value of oxytocin. One midwife encouraged women to alter the
lighting to their taste. The other took account of a factor that may interrupt
oxytocin, i.e., anxiety, and strove not to leave the woman alone to avoid her feeling

anxious about labour.

“So, you take them straightaway over to there (pointing in the vicinity of the door
where the light switch is placed). ‘Right: here’s the lighting’, I’d advise that nice
low lighting really really boosts that oxytocin level and that’s what we need. ‘So,
pop it on a lower lighting if you’d like to’ ” AMU MW 1.8

“It’s about being there, | just think, and making sure she knows that she’s not
alone so she won’t get anxious and hopefully the oxytocin will flow and things will
move forward so that she births.” AMU MW 1.6

As well as promoting oxytocin release, there was also acknowledgement from an
FMU midwife about the desirability of the more primitive, ‘irrational’ part of the

brain being mobilised in labour, hence the need to avoid unnecessary

conversations.

“But I don’t like to talk too much in the birth, so | will try to see how she reacts
with her non-verbal cues [...]. Cos | don’t want her rational brain to [...] be active.
I want just the irrational part of the brain to be [...] working more.” FMU MW 2.11

These midwives were observed presiding over an environment that was virtually

silent, a feature considered to assist in oxytocin release:

“The contractions and breathing through and moaning of the woman are
continuing, the backdrop is a dark room with no other sounds but the air
conditioning.” Observation FMU MW 2.9, W2

169



“The room is silent in between the times that the woman is contracting. In fact,
she closes her eyes and sleeps in between the contractions and the midwife sits
silently while she is sleeping.” Observation FMU MW 2.7, W3

Turning now to midwives’ knowledge of different physical positions and movement
in labour, midwives considered their own role in steering women towards

physiological birth. They used their knowledge to make suggestions and give advice

to women about actions that might have a positive effect on progress.

“l think it's really important to believe and to know that that [normal
physiological labour and birth] is possible and most often optimum for most
women, but, to have a really healthy understanding and knowledge and skills to
understand when things begin to perhaps go off that path, and either to do things
to help set it back on the path, because there's lots of, like, you know, midwifery
led interventions that you can do and work with the woman on |[...] that mean
[...] women still then have [...] a normal birth” FMU MW 2.12

A more specific illustration was given by an AMU midwife of suggestions made to

women when their labours ‘tailed off’ or slowed down:

“So, then they [the contractions] can tail off a bit [...] we know that if we get the
woman up doing like a Sumo walk and then squatting down. Or we get pasta,
throw them on the floor [for the women to] pick them up” AMU MW 1.10

There were also occasions noted from observation that made it evident how
involved midwives could be in encouraging women to take actions to maintain

progress towards physiological birth.

“The midwife gets up from the bed where the couple are and where they can see
her, she imitates a Sumo Warrior lifting one leg up then the next, and talks about
how gravity helps.” Observation AMU MW 1.7 W1

However, several midwives pointed out that though they had belief in normality,
their knowledge also included awareness that labour and birth did not always
progress physiologically. Midwives were responsible for judging when labour was
deviating away from a ‘normal’ path. Additionally, midwives needed to be able to

assess when it was not appropriate for the woman to remain on the MLU.

170



“Another feature of midwifery led care is the level of responsibility midwives have
when they are the lead professionals; they need to have the knowledge to
recognise when a situation goes away from normality. In labour there is a process
of continuous assessment and any minute it can go off and midwives need to be
able to recognise deviation.” FMU MW 2.2

6.6.4 Balancing action and no action

The second of the sub-themes comes about because midwives are engaged in an
exercise of continuously assessing women'’s labour. They make judgements about
when to relax and accept events as they occur, and when to act and intervene. The
data for this sub-theme has been divided into 2 descriptors: ‘going with the flow of
birth’ and ‘confronting intervention’ (see Figure 4). The significance of the
descriptors is that they correspond to the diversity of practices midwives use in

looking after women in labour, explained fully below.

6.6.4.1 Going with the flow of birth

For one AMU midwife, the idea of ‘going with the flow of birth’, the first of the
descriptors, mimicked what happened in television wildlife documentaries. She
suggested how the concerns felt by television audiences about animals being
pursued by their natural predators led them to will film crews to intervene.
Similarly, midwives, might also feel a (misguided) desire to save women from

natural birth.

“Midwifery for me is very much the same [as what happens in nature]. You are
there to empower what nature is going to do, and what that woman’s going to
do. [...] you’re not there to direct her in anyway other than the route that she’s
gonna take [...] so actually why don’t you just step back, let mother nature do its
thing, and let the women lead the care.” AMU MW 1.8
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Midwives going ‘with the flow’ meant that there was no need to act if the woman
was progressing in labour. The midwife did not need to direct woman with
suggestions about what they should do, even if there was something the midwife
would like to see happen, such as a change in position. In this way the midwife was

consciously passive. This position is illustrated by examples from interviews:

“Just allowing women to just have what’s going on in their bodies to let it just do
it [...] what’s coming naturally and encourage them |[...] all the top tips that we
know that help labour along, being in upright positions, keeping the environment
low lighting [...] we do all of the kind of environmental things and empower the
women’ AMU MW 1.9

“But if you’re doing it right then really all you are doing is observing.” AMU MW
1.8

“And just comfort her but not invading her space” FMU MW 2.11

“Well, usually, | make a proposal and, for example, if everything’s normal, if
everything’s going well, ’'m not really asking for her to move or become active, |
don’t give any indication. | leave the woman actually follow what they feel to.
And I’m just looking, I’m listening [...] | am, in this way a passive way, no?” FMU
MW 2.9

The phenomenon was also noted during the second of the FMU labours observed

by the researcher.

“The woman says: 'l feel like pushing’. ‘Do what you feel' responds the first
midwife. 'l feel like pushing' the woman reiterates. 'That's fine’ from the second
midwife. ‘But my waters haven't gone'. The first midwife then explains that her
waters not having gone doesn't mean anything about how she is progressing.”
Observation FMU MWs 2.7&2.14, W3

‘Going with the flow of birth’ or being ‘consciously passive’ consisted of midwives

watching and waiting until such a time as action was indicated.

“A lot of it is to put your hands behind your back and observe, because most of
labour you observe.” FMU MW 2.15
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“She expresses the idea that the care that was offered to women at the FMU
allowed midwives to really look at women, look at how they were behaving;
women needed time, every woman was different.” FMU MW 2.12

“In this environment you need to be able to wait the right time for taking actions,
and be patient, and just talk maybe with the woman. Say: ‘look, we need just to
wait, because labour obviously is not something what we can really stress and
push, but just give it time.” FMIU MW 2.9

The actions of watching and waiting also featured in observations of labour care.

“The room is quiet, apart from usual sounds. Waiting is going on. MW is on a chair
at the desk. More waiting.” Observation AMU MW 1.6 W1

“The midwife gets up from the stool, and fetches the hand-held Sonicaid?. She
sits back down, watching again.” Observation FMU MW 2.14 W3

6.6.4.2 Confronting interventions

In ‘confronting interventions’, the second descriptor for this sub-theme, midwives
accepted that for some women, certain interventions might be necessary. There
was a degree of ambivalence in the way interventions were viewed, however.
Ambivalence presented itself on one hand as midwives being reluctant to interfere,
hoping that the woman (and nature) would make spontaneous progress in enough
time such that the need to initiate any action was no longer necessary. On the other
hand, midwives could tolerate interventions if they were small scale enough to
bring the labour back in line with normality and prevent more significant

interventions in the future.

The interventions participant midwives proposed that they might use ranged from

carrying out an artificial rupture of fetal membranes (ARM: an ‘artificial’ act

27 A Sonicaid is a particular brand of a hand held ultrasound device for auscultating, or

listening into the sounds of, the fetal heart.
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because rupture of membranes usually occurs spontaneously in the course of a
physiological labour), performing an episiotomy in the final stages of labour to
increase the vaginal outlet and facilitate birth, and managing the third stage of
labour?® with the use of synthetic oxytocin. It appears that these were considered
to be relatively low technology interventions, possibly because the means to carry
them out were available to them in the low technology settings that midwifery led
units constitute. Use of equipment such as Rebozo scarves® or birthing balls,
which woman might use in order to optimise fetal positioning, did not appear to
be regarded as contentious, instead being considered part of the settings’ routine

offerings.

In the ‘Knowing and understanding normality’ subtheme already discussed
midwives are represented making use of their knowledge of physiology, and making
suggestions to women about ways to enhance progress in labour through being
mobile or adopting particular positions, for example. This evidence was taken to
demonstrate “midwifery led interventions that you can do and work with the
woman on [...] that mean [...] women still then have [...] a normal birth” (FMU
MW 2.12). The same evidence could also be used to differentiate between

midwives’ conscious passivity in ‘going with the flow’ in some situations and

22 The third stage of labour is conventionally defined as the period directly after the birth of
the baby, where the placenta and membranes are expelled from the birth canal, and control

of bleeding from the former placental site on the uterine wall takes place.

2% A Rebozo scarf is a piece of woven material. It has many uses. Among them is assisting a
pregnant or labouring woman relax her muscles by using a number of different techniques
involving wrapping around the woman’s abdomen. The techniques are traditionally used by

Mexican midwives.
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reconciling themselves to using the low technology strategies captured by

‘confronting interventions’, in other situations.

“When the woman comes to the room, everything is ready, there's a bean bag,
the pool. [...] If [she is] suffering, we give advice from the experience we have
about what works: massage, music, Rebozo, taking her back to her comfort zone.”
FMU MW 2.2

“And one of the biggest and best uses is of the pool for water births as well.” AMU
Mw 1.1

Knowing that going through unmedicated and undisturbed labour (labours where
pharmaceutical pain relief was not used, and without routine interventions) could
be hard for women, midwives had to quell the desire to offer an 'easier' solution.
Thus, there were situations of their resisting the urge to ‘rescue’ women. The

experience of such situations could be quite challenging.

“But I think it could be underestimated how challenging it is to give care on a low
risk midwifery unit [...] because you really have to use your brain all of the time
and actually caring for a woman without pain relief can be quite physically and
emotionally quite emotion draining because, because she’s, she’s drawing on
almost, well not almost, she’s drawing all of her reserves and it’s quite challenging
to support her and see her going through this process sometimes because you ...
you do want to just act like, ok I’ve got this thing upstairs called an epidural, we
can just end this now (laughs softly) AMU MW 1.8

Having sight of a future positive goal, however, made it possible to accept that
women may struggle with labour. Thus, a woman’s struggle in labour was not
necessarily regarded as being negative. In fact, struggle could be seen as part and

parcel of the process.

“If she’s saying ‘oh | want an epidural’; all women say that. Probe a little deeper.
I’m not saying to hold back pain relief, absolutely not. But you’ll actually find with
the right coaching with the right encouragement she’ll be fine, and she’ll be so
happy that she didn’t have that intervention.” AMU MW 1.8

The researcher observed one midwife’s reluctance to ‘rescue’ a woman from labour

pain during a labour on the FMU. In this instance there was hesitancy about
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administering an injection of Pethidine to the labouring woman (Pethidine is an
opioid commonly used for pain relief). The midwife considered that the woman was
close to giving birth. If so, the Pethidine would be ineffective, or might result in the
newborn being sedated when born. The midwife encouraged the woman to
examine herself vaginally: perhaps if the fetal head was low enough to be felt, and

the woman would be sufficiently reassured to forego the Pethidine injection.

“The woman says to the midwives something like ‘I know you’ve got something
you don’t want to give me’. The midwife responds to her [...] saying that the baby
could be sleepy when it’s born, so that is becomes clear they are talking about
Pethidine [...]. [The midwife] suggests to the woman that she feels inside herself
to see if she can feel the baby’s head” Observation FMU MW 2.7, W3

The midwife coaxes the woman to hold on for a short while longer, without the

Pethidine.

“The midwife says to the woman: ‘Let’s try everything possible to help you to get
there. Fifteen minutes? What do you think?’ She gives an explanation of how even
though at the last vaginal examination the woman was 2cm, that is irrelevant as
she could give birth in 1 or 2 hours afterwards.” Observation FMU MW 2.7, W3

The midwife tries another tactic. She seeks consent to examine the woman herself,

to persuade the woman about her progress.

“The midwife asks the woman again if she will consent to an examination --- the
midwife does the vaginal examination and says ‘9cm [...}, ‘you will deliver soon’
--- ‘vou have gone from 2 to 9 cm’ “ Observation FMU MW 2.7, W3

During the course of data collection for the research, occasions where midwives
discussed common childbirth interventions, or were observed carrying them out,
were relatively rare. When discussed at interview, it was within a context of
reluctance, and concern about the possible consequences. There was a perceived
need to have an acceptable reason for the intervention carried out, i.e., acceptable
to the midwife giving care. For example, with respect to using an instrument to
rupture the fetal membranes during labour, an intervention that is relatively

commonplace in obstetric led settings.

176



“You know exactly the difficulty doing that here. So, number 1, it could be to
expedite the birth, number 2, it could be to find out why the FH is going down. [...]
I think there’s a lot of midwives that think ‘I’/m not gonna do it, not gonna do it ...”
So again, it’s not an easy decision, you have to have all the rationale as to why
you’re doing that [...] Because as soon as you interrupt that whole cycle that’s
natural. We rarely do it here actually, rarely, I can’t even remember the last
ARM?*°[artificial rupture of membranes] I did.” AMU MW 2.15

“So, your management [...] everything that you do you have to have a rationale
[...]. So, there’s no need for you to do an ARM or [...] another VE before you need
to” AMU MW 1.8

Another AMU midwife offered an example of her reluctance to perform another
common intervention. She had taken over care from a night shift midwife of a
woman who had been in the second ‘pushing’ stage of labour for 2 hours. The
midwife grappled with intervening with an episiotomy, preferring that the woman

sustained a spontaneous perineal tear instead.

“So, after an hour with her | came out and was like ' well, she's been pushing for
2 hours, | feel that it's perineum that is holding back, | wanna do an epis ... but |
really don't want to do an epis [...] but | feel that this is maybe the only thing that
will help, because, you know, when you see the head is there but it's covered
completely with the perineum ... by skin. The perineum is not letting go at all”
AMU MW 1.3

A midwifery colleague was asked their opinion.

“She came in the room with me and she was like ‘why don't we give it half an hour
and then you can do an epis'. | was like [...] twenty-five minutes later, the
perineum tore, so she had a second degree tear [...] but | didn't need to do an
episiotomy. It was good. | was really happy because | didn't want to give that
episiotomy.” AMU MW 1.3

30 An artificial rupture of membranes is a procedure whereby the fetal membranes are
broken in order to release amniotic fluid. There are multiple reasons for carrying out the

procedure. It is included in routine induction of labour.
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Management of the third stage of labour is an area that aptly demonstrated
midwives’ perspective about routinely interrupting physiological events. As it is
during this part of labour that a post-partum haemorrhage (PPH) can occur®:, local
and national guidance recommend that an injection of synthetic oxytocin should be
administered to all women because it is thought to result in fewer incidences of
PPH. Administering synthetic oxytocin is one of the main components of so-called

‘active management of the third stage of labour’.

The following extract typifies the attitudes held by some participant midwives
about the custom of active management of this stage. The preferred ‘physiological’
approach of waiting for the placenta and membranes to be delivered by the woman
without intervention was considered as the most fitting practice for midwifery led
settings. The need for active management was regarded with scepticism. Seeing

good results from not actively intervening reinforced confidence in normality.

“Because it’s so widely practised here (the physiological approach to managing
third stage of labour) that you’ve almost got your own mini research. | mean |
know the evidence is meant to be, and this is what we tell women ... it’s an
increased risk of bleeding blah blah blah [...] and I’'ve had more physiological than
I've had active management here, | don’t know how many deliveries I've had since
I've been down here, but lots, where she's not had more than 100, 150 ml. So, |
think that in your own head gives you the confidence, and if you have water birth
after water birth after water birth and everything goes beautifully, and | think
because we are seeing normality all the time, you get a lot more confident with
it” AMU MW 1.2

31 The amount of bleeding considered to indicate post-partum haemorrhage varies, and is

often considered to be >500ml.

178



The issue of how a midwife might assert their non-interventionist stance, even
where a woman expresses a desire for the interventionist option, was observed by
the researcher during the second FMU birth. In this instance, the woman who had
just given birth was asked about her preference for how the placenta was to be
delivered (‘what she wants to do with the placenta’). Though the woman opted for
a managed third stage, including having an oxytocin injection, the midwife
attempted to win her over to the fact that all was progressing spontaneously, and
such interference was not needed. The midwife did this by explaining, positively,
the process that was taking place. The midwife also involved the woman in verifying
affirming signs, such as feeling the blood flow in the umbilicus that would be

transferred to the baby in totality if no extra actions were taken.

“The midwife asks the woman what she wants to do with the placenta: ‘do you
want to wait or do you want the injection?’, and the woman opts for the injection.
The midwife explains that the placenta is separating from the uterus, which is
causing a little blood loss, she is encouraged to feel the umbilical cord to feel the
blood pulsating through it. So, they are waiting for the placenta. ‘Do you have to
wait?’ the woman asks, and describes the hospital experience of just having the
placenta taken out. ‘This is not hospital’ the midwife says gently. She points out
that the cord has stopped pulsating and uses a cord clamp to clamp the umbilical
cord and asks the husband if he wants to cut the cord.”

“10.14 hrs: the midwife encourages the woman to push, to bear down again, she
touches the woman’s abdomen and says her uterus is contracting, she is
explaining to the woman that there is no clinical indication for the injection; the
woman seems more curious about the whole thing than anything else. The
midwife suggests the woman move over to the mattress, but as they prepare for
that the woman has pushed the placenta out (10.20 hrs)”. Observation FMU MW
2.7&2.14 W3

Another FMU midwife described the efforts she might take to convince a woman

that there was no indication to act or intervene in her labour, comparing the

situation to what the woman might experience in an obstetric led setting.
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“As | said it’s the woman in labour [...] she’s asking you many things ‘when we do
that?’, ‘when you do the examination?’ ‘When you check the baby?’

So, just try to say ‘ok, maybe in another environment you need to do it because
someone is back of your shoulder and wants to know what is it, so you need to act
a little more fast’. Instead in this environment you need to be able to wait the
right time for taking actions, and be patient, and just talk maybe with the woman.
Say: ‘look, we need just to wait, because labour obviously is not something what
we can really stress and push, but just give it time, no? ” FMU MW 2.9

An FMU midwife discussed at interview what steps she might take when childbirth
encroached into abnormal territory. She was prepared to take action by carrying
out a procedure that may prevent other interventions becoming necessary. This is
illustrated by a comment made about inserting a catheter tube to empty a woman’s
bladder so that (without the bladder in the way) the fetus has more space to

descend into the maternal pelvis, making it easier to be born.

“To intervene in a way that’s, like, something simple like putting in a catheter to
keep her labour [...] normal, or to help prevent more intervention” FMU MW 2.12

Connected to the concept of there being interventions that midwives considered
acceptable was the notion of midwifery expertise, understanding normality and
abnormality: expertise was apparent if midwives appreciated when something
about a woman’s labour deviated from a path of normality, and knew when to

intervene.

Midwives had an understanding that the MLU setting was designed for situations
where normal vaginal or physiological birth was anticipated, the setting was ‘just
for normal birth’, the focus and default position of traditional midwifery practice.
Furthermore, there was acknowledgement of the importance of creating and
contributing to conditions that promoted release of the hormone oxytocin.
Oxytocin was therefore associated with physiological childbirth, the environment

had to be right and women needed to feel safe to optimise levels of the hormone.

In ‘balancing action and no action’ was the overwhelming idea that ‘no action’ was

preferable. The associated data pointed to the phenomenon of midwives ‘leaving
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nature to take its course’, where, although the midwife’s presence acted as a
guardian against adverse events happening, outside of those events, the woman
was left to do what she wanted to do in labour without interference. If the woman
was progressing in labour, the midwife did not need to direct or make suggestions
to the woman. Even if there was something that the midwife wanted to see happen,
such as a woman changing to a position that increased the positive effect of gravity
on the birth e.g.,, a change of maternal position, the woman made her own
decisions. In this way midwife practice was viewed as needing to be ‘passive if it’s
normal’. Similarly, being ‘purposely inactive’ implied a deliberate strategy to be
present, and aware of what was happening with the birth, and judge when

midwifery actions and interventions were needed.

6.6.5 Ssummary

As with the first of the defining attributes, there is support for relevance for the
second of the defining attributes from both cases. Data from each of the sub-
themes contributed to exploring how midwifery led care was enacted. The meaning

of the defining attribute theme, therefore, was reflected in the empirical data.

For the sub-themes ‘knowing and understanding normality’ and ‘balancing action
and no action’ midwives considered knowledge from intuition and experience,
clinical guidelines, and knowledge of the physiology of birth. Midwives
demonstrated their belief in childbirth as a normal life process not requiring routine
interventions. They used their belief and knowledge to guide women in childbirth.
They were prepared to ‘go with the flow of birth’, or suggest ‘midwifery
interventions’ such as the use of birthing balls and Rebozo scarves. More ‘low
technology’ procedures would be used if it meant avoiding more significant

interventions later on in the labour. However, there was a reluctance, overall, to
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interrupt what was happening in a woman’s labour; the midwives resisted

‘rescuing’ women.

Thus, as seen from an example above, some midwives would prefer a woman
sustained a perineal tear spontaneously than perform an episiotomy. In this way, a
midwife could adopt either of a range of positions during midwifery led care: being

‘consciously passive’, using either midwifery or low technology interventions.

6.7 Defining Attribute 3: Midwifery led care is associated with supportive
and trusting relationships with women encompassing continuity of care
and/or carer and partnership. This is more apparent in midwifery
caseload models

6.7.1 Description of the third defining attribute from literature review

The notable ideas from the literature review (Chapter 2) for the third defining
attribute theme are the importance of continuity of care, and the nature and quality

of the relationships between midwives and women.

6.7.2 Description of sub-themes

The data related to the third theme came from both study sites, and from interview
and observations. It was organised into two sub-themes: relationship and
communication. Each sub-theme comprised several descriptors. The descriptors
allowed deeper explanation of the facets of the sub-themes. Figure 6.5 illustrates
the typology of the third defining attribute theme. This theme looks not only at the
existence and quality of the relationship between midwife and woman
(‘relationship’ sub-theme) but also at how specific aspects of relationship are
expressed in midwifery practice through verbal and non-verbal exchanges

(‘communicating’ sub-theme’).
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Figure 6-5 Third defining attribute theme and sub-themes
Relationship, communicating and descriptors

6.7.3 Relationships

The existence of the ‘relationship’ sub-theme and its descriptors: i.e., ‘quality
relationships’ and ‘being in service/ professional companion’ affirm the importance
of relationships to midwives (Figure 6.5). From the midwife participants’
perspectives, therefore, it was generally accepted that cultivating a relationship
was valuable in pursuit of caring for women in labour. The descriptors consisted of
what the participants from both cases acknowledged as being critical. They are

expanded upon below.
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6.7.3.1 Quality relationships

Midwives had a range of perspectives when explaining the relationships they had
with women using their services. They considered that the existence of
relationships added value to the exchange between midwife and women. Midwives
considered the nature of the relationships that developed. On the one hand it was
more than merely a transaction between two parties. There had to be reciprocity;

it had to be ‘two way’.

“Building more of a relationship and it kind of being more two way [...] less
transactional” FMU MW 2.12

Furthermore, it was not just about ensuring a safe level of care and treating women
respectfully; the connection, or relationship had to be deeper, there had to be a

level of closeness between women and midwives.

“[There had to be more to the relationship than] ‘ok, [you’re] coming here to have
a baby we need to keep [you] safe, ok, and we'll be polite to you’. [It’s] more of a
deeper level. [...] actually getting to know people. Like feeling like you're part of
their experience. [...] you have to get to know them [...] for them to trust you, you
kind of need to open up a bit to them. [...] more [...] relational.” FMU MW 2.12

“Midwifery led care requires midwives to become close to women to enable
women to talk to midwives and explain feelings [...] It is not easily explained, but
[requires] being able to communicate, have a good understanding; to be with
women through their fears [and] happiness” FMU MW 2.2

On the other hand, the midwives put store in being trusted by women, and ‘trust’
was discussed in various ways. For example, for this AMU midwife, ‘trust’ was
associated with ‘belief’. In such a situation the midwife was trusted to do her job of
caring for the woman; the woman was trusted or believed capable of succeeding in
having a physiological birth. Therefore, a trusting relationship increased the
chances of a physiological birth. There was value in the relationship engendering

reciprocal trust i.e., both parties trusting one another.

“It's like belief in women [...] and belief in what they’re gonna do [...] and trust,
and [...] building that rapport so that you can then demonstrate to her, ok, fine
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you're birthing, you may never have done this before but | have done my role in
this before: trust me [...] this is gonna end well.” AMU MW 1.8

“And really making her believe in [herself] getting her to feel that belief and [...]
conveying to her the power of what she’s going to do.” AMU MW 1.8

A trusting relationship was also seen as being beneficial if, during the labour, there
was a need for the midwife to suggest an intervention. An example given by one
AMU midwife was where the woman was using the birthing pool and the labour
was slowing down. Broaching the subject (““what do you think? Think we should

try getting out?’ “ AMU MW 1.2) was easier if a quality relationship existed.

“Obviously it’s much easier to [...] make those kind of midwife decisions because
you’ve got that kind of relationship with the lady. And hopefully you’ve already
[...] got an idea of the response, a kind of prediction of [...] where that’s gonna
go.” AMU MW 1.2

However, for some of the midwives it was a challenge to establish a relationship
with a woman whom they had not met before, or had had limited contact with prior
to their being admitted in labour. In such cases relationships had to be developed
quickly. It was not just the fact of having a connection with a woman that was
crucial, the midwives needed sufficient time to generate trust from the women.
Their responses at interviews revealed that they viewed cultivating relationships,

or establishing rapport with women, as their responsibility.

“But | think the kind of starting point is getting that rapport really quickly and
creating that trust, so that they trust you to respond to them” AMU MW 1.2

“l think that's a really important part [...] when you're [...] building up a
relationship with someone you want to make them feel comfortable with you, you
want to start trying to make a relationship very quickly” FMU MW 2.12

An additional challenge to relationship building occurred where women admitted
themselves to the midwifery led unit in advanced labour, for example, with a fully

dilated cervix and being close to giving birth. In such a situation there was limited
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time available. It was still possible, however, for the exercise of ‘compassionate

care’ to be one of the ambitions of the service given.

“[Women] coming in fully [dilated]: the relationship obviously is gonna be limited
but you're still giving that compassionate care and that kind of maternal loving
and care even if it is in a short space of time and even if it is, you know, quite a
frantic period [...] and you're still gaining trust” AMU MW 1.9

Midwives reported using different tactics to develop relationships in a timely way.
For example, humour to lighten the mood. The aim was for the midwives to present

themselves as trustworthy and confident in order to put women at ease.

“On the whole [women using the birth centre] are mostly woman | haven’t met
before. So, you've got to get in there [...] | do it by use of comedy as well, but when
it's appropriate [...] | try and make people laugh as laughter can [...] help move
things along [...] and quickly make them trust and like you.” AMU MW 1.9

As well as humour, another midwife suggested other methods, i.e., displaying a
welcoming and inclusive attitude, representing the FMU as a positive environment,

or making the women feel valued.

7/

“l think being welcoming is really important and making people feel like [...] it’s
really nice here. [...] You want people to think that you're excited to see them,
you're excited to be part of their experience and that afterwards you see them,
and they're a person to you [...]. You get to know people and [...] you want them
to come and be part of the unit” FMU MW 2.12

In addition, some midwives were prepared to treat woman as though they were
close relatives. References were made to treating women like sisters or daughters.
In this respect, the emotions that the midwives talked of were about caring,
nurturing, and mothering. For this AMU midwife the essence of midwifery led

intrapartum care was straightforward:

“It’s pretty basic, | just think treating the women as if they were your own
daughter or your own sister or a relative” AMU MW 1.10
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This sentiment was articulated by another midwife.

“l always [...] try to imagine that the person I'm looking after is my sister or my
mum, and to treat them the way that | would want my sister or my mum to be
treated [...] caring, nurturing, listening, all of those things” AMU MW 1.9

Midwives extended this strategy to include the family and friends supporting
women in labour. In the three births observed, women chose combinations of
husbands, sisters, and mothers as birthing partners. One midwife considered that
‘looking after’ birthing partners increased women'’s trust in midwives; others felt
committed to making women’s families feel that they were important to the birth

experience.

During the data collection at the FMU the researcher noted one occasion where a
labouring woman was accompanied by her 3 sisters, mother, and husband, as well
as having 2 midwives in attendance. Being accommodating was a deliberate tactic
to positively encourage family involvement. On another occasion the researchers
noticed a midwife hurrying out of the staff office to stop a group of visitors from
entering the room of a woman who had recently given birth. Her hurry was not to
guestion the number of people, 5 in total, who had turned up to visit. It was to
make sure that the woman was properly dressed before they entered. (From field

notes)

“Also, sorting out the partner as well because, you know, whoever is with the
woman [...] can be ignored, and | think my experience when | was on labour ward
is quite a lot of the time they were just ignored. We do a lot down here on the
birth centre. They’re included in it, so they come as a pair and it’s mum, sister,
partner, [...] everybody is looked after and [...] their worries are addressed as well.
So, I think by doing that as well you're gaining trust” AMU MW 1.9

Written postnatal care information analysed corroborated the impression that this

MLU midwife had of the response to partners.
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“l feel like there's a real effort to [...] get to know families and for them to feel
important. For them to feel [...] at home” FMU MW 2.12

“| think that we’ve spoken more about it, you know, just accommodating their
family, just making them to feel safe and making them to feel they’re not in hostile
environment, as in they’re in their own home, that’s the whole idea, so their
family is able to support them, you know, they feel safer seeing, you know, their
family. It kind of bonds them all together really, cos a good experience for them
as well. So, I think, that’s the major thing really. The family’s involved, it’s a
friendly unit [...] it’s just quite accommodating” AMU MW 1.5

“Everything that we have available in the rooms, rooms are nice and clean,
everything's ... its geared up for a couple, we've got a double bed, you know, it's
meant for having a family here. We don't deny small children coming in, their
other children, none of that. We try to accommodate wherever we can.” AMU
MW 1.9RM 1.9

However, the following comment from the AMU may also explain why it is desirable

to have birth partners (or families) in agreement with the midwifery practices on

the unit:

“Sometimes it can be really negative [...] birthing partners that aren’t on board
can be really challenging.” AMU MW 1.8

The midwife taking time to look after or include the birth partner was particularly
noticed when labour care was observed. The midwife was concerned with comfort

or with mobilising their help.

“The midwife gets up to help the woman change position, she places the bean bag
behind the partner to support his back as he has resumed his position on the bed,
supporting the woman.” Observation AMU MW 1.6 W1

“The woman instructs her mother to sit behind her (the woman). The midwife
brings pillows and places them on the mother’s lap so the woman can lean back
on her mother, but be cushioned. Her mother is sitting on a bean bag behind her.”
Observation FMU MW 2.7 W3 (see Figure 6.6 drawing from observation).
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Figure 6-6 illustration from field notes
Midwife and family member supporting the labouring woman

Perhaps because relationships with women were felt by the midwife participants
to be such a significant and inevitable component of midwifery led care, what
happened when the ‘deeper’ connection with women was not achieved (i.e., a
connection that was more than merely ensuring a safe level of care and treating
women respectfully) was not touched upon other than by one AMU midwife. Her
perception was that it was an inevitable situation that could be resolved by

mustering the support of a colleague.

“Sometimes [...] nothing works. It definitely happens to all of us cos we’re all
human, there’s just not that connection there sometimes [...] Once every, however
long, it’s happened to me maybe once or twice, where they’ve walked in, it just
hasn’t happened, and | don’t know why that is [...] So as well, acknowledging that
[...] and trying to work really hard to fix it, but if you can’t, getting a colleague in
to try and help” AMU MW 1.8
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Midwife participants were also concerned with the concept of continuity of care or
carer3?, With ‘continuity of carer’ women could expect to receive care from just 1
or 2 midwives, increasing the chances of getting to know each other and thus
developing a relationship. The midwives who commented on these characteristics
expressed different opinions about whether continuity was a necessary component
of relationships with women. One FMU midwife had the view that with extended
contact throughout pregnancy, midwives could educate women to consider the
advantages of the midwifery led service for their labour and birth. Women would

benefit if midwives were aware of the entirety of their circumstances.

“Continuity with the women that you see a lot. Trust that you are going to follow
that woman up. That you’re gonna be that point of contact; that they can come
back to you.” FMU MW 2.15

“So, if you had the same midwife in the clinic, she’d be slowly able to work on that
woman. We have an active birth workshop here [...] just seeing the same face we
know works, and saying ‘Have you thought about that?’ Pinpointing them to
certain films that they could watch, giving them audits, getting them here and
sitting next to someone who’s just had a baby.” FMU MW 2.15

A continuity model, however, could be a difficult way of working for midwives, even

if it had value.

“Getting to know a woman ideally in the pregnancy, that doesn’t work too well,
continuity, but it does help, and in the labour as well and then postnatally, that’s
ideal, difficult way of working though”. AMU MW 1.6

22 |n midwifery-led continuity of care models, the midwife is the lead professional for
planning, organising and providing care to women throughout the pregnancy, intrapartum
and postnatal periods, i.e. the childbirth continuum. This is related to the idea of ‘case
loading’ where childbearing women receive their ante-, intra- and postnatal care from one

midwife or her/his practice partner.
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Though there was some recognition that ‘continuity’ had advantages, among the
limited expressions of interest in the model, one FMU midwife did not feel
hampered by its absence, or the lack of case loading. They were aware, however,

of the challenges of looking after women who were strangers to them.

“[The care on the FMU did not exactly include relationship building] as we don't
have case loading although that would be good, so the care relies on getting to
know women enough” FMU MW 2.2

Conversely, according to the midwives, continuity of carer may not even be a
priority for women. Women were also concerned with midwives being kind and

respecting their wishes, rather than knowing them beforehand.

“I’ve never really been totally sold on continuity as in they need to know you all
the way through; | know that that’s the gold standard. A lot of women just want
someone who’s kind to them, who respects them and their privacy and their
wishes, same with their partner as well.” AMU MW 1.10

Neither of the research cases provided a continuity of carer model during the period
of research data collection. Because midwives from both cases were integrated into
the midwifery community service and held antenatal clinics form other health
centres, there were occasions where the midwife was known to the woman before

labour.

6.7.3.2 Being in service/professional companion

Several of the qualities of relationship that midwives identified as being significant
features of their care represented the descriptor ‘being in service/professional
companion’, because they contributed to the question of how midwives defined

the position they occupied in relation to women.

One AMU midwife’s emphasised how much she considered herself to be akin to a
servant: a ‘lady in waiting’, where ‘ladies in waiting’ provide close personal care to
aristocratic women, attending to them in a variety of ways, some intimate. In

keeping with this status, it was important for a midwife to have certain qualities:
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“For me [...] | think that the most important thing a midwife should be is humble.
And | also think that the most important thing that a midwife should be is zero
ego, none, none at all.” AMU MW 1.8

The midwife believed that midwifery led settings allowed midwives to provide a
level of care which certain women would have experienced in a previous era. Thus,

the care midwives provided in the AMU was referred to in the following terms:

“It’s almost like [...] in old school [...] Downton Abbey* or something [...] you’re
her lady” AMU MW 1.8

For this midwife, undertaking such a role meant being prepared to be continuously

present and available.

“Whether she ends up with a Caesarean or not, you’re there for her, you’re hers.
So, it’s making you very very accessible to her”. AMU MW 1.8

“You’re here to provide a service for her and her family and [...] you should be
present in that room, all the time, all the time, because if you even seem like
you’re absent, even the smallest bit, then your heart is not 100% in what she’s
going through” AMU MW 1.8

This perspective: that relationships between midwives and women necessitated
midwives ‘being in service’, was perhaps more ardent than others found in the data;
‘being in service’ implied midwives being subordinate to the women they cared for.
However, midwives did express their understanding of the meaning of relationships
in words that suggested commitment or dedication beyond what was actually

necessary to carry out safe routine intrapartum care. Hence, the idea of midwives

33 Downton Abbey is a British historical period drama television series depicting the lives of
an aristocratic family in the early 20th century, set a fictional country estate of Downton
Abbey. The period epitomised a time when aristocratic women had lower ranking women

at their service to attend to their personal needs.
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being ‘professional companions’: skilled in overseeing processes of labour and
birth, committed to practices that enhanced the interaction with women. Where it

was not achievable, significant emotional reactions could be triggered.

“It’s very very very much [...] with woman one to one isn’t it? So [...] you're not
just there just to kind of do your routine observations. It’s really providing support,
properly.” AMU MW 1.2

“You need to give them one to one care, and they absolutely need you there when
it's getting towards that: 'I'm feeling pressure’, 'l don't know what to do with
myself', transitioning [...]: ' | want an epidural’, all of that's going on. To leave the
room, | hate it, | hate it. | think it's really important to have the time. And
occasionally it's not possible, you have to come out.” AMU MW 1.9

Some midwives made reference to the ‘partnership’ that existed between
themselves and women. Their vision of ‘partnership’ was where midwives were in
a position of being able to offer guidance to women about aspects of labour they

had more theoretical knowledge about.

“In terms of what's on offer just to say [...] ‘this is what you could do’. ‘Why don't
you go for a walk?’, ‘Why don't you go and do this, why don't you go and do the
stairs?’ Working in partnership, let them see 'this is what we're gonna do, upright
positions are good.’

So, it's just working in partnership really.” AMU MW 1.9

“Generally, the midwife led care when they follow the wish of the woman there is
decision making with them. So is a plan, what you do for, especially for birth [...]
and you work [...] as a team, so my team is the woman and the partner and the
baby.” FMU MW 2.9

6.7.4 Communicating

The ‘communicating’ sub-theme illustrates how relationships were expressed in
midwifery practice through verbal and non-verbal communication. The data
represents participants’ ideas of what the substance of communicating with

women was, and what was observed by the researcher in midwives’ labour care.
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There are 2 overriding and interrelated descriptors: ‘positive reassurance’ and

‘sharing explanations to facilitate understanding’ (see figure 6.5).

6.7.4.1 Positive reassurance

Midwives were observed giving continuous positive reassurance to women and
their partners. Sometimes this took the form of affirmation that the labour was
progressing as expected. The reassurance given was through encouraging words,

and non-verbal signs such as a confirmatory smile or nod.

“[The midwife] goes through what she found [from the vaginal examination] '
about 5 centimetres open', ‘cervix is really thin now', 'you are getting there'. This
information is given to the couple as though everything is how it should be.”
Observation AMU MW1.6, W1

“The woman tells the midwife she feels like pushing but that nothing is
happening, and reassurance comes from the midwife about how clever the body
is, and how the woman has done it before.” Observation FMU MW 2.7/2.14 W3

The observation data contained examples of midwives using positive reframing:
offering different, more optimistic perspectives of the situation when talking to the

woman about what was happening.

“The midwife [...] is looking at the floor, verifies out loud that there is water
[amniotic fluid] and says, 'nice and clear’, she continues to talk positively about
the water, her voice is soft and calm” Observation AMU MW 1.6 W1

““‘What about standing in the shower? Having a hot shower” asks the midwife,
and the woman says yes to the idea. She says somewhat mournfully: ‘I don’t feel
him going down when | push’; the midwife says: ‘It’s fine; your baby knows what
he’s doing, you know what you are doing.” “ FMU MW 2.7/MW 2.14 W3

“The midwife is on the floor, behind the woman. She says: 'baby's head very low
now' [...] the woman answers with a question ' can you see it?' She is still leaning
over so that the midwife is able to see any advancement of the baby. ‘I can see
very stretchy tissue; that means baby is doing the curve.”” Observation FMU MW
2.9 W2
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In the latter example, although the baby’s head was not yet visible, the midwife

represented what she was actually seeing in a positive light.

Affirming words were used to convince women that they were making progress, for
example, in explaining that the overwhelming pressure in the birth canal that a
woman might be experiencing was related to the impact of the baby’s head against
her rectum, which could lead to her opening her bowels. In the examples below,
the woman's bodily functions, which would not usually reach the threshold of being

a fit topic for public discussion, were reconceptualised as comforting signs.

“The woman is more active around the room [...]. The midwife rubs her back when
contractions come, comments like ' smashing' ' excellent’ ' good stuff' [...] as the
woman first mentions she feels like she needs to ‘poo.” “ Observation AMU MW
1.6 w1

“[The midwife] sees lots of vaginal mucous [trailing] and says this is a great sign”
Observation AMU MW 1.6 W1

6.7.4.2 Sharing explanations to facilitate understanding

As well as affirming words midwives exchanged with women in order to offer
reassurance, they were also observed sharing explanations about the signs they
noticed women displaying during the labours. The function of these exchanges
appeared to be firstly, making it easy for women and birth partners to understand
what was happening, thus demystifying some of the processes of labour, and
secondly, giving advance notice of what the woman might experience later on in

the labour so that she could prepare herself.

“The midwife explains to the woman she may feel more pressure of the baby now
that her waters have 'gone’. [...] she explains ‘you're going to feel water coming
all the time now’, and says encouraging words to the woman during a
contraction.” Observation AMU MW 1.6 W1

“The [...] midwife says, ' you're going to start stretching'. There is encouragement,

'l can see more of the head.’ [She] is off the stool and onto her knees again |[...]
‘You're going to feel the stretching’. [...] The midwife says to the woman ‘Little
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pushes now’, [...] also 'in a little while I'll tell you not to push’ “. Observation AMU
MW 1.6 W1

“The woman asks of the midwife whether the placenta will come in one go. The
midwife responds that the cord is still pulsating, she has touched the unbiblical
cord briefly, and so the placenta may not have come away completely. She
explains that when the baby is completely fine and able to do everything by itself,
the cord stops pulsating.” Observation FMU MW 2.9 W2

The value of midwives sharing their understanding with women and their families

of what was happening in the labour was expressed during interview.

“If you're doing vaginal examinations being skilled at that to be able to give
feedback in a good way to the woman, a way that's gonna [...] help her to feel
supported [...] and it’s [...] explaining that to the family.” AMU MW 2.12

“First of all, to empower them you have to make sure they understand, | think.
They have to fully understand what’s happening, any decisions, make sure that
they are the person that feels like they’re making the decision as well, so that they
have the confidence to believe in that decision that they’ve made.” AMU MW 1.1

6.7.5 Ssummary

The data clearly shows that the third defining attribute is enacted in the midwifery
led care observed and discussed by midwives. Data from each of the sub-themes
contributed to exploring how midwifery led care was enacted. The meaning of the

defining attribute theme, therefore, was reflected in the empirical data.

For the sub-themes ‘relationship’ and ‘communicating’ midwives demonstrated
how they valued having significant interactions with women and how it benefited
the care they gave. A quality relationship engendered trust from both parties. It was
of benefit to view women as though they were family members. It was also
important to look after birthing partners and be able to mobilise their support.
Although some considered continuity of carer and case loading to enhance the
relationship, as it was not present at either MLU used in the case study, its absence

was not considered to hamper their success. The quality of relationships was also
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defined as being at least as significant as that between a woman and a ‘professional
companion’. Midwives were aware of how they communicated with women within
the relationships that they worked to establish. The important features were that
they were positive and affirming, and that they shared their knowledge and

information about the labour as they witnessed it.

6.8 Defining Attribute 4: Midwifery led care is women centred and meets
women’s individual needs. There is recognition that women’s choices
should be respected and that they are the final decision makers

6.8.1 Description of the fourth defining attribute from literature review

The key points from literature review (Chapter 2) relevant for the fourth defining
attribute are that midwives need to be in a position to be able to fulfil women’s
choices. Women need to be able to trust that midwives will honour their choices
and a relationship with the midwife helps this. Furthermore, if midwifery led care
is focussed on the woman it means that they will be viewed as individuals and their

decisions will be taken into account.

6.8.2 Description of sub themes

The sub-themes associated with this defining attribute represent the finer details
of midwife-women relationships discussed above. They indicate how midwives
enact and enhance relationships with women, revealing a pattern of midwifery
strategies and behaviours. The strategies and behaviours represent how midwives
exert their beliefs on the care given to women i.e., how their philosophy of care
influences practice. The two subthemes, being responsive and making decisions
about care were derived from observation and interview data. Each of the sub

themes is associated with two descriptors (Figure 6-7).
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Figure 6-7 Fourth defining attribute and sub themes
Being responsive, making decisions about care

6.8.3 Being responsive
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For midwives, being responsive signified how they interacted with women. The

actions consisted of responding to women’s needs as they arose or anticipating

what may be needed to provide comfort or encouragement. The impression given

was of midwives striving to be ‘in tune’ with women, demonstrating the ability to

understand what their experiences were, hence, displaying empathy towards the

women. The descriptors for this sub-theme: ‘being in tune’ and ‘adapting’ are

illustrated in the Figure 6.7 and explored in the following passages.
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6.8.3.1 Beingin tune

‘Being in tune’ consisted of instances where midwives displayed deep awareness of
the woman's condition and empathy with her experience. There was a multitude of
factors involved that contributed to the depth of this finding: the midwives are
concerned with gauging what women want from the labour care. The midwives
aimed to be ‘present’, in the sense of giving full attention to women. They also
engaged with women to the extent of exhibiting reciprocal behaviour by mimicking
and joining in with some of the women’s actions or movements. Different midwives
explained that they gauged what women wanted from them by deciphering their

actions and reactions.

“And then if a woman’s in her zone with her partner, that’s lovely; stay away |[...].
If she’s looking to you all the tiny seconds or shouting out your name |[...] then be
with her. You gauge that level of interaction from her. Cos nine times out of ten
the women want you right there, which is lovely. But if they don’t, then brilliant.”
AMU MW 1.8

“Sometimes it can be from using what’s in your surroundings. [...]Jit could be
something as basic as you [...] just kinda invisible in the corner and just there really
just to guide when the baby’s birthing and that woman’s hypnobirthing [...]
another woman might need you to be a lot more [...] active and supportive in the
labour. Some women respond much better to having some kind of encouragement
[...] so you might be using the birthing stool or saying: ‘right, you know, shall we
get in the pool’. Some women will kind of very much lead their care.” AMU MW
1.2

“It’s looking after the woman’s needs. Her comfort, drinks, going to the toilet,
honey, warmth; that somebody’s there with her, a voice that she can relate to.
That’s what you want so that when, during all that time and the birthing time that
she’s there, you’re in tune with her.” AMU MW 1.6

“For example, there are women that they don’t want you to touch them at all, so,
1 will respect that and just try to accommodate or try to help her in another way.
There are women that they love you to give them massage on the back [...] so |
will try to see whether the woman that I look after [...] at that moment would like
this or not [...] But I don’t like to talk too much in the birth, so | will try to see how
she reacts with her non-verbal cues.” FMU MW 2.11
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For some midwives, being ‘in tune’ necessitated giving women their full attention,

being present when women needed them.

“So, you know, when she’s struggling, when things are getting a little bit [...]Jas
they do as it’s coming towards the end, it’s just being there, just being with
woman, that’s what the word ‘midwife’ means. It’s just being with woman.” AMU
MW 1.9

“And actually, you just being there, or [...] often not being there, just popping in
and out if that's what they want, [...] that's being with her because that's being
with that woman in the way that she wants. It's doing the right thing for her
labour.” FMU MW 2.12

“Just to, to be present, and to listen what’s happened” FMIU MW 2.9

Through observing midwifery practice, it was possible for the researcher to
recognise certain behaviours of the midwives as demonstrating reciprocity. Thus,
part of their support included adopting behaviours that reflected the actions of the
women they were caring for. In the first example, the midwife stands close to the
woman, massaging her back, and imitates the woman’s movement during uterine

contractions.

“The midwife is moving with the same rhythm as the woman whilst she rubs the
woman's back.” Observation AMU MW 1.6 W1

The second example is of a similar situation: both midwife and woman are

engrossed in the same action between uterine contractions.

“The midwife is still in the supportive position; she is suggesting quietly for the
woman to relax and change position. [...] And they are now both standing. The
woman holds hands with the midwife, and they are both swaying.” Observation
FMU MW 2.7 W3

The midwife could also be responsive to the ebb and flow of the labour in the

following way:

“The room is silent in between the times that the woman is not contracting. In
fact, she closes her eyes and sleeps in between the contractions and the midwife
sits silently when she is sleeping. When the woman is woken by the contractions
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and responds to them vocally the midwife looks alert to them too.” FMU MW 2.7
w3

By mirroring women’s actions, midwives were, perhaps, attempting to fulfil a desire
to relate to women, and to encourage women to relate to them, an idea expressed

at interview by an AMU midwife.

“It's a bit like, you gauge where they're coming from and try to kind of almost be
on the same level that they're on, whatever that means, so that you can relate to
them, they can relate to you” AMU MW 1.9

Being in tune also meant that midwives took account of the significance of time.
Some women needed to be given time to take control of their labour. They needed

kindness and compassion.

“Spending time, if you can spend time and get women calm [...] Women that are
completely losing control, unable to [...] cope, and once they're in and you've spent
half an hour with them and you've done the kind words and the caring and the
compassion and this is before any pain relief or anything has been offered and
they get it, so it works, and if you can gain somebody's trust by just talking and
calming them, it works.” AMU MW 1.9

6.8.3.2 Adapting

Midwives worked around women, with an objective of minimising disturbance. In
this way they adapted themselves or the environment to fit in with what they
believed women needed, so as to support them. The midwife might have altered
her position so the woman did not need to move. In some instances, positions were
observed by the researcher that may not have been convenient or comfortable for
the midwife. The research field notes refer to the AMU observation of birth where
the midwife consistently took up spatially lower positions in relation to the woman.
For example, kneeling on the floor whilst auscultating the fetal heart (Field notes.

AMU 23" September 2016).

“The midwife makes a move to listen to the fetal heart and gets onto her knees
again to position the transducer on the woman’s abdomen; the woman is
standing” Observation AMU MW 1.6 W1
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“The midwife is on the floor, behind the woman, she says: '‘Baby's head very low
now.’ “ Observation FMU MW 2.9 W2

“The midwife [...] says: 'Can | listen to your baby?' The woman nods and so now
the midwife kneels on the floor, close to the woman and places the transducer of
the Sonicaid on the woman's abdomen. She has to twist herself to angle it right”
Observation FMU MW 2.9 W2

The efforts taken to adapt self and environment resulted in significant close physical
contact between midwives and women. The closeness, in turn, made it possible for
the midwives to provide comforting measures such as massage, and support for

positions women adopted.

“The midwife and woman talk about what other position might be comfortable
for the woman to take up. The midwife describes it as 'all about doing different
things'. So, the woman is now on the bed with the midwife massaging her back.
She is helped to be comfortable with back rubbing and Entonox; the midwife rubs
her back with each contraction.” Observation AMU MW 1.6 W1 (see Figure 6-8).

-t—
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Figure 6-8 lllustration from field notes
Midwife massaging woman’s back
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“The midwife squats with her feet on the floor in front of the birthing stool [where
the woman sits]. She takes both of the woman’s hands in hers and she leans back.
The woman leans back also [in the opposite direction]. In this way the midwife is
supporting the woman.” Observation FMU MW 2.7 W3 (illustrated as Figure 6-9).

“The midwife is accompanying the woman as she stands by the pool using the
Entonox for contractions; the midwife and woman are close and [...] holding
hands.” Observation FMU MW 2.7 W3

Figure 6-9 lllustration from field notes

Midwife adopting squatting position to support woman

6.8.4 Making decisions about care

This last sub-theme is concerned with how decisions were made about the care
MLU midwives gave to women. There are 2 contributing descriptors (see Figure
6.7). MLU midwives recognised the value of accepting women’s choices and
complying with them, however, they were aware also of the need for negotiating
with women to provide the care they felt was appropriate. There were many
references to the belief that ‘decision making is a group effort’, the second

descriptor. Inlooking after labouring women, midwives were consistently observed
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involving their midwifery colleagues who happened to be on shift at the same time,

in decisions about what to do next at any given point in the woman’s labour.

6.8.4.1 Negotiating with women’s choices

Midwives operating along a continuum of practice in response to what was
happening in a woman’s labour is a facet of their care considered earlier in this
chapter. For the sub theme ‘balancing action and no action’ (second defining
attribute), midwives demonstrated skills of being ‘consciously passive’ as well as
those needed for effecting more ‘low technology’ obstetric -like interventions. In
between these extremes was the use of ‘midwifery interventions’. With respect to
decision making, there were multiple indications that midwives were prepared to
take into account what women wanted to happen in labour and what their choices
were. The rhetoric of shared decision-making and respect for diversity of needs was
outlined in the FMU’s generic Trust orientation programme for midwives: ‘The
maternity care provider will respect the diversity of women’s needs [...] the
practitioners involved will encourage decision making as a shared responsibility [...]
the woman is recognised as the primary decision-maker’ (Document 2.08, FMU
research site, 2010). MLU midwives were bound to accepting women’s choices
about a course of action irrespective of the whether it might lead to an adverse

event happening.

“We need to move away as midwives from ‘allowed’ or ‘risk’ [...] What we need
to do is say, “ok, here are the chances of what may happen if you have this or if
you have this, or if this happens, or if this should happen, because this in your
background you are more inclined for this to happen, or something”. [...] but if she
turns round and says, ‘I don’t care’, then we need to go ‘alright then, fine, that
was your decision, I’'ve given you all that information and if you want to do that
then you have our whole undivided support’ “AMU MW 1.8

“] think it’s no one in power but the woman, [...] she’s the one that has to get the
decision that is more appropriate for her. It’s like, you just give the information
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and if she wants something that is not on your plans, or, it’s up to her as long as
she understands the risks and benefits.” AMU MW 2.11

“They have to fully understand what’s happening, any decisions, make sure that
they are the person that feels like they’re making the decision as well, so that they
have the confidence to believe in that decision that they’ve made.” AMU MW 1.1

Examples in the data also showed how midwives attempted to steer the plan of
care in a different direction. In the following excerpts, midwives described
occasions where there was ambivalence about whether or not all was well in the
labour. The midwives’ attitudes were of negotiation in order to bring about a

change.

“There’s a lot of conversations you have with women: ‘we’ve been going at this
labour now for some hours and we’ve tried this, | think we should start talking
about, within the next hour, what we’re gonna do’ ... It’s those conversations you
had. [...] So, the woman is far more engaged with her care.” FMU MW 2.15

“I say ‘it’s better if you change position, let’s just go on all fours because it’s better

for the baby to descend’, or [...] ‘it’s gonna be better than the other position
because baby’s gonna get more oxygen.’ | just suggest it, if she doesn’t want, |
don’t force her, but later on, | don’t know, fifteen minutes later | might suggest it
again. [...] But if she doesn’t want, we cannot really force her.” FMU MW 2.11

“But if I have a feeling something is not really going with the time it should be [...]
I explain to the woman [...] ‘to be able for you to go a little more in time as normal
labour [...] maybe you can try that option’, and see what she said. If she said, ‘no
I don’t want to’, | can say ‘ok you can stay and we will look after what is going
on.”” FMU MW 2.9

The principle of midwives negotiating with women about their care was, therefore,
one that repeated itself in the data from interviews. In addition, midwives were
observed making tentative suggestions to women about what they could do, or
requesting permission to carry out care that was related to following clinical
guidelines (see the ‘knowing and understanding normality’ sub theme, second
defining attribute, for the discussion about the significance of clinical guidelines in

the midwives’ practice).
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“[The midwife] asks about the woman’s position on the bed. [...] It is a semi
recumbent position, and the midwife introduces the idea of the woman moving
position. But [she] likes this position, so the midwife indicates she would like to
correct the lack of support the position gives the woman’s back, and takes a towel
from the cot, rolls it up, and places it in the small of [her] back” Observation AMU
MW 1.6 W1

Views that midwives could or should override women’s decisions were rarely
expressed. Indeed, the incident of a women declining a transfer to an obstetric after
having haemorrhaged (see ‘advocating for women’ sub theme, first defining
attribute) illustrates midwives supporting a woman’s choice irrespective of the
potential repercussion. Nevertheless, some midwives suggested a more
problematised aspect of midwifery decision making where conflict with accepting

women’s choices was possible.

“You know there are women here that refuse to transfer, when they’ve had a PPH
or something and you say ‘ok, look, we’ll try and get round this. And they’ve
remained because you can’t make a woman go. | think that’s the really lovely
thing, to involve women with their (emphasis in midwife’s voice) decision making.
And as the only experts here, they really listen, and they really honour that.” FMU
MW 2.15

“I think, unless her life or baby’s life is at risk: if baby’s life is at risk or her life is at
risk, obviously if she doesn’t want we are not going to call the police but we [...]
might say, ‘we have called the ambulance, you need to go because [...] you are
bleeding, so you cannot stay here we need to go to the hospital. ‘““ FMU MW 2.11

Despite the following comment:

“The woman leads; only in an emergency would a midwife take over.” FMU MW
2.2

data illustrating the current and previous themes indicated that the actuality of
MLU midwives being positive about women leading care is complicated when there
are concerns about safety. Data from the ‘advocating for women’ sub theme (first
defining attribute theme) expressed the idea that the ‘birth centre’ needed to be a
safe place for midwives as well as women and babies. Coupled with this, the
impression of midwives supporting women’s choices even though they appeared

",

to be emphatically against them (“‘you cannot stay here we need to go to the
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hospital’”) signifies the challenge of midwifery care when labour strayed outside

the traditional scope of practice.

6.8.4.2 Decision making is a group effort

The decisions made with respect to women’s care involved midwives talking to and
garnering each other’s opinions about the direction of the care. The importance of
the group effort was stressed by several midwives as serving varied purposes. It was
considered as a mechanism for making care safer: midwives were able to seek
advice or opinions from a second midwife, sometimes, but not always, more senior.
It appeared to be part of the usual practice for the midwives to be engaged in active

collaboration with colleagues.

“It’s such a lovely experience to be a second [midwife]. It really is. As much as it is
to have one as well. [...] If you’ve got a trickier birth, just having that little hand
from a senior colleague on your back, just saying, I’m here, this is fine, this woman
is doing fine, is really really lovely. And | think that is why we’ve got very low
transfer rates, because we’re very very sdafe in how we work. There’s no rash
decisions that are made because of insecurities. It’s all very logical, methodical”
AMU MW 1.8

“If it’s just something that you think you’re not hundred percent sure but you’re
just concerned about this issue, you get your colleague [...] seek a second opinion
and from there you can then escalate it to either the senior midwife or then to the
obstetrician” AMU MW 1.5

The opportunity to discuss options with colleagues was valued even in cases that

were not ‘tricky’ or of concern:

“You work as a team [...] that also goes [...] if you’re with somebody and you’re
thinking ‘umm ... ’'m not quite sure what to do here, what can | do? This lady’s
kind of, you know, I’'ve done an ARM, and I’ve done whatever and she’s still kind
of that, what else can | do here? What else could be going on here? Em, | need a
bit of extra energy’.” AMU MW 1.9
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Midwives also expressed the importance of being free to discuss women'’s care with

colleagues without being judged, even where they were relatively experienced.

“When you're giving care, when you're making decisions, you can talk them
through with your colleagues without feeling judged. You can ask their advice,
check that you haven't missed anything. You can get ideas, and share ideas off
other people that are gonna improve the care that you're giving: | think that's
really important.” FMIU MW 2.12

“I've been qualified for 9 years now and I'll always come out and be like 'oh I'm
not sure. | dunno what do you think? | want do this but I'm not 100% sure' and |
will not get 'well you know that'; you will never get that. | will get 'so what's your
rationale? “ AMU MW 1.3

The relationship between colleagues, and hierarchy, could act as a limiting factor,
however. This AMU midwife referred to a difference of opinion she had had with
the ‘second’ midwife. Both midwives had been present at the birth (which had also
been observed for the research). The baby had taken a few seconds to breath after
birth. The second midwife had clamped and cut the umbilical cord, and called for
assistance; the first midwife had felt that tactile stimulation would have been

sufficient to stimulate the baby to breathe.

“It depends on the midwife you’re on with who comes in. How they approach
things and what they do. That’s one thing about the birth [the midwife
remembered the birth that had been observed]. | mean the baby I think came out,
was ok, and | think we could have left the cord, didn’t need to clamp and cut. And
I wish perhaps | would’ve said ‘no’, and just, | remember saying ‘let’s just
stimulate the baby’. But [name of second midwife] is [...] a lot more senior; I've
been qualified a long time, but she is more senior here.” AMU MW 1.6

6.8.5 Ssummary

For the last of the defining attributes, there is evidence that sub themes contribute
to understanding of how midwifery led care is enacted. The empirical data,

therefore, supports the relevance of the defining attribute. The subthemes ‘being
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responsive’ and ‘making decisions about care’ provided both insight and examples
of midwives tailoring their care to respond to individual women. They were
concerned with gauging what women wanted from them. There were elements of
reciprocity evident in their exchanges. Midwives attempted to adapt themselves or
the environment to fit in with what women wanted. They negotiated with women
in order to come to decisions about care. This was less straightforward when there
were concerns about the labour. In such cases, there was evidence that midwives
were committed to accepting women’s choices, but for some, the midwife could
legitimately take over decision making if there were significant risks to the woman
or baby. It appeared that for the cases of midwifery led care studied, decision
making was a group activity. Midwives saw the value in being able to ask for help in
deciding what the appropriate care should be even where there were no pressing

concerns about labour.

6.9 Conclusion

The defining attributes and associated themes and sub themes presented in this
chapter were found within the observations and interviews in the AMU and FMU.
The wider context of the defining attributes was illustrated through document
analysis findings. The emerging themes which are novel and not previously defined

are presented in Chapter 7.
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Chapter 7 Presentation of findings — inductive themes

7.1 Open coding themes

The second of the findings chapters outlines themes and subthemes that
inductively emerged from cross case data analysis, a process discussed in Chapter
6. Incorporating inductively derived findings means that the scope of the study can
be widened to include data that is closely associated with the overall a priori
themes, and contributes to understanding how they are intrinsic to midwifery led

intrapartum care.

Two themes resulted from the process (Figure 7.1). Their value is in providing a
contextual backdrop to the midwifery practices associates with defining attributes.
They provide information about the social and organisational milieu of the study
cases. They offer explanations about issues, concepts, and philosophies that drive

midwifery practice.

Preserving Self Working Together

Gatekeeping Part of a whole

Two heads are hetter:
Collective Consciousness The second midwife makes
you strong

Keeping it safe

Figure 7-1 Cross case open coding themes and sub themes
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The two themes are illustrated in Error! Reference source not found. each with

associated sub themes.

7.1.1 Preserving self

Midwives from both cases identified characteristics about themselves and the team
that were specific to them. There was a sense of 'this is who we are'. They regarded
themselves as a collective of professionals with similar understandings of childbirth.
Furthermore, there were individual characteristics considered to be valuable for
midwifery led care and worthy of protecting. It was important to control, in some
way, midwives’ entering the territories of the midwifery led units. It was also
important to steer midwives into a similar understanding of childbirth, so that they
could maintain standards of care and practices considered to be important for the
service. The 3 associated sub themes are: gatekeeping, collective consciousness,

and keeping it safe.

7.1.1.1 Gatekeeping

The impetus behind this sub theme came from midwives believing that in order to
maintain the philosophy and environment of the MLUs, there needed to be some
control over who could work there. There was little evidence that MLU midwives
had a say in who was recruited to work in their area, either permanently or
temporarily, however, when new staff members came to the MLUs, existing
midwives made efforts to channel them towards adopting practices that reflected
the philosophy of care. The fact that participant midwives did not appear to have
influence over staff recruitment did not prevent them having views about who were
desirable work colleagues. For one AMU midwife, on occasions where midwives
form the ‘outside’ did staff the MLU, they needed either to be familiar and fit in
with the ‘dynamic’ or be restricted to non labour-care tasks. Restricting labour care

to ‘insider’ midwives was considered an ‘untouchable’ practice.
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“We honestly don’t ever have, we (only ever) have an agency [midwife] that
comes here regularly. In the 10 months I've been here I've not known it to be
staffed from another area. They’ve called community in who are that kind of
ethos, em, so it doesn’t seem to change the dynamic. Or if you're calling staff in,
they’ll be triaging [women] or looking after your post-natals so you're actual,
kinda, labour care, it’s a bit untouchable really” AMU MW 1.2

By way of an explanation the same midwife offered:

“You can’t have people working in a midwifery led unit that don’t really believe in
the real midwifery skills and have a more obstetric led opinion of things’ AMU
MW 1.2

For another AMU midwife, there was a specific problem of midwives from other
areas not being comfortable looking after women experiencing labour without an

epidural or other pharmacological ‘stuff’.

“I’'ve seen it from personal experience when you work with [...] a midwife that [...]
doesn’t usually work here, usually works on the obstetric unit. [...] It’s almost like
they’re not as comfortable with the pain relief options, and they don’t quite know
how to explain to the women with perhaps ‘we should try this, or this’. [...]
because they’re quite used to using epidurals and stuff upstairs.” AMU MW 1.1

Another aspect of MLU midwives’ views on midwives who were new to the area
was the need to be able to scrutinise ‘newcomer’ midwives’ practices to make sure
they were in line with how the MLU midwives worked, and in keeping with the self-

proclaimed high standards of care.

“People always think we're cliquey. | don't think we're cliquey. Cos cliquey means
that we would not, em, embrace anyone else. It's just that when someone comes
in, we've got very high standards. So, we're gonna scrutinise you to see do you
have the same standards as us” AMU MW 1.3

Though there were no specific details of what ‘scrutiny’ amounted to, other
comments indicated that it was important to be proactive in moulding newcomer
midwives so that they fitted in with how things were done on the MLUs. The
following extracts from an FMU midwife show a determination to make sure

newcomers were up to the responsibility of making autonomous decisions without
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a doctor’s input, or committed to being genuinely present with a woman, without

intrusions such as inappropriate conversations.

“You’re guiding them. You’re opening up their minds a little bit. The reliance in
hospital with doctors’ decision making, buttons to press, people to come in --- We
never know here when we’re gonna get a flat baby [...] we’ve got to [...] really get
those midwives to feel really --- confident, in their skills that, ok you’ve pushed
this labour long enough, you might have a flat baby.’ [...] it’s an innate ... ‘are you
ok with that? Give Pethidine? Are you sure? She’s a multip, | know she’s 2 cm --- ¢
[...] for them to make those decisions, to really --- go back to the woman and say,
‘you know actually, thinking about it lets try something else rather than pethidine
because --- you know it’s a risky situation right now with your baby.” And for them
to do it, not expect the senior person to do that. You want really strong midwives
that are making those decisions with women. FMU MW 2.15

“So, when they first come here, they ask, ask, ask all the time. So, you kind of have
to push them in the room because often they’re not in the room. You have to push
them there and say, ‘you’re meant to stay there, you can’t keep sitting out here’.
‘You’ve gotta get an insight into that woman, you’ve got to really observe.” “ FMU
MW 2.15

“A lot of silence, a lot of observing, so you teach them to de-school and stop
talking through people’s contractions and talking to the woman “ FMU MW 2.15

7.1.1.2 collective consciousness

The MLU midwives showed that they had a collective consciousness. It consisted of
shared beliefs about and attitudes towards childbirth, and an understanding of who
they were as a community of midwives working in their discrete settings. Their
collective consciousness was indicated by several different factors. For example,
there was commonly held belief in the importance of physical environment, and

commitment to organising it to suit women and normal birth.

“So, the environment first of all | think promotes normality because it’s not set up
just a room with a bed, we use the bean bags, we keep them mobilising, and keep
them active during their labour as well.” AMU MW 1.1

“Yes, we try to keep things normal: the environment, the hormones, endorphins,
reduce adrenaline. Actions taken to help women to keep calm, lights are dimmed,
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music can be played, voices are kept low. All this helps women to relax and
progress. We see amazing cases. [...]

It works for the women. [...] taking account of voices, the surrounding noise, smell,
pictures on the walls, support from midwives, not being patronised, not
pressurised.” FMU MW 2.2

“| think it's really helpful [...] when you've talked to a woman and anyone that
she's got with her, you know what kind of, makes her comfortable, what she
wanted, so you're kind of making that environment for her but it's very much led
by what she'd like. And then you see how she responds to it and you either change
it back or you change it to something different, or you know that that's helped.”
FMU MW 2.12

“I’d have the lights over the bed, I’d put the bean bag on the bed, I’d put music on
the television, if it was daytime may not close the curtains, but if it was a night
baby, the fluorescent lights that shine through. So just to create the nesting |
suppose, a calmness. “AMU MW 1.6

In addition, MLU midwives perceived meaningful differences between the MLUs
and obstetric led units (OU) to which both sites were linked. The differences
strengthened the idea of existing as separate entities from the OUs, resulting in
different possibilities for how they delivered care. They considered that the care
they were able to offer contrasted fundamentally with that available at the OUs.
They seemed to have a greater sense of their own identity because of the existence
of the OU or ‘hospital’ with which they could compare themselves. The
consequences of the differences were regarded sympathetically by some. That is,
working conditions and physical environment of the OUs could make it difficult to
apply the same standard of care to women, when compared to the MLUs. There
were references to the relative advantages of both the environments and mindsets

present in the MLUs.

“For me to get a woman marching round the labour ward in bright fluorescent
lights with crash trolleys and beds in the corridors and doctors going in and out of
rooms and emergency bells going off --- that’s a very very very different
environment to me having the woman marching out in a nice dark corridor, sitting
on a birthing ball with the television in the background and nice and calm with
the Phalaenopsis orchid” AMU MW 1.2

“I think because [...] the workload [...]. In the hospital in the labour ward there is
much pressure because there is always women coming in and there is always the
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pressure of needing beds and needing to go quick. For example, the physiological
third stage of labour: in here we can wait up to an hour, it’s fine, and it’s not a
rush as long as the lady’s not bleeding. But in the hospital if you do that, you can
do it, but you feel the pressure that they are asking you: ‘have you finished, have
you finished?’ (Laughs). And it’s like, you really need, not need, but it’s like you
feel like you need to give the injection to finish quick quick quick.” FMU MW 2.11

“There’s a high rate of water birth, physiological third stage in here; you tend to
find on labour ward there’s a kind of fear of those things.” AMU MW 1.2

One AMU midwife suggested what an effect might be on midwifery practice of
operating within different settings (MLU or OU). The midwife described the general
practice of deliberately misrepresenting findings of a vaginal examination, for it to
appear that a woman was not in established labour. The purpose was to ‘buy time’
because once in established labour, women would be subjected to interventions if
they were not making progress according to timeframes recommended by clinical
guidelines®*. The implication was that such timeframes are unwarranted in normal

labour.

“Everything is driven by numbers, so once you get to this magical 4*°, which is
made up --- it’s ambiguous --- then the partogram?® starts. So, what we would
probably do is to say that she was 3, just to buy her a bit more time. So, we can
get away with that more in a midwifery led unit because [...] we’re all of the same
mindset. But if you try to do that in a labour ward setting where not everybody is

3 For example, national guidelines suggest that delay in labour has occurred if the rate of

cervical dilatation is less than 1 cm every 2 hours in established labour.

35 The ‘magical 4’ refers to the cervix being 4 cm dilated, at which point the woman is, by

convention, considered to be in established labour.

% The Partogram is continuous pictorial record of events and progress in established labour
over time, completed by the midwife giving labour care. Both maternal and fetal
observations are documented (e.g. vital signs, cervical dilatation, and fetal heart rate). It is

used to assess whether intervention in labour is needed.
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of that mindset, then you would be, you know, tall poppy syndrome, raising your
head, ready to get shot down [...] To do that anywhere else [other than an MLU]
would be, em, well | wouldn’t say foolish, but you’d be fighting a losing battle [...]
It’s the cultural norm isn’t it? [...] So, the cultural norm here is very different to the
cultural norm on labour ward.” AMU MW 1.10

Although acknowledging it as a practice of ‘doing good by stealth’, the midwife
lamented the fact that the midwives did not collectively own up to what the true

clinical picture was.

“But there is a lot of doing good by stealth which ultimately | don’t agree with
purely because, you know, collectively if we could all come together and just all
raise our head above the parapet and just say ‘no, [...] she’s actually 4 cm. No, I'm
not gonna start the partogram yet because there still needs to be quite a lot of
rotation, descent’ “AMU MW 1.10

The contrasts in mindset between the MLU and OU (the OU is also referred to as
‘the hospital’ by FMU midwives) was also alluded to in the next extract. For this
midwife, one consequence was that at the hospital there was a tendency to focus

on abnormality or deviations from physiological labour.

“There is | think a kind of mindset in the hospital. The mindset is when you work
a lot in that environment, is ‘I’'m looking for the events what is not physiological’,
than look for promote the physiology. So, it’s a different set of mind.

And | don’t know if it’s related to because you are trained like that, because you
have the fear of something happen, or because that is what you have. Er, you
work always in that environment, so obviously you are not able distinguish any
more (laughs) the normality or not, because | see a lot of woman what is normal
and they treat them as potentially danger [...]; that is the mindset.” FMU MW 2.9

Yet further evidence for the existence of a collective consciousness was provided
by research participants’ responses to the vignette of the Model Case of midwifery

led intrapartum care (Chapter 2) presented to them during interviews.

The Model Case has been discussed in Chapter 2 and results from the initial concept
analysis of midwifery led care, the precursor to the research project. The Model
Case represents what literature suggests should be present in cases of midwifery
led care. The MLU midwives were invited to express what the vignette meant to

them. One particular midwife was clear that the Model Case depicted an encounter
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with labour and birth that was “not idealised” and “not unattainable” (FMU MW
2.2). Midwives unanimously recognised the Model Case as being what MLUs
epitomised. They identified, collectively, with the ethos of women-centred care and

non-intervention that the vignette portrayed.

“l mean it sounds very familiar, it sounds kind of --- you know, ok this is
happening, ok, give her a bit of peace and quiet. See where things go.” AMU MW
1.2

“I mean it sounds very standard for the birth centre; the dim lighting, the nice and
relaxed environment, the good encouragement as well.” AMU MW 1.1

“Well, it looks like what we do every day (laughs) [...] it’s very common for me.
[...]JThat would be, er, normal practice [...] It’s perfect. You know, you let her do
what she wants. Having a nap is really good you know, going in the water when
it’s needed” AMU MW 1.3

“Oh my god, it's so birth centre. [...] Typical freestanding model of care” FMU MW
2.15

“It’s exactly what we do here. We don’t limit the visitors. If the woman decides to
have someone, how many supporters, we allow her, it’s happening to her, that’s
what she wants to do. We try to keep calm, as calm as possible. We allow time.
We give her a chance to do whatever she wants to do, if she wants to rest, she can
rest. [..] | think that all the things that you describe there [in the Model Case] is
what we do here.” FMU MW 2.3

7.1.1.3 Keeping it safe

The final sub-theme for ‘Preserving Self’ showed the concern midwives had about
safety. Their perception was that MLUs were regarded by OU staff as not being safe
places for women to give birth. Thus, they believed that MLU practices were eyed
with suspicion. Conversely, MLU midwives were critical of their OU midwifery
colleagues for being fearful of normal physiological processes. There was a sense
that MLU midwives considered themselves to be operating at a boundary or

borderline of care.
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“l think because when we opened as well there was a lot of negativity coming
from other areas [...] so you kind of have to stand a little bit stronger. You have to
be bloody good at your skills, and your neonatal resus and all the bits and pieces
that you may need, because even though you’re co-located you kind of feel a bit
separate because you’ve been made to feel a bit separate. And again, | think that
that’s a power thing, because the balance of power shifted from the doctors to
the midwives and to the women” AMU MW 1.10

“Here you’ve got --- have women that rely on their intuition that they’re gonna
[...] be looked after --- and they’re gonna have a safe normal birth. [..] Some
women will change from wanting a caesarean. If you work on them really
carefully, you draw out that intuition, you give them the right information, they’ll
come here. And they’re not doing that at the hospital. We’re viewed as unsafe,
and we’re viewed as strange midwives that want to work like this, why would you
want to work like this? “ FMU MW 2.15

The MLU was, therefore, akin to a border town, somewhat feared by the host OU,
somewhat regarded as an oddity. As expressed in conversation with the researcher
and an FMU midwife, one of the most uncomfortable aspects of midwifery led care
was the feeling that when you were in it, you were on one side of the border, an

outpost, and it was the side with the swamp (Field note. FMU 31 July 2017).

MLU midwives believed that the MLU was known only for transferring women who
were experiencing complications. Thus, they were continually offloading their
problems. That impression could make more vulnerable MLU midwives intervene

sooner than needed just to avoid being criticised by OU staff.

“l think it’s sometimes the impression that labour ward gets from us [...] because
we only transfer problems, | think they only ... have the impression [...] that we
create problems, which is a false impression. So sometimes we get attitude when
we transfer to labour ward. And, like, | don’t care, but maybe some more
vulnerable midwives [...] who are not sure about themselves will maybe transfer
when it’s not needed because you are scared that, you know, if something bad
happens, they’d be really told off, and ‘oh what’s labour ward gonna think about
me’, and ‘I’'m gonna get some problem when | get to labour ward’. You know:
‘why have you transferred her now, you should have transferred her an hour
ago.”” AMU MW 1.3
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Compared with adverse events®” happening on the OU, when similar events took
place on the MLU, there was a tendency for the MLU midwives to be more readily

blamed than their OU colleagues.

“Birth centre is very easily blamed, as labour ward is not, because they can hide
behind doctors. We can’t so we’re exposed.” FMU MW 2.9

“And when something goes wrong of course it’s massive at the (names the FMU),
but it goes on every day on the labour ward.” FMU MW 2.15

That safety was an incontrovertible feature of midwifery led care settings for low

risk women, however, was expressed by one AMU midwife.

“l think safety as always, cos we know that the best place for somebody to be
that’s low risk is a birth in the birth centre, so to me that’s promoting safety as
well.” AMU MW 1.1

Furthermore, midwives felt that they were suitably preoccupied with safety and

acting when something was not ‘quite right’.

“We work within the safe parameters and obviously if something is not right, we’d
be saying to one another, thinking, we need to do something now. [...] When
something isn’t quite right, you know, we communicate; communication is
paramount in this area. Communicating to our colleagues that: “I’m not too
comfortable with this.” AMU MW 1.5

“We know when something’s not quite right, and we’ll go and talk to other
people. So, for me, midwifery led care is doing all of those things, and not taking
any risks.” AMU MW 1.9

37 An adverse event is an unanticipated event that occurs during an episode of care giving

by a health professional. The result may be injury or death.
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In the context of safety, several midwives commented on the practice of making
MLU care available only to those women presenting with minimal risk factors and

complications.

“It’s, em, midwifery led care in midwifery led units caring for a particular group
of women with no medical complications, they’ve actually been risk assessed, just
to exclude any complications, you know, as much as possible, that they would not
be needing obstetric review or doctor’s input. So these are special kind of women
that’s been selected during their pregnancy, risk assessed, we start risk assessing
them from about 36 weeks, and as long as they’ve had normal pregnancy, all their
bloods are fine, there’s no cause for worry, then by 37 weeks if they go into labour,
they come right down to us” AMU MW 1.5

“Midwifery led care is, em, women who have been risk assessed as being low risk”
AMU MW 1.9

“The woman should have to be the low risk woman who has got no complications,
making sure clinically she’s fine.” FMU MW 2.8

“For this midwife, midwifery led care involved looking after and supporting
women who were low risk, and did not need medical intervention.” FMU MW 2.2
In reality, midwives were aware that despite not wanting “to take women that
[...] obviously, they are at risk and just endanger their lives” (AMU MW 1.5), they
might also be confronted with the somewhat contradictory situation of having to
accommodate women’s choices of where to give birth even if they were not low

risk and complication-free.

“You can’t say to her “You don’t fall into our category, we’re not going to be able
to look after you”, but as long as she’s aware of the risk and it’s all documented,
then you have to give her the care that she needs. At every stage in time, you have
to keep reporting to your senior colleagues so that everybody is aware of what is
happening and the woman is continually being updated so that she can know the
risks that she is taking, and that’s all we can do really.” AMU MW 1.5

Not only could such situations affect safety in the MLUs, they also complicated
midwives’ visions of themselves as facilitating women’s choices, discussed with the
sub theme ‘Advocating for Women’ above (Chapter 6). MLU midwives were,

therefore, committed to maintaining the MLUs as safe places. They were keen to
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demonstrate competence in managing obstetric emergencies, for example. One
FMU midwife conveyed the need for skills in detecting and responding to deviations

from normality to be beyond reproach.

“First you need to learn to SBAR>® really quickly, to take all the evidence and
knowledge that you have and say, ‘this baby is stuck’. ‘This baby ... we have a
protracted labour. This baby is not moving, its asynclitic [...] we need to move
[...].This is the conversation we have with a midwife: ‘this woman’s dehydrated,
she needs --- ‘It’s those sorts of things. [...] SBAR that woman and don’t tell me
‘oh 1 think she’s quite dry’. We’ve stopped talking like that. You have to be really
definitive. You are that person looking after that woman. Your skills and drills*
have to be shit hot.” FMU MW 2.15

For another AMU midwife, it was important that the MLU was able to demonstrate
skilful emergency care to OU colleagues, to prove themselves as competent and

safe. Her account of an experience of dealing with a haemorrhage is given below.

“We had that emergency [...]. We crash called it, and the doctor feedback were
‘I’'ve never been in an emergency where everyone was so calm’ (laughs). [..] It was
like:

‘I think she’s bleeding a bit’,

Iokl

‘’m gonna get the trolley’ Got the trolley.

And she’s like: ‘can you get ergot?’

38 SBAR is structured communication tool for giving information to other individuals. It was
developed by the US military and has been adopted in many other settings, including
healthcare. Hence the information is given about patients and service users. SBAR consists
of standardised prompt questions in four sections: Situation, Background, Assessment, and
Recommendation. Using SBAR encourages staff to communicate the right content and level

of detail.

32 ‘Skills and Drills’ consists of training in managing obstetric emergencies based on working

through simulations.
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Iokl

‘Ergot’

‘Still bleeding’

‘'ll do the crash call’

Iokl

Crash called it and then ‘and can you cannulate?’

And by the time doctors arrived she was cannulated, 40 units were going, she had
the indwelling catheter, all within 5 minutes.” AMU MW 1.3

There was an added layer of complexity for the FMU midwives. During the period
of data collection, the NHS Trust opened a new collocated midwifery led unit on
the same site as the obstetric led unit (i.e., a new AMU). FMU midwives were
convinced that the new AMU was being promoted to women as a safer and more
desirable option to the FMU. The FMU midwives, therefore, felt bypassed by other
community midwifery teams, likely to be responsible for influencing women’s
decisions about place of birth. There were many staff room conversations
witnessed during the research that related to the new AMU. Its opening seemed to
have had immediate impact i.e., a reduction of women using the FMU to give birth.
Audit data showed that a reduction of over 220 women booking for intrapartum
care at the FMU and 100 fewer births, comparing figures from 2016 and 2017
((Document 2.12, FMU research site, 2018). The following is an entry in the research

fieldnotes which describes the researcher’s impressions, as outlined by the

midwives:

“l am thinking about the effect of the newly established AMU on this case, the
FMU, and how it has led to a reduction in numbers of women wanting to use the
FMU. What does that mean for how women view the relative merits of the place
and how does it reflect the wider community of midwives’ support for the FMU.
Do they encourage women to use this space [...] It means that despite evidence to
the contrary women are not using the most appropriate place for them?”

Thus, the FMU midwives’ already marginalised position was further threatened by
the presence of an AMU, which, as a facility, was considered more agreeable by the

host OU, and by other community midwifery teams.

“Being seen as separate from the rest of the hospital when we should be using
(terminology such as) ‘sister sites’, we should be using language that encourages
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us as being related, and we don’t use that. The AMU should really use us as their
sister site. We should have been there for their grand opening. You know it should
be like ‘we’re a team, we’re a family’. But it’s not done, that would really help us.
[...] The AMU is viewed as safe. And we’re viewed as unsafe. That is basic.” FMU
MW 2.15

In the next quote, the midwife expressed scepticism about the AMU being able to
deliver true midwifery led care when situated so close to an OU, inhabiting the

same building, and divided only by a floor.

“l think is not possible because when you are next to an hospital you are already
in an environment what is not (midwifery) led care. So, the birth centre or the
(midwifery) led care should be outside of the hospital. The hospital is a place for
people who is ill or need medical care. So obviously is not (midwifery) led care. Is
not really a floor can divide that. Is just the same building and the environment.
[...] In fact, all the time they open a birth centre, [...] after, it becomes a second of
the labour ward where is intervention. [...] The midwife, actually, they are
working in different environment but the mentality, the preparation, the attitude
is [...] the same.” FMU MW 2.9

7.1.2 Working together

The last of the inductively derived themes consisted of what was observed of or
conveyed by MLU midwives about working relationships in the MLUs. The
associated data explained what MLU midwives thought of as being important for
relationships to be effective, and the impact of such relationships on how they

coped working in complex circumstances.

The nature of both research sites was such that intrapartum care was the
responsibility, on any one shift, of a small team of two midwives (a first and a

second midwife available, ideally, for each labouring woman), a maternity support
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worker®® and a ward clerk/receptionist. However, as explained in the individual
Case Profiles in Chapter 6, midwives working at MLUs had duties other than
providing intrapartum care. FMU midwives integrated intrapartum care shifts into
their working lives, alongside running postnatal clinics and ‘active birth’ antenatal
sessions. Some of the AMU midwives also worked in the ‘community’. In looking at
the two associated sub themes of ‘working together’, a distinction can be drawn
between how midwives felt about being part of the wider team occupied at the
MLUs and how they viewed the importance of the relationship with the one other
MLU midwife they worked alongside on any given shift. The former represents the
sub theme ‘part of a whole; the latter refers to ‘two heads are better: the second

midwife makes you strong’.

7.1.2.1 Part of a whole

Midwives referred to different attributes of their teams. They discussed how
important working together well and being in a supportive team was to the success

of the MLUs.

“The teamwork, | mean, the teamwork, that’s the key word; it’s the teamwork.”
AMU MW 1.5

“That’s a good thing: teamwork. We are good, we are teamwork; we do work
very much as a team. All the midwives and MSWs [maternity support workers]
who work here, we’re good together. And we also | think, we learn off each other.
We never stop learning.” AMU MW 1.6

40 Maternity Support workers, also known as Maternity Care Assistants, are unregistered
healthcare employees. They are part of the maternity team providing direct care to women
and families in maternity settings. They work under the direction and supervision of a

registered midwife.

224



“It’s the being with women and working with women and, you know, it’s the love
of doing that and creating a team, a really close working team.” FMU MW 2.15

For some there was a sense of being part of a family, complete with the ‘ups and

downs’ of normal family relationships.

“It’s very much such a sort of family kind of feeling. | think that really emanates
through the care that you give. That everyone seems really supportive of each
other. [...] And I think that kind of filters back to the care that you deliver.” AMU
MW 1.2

“Because we --- we know each other very well, and we care about each other [...].
Like we all know what's the boyfriend’s name, what's the husband’s names,
what's happening in our lives at the moment. Em --- what's sad in our lives or
what's happy in our lives, we all know that about each other.

[...] that's really important, it's like a family, so, because it's like a family
sometimes we shout at each other (laughs). And we're not happy with each other
but we always end up being best friends again. AMU MW 1.3

During the data collection period at the FMU it became clear that there was an
unspoken rule of any staff present would have lunch together at the same time of
the day. They would sit in the public space of the waiting area, sometimes sharing
with women, families, or visitors. Chatting, laughing, and catching up with each

other’s lives was taking place.

Having effective midwifery managers or leaders was also considered to be
important for the good of the team. Midwives recognised the value of leaders who
role modelled desirable behaviours (displaying openness, encouraging discussions
about women’s cases), who were the glue that held the unit together, who
demonstrably cared about the units, and who challenged and held midwives to

account for their decisions.

“And then strong midwife leadership. Like, | think what made it work in the
beginning is really [names one of the mw managers instrumental in setting up the
AMU] because [...] she’s the glue [...] she’s what makes it together. [...] And | think
it’s like role model, and we had a perfect role model. And that’s how it started.
And because we had her, we all wanted to be her.” AMU MW 1.3
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“Effective management. Management that thinks the same way that you think.
(Name of manager) is beyond --- above and beyond as a manager. She supports
our decisions, she always challenges us: ‘what’s your rationale for that?’, so that
you start thinking when I’m doing this: ‘what’s my rationale for that?’ Don’t do
anything unless you have a really good reason for something cos then it’s not
midwifery led care, she [the woman] might as well be up on labour ward.” AMU
MW 1.8

“l think good management. | think actually having a manager that really cares
about the place makes a huge difference.” AMU MW 1.2

“l think [...] it’s partly that from the day we opened, and we had [gives names of
several senior midwives/ managers] [...] who actually got everything together and
set up the birth centre [...]. Right from the very very first day we talked, and we
discussed things, and it’s always been done. And | think that’s because [names
one of the senior midwives again] would be here quite a lot of the time, she would
be coming and say ‘oh, I’'ve got this lady, this is happening, what you think | should
do?’ So, having that kind of openness, that’s just the way we’ve kind of been
nurtured along as a birth centre. That’s the way we are.” AMU MW 1.9

Another aspect of being ‘part of a whole’ was the acceptability of midwives seeking
opinions about the care they were giving and suggestions about other practices
they could try. Asking for help in this way was not regarded as evidence of failure.
Not only was asking for help thought of as routine, it was also suggested as a
desirable trait in midwives: being humble enough to admit not knowing what else

could be done, and being generous in sharing suggestions.

“We’re quite a close-knit team and we tend to work with the same people, rotate
round, so you get to know how everybody works and the way they’re sort of
thinking. [...] You work as a team. And that [...] that also goes for, em, if you’re
with somebody and you’re thinking ‘um --- ’m not quite sure what to do here,
what can | do? This lady’s kind of, you know, I’'ve done an ARM [artificial rupture
of membranes], and I’'ve done whatever and she’s still kind of that, what else can
I do here? What else could be going on here?” AMU MW 1.9

“So, if you’re in your room and, say like ---you know --- the baby’s asynclitic,
deflexed, the whole lot, yeah? [...] all of our midwives will come out and say to
anyone: ‘Any ideas? This is what I've tried, da di da di da ... anything else that |
can try?’ And you’ll get a couple of suggestions. Whereas | noticed when | was on
labour ward no one ever did that. They’d go straight to the doctor and say: ‘OK,
my lady ... blah, blah, blah ...” Whereas here [...] it’s not seen as a [...] not like a
failure, a lack of knowing, to ask for help [...] It’s just about being humble and
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acknowledging when you don’t know something, and you’ve gone through all
your repertoire of what you would normally do in this situation and it hasn’t
worked so far, and asking for help. And being, em, sharing, being generous to
share what you know.” AMU MW 1.10

“The reflections we have after a birth, the discussions and sharing with everyone,
everyone voicing their opinion: that's what it is like being part of the team, always
talking about the care to understand better. It's not about how many centimetres;
we go into everything.” FMU MW 2.2

7.1.2.2 Two heads are better the second midwife makes you strong

It is important to separate out the entity of ‘two heads’ working together i.e., being
or having a second midwife, from other aspects of teamwork because it reflects
clearly expressed importance attached to it by the research participants. The
experience of having another midwife present in the birthing room was manifestly
worthy of comment. There were many references from both research sites to the
significance of the second midwife, either being one, or having the support of one.
There were also observations made of the dynamic between the primary and

second midwife.

Whilst collecting data at the research cases, the researcher sensed that midwives
regarded giving care to women as a collective responsibility. Trying to understand
what was going on with respect to this subject area prompted the researcher to

make the following field note:

“l always wondered how the second midwife fitted in at the Birth Centre as is
seemed like more than another colleague to share ideas about care with and to
consult over a particular issue. | noticed the second midwife going into a room
where they were not leading care, unsolicited, not asked for, not in response to a
request from the first midwife. On the other side, in the midwives’ office, | had a
sense that midwives regarded women as a collective responsibility, there was
acceptance of all being involved.” (Field note. AMU 26" September 2016)

Second midwives were valuable because they shared the workload. They could
carry out specific functions such as taking over the auscultating of the fetal heart

(listening into the baby) or keeping the room clean, or taking over record keeping

227



at a time in the labour when the primary midwife needed to concentrate on the

woman.

“When you’re going in to be a second, you’re not just going in there to just stand
there, you’re going in there to help, you’re going in there to clean, but you’re
going in there to learn.” AMU MW 1.8

“One thing is, cos you’re gloved up, and then you’ve got the Sonicaid listening in,
and you’ve got the hands --- might be grubby, it’s a real conundrum isn’t it
sometimes? [...] and that’s what is asked of me actually, if | go in as a second
midwife, to do that listening in bit.” AMU MW 1.6

“Sometimes it can be a little bit too much and documentation is one of the key
things as well. So, when the midwife is with the other lady --- | mean, sometimes
it’s impossible for her to keep adequate record of it because the woman physically
needs her to be there. [...] So, it’s a very good practice you can have that luxury of
second midwife coming in.” AMU MW 1.5

The second midwife performing a useful function was also directly observed by the

researcher.

“The second midwife enters the room [...]. Both midwives busy themselves getting
the room ready. (Later on) the midwives are both in position to visualise the birth
[...]. The primary midwife has gloves on, (the second midwife) is very close. (She)
listens to the FH with Doppler*’” AMU Observation

“Another midwife, the second midwife, is in the room now. The primary midwife
instructs her that the baby is coming, asks her to get the notes and to write in
them (make a record of the care given), so the second midwife leaves the room
again to fetch the paperwork.” FMU Observation

For an AMU midwife having or being a ‘second’ was viewed as important for

learning how her colleagues practiced, comparing it to her own ways of working or

41 The handheld ultrasound device used to auscultate the fetal heart, also referred to as a

Sonicaid
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communicating with women, or a chance to have her own routines reflected back

at her.

“Actually, the amount I’'ve learnt off my colleagues [...] you hear somebody say
that and you think: ‘I’'ve said that and that sounds really bad’ or: ‘I can’t believe
that that’s the way it sounds’ or also: ‘What a lovely way that she’s just worded
that!’. Or actually ‘This midwife’s not doing anything at all, and she doesn’t need
to, this is lovely’. Or ‘Ok, this midwife is really really involved’.” AMU MW 1.8

The second midwife could also be considered as fulfilling a ‘moderating’ role, an

arbiter not so much between midwives and women, but in helping a particular

midwife make decisions about care.

“It's like a moderator, you know, when you start to freak out on your own, cos
you're like: 'am I doing the right thing’?' You've got the moderator that is actually
going to moderate and not make it worse.” Amu MW 1.3

In addition, being able to call upon the second midwife’s skills was likened to
passing on the baton, sharing the responsibility. This was particularly appreciated

at times of midwives being overwhelmed, or lacking in energy.

“Because (of) my energy levels, | needed (name of second midwife) to come in and
pick things up again for that woman, that’s what | needed, | needed to pass that
baton on.” AMU MW 1.8

“l had an experience with one of my colleagues last week, and it was a primip,
quite hard going, [...] so I just had to go in there from time to time to support her.
Cos she was, she was like almost giving up, ‘She’s not going to deliver”. | thought:
“Ok, know what? Go and have a drink and I’ll take over from you”. Then you can
come back together, and we sort of did it together” AMU MW 1.5

“We are all very good [...] at saying: ‘ok, right I’'ve been in that room for this

amount of hours’. Sometimes you can’t see the wood for the trees anymore. “[...]
I need a different energy in my room, can you come in?’.” AMU MW 1.10

The dynamic between the two midwives was voiced almost reverently in the

following account of a labour. The baby’s head was not advancing (‘crowning’). The
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primary midwife had been present from the beginning. The second midwife came

to assist and both midwives worked together to provide the care.

“So, my energy levels had been completely sucked that whole entire day. This
woman was amazing, but it was exhausting. So (gives the midwife’s name) has
come in; [...] and [...] she’d look at me, give me this look, we’d try McRoberts*,
we’d go back to changing positions. [...] And she’d look at me, she’d look at
something in the room and | would go and get it, and we --- we actually never
spoke but I’d never noticed it. Because the following morning [...] I’d gone into the
woman, and the woman had said ‘you’re like sisters’, and | said, ‘what do you
mean’. She said, ‘you two must love each other’. [...] She was like: ‘you were
communicating with your brain power yesterday, it was amazing’.” AMU MW 1.8

Finally, for this AMU midwife, the presence of a second meant increased self-

assurance and security.

“I think the second midwife is what makes you strong. Em, it’s like your foundation
(laughs). | don’t know if it’s --- how you can use it but em, I’'ve got my second I’'m
not scared. And because I’m not scared, I’'m not scaring the woman. And now ...
and | feel so safe that | can allow myself to --- to be that midwife who will deliver
in a midwifery led unit, because anything that can happen, | can deal with it
because I’'ve got my second.” AMU MW 1.3

When there were midwives who did not fall in with the customs and sentiment
surrounding ‘the second midwife’ and preferred to work on their own, it was

generally seen as a problem.

“And midwives who haven’t done this [accepted the custom of having a second
midwife], they’re not here anymore. Except (gives a colleague’s name), you can’t
go in her room, it’s a real problem, and we’ve been trying to tackle it, but it’s --- it
doesn’t work. She’s not letting you in the room. If she’s letting you in, you’re not
allowed to talk. [...] But that’s a bit tricky, em, but, otherwise, yeah, all the
midwives that haven’t been able to cope with the fact that someone was coming

42 The Mc Roberts position involves a woman abducting her legs and pulling them up
towards her chest. It is thought to change the internal dimensions of the pelvis to allow

descent of the fetus during the second (pushing) stage of labour.

230



into their delivery, [...] they haven’t coped with that and they’ve gone.” AMU MW
1.3

“l know that some midwives here don’t. They would not want anybody to come
in until the actual baby’s nearly birthed.” AMU MW 1.6

“Midwives don’t do birth on their own here --- they always have a second midwife,
and that’s not only as an assistance --- but that’s also to observe --- and to give
key feedback. +“ FMU MW 2.15

7.1.3 conclusion

Findings of Chapter 6 confirmed that the a priori defining attribute themes reflected
midwifery practices in the MLUs in ways that were expressed in the sub themes.
The findings of Chapter 7 contribute new knowledge to add to the existing concept
of midwifery led intrapartum care. Although these findings do not directly
correspond with how MLU midwives enact the defining attributes, they represent

interesting background information to the cases.

Figure 7.2 brings the finding of chapters 6 and 7 together, illustrating both the
relevance of the a priori defining attribute themes and the contribution of the
contextual themes derived through open coding. The importance of this study is its
original contribution to existing knowledge through novel findings of practices in
midwifery led intrapartum care settings gained from in depth exploration of both a
priori themes, and themes which became apparent through open coding. For the
a priori themes, the existing picture of midwifery led care has been reshaped by the
study findings, whereas findings from open codes contribute to a more complete
picture of midwifery led intrapartum care, through providing contextual detail.
Such detail, to the knowledge of the researcher, has not previously been
conceptualised in this way: providing environmental and circumstantial qualities of

midwifery led intrapartum care.
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Figure 7-2 Showing central concept of a priori themes contained within and

influenced by the environment of open coding themes and sub themes

Chapter 8 consists of the discussion of a priori findings (from Chapter 6), to include
their relationship to extant knowledge. Discussions from open coded themes, and
the unique insight they provide in analysing and understanding midwifery led care
practices, are to be topics of planned future work. These iterative themes are
embedded in a model, developed to represent the enactment of defining attributes
of midwifery led care (Figure 8.6.1), demonstrating their value in addressing the

research question.
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Chapter 8 Discussion

8.1 Introduction

This study began with a concept analysis of the model of midwifery led care that

resulted in four defining attributes being identified, illustrated in Table 8-1 below.

Midwifery-led care is associated with a
particular ethos: the belief that childbirth is a
normal life process. Midwifery led care
encompasses a belief in women to give birth
physiologically. Furthermore, midwifery led
care involves promoting normality and taking

The midwife is the lead professional and acts
as an autonomous practitioner

account of women as individuals

Midwifery-led care is associated with
supportive and trusting relationships with
women encompassing continuity of care
and/or carer and partnership. This is more
apparent in midwifery caseload models

Midwifery-led care is woman centred and
meets women's individual needs. There is
recognition that women's choices should be
respected and that they are the final decision
makers

Table 8-1 The defining attributes of midwifery led care

The defining attributes were components of midwifery led care considered to be
the exemplars of the model, representing what is quintessential in midwifery led
care. Through focussed case study they led to the uncovering of midwifery
practices, collective ideas, and challenges. The defining attributes were then
explored through literature review to see how they were represented in existing
literature (Chapter 3). The research conducted for the study set out to determine
how the defining attributes were enacted in midwifery practice. Findings of the

research have demonstrated that what the concept analysis indicated as being
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intrinsic to midwifery led care were indeed present in the chosen cases and enacted

in ways described in Chapter 6.

The findings also gave rise to inductively derived themes (explored in Chapter 7)
demonstrating the additional practices embedded within the cases selected. These
inductive themes signified how the study went beyond the picture of midwifery led
care implied by the concept analysis. Incorporating the inductively derived findings
widened the scope of the study and led to a more inclusive representation of the
enactment of midwifery led intrapartum care being made visible. Thus, the study
has not only shed valuable light on midwifery led practices, it has also satisfied the
requirement of a case study to include ‘several directions’ so that ‘a rounder, richer,

more balanced picture of our subject is developed’ (Thomas, 2011, p. 4).

The discussion chapter has several purposes. Firstly, it will summarise how the
research findings for each of the defining attribute themes address the research
question outlined in Chapter 1, illuminating the strategies and techniques that are
the components of midwifery led care. In some cases, this has led to a more
nuanced, qualified picture of the theoretical constructs that the defining attributes
represent, as illustrated in the literature review (Chapter 3). Secondly, it will focus
on what has emerged as novel illustrations of midwifery led intrapartum practice,
thus presenting ways that empirical evidence differs from the theoretical construct.
Thirdly, the chapter will outline limitations of the study and recommendations for
further research; clinical practice, and midwifery education will also be considered.
The study demonstrated that that the defining attributes of midwifery led car were
convincing features of the case study findings. Each of the defining attribute themes
will be discussed in turn. Names of session headings include the most significant

concepts.
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8.2 First Defining attribute: Lead professional, autonomy, and advocacy
8.2.1 Lead professional, expert, and autonomous

The findings of this study supported what the literature review identified as
principles of midwifery autonomy. Particularly in midwifery led environments,
midwives had the status of lead professional and autonomous practitioner. It is
likely that MLU midwives also asserted this view, which stemmed from particularly
persuasive rhetoric of midwifery practice. This rhetoric is incorporated into
influential position statements and proposals put forward for midwifery legislation
from authoritative sources such as the International Confederation of Midwives*®
(ICM) (2014, 2017). The Nursing and Midwifery Council’s updated standards for
midwifery proficiency (NMC, 2019) holds that midwives being the lead professional
for women and babies relies on them assuming accountability and autonomy (NMC,
2019:14). Similarly, in 2010 the ‘Midwifery 2020’* working group in its vision for
the future of UK midwifery gave recognition to the current workforce taking on the
challenge of Woman Centred Care (WCC) in establishing themselves as autonomous
practitioners (Chief Nursing Officers of England, Northern Ireland, Scotland, and

Wales, 2010).

In the literature review (Chapter 3) leadership and autonomy were associated with
enhancing midwives’ ability to exercise control in organising their working lives and
professional practices, characteristics which have been referred to as midwifery

agency (Walsh and Devane, 2012). Findings from the current study went further in

43 The International Confederation of Midwives (ICM), supports midwifery associations such

as the UK based Royal College of Midwives, in 121 countries worldwide.

4 The Midwifery 2020 programme was set up in 2010 to investigate the contribution of

midwifery to maternity services for women, babies and families across the United Kingdom.
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revealing that it was distance from the ‘host’ maternity service and obstetric unit
which strengthened MLU midwives’ opportunities to be autonomous, and act
according to a collective belief that straightforward birth was the norm. The lack of
routine presence from other professionals in their work settings protected and
preserved the ethos of midwifery led care that the midwives were committed to.
Decisions about their practices, in situations of normality, were not subject to
immediate surveillance or input from obstetricians or senior midwives who,
working from a different philosophical standpoint, may have challenged those
decisions. Although not completely eradicated therefore, distance limited the
influence and the dominance of obstetric/medical philosophies of care as discussed
by Hunter (2005), O’Connell and Downe (2009) and Walsh and Devan (2012).
Distance also made it possible to subvert the expectations imposed on them as
employees, for instance by disassociating themselves from the influence of clinical
guidelines (despite the MLU midwives being no less obliged to take such guidance
into consideration than midwives working in other settings). The idea that
midwifery led units promised professional freedom for midwives has also been
explored by Thorgen and Crang-Svalenius’ (2009). Their qualitative study
investigated the experiences of nine midwives working across three midwifery led
birth centres in England. Autonomy was facilitated by the absence of obstetricians
and other doctors such that the midwives felt completely free to make clinical
decisions about care. Findings from the current study, therefore, are aligned with
previous literature in concluding that the working environments of the MLUs

promoted autonomous midwifery practice.

In wider literature, there have been several attempts to critically apply the theory
of street level bureaucracy to explain midwifery practices and comparative
midwifery freedom (Walsh, 2006; Finlay and Sandall, 2009; Scammell and Stewart,
2014; Russell, 2018). The core elements of ‘street level bureaucracy’ (Lipsky, 2010)
usually applied to public service workers directly responsible for delivering public
policy objectives (for example, health, education, or welfare policy), who had

considerable discretion in how the services were experienced by users of the
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services. Lipsky (2010) described situations where public service workers (street
level bureaucrats) were tasked with responding to increasing demands from users
of those services whilst managing chronically inadequate resources. Rather than
being paralysed by an unwieldy, static problem, Lipsky (2010) considered that
public service workers operated along ‘a continuum of work experiences ranging
from those that are deeply stressful and where the processing of clients ... (was) ...
severely under resourced, to those that provide a reasonable balance between job
requirements and successful practice’ (Lipsky, 2010: xviii). Finlay and Sandall (2009)
critically applied the theory to midwifery. They considered that despite working
within the bureaucratically organisational structure of the National Health Service
(NHS) where most UK midwives are employed, philosophies of care that promoted
client centredness (rather than standardised care), continuity, and advocacy
allowed midwives to prioritise the needs of individual women over the needs of the
organisations. Their analysis is useful in explaining how MLU midwives of the
current study imagined the differences between them and their midwifery
colleagues who were more centrally positioned within the maternity services,
closer to the administrative functions. MLU midwives hypothesised that greater
freedom (and autonomy) was possible in their more peripheral settings, and
greater possibility of using their discretion in making decisions about how they

practised.

Findings of the current study were consistent with the vision of midwifery expertise
presented in the literature review. Through being the professionals with overall
responsibility, the MLU midwives recognised that expertise in clinical skills and
experience working as a midwife were the vital characteristics for running their

service. Their responsibility was in caring for healthy women*® They valued knowing

4> Descriptions of the client group vary in literature between normal, straightforward, healthy, and

low risk
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the appropriate clinical steps to take in providing care, and understanding the
physiological processes of birth to accurately assess progress in labour using the
minimum of interventions. MLU midwives also valued working with experienced
colleagues who would be familiar with the multiplicity of situations that could occur
during a woman’s labour, who were self-reliant and reliable to others. In their
somewhat isolated geographical locations, and being the sole professional group
present, each midwife needed to be able to pull their own weight without being

supervised and their peers needed to trust the standard of care they were giving.

Research conducted by Simpson and Downe (2011) investigated the meaning of
expertise for a sample of midwives employed at two midwifery led and two
consultant led units. The research found three possible expressions of midwifery
expertise: physiological, technical, and integrated. The physiological was optimised
and enhanced in low risk environments where normal birth was the usual outcome,
but also contributed to the success of those environments. The technical was
expressed where practitioners flourished in higher risk environments, displayed
high level, and sometimes specialist technical abilities and were comfortable and
confident with using technological equipment and medicalised processes. Finally,
integrated expertise occurred where participants could operate in both types of
settings, uninfluenced by the environment of the setting. Applying these
conclusions to the findings in the current study, it is evident that the focus of the
midwife participants was in developing physiological expertise. They were also
pragmatic and experienced enough to know that it was important to possess
technical skills for those situations when birth did not follow a straightforward path
within their familiar settings. Thus, their range of expertise and experience was
most beneficial within and for midwifery led environments, and conversely,
midwifery led environments benefitted most when the midwives employed to work

in them were equipped with physiological expertise (Downe and Simpson, 2011).

If autonomy, and the ability to exercise control over working lives, was at least

partially mediated by MLU midwives claiming expertise over their surroundings,
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what the current study adds to the understanding of midwifery led care is that MLU
midwives put a premium on experience and expertise (enacting this, for example,
by attempting to steer newcomers’ practices). They regarded it as a major
advantage, a selling point of their service. The midwives could claim custodianship
of normal childbirth, in the sense of having practices and a philosophical position
which facilitated undisturbed labour. Thus, if their expertise or ability to provide
safe care was questioned by external agents or maternity service management this
was seen as an existential threat. Pedahzur et al. (2009) discussed threats as being
existential when they posed a danger ‘... to the very existence of an organism or

institution, or when they entail radical change’ (Pedahzur et al, 2009).

An additional finding of this research only briefly addressed in the literature is that
midwives questioned the appropriateness of asserting themselves as being
autonomous in their day to day connections with women. In this perspective,
autonomy was a necessary principle when dealing with other maternity
professionals. Autonomy meant that midwives used their authority to determine
scope of practice when working within hierarchical maternity systems. Midwives
were aware of their position in the overall organisation. They believed that when
compared with the host unit, they were considered as inferior, therefore lower in
the hierarchy. As such there was a political component to midwifery. It was
described as ‘a sisterhood’ and “a movement’, experienced as a continuous struggle
to justify their midwifery practices and uphold the ethos of childbirth as a
physiological process requiring a non-interventionist approach to care. ‘Struggle’ or
‘conflict’” as characteristics of midwifery experience have been illuminated by
Blaaka et al. (2008) and Hunter (2004). Blaaka conducted phenomenological
research into the experiences of skilled midwifery and interviewed seven hospital
midwives in Norway. Their struggle arose from wanting to express midwifery
principles of care, i.e., individualised treatment, yet existing in settings where the
ideology of biomedical standardised care dominated. Hunter’s (2004) study sought
to discover how emotion was managed by students and qualified midwives in a

range of typical work settings. She found that medicalised hospital environments
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were the most emotionally difficult ones. Midwives working in these settings
experienced conflict of having their philosophy of individualised, woman centred
care unfulfilled (2004). The current study found that in the secluded environments
of the MLUs, where midwives were protected and supported by likeminded people,
it was not necessary to defend the autonomy and authority of the midwifery
position. MLU midwives were prepared to concede autonomy to women, reviving
it when engaging with external forces. There is limited exploration of this
phenomenon in existing literature. In Cronk’s discussion of midwives as
professional servants (2010) she suggested that when connections between
midwives and women are based on relational or continuity models power and
authority shift from midwife to woman. Midwives, therefore, could provide services
shaped by women’s choices and acknowledging of their autonomy. Irving’s
doctoral thesis (2018) focused on the experiences of UK based independent
midwives?’. In her study, independent midwives considered professional autonomy
to be a key component of their working lives, in contrast to the constrained version
of autonomy available to NHS based midwives. In their relationships with women
clients, however, the independent midwives were more concerned with women’s
autonomy than their own. The findings of the current study, therefore, shed light
on how MLU midwives may downgrade the need for autonomy when working in

non-threatening environments where their defences can be lowered.

8.2.2 Advocacy

Although advocacy was not an obvious component in the literature of the first
defining attribute, the findings for this study demonstrated that what was required
for midwives to enact their roles as lead professionals, exercising a measure of
autonomy, was a commitment to honour the choices women made in childbirth,

and to represent them to others. Paradoxically, however, the findings also revealed
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that for this group of midwives, living up to the ideal of being a woman’s advocate

was problematic in their day to day working lives.

As a concept, advocacy appeared to be one of the components of a midwife’s role
that was considered self-evident, in that occupying space as the lead professional
brought with it the ability, opportunity and desire to negotiate on behalf of women,
including where there were conflicting opinions. Advocacy appeared as a principle
of care that the participant midwives aspired to and wanted to enact in their
practice. Midwives are required to act as women’s advocates from the point of
registration (NMC, 2019). The NMC describes obligations arising from advocacy in
several ways, including supporting women whose decisions do not accord with
clinical guidance (2019). At the same time there is an expectation that midwives
(and nurses) support and respect women'’s decisions of whether to accept care and

treatment (NMC, 2015 or 2018).

Concept analyses of advocacy within healthcare settings contribute to a greater
understanding of midwives’ positions. Baldwin (2003) and Xiaoyan and Jezewski
(2007) concentrate on advocacy within nursing practice. Vulnerable or sick patient
groups to whom nurses usually provide care may not be strictly comparable with
healthy women experiencing a ‘normal’ life event, the focus of the midwifery led
units. However, the findings of this research study suggest that it is appropriate to
look to these works to explain participant midwives’ experiences of advocacy. Both
concept analyses identified defining attributes of advocacy that correlate with MLU
midwives’ perspectives. ‘Apprising’, ‘valuing’ and ‘interceding’ (Baldwin, 2003) and
‘safeguarding patients’ autonomy’ (Xiaoyan and Jezewski, 2007) are reminiscent of
the midwife participants’ use of advocacy in negotiating on behalf of women. Thus,
in the current study, midwives interpreted advocacy as the need to represent
women when encountering a range of others: colleagues inside and outside the

MLUs and the women’s own family members.
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In this way, as Kennedy et al. (2004) suggest, midwives were involved in the
‘orchestration of an environment of care’ because they used their advocacy
practices to create, for the woman, an ‘environment in which the women’s desires
were met’ (Kennedy et al., 2004). Kennedy’s narrative analysis looked at scenarios
of midwifery practices and women’s experiences of childbirth provided by 14
midwives and four childbearing women from across the United States. The
midwives were predominantly certified nurse midwives who worked in hospitals,
birth centres and homes. The scenarios typically included vignettes and stories
created by them. Advocacy was one of two concepts considered to be the basis of
orchestrating the environment. Two significant aspects of the advocacy described
were midwives supporting women in the choices they made for childbirth and
aligning their choices with what they themselves considered to be safe. This implies

that a synthesis of views was reached which both parties found acceptable.

What is not clear from Kennedy’s study (2004) was what happened where midwives
and women held different views. A finding for the current study was that advocacy
could also take midwives into the less comfortable territory of going along with
women’s wishes even though they believed the wishes might lead to unsafe
situations. The MLU settings overtly legitimised the authority of women’s decision.
Although ongoing clinical concerns during labour usually mandated transfer to the
obstetric unit, MLU midwives were invested in following through with the promise
of accepting women’s choices. What was clear, therefore, was that midwives
recognised their precarious position and possible lack of protection from the
criticism of other professionals, in advocating for women. Thus, MLU midwives lived
with a degree of anxiety because it was not always possible to rectify the situation
and their sense of personal and professional security could potentially be
endangered by women’s decisions. The example of managing an obstetric
haemorrhage on the FMU (Chapter 6) led the midwife to consider her own
vulnerability: that of being in a relatively isolated location with limited support and
a potentially life-threatening condition. Thus, the need for protection and someone

‘having her back’ was identified as important in an MLU setting. Although MLU
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midwives from both sites were confident that colleagues ‘had their backs’, and felt
allegiance with clinical leaders closely connected to the birthing units, they also
desired support from colleagues external to the midwifery led units, and wider
midwifery management. However, the wider maternity team’s obligations,
evidenced in clinical guidelines, to support the MLU in urgent or emergency
situations was not necessarily relied on by MLU midwives. As Finlay and Sandall
(2009: 1233) suggested, advocating for women was potentially “a difficult path for

any worker to tread”.

The challenges of advocacy have been examined by Feeley et al. (2019) in their
meta ethnography of midwives’ experiences caring for women who chose to
decline medical interventions. Three of the five included studies explored the views
of intrapartum care midwives living in the UK (Cobell, 2015; Symon et al., 2010;
Thompson, 2013). Only one of these studies focussed on experiences dealing with
actual adverse outcomes, rather than women presenting with risk factors (Symon
et al, 2010). Symon et al.’s study considered management and decision making of
UK independent midwives in the cases of 15 perinatal deaths (2010). Although the
meta ethnography discusses the independent midwives’ ‘strong commitments to
maternal autonomy’ (Feeley et al., 2019; p 57), the original study (Symon et al 2010)
gives a more nuanced picture of the difficulties faced particularly when transferring
women to hospital or going through investigatory processes. The findings of the
current study contribute to understanding midwives’ experiences of following
through with women’s choices in problematic situations, but also indicate how
fundamental the relationships between MLU midwives and the wider maternity

teams are in supporting them to fulfil this basic part of their role.
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8.3 Second defining attribute: Quality relationships and communication
with women

8.3.1 Relationships

The findings of this study present persuasive evidence of MLU midwives valuing
quality relationships with women. Their investment in these relationships was
observed as intentional, multifaceted, and complex. Striving to make effective
connections with women served several purposes for the midwives. It helped when
giving intimate and emotional care and support. In cases of urgency or emergency,
it meant that women were more likely to trust the midwives’ judgements and
comply with their recommendations to resolve the situation. On an emotional or
spiritual level, midwives sought good relationships because it made work more

meaningful and rewarding.

The literature review determined that one of the keys to developing meaningful
relationships was through the ‘continuity of care’ model of midwifery practice.
However, the findings of this study question the absolute need for continuity to
establish good relationships between women and midwives in intrapartum care.
Findings also challenge the idea that without knowing each other beforehand, the
connections between the two parties cannot lead to ‘the development of trust or
... [creation] ... of mutual knowing and understanding’ as suggested by Irving (2018).
Nevertheless, the literature review found that continuity of care was the vessel
through which positive outcomes of childbirth were actualised (e.g., less use of
pharmacological pain relief) (Sandall et al., 2016). Sandall et al.’s influential review
of ‘measurable’ outcomes of midwifery models of continuity was supportive of both
‘case-loading’ and team continuity (2016). Both encompass a ‘known midwife’
arrangement for antenatal and postnatal care. The team midwifery allows for
women to receive intrapartum care from either of the midwifery team members,
with whom the woman would at least have met during her pregnancy. Thus,

women are cared for in labour by a midwife who is familiar to them.
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Neither of this study’s cases of midwifery led services consisted of continuity
models of care (see case profiles, Chapter 6). The MLU midwives acknowledged that
in the majority of situations, women did not have longstanding relationships with
the midwife who attended them in labour. Though they were aware of the
significance of continuity in maternity policy, there were mixed opinions about
whether the lack of an existing relationship represented a significant disadvantage.
Empirical experience told them that despite operating in an ‘unknown midwife’
system, other factors existed which conferred benefits on women using their
services. Furthermore, the MLUs were associated with successful physiological
birth and auditing their services demonstrated these benefits*. Evidence from
research confirmed the efficacy of midwifery led intrapartum care for
straightforward, ‘low risk” women in the England (Hollowell et al., 2011). Despite
Irving’s claim (2018), the MLU midwives, in using ‘rapport’ and ‘relationship’
interchangeably, understood their care as representing relationship building with

women and families.

The MLU midwives circumvented the problem of prior contact with women and
lack of continuity, by enacting purposeful strategies, discussed below. Thus, the
nature of their connections with women compensated for not having known them
during pregnancy. The literature review identified quintessential components of
relationships between midwives and women which underpinned continuity of care

and contributed to its effectiveness. These components included collaboration,

46 An audit of the FMU was available during the period of data collection for this study. The
audit reflected outcomes for 2015 and demonstrated high levels of vaginal birth and water
birth. For women who started their labours at the FMU, 89% achieved spontaneous vaginal
birth. 8% had instrumental and 3% caesarean sections after transfer to the host obstetric
unit (OU). 31% of nulliparous and 4 % multiparous women transferred to the OU whilst in

labour
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flexibility, being attuned to women’s individuality, trust, respect, being present, and
providing a calm context for the birthing process. The findings both reflect these
components and enrich the picture given of midwives engrossed in the practice of
relationship building. Importantly, the findings demonstrate that effective
relationships are possible where intrapartum services are not organised around a
continuity model. The findings also reflect aspects of partnership relationships
presented in the literature review (Boyle et al., 2016) which are relevant to care in
labour. Hence, supporting autonomy, and respectful, trustworthy negotiating
characterised MLU midwives’ practice. The findings revealed that the MLU
midwives behaved in ways equivalent to their counterparts on Boyle et al.’s study
(2016) with respect to time. The MLU midwives created the same opportunities for
women to have as much time physiological labour and birth needed, as Boyle et
al’s (2016) Birth Centre midwives did in giving time for women in antenatal

appointments.

In enriching the picture of midwifery practice, this study has illuminated how MLU
midwives made use of purposive strategies to enhance therapeutic connections
with women. The first of these consisted of treating them like personal family
members. The second was demonstrated through proactively welcoming birthing

partners or companions.

8.3.1.1 Treating women like family

This study’s findings present a unique insight into MLU midwives’ aspirations to
provide a standard of care to women worthy of a close family member. Direct and
exploratory references in existing literature to midwives’ desires to treat women as
family are lacking. Therefore, in presenting MLU midwives’ intentions for sustaining
relationships, the current research proposes a deeper aspect to the midwife —
woman relationship which may transcend the notion of partnership relationships

with women. The findings identify caring, nurturing and mothering as behaviours
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and emotions midwives were prepared to incorporate into their practice, which
coincide with the ‘emotion’ attribute of compassionate midwifery defined in
Ménage’s concept analysis of the term (2016). Ménage (2016) discussed women’s
desires for midwives to be kind, emotionally connected, empathic in noticing how
they are coping with their experience, and for midwives to seek caring relationships

with them.

Irving (2018) discussed how the independent midwives in her UK based study
valued feeling part of the families they were providing care for, and how this state
of inclusion enhanced the pleasure they derived from their work. In Bradfield et
al.’s Australian study (2019) the phenomenon of being ‘with woman’ was explored
from the perspectives of midwives caring for women in labour. They conducted
individual interviews with 31 midwives and explored their perceptions of what
being ‘with woman’ entailed. Of the study’s three main themes or collective
characteristics, one relied on midwives being in partnership with women. The
desire for partnerships and connections with women was felt by midwives working
with both known and unknown midwife models. Findings of the current research
reflect and validate the impetus felt by midwives in Bradfield et al.’s study (2019)
to build effective connections with women. However, it is clear from the literature
review, and wider evidence that the unexpected finding of MLU midwives’
willingness to invest emotions and behaviours normally confined to family

members signals the need for further exploration.

As well as regarding women as family members, this study identified midwifery
attitudes of ‘being in service’ to women. ‘Being in service’ equated midwives with
‘ladies in waiting’: providing support, being present and available at all times, and
centring women’s needs beyond what treating them like family entailed. Cronk
(2010) discussed the historical demise of midwives as ‘professional servants’,
thereby being at liberty to serve women’s needs in this way. She argued that only
in independent midwifery was it possible to adopt this position with women.

Midwives employed within the National Health Service were subject to their
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employee demands and obstetric power, eroding their freedom to serve women's
interests. The finding from this research, however, showed MLU midwives
operating in environments which were accepting of professional servant roles, as
well as centring the needs of women in their care. The professional servant role has
parallels with what Graber and Mitcham (2004) concluded in their US healthcare
based qualitative study of the practices of clinicians who identified as being
compassionate. Through their findings, they devised a 4-tiered model of patient
clinician interactions. The deepest degree of intimacy and connection was found in
the ‘personal/feeling’ and ‘transcendent’ levels, both of which led to concern for
the patient to be at least equal to or greater than concern the clinicians had for
themselves. The possibility that midwives actively subordinated themselves to the
women they provided care for is another factor of relationships in the MLUs that is

not presented in wider literature.

8.3.1.2 caring about birthing partners

The current research also revealed MLU midwives positively and intentionally
putting birthing partners and companions at ease, making them feel welcomed and
accommodating numbers that they believed would not have happened in OU
settings. The midwives encouraged and guided partners in supporting women. In
enacting ‘supportive and trusting relationships’#’, they were eager to articulate
how they took account of birthing partners and prioritised their welfare. Though
concern for wellbeing and wanting to make partners feel welcomed influenced

midwifery practice, the midwives were also aware that positive connections with

47 ‘Supportive and trusting relationships’ is embedded in the third defining attribute of

midwifery led care.
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partners enhanced their own relationships with women. As Symon et al. (2011)
pointed out, the expectation that birthing partners would be spending significant
amounts of time in the birthing environment, in close proximity with birthing
women and midwives, made them important for the midwife-woman relationship.
The experiences of and midwifery attitudes towards birthing partners have been
evaluated in other studies (Bohren et al., 2019; Bradfield et al., 2018; Sosa, 2017;
Symon et al,, 2011). Bohren et al.’s qualitative evidence synthesis presented the
different perspectives of labour companions held by women, partners, doulas and
health professionals. They analysed 51 studies from a range of mostly high-income
countries. The evidence synthesis put forward beneficial effects of birthing partner
presence: being an intermediary for information sharing between woman and
midwife, advocating for women, and giving them physical and emotional support.
Some of these activities were associated with partners working with midwives to
serve women’s needs in labour. Sosa’s (2017) ethnographic study of midwifery led
birthing environments also found evidence of collaboration between midwives and
birthing partners. Undoubtedly, the MLU midwives of the current study also valued
partners and recognised their value in supporting women both behaviourally and
emotionally. The current study, therefore, compliments existing literature by
illustrating practices midwives used to bring partners into the fold. It also suggests
an underlying commitment by midwives to investing emotionally with partners for
altruistic reasons. This paralleled treating women as family members or being
willing to adopt roles of professional servants. and demonstrates the behavioural

and emotional effort midwives expended in securing relationships.

8.4 Third defining attribute: Believing childbirth is a normal life event

The discussion of this defining attribute starts with the idea of MLU midwives
having an overarching belief in normal birth being what most women can attain.

The belief is supported by different factors, historic maternity policy and
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contemporary research evidence being examples of them (House of Commons,
1992; Hollowell, 2010). This section, therefore, examines how belief in achievement
of normal labour influenced participant midwives’ ways of knowing and decision--
making about appropriate midwifery practice. To do so, it addresses the main
themes identified in the findings chapter: knowing and understanding normality,
and balancing action and no action, and introduces concepts that are helpful in
explaining them (organisational culture and models of health). In doing so, it

demonstrates how the research is positioned with respect to wider theory.

The literature review highlighted that belief in childbirth being a normal life event
was a foundational quality of midwifery care (Sandall et al., 2016; Davis, 2010;
Russell 2007; Anderson, 2003; Kennedy, 2000). This study’s findings demonstrated
how the MLU midwives continued to embody that belief. They were committed to
‘normal’ labour and birth, or ‘normality’. The focus of their practice was providing
care in situations of normality. Their frame of reference determined which women
were admitted (normal pregnancy), shaped the environment as being one where
normal birth was promoted, and defined what they regarded as the desirable
outcome (physiological birth). As with ideas of advocacy and autonomy, the fact
that such beliefs about childbirth were considered integral to the midwifery
profession is demonstrated elsewhere. The recommendations of two influential
maternity services reports, Winterton (House of Commons, 1992) and Cumberlege
(DH,1993) which contribute to the background of the current study, advanced
pregnancy and birth as physiological events or normal processes that happened for
a large proportion of women. Normal birth was regarded as a ‘manifestation of
health’ (House of Commons. 1992). The view of childbirth contained in these
historic reports went on to influence maternity services policy in the decades that
followed (Welsh Assembly Government, 2002; Department of Health, 2007; NMC,
2009; Chief Nursing Officers of England, Northern Ireland, Scotland, and Wales,
2010). Childbirth being a normal life event, care of healthy ‘normal’ women could
be seen legitimately as the domain of midwifery practice. Conclusions from the

‘Birthplace in England’ study (Hollowell et al., 2010) indicated that healthy low risk
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women giving birth in a midwifery unit were likely to experience fewer obstetric
interventions than if they had chosen an obstetric unit as a place of birth, whilst not
resulting in worse outcomes for their babies. The findings were suggestive of labour
and birth being inherently straightforward and uncomplicated. From a global
perspective, the International Confederation of Midwives refers to childbirth as a
‘physiological life event’, achievable for most women (ICM, 2014). The Royal
College of Midwives incorporates in its perspective of midwifery led care, the
understanding that ‘pregnancy, birth and the postnatal period are normal life
events for a woman and her baby’ (RCM, 2016). Midwives in the current study
valiantly maintained this vision of normality. They referred to the importance of
their ‘ethos’, or ‘philosophy’, or ‘expectations’ of women. Through information
giving, they promoted ideas to women about their capability to manage early
labour in their own homes (Document 1.02; AMU research site, undated). They
considered that their beliefs about childbirth were important and could affect what
happened during labour and birth. They distanced themselves from ideas that

childbirth could only be regarded as normal in retrospect.

This stance was taken despite national and international debate around the time of
data collection at the FMU. In late 2017, a public discussion began about the
appropriateness of the midwifery profession positively promoting normal birth. It
came about because an article in The Times newspaper applauded the Royal
College of Midwives for relinquishing its ‘Campaign for Normal Birth’*. The then
Secretary of State for Health, Jeremy Hunt, involved himself by opining on social

media in favour of normal birth no longer being generally regarded as a desired

48 The Times article of the 12" August 2017 ‘Midwives back down on natural birth’, was
mirrored in The Guardian and the New Scientist. Jeremy Hunt tweeted words to the effect
that ending the campaign would assist in the government plan to halve neonatal deaths and

injuries by 2025.
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outcome. In his view, the RCM’s ‘new’ position would save babies’ lives. Although
the RCM claimed that The Times article misrepresented its intentions, the publicity
prompted great interest in the language and descriptions used to define normality,
and whether midwives were guilty of overemphasising the achievement of normal
birth at the expense of safety. In short, normal birth came to be challenged, and
somewhat ostracised, with those who promoted it seen by some to be dangerous

radicals.

Dahlen, an Australian midwife and researcher, framed the outpouring of criticism
within the phenomenon of ‘normal birth in a post truth world’ (2017). In an article
of the same name, she pointed to a contemporary definition of ‘post truth’ whereby
‘objective facts are less influential in shaping political debate or public opinion than
appeals to emotion and personal belief’ (Oxford English Dictionary, 2019). MLU
midwives who engaged in staff-room discussion about this topical issue were not
deterred from their confidence in normal birth, nor inclined to alter the language

they used to define it.

In a similarly recent period, however, it appears that the underpinning belief about
childbirth being a ‘healthy life process’ or ‘normal life event’ has begun to wane.
The latest national review of maternity services, ‘Better Births’, adopted as
government policy, focuses on ‘personalised’ family centred care, i.e., care
designed to fit the needs of individual women and families (Department of Health
2016). The review envisages that women will experience continuity of care
facilitated by small teams of midwives, whilst being referred, as necessary, to other
professionals. Thus, far from being ‘a normal process which occurs during the lives
of the majority of women’ (House of Commons 1992: v) or considered the case that
‘for the majority of women, pregnancy and birth will be uncomplicated’
(Department of Health, 1993: 12), attention has been drawn to increasing
complications in childbirth and the importance of multidisciplinary team working in
order to service increasingly complex needs (Department of Health, 2016). With

‘Better Births’ there is no declaration of belief in the inherent normality of childbirth
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that resembles or supports what midwives in the current study considered
incontrovertible about the nature of pregnancy and birth. To understand what
underpinned their belief it is instructive to consider the knowledge that they called

on to inform practice.

8.4.1 Knowing an understanding normality; authoritative knowledge

The literature review identified that midwifery led care supported multifaceted
sources of knowledge. Midwives drew from experience and clinical judgement,
obstetric knowledge of physiology, and knowledge gained from observing and
interacting with individual women that was appropriate for unique circumstances
(Guiver, 2004, Davies, 2010). In comparison, MLU midwives identified intuition,
experiential knowledge, biomedical and research-based knowledge such as that
associated with clinical guidelines, and knowledge of women’s physiology as
being valid contributors to the way they understood and interpreted individual
women’s situations. Thus, the epistemological leanings of the midwives in the
current study reflected what was shown in the literature review. More importantly
for the research question, however, the findings of this study went further in
explaining how participants were creative in seeking solutions and explanations

that best suited the different clinical situations they found themselves in.

This study also demonstrated how pragmatic MLU midwives could be about the
knowledge they called on to inform their practice. They moved seamlessly
between, for example, relying on intuitive feelings about how a woman'’s labour
was progressing and incorporating practices recommended in standardised clinical
guidelines. They mobilised understanding of such entities as oxytocin, physical
environment, and effects of gravity and movement on fetal descent. As with
Guiver’s findings (2004), the MLU midwives depended on different paradigms of
healthcare to respond to women'’s individual experiences of labour and in their

continuous assessment of labouring women.
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There has been longstanding interest in midwifery perceptions of intuition. It is
almost uniformly heralded by midwifery sources as a fundamental component of
midwifery knowledge (Davis Floyd & Davis, 1996; Parratt and Fahy, 2008; Fry,
2016). Davis Floyd and Davis (1996) described the process of intuitive practice
occurring when midwives were alerted, through physical visceral sensations and
experiences, to information about a woman’s condition. Midwives’ physical
sensations and experiences happened before the same information reached
conscious thought. Intuitive impulses meant that midwives acted before they were
conscious of their intentions to act. The prerequisite for intuitive practice, however,
was that midwives had a deep connectedness with the women they cared for.
Achieving connectedness required a mind clear of thoughts and concerns, hence
the ability to be receptive, present, and focussed on the signs and symptoms
women elicited during the progress of their labours. Fry (2016) explored this
emotional aspect of midwifery work in her doctoral study of midwifery intuitive
knowledge. Fry (2016) also discussed the need to establish connectedness with
women as a way of tuning in to them and their needs. Parratt and Fahy (2008)
included intuition as one of the means by which ‘non-rational’ aspects of life could
be described. They put forward the idea that midwives mobilised ‘non-rational’
ways of thinking, of which intuition was an example, to support women in accessing
their own internal capacity to give birth. The non-rational perception enabled them
to accept circumstances and events in a woman’s labour as not necessarily unsafe,
even though they did not fit into the rationalist view of being safe. In this way, the
non-rationalist perception rejected the tendency of rationalist thought to present
different options as dichotomies, and therefore existing in opposition to each other.
Parratt and Fahy (2008) illustrate this point with the safe: unsafe dichotomy, which
is firmly embedded in the dominant rationalist worldview of obstetrical practice.
Thus, and according to this worldview, a person or situation is either safe or unsafe.
Obstetric units with their technology driven environments were conceptualised as
safe places for childbirth to occur. Childbirth occurring in distant environments such

as in women’s homes or midwifery led units were unsafe for women and babies. As
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Bonet de Viola and Espinoza (2020) point out when discussing the influence of
rationalism in modern childbirth, where safety is thought to apply only to one set
of circumstances, interventions and standardisation of care are overvalued in order

to bring all in line with those circumstances.

The fact that intuition featured as a driving force for the MLU midwives’ practice in
this research is also illustrative of the separation they felt from obstetric unit
routines. Operating outside of the obstetric way of thinking made it possible for
midwives to accommodate women progressing in labour in ways that were peculiar
to them, without regarding such peculiarities as problematic. The importance of
these explanations of intuitive thinking to this study is in clarifying how participant
midwives from both cases were willing to acknowledge freely their confidence in
intuition as one of the legitimate and authoritative sources of midwifery

knowledge.

8.4.2 Balancing action and no action

The findings of this study gave weight to midwifery led care being associated with
judicious and careful decisions about intervening in childbirth, a characteristic also
found in the literature review. The MLU midwives displayed their understanding of
balancing action and inaction, enacted by deliberate and conscious inactivity,
watching women in labour closely and waiting for events to develop. However, the
study’s findings enhanced the picture given by the literature review by
demonstrating the finer details of what midwives did in caring for labouring
women. What became clear was the trade-off midwives made with respect to
measures taken to intervene in labour. It was not that midwives never considered
intervening; rather, they critically evaluated using one intervention in order to
avoid a more significant one in the future. They traded off what were considered
small-scale midwifery actions against more obstetric technological practices, with

the aim of nudging labour back to normal. Whilst interventions in childbirth have
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been evaluated for their effects on outcomes such as morbidity and women’s
satisfaction, there is little in the literature that addresses the specific midwifery skill
of strategically weighing up the actions available to them in the context of a
woman’s individual circumstance. This skill was crucial in revealing how they
enacted belief in childbirth as a normal life process, targeting care towards women
in their individual states. The current study, therefore, is valuable in llluminating

this dynamic midwifery activity.

The current study showed that belief in women’s ability to give birth without
intervention made midwives resist, at times, the pressure to ‘rescue’ women from
the realities of the birth process, when women themselves wanted some relief, or
change, to happen. In such circumstances, the findings suggest that midwives
balanced advocacy for women’s autonomy and choices with their own priorities.
Thus, they negotiated with women about decisions in labour based on their beliefs
in women’s propensity for normal physiological birth and their own professional
knowledge and judgement about the consequences of interventions. Resisting the
urge to rescue women from the magnitude of physiological labour has received only

limited attention in relevant literature.

The concept of decision making (and by association, women’s choices) is discussed
in association with the 4" defining attribute below, however, it is fitting at this point
to look further at how the MLU midwives’ beliefs about normal birth led them to
interact with women. Porter, Crozier et al.’s exploration of midwifery decision-
making with respect to the use of technology (2007) may be helpful here in critically
discussing the interplay between labouring woman and midwives observed in the
current study. From their study using observations of midwifery care and focus
groups of midwives, Porter and Crozier et al. (2007) argued that for the UK, the era
of the 1980s marked a transition, in the context of occupational control, from
‘classical’ or ‘bureaucratic’ professional approaches to decision making in
healthcare to a ‘new professionalism’ approach. Whereas classical professionalism

relies on the idea of professional as expert in control, invested with the authority

256



to make decisions about care without the need to the involve the recipient of that
care, with bureaucratic professionalism it is the priorities of the organisation,
embedded within its rules and guidelines for example, that modify clinicians’
decision making practices. In contrast, the emergence of new professionalism, and
new midwifery in particular, proclaimed the value of more egalitarian relationships
between professionals. Porter and Crozier et al.’s (2007) findings, concluded that
the consultation and collaboration associated with new midwifery professionalism
was least likely to be used in making decisions about midwifery care, despite the

midwives’ strong affinity with the ideology of new midwifery.

As new midwifery is associated at least with advocating relational components of
care (Scott, 2007), the findings outlined for the current thesis also demonstrate
ideological commitment to egalitarianism. Unlike the midwives in Porter and
Crozier et al.’s study, the environmental context of the MLUs in the current study
favoured this way of working. Porter and Crozier et al. (2007) suggested that the
variation in material contexts of midwifery practice was instrumental in shaping the
complexities of decision-making processes i.e., midwives’ decision-making
practices were a product of their occupational or professional environment. Hence,
in the context of the MLU case study sites, where material context of power
relations favoured the social model of healthcare (deliberated on later in this

chapter) midwives were freer to express the qualities of new midwifery.

As considered earlier in this chapter, midwives were also observed being hesitant
or reluctant to intervene in labour (for example, with pharmacological pain relief,
or oxytocics in the third phase of labour) in situations where women wished for
such interventions. Such responses to women’s’ requests could simply be
interpreted as signifying the ‘classical’ approach to decision making, as proposed by
Porter and Crozier et al. (2007). This ‘uneasy’ situation is mirrored in Leap et al.’s
work on how women receiving caseload midwifery care viewed their experiences
of labour pain (2010). In their study, women acknowledged and accepted, in

retrospect, the attempts to convince them of their ability to cope with labour
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without exogenous pain relief. Leap et al. (2010) suggest that it was the existing
relationship, and trust between women and midwives, which made it possible for
midwives to act in this way. The MLU midwives’ responses to women meant a
commitment to physiological birth as a normal life process not requiring routine
intervention, and confidence in their birthing environments as being among the
most likely spaces for undisturbed, physiological birth to occur. Montgomery
(1958), an American obstetrician practising in the 1950s, reflected on ‘physiologic
considerations in labour and the puerperium’, which, though historical, are
particularly salient here in mirroring the contemporary understanding of the MLU

midwives:

‘Throughout my medical life | have had a strong feeling for the physiologic in
reproduction and have stated on numerous occasions on platform and in classroom
that there is no more need to interfere with the course of normally progressing labor
than there is to tamper with good digestion, normal respiration, and adequate

circulation.” (Montgomery, 1958).

As Downe et al. (2020) point out, this enduring message is also present in current
national maternity services guidelines, i.e., the cautioning against interference
(“clinical interventions’) in normally progressing labour (NICE, 2014). Thus, the MLU
midwives of this study distracted women from seeking medical interventions in
normally progressing labours whilst acknowledging the difficulty and struggle
therein. Their energy was focussed on reactivating women’s attention back to what
Benet de Viola and Espinoza (2020) called the ‘potential of childbirth as an event
that is worth experiencing’, or what Davis-Floyd (2001) referred to as the holistic
practice of ‘intervening to redirect the energies’ so that interventions could be

avoided.

258



8.4.2.1 oOrganisational culture as an explanation

The findings of this study enhanced the literature review by uncovering external
factors that reinforced midwifery knowledge and beliefs. Although not explicitly
named the MLU midwives were referring to their tacit understanding of
organisational culture when they described how they worked together, what they
collectively believed about childbirth, or how they attempted to control and
assimilate new-coming midwives into their folds. Thus, differences between them
and the OU arose because unlike what was possible there, the MLU midwives were
able to maintain belief in normal birth within their safe organisational culture. The
safe organisational culture was fuelled by midwives (and led to them) identifying
with the MLU setting as a place where those beliefs could be reflected in their
practices. The safe organisational culture also shaped their understanding of what

needed to be in place to facilitate normal labour and birth.

Simpson et al. (2019) have pointed out that recent failings in the NHS have focussed
on the issue of organisational culture because substandard and abusive collective
practices were able to lead to poor outcomes for patients/women, including
mortality and morbidity. The report of the public enquiry into the Mid Staffordshire
NHS Foundation Trust (Francis, 2013)*° referred to aspects of the ‘common’ or
‘institutional’ culture multiple times throughout its three volumes. Defective
organisational culture was considered a significant cause of events such that one of

the conclusions called for a ‘fundamental culture change’ (Francis, 2013: 11), as well

4 Sir Robert Francis QC chaired a public inquiry into failings in care at Mid Staffordshire
Foundation Trust in the period between January 2005 and March 2009. The causes of the
failings in care were examined, including why none of the organisations responsible for
regulating or managing the trust spotted problems sooner. The inquiry took place between
November 2010 and December 2011. The report of the findings from the inquiry, which also
included 290 recommendations, are widely referred to as the “Francis report”.
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as the need to develop systems for measuring organisational culture. Similarly,
developing a deeper understanding of organisational culture was highlighted as an
essential factor in the Morecombe Bay Investigation into maternal and perinatal
deaths at Furness General Hospital (Kirkup, 2015)%. The investigation report
highlighted the detrimental influence of a dysfunctional culture within the
organisation. Organisational culture was therefore considered to be an important
determinant in the outcomes, intended and unintended, that an organisation

achieved.

O’Donnell and Boyd (2008) discuss organisational culture as providing a sense of
identity to the individuals who inhabit a workspace. Identity comes from sharing
‘legends, rituals, beliefs, meanings, values, norms, and language’, which determine
‘the way things are done around here’ (O’'Donnell and Boyd, 2008: 4-5). Thus,
participants of the current research identified with each other, and the settings
they occupied. They had beliefs about the value of the care they gave in facilitating
normal childbirth. They had established norms, i.e., behaviours and standards of
care they expected of each other. In particular, the norms made it possible for them
to distinguish between themselves and midwives working in obstetric units. They
recognised how aspects of the ‘Model Case” (Chapter 2) reflected their common
practices. Thus, adjusting the look and feel of the birthing room by, for instance,

dimming lights and making birthing aids available, or being receptive to the natural

50 pr Bill Kirkup was commissioned by the Department of Health to produce an independent
report of an investigation into failings in maternity care at Furness General Hospital, part of
what became the University Hospitals of Morecambe Bay NHS Foundation Trust. The report
highlighted where poor clinical care that led to the preventable deaths of one woman and
11 babies had not been investigated. Dr Kirkup made a series of recommendations, for both
the University Hospitals of Morecambe Bay NHS Foundation Trust and the wider NHS.
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variations in time taken by different women to labour and give birth, were also

characteristic of MLU care.

Shein (1991) provided a detailed analysis of how culture comes to be embedded
within a group, starting with beliefs and values about what the service is and how
it ought to be. Over time, as experiences become common, and goals are
successfully accomplished, the beliefs and values are validated, and eventually
taken for granted. He discussed this process as resulting in a ‘shared assumption
set’, which ‘provide meaning, structure, and predictability to the members of the
group’ (Shein, 1991: 250-251). He presented three levels of organisational culture.
The visible layer, or ‘artefacts’, consisted of physical environment, local rituals, and
ceremonies. Underneath this layer consisted of ‘values’ (espoused philosophies and
strategies), the deepest layer contained underlying assumptions, unconscious
beliefs and habits. It is through revealing the basic underlying assumptions that
organisational culture can be understood. Contemporary theoretical models of
health and childbirth, discussed next, account for some of the underlying

assumptions and beliefs that MLU midwives in the current study operated through.

8.4.2.2 Models of care — medical and social

The MLU midwives’ perspectives can be positioned within one of two overarching
models of health: the social, and the medical. There has been widespread
commentary on the underlying differences between these models, and application
of the models to a number of different disciplines and conditions within healthcare,
such as disability, mental health, childbirth (Hogan, 2019; Shakespeare, 2012;
Barber, 2012, Kitzinger, 2012). What follows, therefore, is a critical analysis of these
models of health before exploring how the current study’s findings can be explained

with reference to these models.
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There is a considerable body of literature on models of healthcare and their
significance for childbirth. Cahill (2001) discussed the influence on medicine of the
French mathematician and philosopher, Renee Descartes, who, writing in the 16
and 17™ century Europe, was influential in changing the hitherto dominant
orthodox Christian belief in the indivisibility of body and soul. He argued that the
mind and body were two distinct entities. Hence, the mind, with its ability to think,
did not rely on any place or require a material form in order to exist (Hatfield, 2018).
In fact, the mind and body being separate made it possible to comprehend the
existence of material things (Reynolds. 2019). Descartes believed that the human
body was the equivalent of a machine and subject to the natural laws of physics
(Cahill, 2001). Wagner (1994) contended that from the 19t century onwards these
ideas began to dominate medical thinking. The workings of the human body were
re-imagined as those of a machine including the onset and progression of ill health.
The dominant European worldview came to identify with principles of classical
mechanical physics. Once pregnancy became of interest to medicine, this view of
the body was applied to the realm of childbirth. Analysing the culture of
reproduction, Martin (1992: 54) expressed that ‘the woman’s body is the machine

and the doctor is the mechanic or technician who fixes it’.

Van Teijlingen (2017) suggested that in general, health care professionals were
socialised into operating according to the medical model. He had previously
observed that models of childbirth, both medical and social, were expressions of
the different ideologies associated with them (van Teijlingen, 2005). He discussed
ideology as being the equivalent of political dogma. Medical and social models
represented competing perspectives about human reproduction. The dominant
medical model held its position by claiming a ‘monopoly on knowledge’. The
procedures, techniques, frames of reference, and methodologies used in arriving at
evidence for medical practice determined technological developments in
pregnancy and childbirth, and the justification for how things were done by its

practitioners.
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Within the medical model, childbirth is seen as a fundamentally risk-laden state. In
order to address this inherent problem by minimising risk, thus making the process
safer, medical control is critical (van Teijlingen, 2005). Minimising the potential risks
to safe childbirth must occur by closely monitoring the recipients of maternity
services, and intervening where ill health or potential disease is suspected. As
prediction of risk is inaccurate, and it is not possible to select only those women
who would actually benefit from medical interventions during the different phases
of childbirth, all women should receive checks and monitoring. Similarly, when in
labour, all women should have high technology equipment and expert clinicians
available, ready to take over and correct any aberrations. Childbirth being normal
only when it has proved itself to be the case is a rudimentary assumption of this

worldview (van Teijlingen, 2017).

Bryar and Sinclair (2011) suggested how influential this model of childbirth has been
in shaping women’s expectations of maternity services. They proposed that women
themselves have come to accept medical professionals as being in control, making
decisions on their behalf, and being less concerned with psychosocial circumstances
that do not directly affect the pregnancy. They suggest that women have tacitly
approved medical preoccupation with effects of their health and lifestyle on the

growing fetus.

The social model of health, by comparison, is influenced by the following premise:
life and heath are positive forces through which the predominant experience is
good health (Wagner: 1994). Feeling healthy is the normal state, with ill health or
disability being transient adjustments. Walsh and Newburn (2002) also describe the
social model of health as having a focus on wellbeing, with a positive view of health

that includes mind, body, and interactions with others.

Davis-Floyd’s (2001) further developed the theory of healthcare models and
proposed three prominent paradigms, or frameworks, which have guided

professional childbirth care: technocratic, humanistic (or biopsychosocial), and
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holistic (2001). Whilst the tenets of the technocratic paradigm mostly reflect the
principles of the medical model of childbirth it is her attempt to analyse the
humanistic and holistic paradigms that clarifies the motivation and drives of the
MLU midwives in the current study. Davis-Floyd identified 12 tenets of each
paradigm which covered what was understood about the nature of being human.
The humanistic model sees the mind and body being connected and representing a
total organism. Healing, or returning to a state of wellness following ill health, took
place because of efforts both internal and external to the organism. The holistic
model recognised the ‘one-ness’ of body, mind, and soul, existing in an energy

system which is ecologically linked with other systems and processes.

Applying this analysis of idealised models of health to MLU midwifery practices is
useful in explaining how the MLU midwives were able to have confidence in
rejecting essential tenets of medicalisation, such as the valorisation of technology.
Consequently childbirth, in general, was conceptualised by the participants as part
of daily human social activity, rather than as a medical, and potentially pathological,
process in need of careful surveillance and control. The MLU midwives attached
greater meaning to their own philosophy of care and understanding of the essential

nature of childbirth.

8.4.3 Communicating

The findings of this study contributed an additional and novel element to the
literature review. They uncovered how communication, particularly verbal, was
used by midwives to enhance relationships with women. Through their
communication styles the midwives offered positive reassurance and facilitated
women’s understanding of events in labour. The positive reassurances were
delivered with non-verbal supportive gestures, or in positively reframing events in
labour. Midwives encouraged where women had lost faith (not feeling the baby

descend) and openly marvelled at basic signs of progress (such as rectal pressure).
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They shared explanations with women and birthing companions and were mindful
how they represented facts about the labour. These approaches were aimed at
reassuring women of normality and preparing them for what was imminent. The
actions of MLU midwives indicated their understanding of what Simkin (2012)
asserted as women’s sensitivity to suggestions that there may be problems

developing in labour.

Scammel (2011) presented a comprehensive discussion of how midwives, despite
aligning themselves to social, humanistic models of childbirth, could be unwitting
agents of practices associated with hyper-surveillance of risk and medicalisation.
She contended that even routine midwifery practices aimed at determining
normality, such as vaginal examinations and how results were communicated to
women, introduced uncertainty, thereby disturbing confidence in normal birth. The
significance of Scammel’s work to the findings of this research, is that the practices
encountered in her ethnographic study included how the midwives communicated
with women during their routine care. Though Scammel found midwifery talk to be
problematic, and a contributory factor to pathologising birth, she also suggested
that midwives’ working environments could influence how risk is emphasised and
amplified. The current research found midwifery collective consciousness and
working relationships (to be discussed below) as well as lack of proximity to
obstetric units established in both examples of MLUs. These factors at least emulate
conditions experienced by independent midwives or by the Albany midwifery

practice®!, mentioned in Scammel’s work.

51 The Albany Midwifery Practice operated a continuity of carer model of midwifery care
from 1997 to 2009 in Peckham, South East London. The practice cared for an all-risk

caseload of local women within the NHS. Women had continuity with the midwives and
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This study has distinguished strategies used by midwives to develop effective and
empathetic relationships in midwifery led care intrapartum settings when time is a
critical factor. It has highlighted how midwives strive to treat women as close family
members and include birth companions in their care. In discussing how some
midwives may even regard themselves as subject to women (‘ladies in waiting’)
findings of this study add to the understanding of how an ‘unknown midwife’ model
of care and/or a non-independent NHS model can lead to a midwife-woman
relationship being effectively enacted. This is especially relevant as underpinning
current UK maternity policy is the drive for a known-midwife, continuity of care
model for antenatal, intrapartum care, and post-natal care. This study, therefore,
reveals an aspect of the midwife-woman relationship that could mitigate against

the absence of a known midwife model, or continuity of care.

8.5 Fourth defining attribute: Women centred care (WCC) and decision
making

8.5.1 Women-centred care

In comparison with the literature review, the findings of this research show that
WCC was expressed through midwifery practices and behaviours rather than as a
concept or philosophy of care. WCC was enabled by the relationships MLU
midwives built with women. The relationships, discussed above, made it possible
for them to be physically close and emotionally connected with women. There
were indications of midwives’ empathy towards women which led them to adapt

themselves and their care to suit them. The findings gave a detailed picture of

choice of place of birth. The midwives looked after over 2500 women, with a home birth

rate of over 40for %, and a low perinatal mortality rate.
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practices associated with WCC which were varied yet interrelated. Thus, midwives
focussed intently on how labour affected women, midwives showed reciprocal,
mirroring behaviours, and midwives adapted or worked around women to avoid

disturbing labour.

The literature review emphasised the centrality of WCC to midwifery practice.
Women were satisfied with care if midwives made them their priority, supported
and communicated with them according to their individuality. The review
highlighted the impact of midwifery practice and attitudes in providing WCC.
Midwives were responsible for facilitating reciprocal relationships which included
shared responsibility for making decisions. WCC meant midwives were conscious of
the birthing environment and how it aligned to women’s choices, and
knowledgeable and willing to share their knowledge. That MLU midwives had
awareness of such factors as relationships, environment, and sharing knowledge,
has been demonstrated in the discussions of other defining attributes.>? This
awareness affirms the importance of context for WCC emphasised by the literature

review.

MLU midwives’ commitment to WCC was translated into intense focus on women.
which helped them detect what women needed, despite not knowing them
beforehand, and without over reliance on conversation. Their behaviours reflect
what Kennedy et al. (2004) revealed in their narrative analysis of accounts
midwifery participants gave of care given to women in labour. Kennedy et al.
identified the quality of ‘engaged presence’, where midwives constructed

impressions of women’s labours through ‘astute observations’. Although Kennedy

52The birthing environment has been discussed in relation to professionalism and autonomy
for the first defining attribute. Relationships have been considered in discussing the third

defining attribute.
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et al. did not directly observe the labours from which the narratives were derived,
they surmised that the impressions midwives formed came from combining clinical
knowledge and experience with women’s perspectives of their own situations,

representing the creation of shared knowledge.

MLU midwives made themselves physically close and able to observe women's cues
and reactions. Their presence reflected what Sosa et al. (2018) discussed in their
study of one to one support in labour (2018). They suggested that it was midwives’
proximity and interaction with women during labour that enabled them to be in
tune with women’s needs. They also considered reciprocal connections between
midwives and women, where each contributed to optimal relationship building. The
notion of reciprocity had been developed in an study by Hunter (2006) who created
a model of different versions of midwife-women relationships, from ‘balanced
exchange’, where there was give and take between both parties, to ‘unsustainable

exchange’ where more was demanded of the midwife than they could give.

The reciprocal behaviours of MLU midwives, however, were less about mutual
benefit. There was no indication that midwives consciously wanted anything from
their exchanges with women. Instead, MLU midwives enacted reciprocity through
spontaneous mimicry of women’s movements and actions, resembling
observations of early childhood behaviour discussed by Douglas (2007). Douglas
described video recordings of interactions between newborn babies and their
caregivers, which have become seminal to the fields of psychoanalytic theory and
child psychology. Newborn babies imitating facial expressions and other gestures
of their caregivers were considered examples of reciprocity. Douglas imagined
togetherness, rhythm, and emergence of a ‘responsive object’ as qualities of
reciprocity. Her contention that reciprocity of this nature applied to all relationships
make it a fitting reference point for the midwifery practices observed. It is also likely
that these midwifery behaviours signalled midwives empathising with women’s
situations. Moloney and Gair (2015) portrayed empathy as understanding and

sharing another’s feelings and putting oneself in another’s shoes. In Barraza’s and
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Zak’s (2009) study of empathetic acts towards strangers, positive correlations were
shown between empathy, prosocial behaviours such as reciprocity, and oxytocin
release. Empathising helped MLU midwives tune in to women’s affective states,

motivating them to respond effectively when needed.

In addition to focussing on women, enacting reciprocity and empathy, the findings
of this study showed MLU midwives centring women, physically adapting
themselves in ways that minimised disturbance, sometimes at the cost of
discomfort to themselves. Healey et al. (2020) claimed that in the wider literature,
details of this nature are not well developed and that midwifery care, particularly
in the second stage of labour, has not been well documented. They published a
systematic review of evidence supporting high quality intrapartum care in the
second stage of labour. The review found that certain midwifery practices relating
to women'’s birthing positions, pain relief, methods used in ‘pushing ‘, and perineal
care correlated with optimum outcomes. However, the review was not able to
establish details of that care and support in labour due to the design of included
studies, and what had been prioritised as worthy of investigation. For example, the
review concluded that midwives assisted women to adopt positions of their choice,
however, the behaviours they displayed in enacting this assistance, were not
captured in the literature. In contrast, the findings of this research paint a picture
of a range of individual focussed behaviours, practices, and actions, from adopting
supported squatting positions with women, to holding hands and applying massage
techniques in whatever position the women found comfort in. In making these
behaviours visible, this study contributes to the limited knowledge of these finer

details of midwifery led intrapartum care.

8.5.2 Decision making

Decision making has been explored in this chapter with reference to other defining

attributes of midwifery led care. Midwifery decision making was portrayed as a
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dynamic process of weighing up possible actions and intervening judiciously. It was
also linked with professional autonomy, because through it, MLU midwives had the
authority to arrive at decisions based on what they thought was important.
Accepting women’s autonomy in decision making could, however, be problematic
for midwives when they did not agree with them. The findings of this study
corroborate the literature review in acknowledging how relationships, midwifery
autonomy and diverse knowledge (intuitive and rational) influenced midwifery
decisions. The findings also showed MLU midwives adapting different principles of
decision making, depending on the circumstances of a women’s labour
(Noseworthy et al., 2013). They took account of women’s familial circumstances,
and intentionally avoided paternalistic approaches which would have contradicted
their women centred philosophy of care. Although they were versed in the
narrative of informed choice and consent, the MLU midwives’ actions showed
commitment to building relationships with women so that negotiating care was
acceptable to both parties. Thus, there was blurring of the theoretical lines between
the models of decision making proposed by Noseworthy et al. (2013) in response

to how labour was unfolding at any given time.

The findings contrast with what the literature review highlighted as midwives
overriding women’s decisions in situations that were acute and in need of either
urgent or emergency referral. Rather than seeking compliance, or exerting
coercion, the findings illustrated how MLU midwives negotiated with women even
when their choices challenged their perceptions of safe care. This chapter has
already uncovered MLU midwives’ vulnerability when caring for women with
evolving complications who decline treatment and proposed how this was a
consequence of advocating for women. Such situations also demonstrate MLU
midwives incorporating different principles of decision making into their practice,
enacting both ‘shared decision making’ and exemplifying women as ‘final decision
makers’. This may be an important finding in understanding how decision making

as a fluid and dynamic process in midwifery led care.

270



The findings of this study added to the literature review by acknowledging collective
decision making as a dimension of midwifery led care. MLU midwives looked to
midwifery colleagues for assistance and a second opinion about women’s progress
or possible deviations from normality. They consulted each other when their own
energy levels were low, in both acute and non-acute situations. In their relatively
isolated situations, they were invested in providing and receiving non-judgemental
opinions about women’s care from colleagues. Such findings mirror Sosa et al.’s
(2018) ethnography where midwifery peer support in midwifery led settings was a
balancing, energising factor for midwives. In the same way collective decision
making was experienced as supporting and restorative to the MLU midwives of this

study.

8.6 Conclusions of the research

8.6.1 A model for the enactment of the defining attributes of midwifery led care

in midwifery led intrapartum settings

This thesis presents a comprehensive account of how the defining attributes of
midwifery led care (MLC) were enacted in midwifery led intrapartum settings. It
dealt with the multifaceted nature of midwifery led care and demonstrated how
the practices and strategies used were interrelated, and influenced by other factors
such as how they worked together locally as organisational collectives. The study
demonstrated that the defining attributes were embedded features of midwifery
led care, consisting of more than what the literature review revealed, with levels of
complexity that came to light through the processes of the research. The themes
and subthemes of the defining attributes, presented and critically discussed in the
previous chapters, encompassed the practices and strategies midwife participants
used in enacting the defining attributes of midwifery led intrapartum care. This
comprehensive picture is summarised in Table 8.2 and 8.3 below, which takes

account of influences of wider factors, such as the social model of care.
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Defining attribute sub Themes

Enactment/expression midwifery practice

Wider/external influences on enactment

Leading care through expertise

Taking responsibility for organising/giving
care/making decisions.

Valuing experience and expertise in
themselves and others, to make sound
decisions.

Valuing experience for the knowledge it brings.

Self-evident position. Acknowledged in
regulatory/global standards of care/intrinsic to
the role.

Expertise as defence against external criticism.

Expertise as selling point of service.

Safe local organisational culture due to
experience and expertise.

settings.

Lowering defences in MLU setting.

Advocating for women Speaking up for women to family or Self-evident position. Acknowledged in
professionals, being assertive, regulatory/global standards of care/ intrinsic to
the role.
Prioritising women’s decisions; not overriding Need support of wider maternity team to
their decisions in emergencies. honour women’s challenging decisions in
emergencies.
Exercising discretion as street level
bureaucrats.
Problematic autonomy Downgrading autonomy in midwifery led care Self-evident position. Acknowledged in

regulatory/global standards of care/ intrinsic to
the role.

Autonomy as a defence against hierarchical
maternity systems.

Proximity to OU influencing autonomy.

Knowing and understanding normality

Believing in women’s capability and
physiology.

Calling on multifaceted knowledge.

Acknowledging and using intuition.

Social model of childbirth.

Balancing action and no action

Applying deliberate conscious inactivity.
Weighing up interventions and trading off.
Not rescuing women from physioclogy.
Negotiating with women in decision making.
Complex decision making.

Sustaining and valuing an local organisational
culture.

Social model of childbirth.

Safe local organisational culture.

Table 8-2 Midwifery enactment and expression of defining attributes of midwifery led care
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Defining attribute sub Themes

Enactment/expression midwifery practice

Wider/external influences on enactment

Relationship

Circumventing absence of continuity models
through collaboration, flexibility, being attuned
to women'’s individuality, trust, presence,
creating calm environments.

Treating women like family.

Being professional servants.

Caring about birthing partners.
Collaborating with them.

Being emotionally connected with women

Behaving with altruism.

Social model of care.

Communicating

Offering positive reassurance/ affirmation of
normality, reframing with positive tone.

Being mindful of women'’s sensitivity to
negative talk.

Facilitating understanding about events in
labour.

Valuing through relationship

Social model of care.

Being responsive

Physical closeness, reciprocity and mimicking,
empathy.

Intense focus on women, engaged presence.

Prioritising women’s comfort.

Social model of childbirth.

Making decisions about care

Making collective decisions with colleagues.
Partnering with women in decision making.

Negotiating with women in decision making.

Safe local organisational culture.

Table 8-3 Midwifery enactment and expression of defining attributes of midwifery led

care [continued)

A simplified conceptual model has been constructed, consisting of a central

component of enactment of midwifery led intrapartum care, the analytical frame

273




clarified in Chapter 4 (Thomas, 2016)> (Figure 8.1). The central component defines
themes and subthemes to the left of the model. In reality, expressions of the
midwife participants’ practice are associated with more than one theme. for
example, decision making is a function of being a lead professional, and making
decisions about interventions in labour. These interrelationships are apparent in
Tables 8.2 and 8.3. Inductive themes and sub themes denote factors which
influence midwifery care. The inclusion of these secondary themes makes the
model comprehensive, in that it represents the entirety of midwifery led
intrapartum care. In doing so, it demonstrates that findings of this qualitative case

study have addressed the research aims and research question.

3 The analytical frame was identified in Chapter 4 as being the enactment of midwifery led
care in midwifery led intrapartum settings, which combined with the subject, i.e. the

midwifery led intrapartum care unit, consisted of the ‘case’ in this case study.

274



DEFINING ATTRIBUTE THEMES AND
SUB THEMES

Leading care
through expertise

Advocating for
women
Problematic
autonomy 4

e

Knowing and Midwifery led care

The midwife is the
lead professional
and acts as an
autonomous

practitioner

INDUCTIVE THEMES AND SUB
THEMES

/ Gatekeeping

Working Collective
together [ ~» consciousness

understanding is associated with
oormaliy a particular ethos:

the belief that
Balancing action
and no action

childbirth is a
normal life process

Midwifery led care

Relationship
is associated with
supportive and
Communicating trusting
- relationships with
women
Being Midwifery led care is women centred and
responsive

meets women'’s individual needs. There is
recognition that women’s choices should be
respected and that they are final decision
makers

Making decisions
about care

Enactment of defining
attributes of midwifery
led care in intrapartum
midwifery led settings

\ Keeping it safe

self

strong

Two heads are better: the
Preserving 2" midwife makes you

Part of a whole

Figure 8-1 Conceptual model of the enactment of the defining attributes of

midwifery led care with context of midwifery led intrapartum care provided by

inductive themes and sub themes
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8.7 Strengths of the study

The current study set out to determine how the defining attributes of midwifery led
care are enacted in midwifery led intrapartum settings by conduction a multiple
case study. The findings of the study were critically analysed in this chapter and
demonstrated that the defining attributes represent an authentic picture of
midwifery practice in the 2 selected cases of midwifery led intrapartum care. The
strengths of this study arise from the research design and the methodologically
sound processes used in addressing the research aim and research question. The
study is the first to incorporate concept analysis, qualitative case study, and
framework analysis in order to investigate and explore how a theoretical
understanding of midwifery led care translates in to midwifery practices. Concept
analysis established the context of midwifery led care through its surrogate case,
antecedents, and consequences. It then identified a model case, and a related case
for the model case to be compared against. The literature review established
meanings of the defining attributes themes in the wider literature. The case study
approach was an ideal mechanism for an in depth exploration of the cases, using
several different methods of data collection ensured triangulation, and allowed for
other influences on the enactment of midwifery led care to be revealed. Framework
analysis methods, and use of NVIVO 11 &12 enabled decisions made in analysing
and interpreting data to be transparent, with emergent codes and themes traceable

back to the raw data.

8.8 What the study adds to existing knowledge

The findings of this qualitative multiple case study build on the understanding of
the enactment of defining attributes of midwifery led care established in the
literature review. The study found that distance from the ‘host’ maternity service
and obstetric unit strengthened MLU midwives’ opportunities to act autonomously

and preserved the collective ethos that normal physiological birth was achievable,
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and the norm. This led to considering the discretion MLU midwives were able to
apply to their practice, and their parallels with street level bureaucrats. The study
also enhanced the picture of autonomy and leadership by revealing the premium
placed on expertise and experience in themselves and colleagues, and how this
served their need to demonstrate their safety, and so protect their ‘territory’. What
is unique for this study, with respect to autonomy, was the negation of the need
for autonomy when immersed in the MLU environments. In their familiar settings
the midwives accepted relinquishing autonomy to women. Autonomy could then
be revived when dealing with forces external to the MLUs. Although this finding is
broadly consistent with Irving’s research into UK independent midwives, it has not

been recognised as a feature of NHS based midwifery led care.

The current study also contributes to understanding how midwives negotiate the
difficulties of caring for women whose choices are viewed as problematic and/or
unsafe, and how midwives work through their desire to override women's decision.
Though this can be seen as further validation of women as final decision makers, in
increasingly risk averse maternity services (Walsh, 2003; Miller et al., 2016) it is

important to highlight midwives’ needs for support from the wider maternity team.

‘Normal birth’ appears to be as contentious as it was in 2017 when Dahlen
composed her response to calls for the downgrading of ‘normal’ vaginal birth as a
desired outcome of pregnancy. The added clamour for the removal of the
descriptor ‘normal’ from midwifery talk and discussions about childbirth came
recently from the Health and Social Care Committee hearing of the progress of the
Independent Maternity Review at the Shrewsbury and Telford Hospital NHS Trust
(Parliamentlive.TV, 2020). The focus of the review is on reported cases of maternal
and neonatal morbidity and mortality between 2000 and 2019. Like the previous
review into maternal and neonatal deaths at Furness General Hospital (Kirkup;
2015) preliminary findings of 250 cases present a sobering picture of poor care with
respect to, for example, compassion and kindness, risk assessment for place of

birth, and escalation of concerns. These and other themes were implicated in
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adverse outcomes. Belief in women’s capacity to give birth was uncontroversial for
MLU midwives, who identified with the social model of birth discussed earlier in the
chapter. The findings suggest, however, that alongside commitment to normal birth
MLUs were preoccupied with safety, and strove to demonstrate that they were
competent and safe practitioners to their wider maternity services colleagues. The
theme of safety was identified through open coding of data generated by this study
and casts an interesting light on the safety culture of the MLUs. As well as being
reactive to their perceptions of how OU colleagues regarded them, there was
satisfaction in their skills for managing obstetric emergencies and recognising
labour dystocia; they valued being skilled in dealing with higher risk situations. The
broad implication in the present research, therefore, is that MLU midwives were
pragmatic in the knowledge they relied on. Their organisational culture, influenced
by the social model of childbirth, also accommodated high tech maternity care. This
will be an important point to emphasise in present and future debates about

normal birth.

This study provides a basis for understanding how intrapartum care in an unknown
midwife model can result in midwives establishing relationships with women. The
study revealed purposive strategies MLU midwives used to enhance connections
which included treating women like family members and looking after birthing
partners. Collectively, these findings may provide clues to how women benefit from

using the MLU services not associated with continuity of care.

8.9 Limitations of the study

Having presented the strengths of the study, this section looks at the extent to
which factors outside the control of the researcher have acted as limitations.
Chapter 5 of this thesis presented the design and methods planned for the study. It
also discussed the stages taken to address the fact that fewer than the anticipated

number of women were recruited during the earlier stages of the study for Case 1.
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Substantive amendments to the protocol, which have also been discussed in
Chapter 5, addressed this problem, however, conditions embedded in the Ethics
Committee’s approval determined that women were to be give informed consent
to participate in the study prior to entering the latent or early stage of labour. Thus,
consent was to be gained potentially days in advance of labour, and verified at the
time of labour admission. Implications of this strategy were that the researcher was
unable to approach women who presented with possible labour, which went on to

become established in the same episode of care.

The Ethics Committee also mandated that the researcher approached women
about the study and obtained their consent to participate rather than the midwives
providing care, as it was felt that coercion would be less likely than if the midwives
took on this role. Itis of note that there is a range of ethical opinion concerning the
matter of potential for coercion in childbirth research. In Sosa’s (2017)
ethnographic study of ‘one to one’ midwifery care, it was the midwives who were
required to recruit women onto the study, whereas for Rocca-lhenacho’s (2016)

research, as participant observer, she conducted recruitment herself.

A limitation of this study, therefore, was that due to the length of time involved in
determining and agreeing substantive amendments, 1 observation of labour took
place at Case 1. For case 2, the discussion in Chapter 5 has recorded midwives’
opinions that the drop in birth rate at the FMU followed the opening of an
additional intrapartum birthing centre, an AMU. This acted as a significant factor in
limiting potential observations to 2. The depth and consistency of interview data
alongside that from the observations, however, provided an abundance of material
suitable for addressing the research question and developing a model of midwifery

led intrapartum practice with respect to its defining attributes.
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8.10 Recommendations for practice

Maternity service leaders and managers should ensure midwives working in MLUs
have structured, supporting mechanisms to escalate concerns when providing care
in equivocal situations with respect to safety, for example women declining transfer
to an OU when a deviation from normal occurs. This study suggests that midwives
prioritise the principle of women and final decision makers, yet also want to feel

safe.

Maternity service leaders and managers should take practical measurable steps to
improve communication and relationships between the MLU and OU, or other parts
of the service. Repeated reports of poor outcomes in maternity or health services
draw attention to poor communication leading to poor maternal and perinatal
outcomes (Francis, 2013; Kirkup, 2015). In addition, poor communication and
relationships, a recent report from the King’s Fund ‘The courage of compassion’
(2020) identified key areas that needed actions with respect to core work needs.
They included effectively functioning teams and nurturing cultures. These areas
related directly to midwives (and nurses) feeling connected to, cared for and

respected by colleagues.

8.11 Recommendations for research

The study prioritised perspectives of midwives in answering the research question.
It has shown what midwives value and strive to achieve in developing brief
relationships with women. Research is needed to understand how women
experience the actions midwives mobilise when enacting midwifery led care. This
could be achieved through interviewing women who have given birth in similar

settings.

The study reported on findings derived through open coding (Chapter 7) organised

around 2 themes: preserving self and working together. Although these themes
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were not directly used to answer the research question, they provide interesting

and valuable contextual information which could be explored further.

8.12 Recommendations for education

This research has resulted in the development of a model of the enactment of
midwifery led care in midwifery led intrapartum settings. This model can be
developed into educational materials to introduce pre-registration midwifery
students to midwifery led intrapartum care. The model encompasses behavioural
skills, philosophy of care, and organisational factors that facilitate the enactment of
midwifery led care. Educational materials can also be developed to orientate

midwives rotating to MLUs, and to inform women of the details of care.

8.13 Final summary

This is the first study to apply concept analysis to midwifery led care, and explore
how its defining attributes are enacted in midwifery led intrapartum care. Choosing
two cases to conduct the study added to the depth of the findings. Combining
several data collection methods addressed the need for triangulation. The study
supported what the concept analysis indicated as being the essential components,
or defining attributes of midwifery led care; MLU midwives commented on the
model case (developed in the concept analysis process) as being a ‘typical

freestanding model of care’ ‘not idealised’ and ‘not unattainable’ (Chapter 7).

The findings for this thesis provide comprehensive analysis of the techniques and
strategies MLU midwives used in enacting midwifery led care, these techniques and
strategies were expressed through the sub themes of the research. The findings
also demonstrate that the local organisational culture within the MLUs is supportive
and protective. Midwives collaborate with their MLU colleagues and value support
from the wider maternity team, although there were often tensions between the

two settings. The findings of this thesis will be shared with the participating MLUs,
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the service user groups who provided feedback on the study during the design

stage. The intention is for findings to be published in peer review journals.

8.14 Dissemination of research study findings

Work has already taken place to disseminate findings of this research study, in the

form of the following Poster presentations

Caine, D; Crozier, K; Moore, J (2016) An exploration of the enactment of the defining
attributes of midwifery led care in midwifery led intrapartum settings University of

East Anglia Post Graduate Student Conference February 2016

Caine, D; Crozier, K; Moore, J (2019) An exploration of the enactment of the defining
attributes of midwifery led care in midwifery led intrapartum settings University of
Central Lancashire 14" International Normal Labour and Birth Conference June

2019

In addition, findings have been presented to the Audit Committee meeting of Case
2. Arrangements for discussing the case study with participant midwives, service
users and midwifery/ Trust managers is due to take place. The researcher will also

present to a local maternity research group.
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Glossary

Alongside Midwifery Unit (AMU)

The midwifery led unit is situated on the

same site as an obstetric unit.

Augmentation

The speeding up of labour by the use of drugs.

Amniotic fluid

Sometimes called liquor, the fluid that

surrounds the fetus in the uterus.

Artificial Rupture of Membranes (ARM)

Making a hole in the fetal membranes using

an instrument, usually an amnihook.

Caesarean section

Delivery of an infant through an incision in

the abdominal and uterine walls.

Dilatation/dilation

The process of the cervix opening in labour.

Doppler

A machine that detects the heartbeat by

ultrasound.

Entonox/ Gas and Air

A mixture of oxygen and nitrous oxide,

inhaled through a mask or mouthpiece.
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Epidural

An injection of local anaesthetic into the

lower back.

Episiotomy A cut made in a woman’s perineum allow the
baby to be born more quickly.
Fetus The baby from about 12 weeks until birth

First stage of labour

The time from the beginning of labour until

the cervix is fully dilated.

Forceps

A pair of hollow blades which are placed
either side of the baby’s head to assist with
the birth.

Freestanding Midwifery Unit (FMU)

The midwifery unit is situated separately

from the OU it is linked with.

Gestation

Length of pregnancy.

Haemorrhoids/ Piles

Blood vessels protruding inside or around the

anus.

Haemorrhage

Sudden and severe bleeding

Induction

Artificially starting labour .
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Latent phase

Onset of labour prior to established labour.

Meconium

The bowel contents of a fetus/baby at birth.

Membranes sweep

A method of inducing labour. Consists of a
vaginal examination and attempt to stretch

the cervix.

Midwifery led unit (MLU)

A maternity unit where midwives are the lead

professionals.

Multiparous

Having given birth to a baby before.

Obstetric Unit (OU)

A maternity unit where obstetricians are the

lead professionals.

Occipito Posterior (OP)

The fetus’s occiput (a plate of bone at the
back of the head) is towards the woman’s

back.

Oxytocin The hormone secreted by women when they
are in labour which stimulates labour
contractions.

Perineum

The area of skin and musculature between a

woman’s vagina and anus.
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Pethidine

A opioid used for pain relief in labour.

Primiparous

Being pregnant for the first time

Second stage of labour

The time from full dilation of the cervix to the

birth of the baby.

Skin to skin Contact between baby and care-giver where
direct contact with skin is made.
Third stage Period between birth of baby to delivery of

placenta and membranes and control of

bleeding.

Umbilicus/ umbilical cord

The thick cord of intertwining blood vessels
that links baby and placenta, and carries

oxygen and nourishment to the baby.

Ventouse

a method of vacuum extraction used in

assisted delivery

286




References

Adu-Ampong, E. A. and Adams, E. A. (2020) ““But You Are Also Ghanaian, You Should
Know”: Negotiating the Insider—Outsider Research Positionality in the Fieldwork

Encounter’, Qualitative Inquiry, 26(6), pp. 583-592.

Allen Kate (2013) ‘FT article Canary Wharf workforce quadruples in a decade’,

Financial Times. Available at: https://www.ft.com/content/b06a7f6e-0440-11e3-

8aab-00144feab7de?mhg5j=e7.

Amundsen, D. L., Msoroka, M. and Findsen, B. (2017) ‘“It’s a case of access.” The
problematics of accessing research participants’, Waikato Journal of Education,
22(4), pp. 5-17.

Anderson, G. (2003) ‘A concept analysis of normal birth’, RCM Evidence Based
Midwifery, 1(2), pp. 48-54.

Anna, M.-A. et al. (2020) ‘Midwives’ experiences of the factors that facilitate normal
birth among low risk women in public hospitals in Catalonia (Spain)’, Midwifery, 88,

p. 102752.

Atchan, M., Davis, D. and Foureur, M. (2016) ‘A methodological review of
qualitative case study methodology in midwifery research’, Journal of Advanced

Nursing, 72(10), pp. 2259-2271.

Avant, L. O; Walker, K. C. (2011) Strategies for Theory Construction in Nursing. 5%

ed. London: Pearson.

Avis, M. (2005) ‘Is there an epistemology for qualitative research?’, Qualitative
Research in Health Care. Maidenhead: Oxford University Press, pp. 4-16.

Baldwin, M. (2009) ‘Concept analysis as dissertation methodology’, Nurse

Education Today, 29, pp. 780-783.

287


https://www.ft.com/content/b06a7f6e-0440-11e3-8aab-00144feab7de?mhq5j=e7
https://www.ft.com/content/b06a7f6e-0440-11e3-8aab-00144feab7de?mhq5j=e7

Barnes, H. (2010) ‘Midwife led antenatal care for women with a previous caesarean

section’, Midirs Midwifery Digest, 20(1), pp. 41-45.

Barraza, J. A. and Zak, P. J. (2009) ‘Empathy toward Strangers Triggers Oxytocin
Release and Subsequent Generosity’, Annals of the New York Academy of Sciences,

1167(1), pp. 182-189.

Beals, F., Kidman, J. and Funaki, H. (2020) ‘Insider and Outsider Research:
Negotiating Self at the Edge of the Emic/Etic Divide’, Qualitative Inquiry, 26(6), pp.
593-601.

Beardsmore, E. and McSherry, R. (2017) ‘Healthcare workers’ perceptions of
organisational culture and the impact on the delivery of compassionate quality

care’, Journal of Research in Nursing, 22(1-2), pp. 42-56.

Begley, C. M. et al. (2012) ‘Irish and New Zealand midwives’ expertise in expectant
management of the third stage of labour: The “MEET” study’, Midwifery, 28(6), pp.
733-739.

Bell, K. (2013) ‘Participants’ motivations and co-construction of the qualitative
research process’, Qualitative Social Work: Research and Practice, 12(4), pp. 523—
539.

Benjamin, Y., Walsh, D. and Taub, N. (2001) ‘A comparison of partnership caseload
midwifery care with conventional team midwifery care: labour and birth outcomes’,

Midwifery, 17(3), pp. 234-240.

Berg, M., Asta Olafsdéttir, O. and Lundgren, . (2012) ‘A midwifery model of woman-
centred childbirth care — In Swedish and Icelandic settings’, Sexual & Reproductive

Healthcare, 3(2), pp. 79-87.

Bicking Kinsey, C; Hupcey, J. (2013) State of the science of maternal-infant bonding:

A principal — based concept analysis. Midwifery, [online] 29(3), pp. 1314-1320.

288



Available at: http://dx.doi.org/10.1016/j.midw.2012.12.019 [Accessed 1st May
2013].

Blaaka, G. and Schauer Eri, T. (2008) ‘Doing midwifery between different belief
systems’, Midwifery, 24(3), pp. 344—-352.

Bohren, M. A. et al. (2019) ‘Perceptions and experiences of labour companionship:

a qualitative evidence synthesis’, Cochrane Database of Systematic Reviews.

Bohren, M. A. et al. (2017) Continuous support for women during childbirth. The
Cochrane Database of Systematic Reviews, [online]. Available at
https://doi.org//10.1002/14651858.CD003766.pub6 [Accessed 2nd February
2018].

Bowen, G. A. (2009) ‘Document Analysis as a Qualitative Research Method’,

Qualitative Research Journal, 9(2), pp. 27-40.

Boyle, S., Thomas, H. and Brooks, F. (2016) ‘Women’s views on partnership working

with midwives during pregnancy and childbirth’, Midwifery, 32, pp. 21-29.

Bradfield, Z. et al. (2018) ‘Midwives being “with woman”: An integrative review’,

Women and Birth, 31(2), pp. 143-152.

Bradfield, Z. et al. (2019) ‘Midwives’ perceptions of being “with woman”: a

phenomenological study’, BMC Pregnancy and Childbirth, 19(1), p. 363.

Bradfield, Z. et al. (2019) ‘Urgency to build a connection: Midwives’ experiences of
being “with woman” in a model where midwives are unknown’, Midwifery, 69, pp.

150-157.

Brady, S. et al. (2019) ‘Woman-centred care: An integrative review of the empirical

literature’, International Journal of Nursing Studies, 94, pp. 107-119.

289


http://dx.doi.org/10.1016/j.midw.2012.12.019
https://doi.org/10.1002/14651858.CD003766.pub6

Brocklehurst P, Hardy P, Hollowell J, et al. (2011) Perinatal and maternal outcomes
by planned place of birth for healthy women with low risk pregnancies: The
Birthplace in England national prospective cohort study British Medical Journal.

2011;343

Bryman, A. (2004) Social Research Methods Bryman. 2nd edn, Oxford University

Press. Oxford: Oxford University Press.

Bryman, A. (2016) Social Research Methods. 5th edn. Oxford: Oxford University

Press.

Burns, E. et al. (2012) ‘Reflexivity in midwifery research: The insider/outsider

debate’, Midwifery, 28(1), pp. 52—-60.

Butler, M. M. (2017) ‘Exploring the strategies that midwives in British Columbia use
to promote normal birth’, BMIC Pregnancy and Childbirth, 17(1), p. 168.

Byrom, S. and Downe, S. (2010) ““She sort of shines”: midwives’ accounts of “good”

midwifery and “good” leadership’, Midwifery, 26(1), pp. 126—137.

Carlson, N. S. and Lowe, N. K. (2014) ‘A concept analysis of watchful waiting among
providers caring for women in labour’, Journal of Advanced Nursing, 70(3), pp. 511-

522.

[Case 1]. (2015). Birth Centre Guideline. [City of Case 1]: [Case 1].

[Case 2]. (2010). Birth Centre Intrapartum Risk Assessment. [City of Case 2]: [Case
2].

[Case 2]. (2018). Celebration of 10 years in operation. [City of Case 2]: [Case 2].

[Case 2]. (2014). Information about NHS Trust’s local Birth Centres. [City of Case
2]: [Case 2].

Chin, P. L. and Kramer, M. K. (2011). Integrated Theory and Knowledge
Development in Nursing. Saint Louis: Elsevier.

290



Condell, S and Begley, C. (2007) ‘Capacity building: a concept analysis of the term

applied to research’, International Journal of Nursing Practice, 13, pp. 268—275.

Crabtree, S. and Downe, S. (2008) Normal childbirth: evidence and debate. London:

Elsevier.

Creswell, J. W. (2012) Qualitative Inquiry and Research Design. Los Angeles: SAGE

Publications Inc.

Dahlen, H. (2017) ‘Normal Birth in a Post Truth world’, Women and Birth, 30(5), pp.
351-353.

Dale, P. and Fisher, K. (2009) ‘Implementing the 1902 Midwives Act: assessing
problems, developing services and creating a new role for a variety of female

practitioners’, Women’s History Review, 18(3), pp. 427-452.

Davies, H. T. O. (2000) ‘Organisational culture and quality of health care’, Quality in
Health Care, 9(2), pp. 111-119.

Davis-Floyd, R. (2001) ‘The technocratic, humanistic, and holistic paradigms of

childbirth’, International Journal of Gynecology & Obstetrics, 75, pp. 5—23.

Davis-Floyd, R. and Sargent, C. F. (1997) Childbirth and authoritative knowledge.

Orlando: University of California Press.

Denzin, N and Lincoln Y S, in Denzin, N and Lincoln Y S (eds) (2005) The SAGE

handbook of qualitative research. 3rd edition. Sage Publications: London

Denzin, N and Lincoln Y S, in Denzin, N and Lincoln Y S (eds) (2018) The SAGE

handbook of qualitative research. 5™ Edition. Sage Publications: London

Department of Health. (1993) Changing Childbirth: The Report of the Expert

Maternity Group. London: Her Majesty’s Stationary Office.

291



Department of Health. (2004) National service framework: for children, young
people, and maternity services. London: Department of Health.

Department of Health. (2007) Maternity matters: choice, access, and continuity in

a safe service. London: Department of Health.

Department of Health (2004) Maternity Standard, The National Service Framework
for Young People and Maternity Services. [online] Available at:

https://www.gov.uk/government/publications/national-service-framework-

children-young-people-and-maternity-services [Accessed 3rd March 2019].

Department of Health. (2010) Midwifery 2020: Delivering Expectations. London:

Department of Health.

Department of Health, Social Services and Public Safety (2010) Midwifery 2020:
Delivering expectations. [online] Available at:

https://www.gov.uk/government/publications/midwifery-2020-delivering-

expectations [Accessed 5th December 2013].

Devane, D. (2007) ‘Childbirth policies and practices in Ireland and the journey

towards midwifery led care’, Midwifery, 23(1), pp. 92 — 101.

Dixon, L; Prileszky, G. et al. (2012) ‘What evidence supports the use of free standing
midwifery led units (primary units) in New Zealand’, Aoteatoa New Zealand College

of Midwives Journal, 46, pp. 13-20.

Douglas, H. (2007) Containment and Reciprocity. 1st edn. Abingdon: Routledge

Taylor and Francis Group.

Downe, S. et al. (2018) ‘What matters to women during childbirth: A systematic
qualitative review’, PLOS ONE, 13(4), pp. 1-17.

Dr Foster good birth guide, (n.d.) Available at: https://drfoster.com/ [Accessed 2™

February 2015].

292


https://www.gov.uk/government/publications/national-service-framework-children-young-people-and-maternity-services
https://www.gov.uk/government/publications/national-service-framework-children-young-people-and-maternity-services
https://www.gov.uk/government/publications/midwifery-2020-delivering-expectations
https://www.gov.uk/government/publications/midwifery-2020-delivering-expectations
https://drfoster.com/

Eggermont, K. et al. (2017) ‘Needs of fathers during labour and childbirth: A cross-
sectional study’, Women and Birth, 30(4), pp. 188-197.

Elwyn, G. et al. (2012) ‘Shared decision making: A model for clinical practice’,

Journal of General Internal Medicine, 27(10), pp. 1361-1367.

Everly, M. C. (2012) ‘Facilitators and Barriers of Independent Decisions by Midwives
During Labor and Birth’, Journal of Midwifery & Women’s Health, 57(1), pp. 49-54.

Fahy, K. (1998) ‘Being a midwife or doing midwifery?’, Australian College of
Midwives Incorporated Journal, 11(2), pp. 11-16.

Fahy, K. M. and Parratt, J. A. (2006) ‘Birth Territory: A theory for midwifery practice’,
Women and Birth, 19(2), pp. 45-50.

Feeley, C. et al. (2020) ‘Normal Birth Position Statement’, The Practising Midwife,

(January), pp. 33-34.

Feeley, C., Thomson, G. and Downe, S. (2019) ‘Caring for women making
unconventional birth choices: A meta-ethnography exploring the views, attitudes,

and experiences of midwives’, Midwifery, 72, pp. 50-59.

Ferguson, S. et al. (2016) ‘Sense of coherence and women'’s birthing outcomes: A

longitudinal survey’, Midwifery, 34, pp. 158-165.

Finlay, L. (2002) ‘Negotiating the swamp: the opportunity and challenge of

reflexivity in research practice’, Qualitative Research, 2(2), pp. 209-230.

Finlay, S. and Sandall, J. (2009) ““Someone’s rooting for you”: Continuity, advocacy
and street-level bureaucracy in UK maternal healthcare’, Social Science & Medicine,

69(8), pp. 1228-1235.

Francis, R. (2013) ‘Executive Summary’, New Directions for Youth Development,

2013(137), pp. 11-14.

293



Freeman, G. et al. (2007) Continuity of Care 2006: What Have We Learned Since
2000 and What are Policy Imperatives Now? Report for the National Co-ordinating
Centre for NHS Service Delivery and Organisation. London: National Coordinating

Centre for the Service Delivery and Organisation.

Freeman, L. M. (2006) ‘Continuity of carer and partnership’, Women and Birth,

19(2), pp. 39-44.

Gale, N. K. et al. (2013) ‘Using the framework method for the analysis of qualitative
data in multi-disciplinary health research’, BMC Medical Research Methodology,
13(1), p. 117.

Giacomini, M. (2010) ‘Theory matters in qualitative health research’, in Bourgeault,
I., Dingwall, R., and De Vries, R. (eds) The SAGE Handbook of Qualitative Methods
in Health Research. London: SAGE Publications Ltd, pp. 125-156.

Gift, N. (2008) ‘Ecology of Birth’, Midwifery Today, 85, pp. 47-67.

Goldner, F. H. and Lipsky, M. (1982) ‘Street-Level Bureaucracy: Dilemmas of the
Individual in Public Services.’, Administrative Science Quarterly. 2nd edn, 27(1), p.

153.

Goodarzi, B. et al. (2018) ‘Risk and the politics of boundary work: preserving
autonomous midwifery in the Netherlands’, Health, Risk & Society, 20(7-8), pp.
379-407.

Gottvall, K. et al. (2011) ‘In-Hospital Birth Center with the Same Medical Guidelines
as Standard Care: A Comparative Study of Obstetric Interventions and Outcomes’,

Birth, 38(2), pp. 120-128.

Gould, D. (2000) ‘Normal labour: a concept analysis’, Journal of Advanced Nursing,

31(2), pp. 418-427.

294



Graber, D. R. and Mitcham, M. D. (2004) ‘Compassionate Clinicians’, Holistic Nursing
Practice, 18(2), pp. 87-94.

Grbich, C. (1999) Qualitative Research in Health. London: SAGE Publications Ltd.

Haggerty, J. L. (2003) ‘Continuity of care: a multidisciplinary review’, BMJ,
327(7425), pp. 1219-1221.

Hamilton, P. (2020) ‘““Now that | know what you’re about”: black feminist
reflections on power in the research relationship’, Qualitative Research, 20(5), pp.

519-533.

Houghton C et al. (2013) ‘Rigour in qualitative case study research.” Nurse

Researcher Vol 40: Issue 4

Harding, J. (2013) Qualitative data analysis from start to finish. London: Sage.

Hollowell, J; Puddicombe, D; Rowe, et al. (2011) The Birthplace national prospective
cohort study: perinatal and maternal outcomes by planned place of birth Birthplace
in England research programme. Final report part 4. City, University of London
Institutional Repository, [online] Available at:

https://openaccess.city.ac.uk/id/eprint/3650/ [Accessed 3™ January 2012].

Hatem, M; Sandall, J; Devane, D. et al. (2009) ‘Midwife-led versus other models of
care for childbearing women (Review)’, The Cochrane Database of Systematic

Reviews. London Wiley and Sons Ltd.

Health Research Authority (2019) Applying a proportionate approach to the process
of  seeking consent. [online] Available at: https://s3.eu-west-
2.amazonaws.com/www.hra.nhs.uk/media/documents/Proportionate_approach_
to_seeking_consent_HRA_ Guidance.pdf [Accessed: 14 November 2020].

Healy, M. et al. (2020) ‘How do midwives facilitate women to give birth during
physiological second stage of labour? A systematic review’, PLOS ONE, 15(7), pp 1-
19.

295


https://openaccess.city.ac.uk/id/eprint/3650/

Healy, S., Humphreys, E. and Kennedy, C. (2016) ‘Midwives’ and obstetricians’
perceptions of risk and its impact on clinical practice and decision-making in labour:

An integrative review’, Women and Birth, 29(2), pp. 107-116.

Highsmith, S. (2016) Changing the Language of Childbirth, Midwifery today with

international midwife. [online] Available at: https://midwiferytoday.com/mt-

articles/changing-the-language-of-childbirth/ [Accessed 4™ August 2020].

Hiss, D. and Maputle, M. S. (2013) ‘Woman-centred care in childbirth: A concept

analysis (Part 1)’, Curationis, 36(1).

Hodnett, E., Downe, S. and Walsh, D. (2012) ‘Alternative versus conventional
institutional settings for birth (Review)’, The Cochrane Database of Systematic

Reviews. London Wiley and Sons Ltd.

Hogan, A. J. (2019) ‘Social and medical models of disability and mental health:

evolution and renewal’, Canadian Medical Association Journal, 191(1), pp. 16—18.

Homer, C. (2000) ‘Incorporating cultural diversity in randomised controlled trials in

midwifery’, Midwifery, 16(4), pp. 252—259.

Homer, C. S. E. et al. (2009) ‘The role of the midwife in Australia: views of women

and midwives’, Midwifery, 25(6), pp. 673-681.

Hunter, A. et al. (2017) ‘Woman-centred care during pregnancy and birth in Ireland:
thematic analysis of women’s and clinicians’ experiences’, BMC Pregnancy and

Childbirth, 17(1), p. 322.

Hunter, B. (2006) ‘The importance of reciprocity in relationships between

community-based midwives and mothers’, Midwifery, 22(4), pp. 308-322.

Hunter, B. and Segrott, J. (2014) ‘Renegotiating inter-professional boundaries in
maternity care: implementing a clinical pathway for normal labour’, Sociology of

Health & llIness, 36(5), pp. 719-737.

296


https://midwiferytoday.com/mt-articles/changing-the-language-of-childbirth/
https://midwiferytoday.com/mt-articles/changing-the-language-of-childbirth/

Hyett, N; Kenny, A. and Dickson-Swift, V. (2014) ‘Methodology or method? A critical
review of qualitative case study reports’, International Journal of Qualitative Studies

on Health and Well-being, 9(1), pp. 1-12.

Igarashi, T. et al. (2014) ‘Birth environment facilitation by midwives assisting in non-

hospital births: A qualitative interview study’, Midwifery, 30(7), pp. 877-884.

lida, M., Horiuchi, S. and Porter, S. E. (2012) ‘The relationship between women-
centred care and women’s birth experiences: A comparison between birth centres,

clinics, and hospitals in Japan’, Midwifery, 28(4), pp. 458—465.

Iphofen, R. (2005). ‘Ethical issues in qualitative health research’. Maidenhead:
Oxford University Press, pp. 17-35.

Janis |, et al. (2020) ‘Compared to textual information, drawing allows an in-depth
and less linear insight into complex situations’ International Journal of Qualitative
Methods vol 19: pp 1-16

Kelly, S. (2013) ‘Qualitative interviewing techniques and styles’, in Bourgeault, .,
Dingwall, R., and de Vries, R. (eds) The SAGE Handbook of Qualitative Methods in
Health Research. 2nd edn. London: SAGE Publications Ltd, pp. 307-326.

Kamanzi, A. and Romania, M. (2019) ‘Rethinking Confidentiality in Qualitative
Research in the Era of Big Data’, American Behavioural Scientist, 63(6), pp. 743—758.

Khan, S. and VanWynsberghe, R. (2008) ‘Cultivating the under-mined: Cross-case

analysis as knowledge mobilization’, Forum Qualitative Sozialforschung, 9(1).

Kingdon, C., Downe, S. and Betran, A. P. (2018) ‘Non-clinical interventions to reduce
unnecessary caesarean section targeted at organisations, facilities and systems:
Systematic review of qualitative studies’, PLOS ONE. Edited by S. M. Brownie, 13(9),
pp. 1-28.

Kirkham, M. and Stapleton, H. (2000) ‘Midwives’ support needs as childbirth
changes’, Journal of Advanced Nursing, 32(2), pp. 465—472.

297



Kirkup, B. (2015) The Report of the Morecambe Bay Investigation. [online] Available
at:

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/att

achment data/file/408480/47487 MBI Accessible vO.1.pdf.  [Accessed 12t

December 2015].

Kobayashi, S. et al. (2017) ‘Assessment and support during early labour for

improving birth outcomes’, Cochrane Database of Systematic Reviews, 2017(4).

Krausé, S. S., Minnie, C. S. and Coetzee, S. K. (2020) ‘The characteristics of
compassionate care during childbirth according to midwives: a qualitative

descriptive inquiry’, BMC Pregnancy and Childbirth, 20(1), p. 304.

Lagendyk, L. E. and Thurston, W. E. (2005) ‘A case study of volunteers providing
labour and childbirth support in hospitals in Canada’, Midwifery, 21(1), pp. 14-22.

Leap, N. et al. (2010) ‘Journey to Confidence: Women’s Experiences of Pain in
Labour and Relational Continuity of Care’, Journal of Midwifery & Women’s Health,

55(3), pp. 234-242.

Levy, J. S. (2008) ‘Case Studies: Types, Designs, and Logics of Inference’, Conflict

Management and Peace Science, 25(1), pp. 1-18.

Lipsky, M. (2010) Street-level bureaucracy: Dilemmas of the individual in public
services. 2nd edn, Street-Level Bureaucracy: Dilemmas of the Individual in Public

Services. 2nd edn. New York: Russell Sage Foundation.

Lumsden, K. (2013) ““You are what you research”: researcher partisanship and the
sociology of the “underdog™, Qualitative Research, 13(1), pp. 3—18.

Macfarlane, A. J. et al. (2014) ‘Survey of women’s experiences of care in a new
freestanding midwifery unit in an inner city area of London, England - 1: Methods

and women’s overall ratings of care’, Midwifery, 30(9), pp. 998-1008.

298


https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/408480/47487_MBI_Accessible_v0.1.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/408480/47487_MBI_Accessible_v0.1.pdf

Mannion, R. and Davies, H. (2018) ‘Understanding organisational culture for

healthcare quality improvement’, BMJ, 363, p. 4907.

Matthews, S et al. (2006) An exploratory study of the conditions important in

facilitating the empowerment of midwives, Midwifery vol 22(2) pp 181-191

McCourt, C. et al. (2014) ‘An ethnographic organisational study of alongside
midwifery units: a follow-on study from the Birthplace in England programme’,

Health Services and Delivery Research, 2(7), pp. 1-100.

McCourt, C. et al. (2012) ‘Organisational strategies and midwives’ readiness to
provide care for out of hospital births: An analysis from the Birthplace

organisational case studies’, Midwifery, 28(5), pp. 636—645.

McCourt, C. et al. (2018) ‘Organising safe and sustainable care in alongside
midwifery units: Findings from an organisational ethnographic study’, Midwifery,

65, pp. 26-34.

McCourt, C. et al. (2016) ‘Place of Birth and Concepts of Wellbeing’, Anthropology
in Action, 23(3), pp. 17-29.

McCrea, B. H; Wright, M. E. and Murphy-Black, T. (1998) ‘Differences in midwives’

approaches to pain relief in labour’, Midwifery, 14(3), pp. 174-180.

McLellan, J. (2011) The art of midwifery practice: a discourse analysis. Midirs

Midwifery Digest, 21(1), pp 25-31.

McNaughton Nicholls, C; Mills, L. and Kotecha, M. (2014). ‘Observation’ in
Qualitative Research Practice. London: SAGE Publications Ltd, pp. 243—-265.

Megregian, M. and Nieuwenhuijze, M. (2018) ‘Choosing to Decline: Finding
Common Ground through the Perspective of Shared Decision Making’, Journal of

Midwifery & Women’s Health, 63(3), pp. 340-346.

299



Ménage, D. et al. (2017) ‘A concept analysis of compassionate midwifery’, Journal

of Advanced Nursing, 73(3), pp. 558-573.

Miller, S. et al. (2016) ‘Beyond too little, too late and too much, too soon: a pathway
towards evidence-based, respectful maternity care worldwide’, The Lancet,

388(10056), pp. 2176-2192.

Moloney, S. and Gair, S. (2015) ‘Empathy and spiritual care in midwifery practice:
Contributing to women’s enhanced birth experiences’, Women and Birth, 28(4), pp.

323-328.

Morgan, J. et al. (2014) ‘What does professionalism look like? Attitudes and

behaviours derived from a Delphi study’, Nursing Management, 21(7), pp. 28—-40.

Morgan, L. (2015) ‘Conceptualizing Woman-Centred Care in Midwifery’, Canadian

Journal of Midwifery Research and Practice, 14(1), pp. 8—15.

Mulhall, A. (2003) ‘In the field: notes on observation in qualitative research’, Journal
of Advanced Nursing, 41(3), pp. 306—-313.

Murray, S. and Buller, A. M. (2007) ‘Exclusion on grounds of language ability — a
reporting gap in health services research?’, Journal of Health Services Research &
Policy, 12(4), pp. 205-208.

National Audit Office (2013) Maternity services in England. [online] Available at:

http://www.nao.org.uk/wp-content/uploads/2013/11/10259-001-Maternity-

Services-Book-1.pdf. [Accessed 12t May 2013].

National Institute for Health and Clinical Excellence (2014) ‘Intrapartum care for

health healthy y women and babies’, Nice, (December), pp. 1-58.

National Maternity Review (2016) Better Births. Improving outcomes of maternity

services in England. [online] Available at: https://www.england.nhs.uk/wp-

content/uploads/2016/02/national-maternity-review-

report.pdf?PPDFPATHWAY=PDF [Accessed 1°t February 2020] p. 25.

300


http://www.nao.org.uk/wp-content/uploads/2013/11/10259-001-Maternity-Services-Book-1.pdf
http://www.nao.org.uk/wp-content/uploads/2013/11/10259-001-Maternity-Services-Book-1.pdf
https://www.england.nhs.uk/wp-content/uploads/2016/02/national-maternity-review-report.pdf?PDFPATHWAY=PDF
https://www.england.nhs.uk/wp-content/uploads/2016/02/national-maternity-review-report.pdf?PDFPATHWAY=PDF
https://www.england.nhs.uk/wp-content/uploads/2016/02/national-maternity-review-report.pdf?PDFPATHWAY=PDF

NHS England (2016) National maternity review: better births, improving outcomes
of maternity services in England, a five year forward view for maternity care.
[online] nhs.uk Available at: https://www.england.nhs.uk/publication/better-
births-improving-outcomes-of-maternity-services-in-england-a-five-year-forward-

view-for-maternity-care/ [Accessed 1°t December 2017].

NHS England (2019) NHS Long Term Plan (2019). Available at:

https://www.longtermplan.nhs.uk/wp-content/uploads/2019/08/nhs-long-term-

plan-version-1.2.pdf (Accessed September 2020)

Nursing and Midwifery Council (2015) Read the code online, NMC - The code for
nurses and midwives. [online] Available at:

https://www.nmc.org.uk/standards/code/read-the-code-online/ [Accessed 3™

December 2020].

Nursing and Midwifery Council (2018) ‘The Code Professional standards of practice
and behaviour for nurses and midwives Nursing and Midwifery Council’. London:

Nursing and Midwifery Council.

Nursing and Midwifery Council (2019) Standards of proficiency for midwives.
[online] Available at:

https://www.nmc.org.uk/globalassets/sitedocuments/standards/standards-of-

proficiency-for-midwives.pdf [Accessed 4™ February 2010].

Noseworthy, D. A., Phibbs, S. R. and Benn, C. A. (2013) ‘Towards a relational model

of decision-making in midwifery care’, Midwifery, 29(7), pp. 42—-48.

Nursing and Midwifery Council (2009) The Standards for Pre-Registration Midwifery
Education, London: Nursing and Midwifery Council. [online] Available at:
https://www.nmc.org.uk/globalassets/sitedocuments/standards/nmc-standards-

for-preregistration-midwifery-education.pdf [Accessed 3 December 2020].

301


https://www.longtermplan.nhs.uk/wp-content/uploads/2019/08/nhs-long-term-plan-version-1.2.pdf
https://www.longtermplan.nhs.uk/wp-content/uploads/2019/08/nhs-long-term-plan-version-1.2.pdf
https://www.nmc.org.uk/standards/code/read-the-code-online/
https://www.nmc.org.uk/globalassets/sitedocuments/standards/standards-of-proficiency-for-midwives.pdf
https://www.nmc.org.uk/globalassets/sitedocuments/standards/standards-of-proficiency-for-midwives.pdf

O’Donnell, O. and Boyle, R. (2008) Understanding and managing organisational

culture. Dublin: Institute of Public Administration, pp. 1-109.

O’Keefe, S. et al. (2015) ‘Framework analysis: A worked example of a study
exploring young people’s experiences of depression’, Qualitative research in
psychology, 13(2).

Office of National Statistics (2019) Vital statistics in the UK: Births, Deaths,

Marriages. [online] ons.gov.uk Available

at: https://www.ons.gov.uk/peoplepopulationandcommunity/populationandmigr

ation/populationestimates/datasets/vitalstatisticspopulationandhealthreferencet

ables#:~:text=In%202018%2C%20there%20were%20731%2C213,the%20lowest%2

Orate%200n%20record [Accessed 20th March 2020].

Ockendon, D. (2020) Emerging Findings and Recommendations from the
Independent Review of Maternity Services at The Shrewsbury and Telford Hospital
NHS Trust Our First Report following 250 Clinical Reviews. London: Her Majesty’s

Stationary Office.

Paley, J. (1996) How not to clarify concepts in nursing. Journal of Advanced Nursing,

24, pp. 572 -578.

Parliament.tv (2020) Health and Social Care Committee: Safety of Maternity
Services in England. [online] Parliamentlive.tv. Available at:

https://www.parliamentlive.tv/Event/Index/223cabac-8cb2-41f0-9813-

¢c5778416¢516. [Accessed 20th December 2020].

Pedahzur, A. and Perliger, A. (2009) ‘The Nature of Existential Threats to
Democracies’, in Barak, O and Sheffer, G. (eds) Existential Threats and Civil-security

Relations. Lanham: Lexington Books, pp. 61-78.

Pollard, K. (2003) ‘Searching for autonomy’, Midwifery, 19(2), pp. 113-124.

302


https://www.ons.gov.uk/peoplepopulationandcommunity/populationandmigration/populationestimates/datasets/vitalstatisticspopulationandhealthreferencetables#:%7E:text=In%202018%2C%20there%20were%20731%2C213,the%20lowest%20rate%20on%20record
https://www.ons.gov.uk/peoplepopulationandcommunity/populationandmigration/populationestimates/datasets/vitalstatisticspopulationandhealthreferencetables#:%7E:text=In%202018%2C%20there%20were%20731%2C213,the%20lowest%20rate%20on%20record
https://www.ons.gov.uk/peoplepopulationandcommunity/populationandmigration/populationestimates/datasets/vitalstatisticspopulationandhealthreferencetables#:%7E:text=In%202018%2C%20there%20were%20731%2C213,the%20lowest%20rate%20on%20record
https://www.ons.gov.uk/peoplepopulationandcommunity/populationandmigration/populationestimates/datasets/vitalstatisticspopulationandhealthreferencetables#:%7E:text=In%202018%2C%20there%20were%20731%2C213,the%20lowest%20rate%20on%20record
https://www.parliamentlive.tv/Event/Index/223cabac-8cb2-41f0-9813-c5778416c516
https://www.parliamentlive.tv/Event/Index/223cabac-8cb2-41f0-9813-c5778416c516

Pollard, K. C. (2011) ‘How midwives’ discursive practices contribute to the
maintenance of the status quo in English maternity care’, Midwifery, 27(5), pp. 612—
619.

Pope, C. and Mays, N. (2006) Qualitative Research in Health Care Oxford, UK:
Blackwell Publishing Ltd.

Porter, S. et al. (2007) ‘New midwifery? A qualitative analysis of midwives’ decision-

making strategies’, Journal of Advanced Nursing, 60(5), pp. 525-534.

Prosser, S. J., Barnett, A. G. and Miller, Y. D. (2018) ‘Factors promoting or inhibiting
normal birth’, BMC Pregnancy and Childbirth, 18(1), p. 241.

Reed, R., Rowe, J. and Barnes, M. (2016) ‘Midwifery practice during birth: Ritual
companionship’, Women and Birth, 29(3), pp. 269-278.

Risjord, M. (2009) Rethinking concept development. Journal of Advanced Nursing,
65(3), pp. 684 —691.

Ritchie, J. and Spencer, L. (2002) ‘Qualitative data analysis for applied policy
research’, in Bryman, A. and Burgess, R. (eds) Analysing Qualitative Data. London:

Taylor and Frances Group, pp. 173-194.

Robinson, S and Thompson, A. (1991) Midwives, Research and childbirth. 2nd edn.

London: Chapman and Hall.

Rocca-lhenacho, L. (2016) An ethnographic study of the philosophy, culture, and

practice in an urban freestanding midwifery unit. City University, London.

Rocca-lhenacho, L. and Herron, A. (2011) ‘The Barkantine in action: midwifery

practice in a freestanding birth centre’, New Digest, 53(January), p. 2011.

303



Ross-Davie, M. C., Cheyne, H. and Niven, C. (2013) ‘Measuring the quality and
quantity of professional intrapartum support: testing a computerised systematic

observation tool in the clinical setting’, BMC Pregnancy and Childbirth, 13(1), p. 163.

Rowe, R. et al. (2020) ‘Intrapartum-related perinatal deaths in births planned in
midwifery led settings in Great Britain: findings and recommendations from the
ESMIE confidential enquiry’, BJOG: An International Journal of Obstetrics and
Gynaecology, 127(13), pp. 1665-1675.

Royal College of Midwives (2012) Freestanding Midwifery Units Local, high quality
maternity care Busting the Myths. [online] Available at:
https://www.rcm.org.uk/sites/default/files/FMU Mythbuster - Web Final.pdf
[Accessed 4™ October 2016].

Royal Collage of Midwives (2008) Position Statement Women Centred Care.
[online] rcm.org Available at:

www.rcm.org.uk/EasysiteWeb/getresource.axd?AssetlD=121546 [Accessed: 1st

December 2013].

Royal College of Midwives (2010) Socioeconomic value of the midwife, executive
summary. [online] . Available at:
https://eppi.ioe.ac.uk/cms/Portals/0/Socioeconomic%20value%20report_ WEB.pd
f?ver=2010-03-03-141647-487 [Accessed 1st March 2013].

Royal College of Obstetricians and Gynaecologists. (2008) Antenatal care routine

care for the healthy pregnant woman. London: RCOG Press.

Sandall, J et al. (2013) Midwife-led continuity models versus other models of care
for childbearing women (Review) Midwife-led continuity models versus other
models of care for childbearing women. The Cochrane Database of Systematic

Reviews, [online]. Available at http://cochrane.org/ [Accessed 3™ February 2018].

304



Sandall, J; Soltani, H; Gates, S; Shennan, A; and Devane, D. (2016) Midwife-led
continuity models versus other models of care for childbearing women. The
Cochrane Database of Systematic Reviews, [online] 4. Available at:

https://doi.org//10.1002/14651858.CD004667.pub5 [Accessed 14th October

2016].

Sandelowski, M. (2011) ‘““Casing” the research case study’, Research in Nursing &

Health, 34(2), pp. 153—159.

Scamell, M. (2011) ‘The swan effect in midwifery talk and practice: a tension
between normality and the language of risk’, Sociology of Health & llIness, 33(7),
pp. 987-1001.

Scamell, M. and Stewart, M. (2014) ‘Time, risk and midwife practice: the vaginal

examination’, Health, Risk & Society, 16(1), pp. 84—100.

Schroeder, L. et al. (2017) ‘The economic costs of intrapartum care in Tower
Hamlets: A comparison between the cost of birth in a freestanding midwifery unit
and hospital for women at low risk of obstetric complications’, Midwifery,

45(November 2016), pp. 28—35.

Scott, S. D. (2008) ““New professionalism” — Shifting relationships between nursing

education and nursing practice’, Nurse Education Today, 28(2), pp. 240-245.

Seijmonsbergen-Schermers, A. et al. (2018) ‘Variations in childbirth interventions in
high-income countries: protocol for a multinational cross-sectional study’, BMJ

Open, 8(1), p. 17993.

Shipley, S. (2010) Listening: A concept analysis. Nursing Forum, 45(2), pp. 125-134.

Sim, J. and Wright, C. (2000) Research in Health Care: Concepts, Designs and

Methods. 1st edn. Cheltenham: Nelson Thornes.

305


https://doi.org/10.1002/14651858.CD004667.pub5

Simkin, P. et al. (2012) ‘Roundtable Discussion: The Language of Birth’, Birth, 39(2),
pp. 156-164.

Simons, H. (2009) Case Study Research in Practice. 1st edn, Case Study Research in

Practice. 1st edn. London: SAGE Publications, Ltd.

Simpson, D. et al. (2019) ‘Measuring and Assessing Healthcare Organisational
Culture in the England’s National Health Service: A Snapshot of Current Tools and

Tool Use’, Healthcare, 7(4), p. 127.

Slakoff, D. C. and Brennan, P. K. (2019) ‘The Differential Representation of Latina
and Black Female Victims in Front-Page News Stories: A Qualitative Document

Analysis’, Feminist Criminology, 14(4), pp. 488-516.

Smith, D. et al. (2019) ‘How actionable are staff behaviours specified in policy
documents? A document analysis of protocols for managing deteriorating patients’,

Journal of Clinical Nursing, 28(21-22), pp. 4139-4149.

Smith, J. (2014) ‘The culture of midwifery and autonomy’, British Journal of
Midwifery, 22(9), pp. 675-676.

Smith, J. (2016) ‘Decision-making in midwifery: A tripartite clinical decision’, British

Journal of Midwifery, 24(8), pp. 574-580.

Smith, J. and Firth, J. (2011) ‘Qualitative data analysis: the framework approach’,
Nurse Researcher, 18(2), pp. 52-62.

Sosa, G; Crozier, K; Robinson, J. (2011) What is meant by one-to-one support in

labour: analysing the concept. Midwifery, 28(4), pp. 391-397.

Sosa, G (2017) Midwifery one-to-one support in labour: Ethnographic study of
midwife-led birth environments. PhD Thesis. University of East Anglia, Norwich.
Available online at: https://ueaeprints.uea.ac.uk/id/eprint/63941/ . Accessed
March 2018

306



Sosa, G. A., Crozier, K. E. and Stockl, A. (2018) ‘Midwifery one-to-one support in
labour: More than a ratio’, Midwifery, 62, pp. 230-239.

Srivastava, A. and Thomson, S. B. (2009) ‘Framework Analysis: A Qualitative
Methodology for Applied Policy Research’, Journal of Administration and
Governance, 4(2), pp. 72—79.

Steen, M. and Walsh, D. (2007) Making normal birth a reality. [online] Available at:

http://bhpelopartonormal.pbh.gov.br/estudos cientificos/arquivos/normal birth

consensus.pdf [Accessed 1st March 2015].

Stewart, M. (2005) ‘““I'm just going to wash you down”: sanitizing the vaginal

examination’, Journal of Advanced Nursing, 51(6), pp. 587-594.

Suryani, A. (2013) ‘Comparing Case Study and Ethnography as Qualitative Research
Approaches’, Jurnal ILMU KOMUNIKASI, 5(1), pp. 117-127.

Symon RM, MA, PhD, A. et al. (2010) ‘Examining Autonomy’s Boundaries: A Follow-

up Review of Perinatal Mortality Cases in UK Independent Midwifery’, Birth.

Symon, A. G. et al. (2011) ‘Care and environment in midwife-led and obstetric-led
units: A comparison of mothers’ and birth partners’ perceptions’, Midwifery, 27(6),

pp. 880-886.

Thomas, G. (2011) How to do your case study. London: Sage.

Thomas, G. (2016) How to do your case study. London: Sage.

Tracy, S. K. et al. (2013) ‘Caseload midwifery care versus standard maternity care
for women of any risk: M@NGO, a randomised controlled trial’, The Lancet,

382(9906), pp. 1723-1732.

van Teijlingen, E. (2005) ‘A Critical Analysis of the Medical Model as used in the

Study of Pregnancy and Childbirth’, Sociological Research Online, 10(2), pp. 63—77.

307


http://bhpelopartonormal.pbh.gov.br/estudos_cientificos/arquivos/normal_birth_consensus.pdf
http://bhpelopartonormal.pbh.gov.br/estudos_cientificos/arquivos/normal_birth_consensus.pdf

Vedam, S. et al. (2019) ‘Patient-led decision making: Measuring autonomy and
respect in Canadian maternity care’, Patient Education and Counselling, 102(3), pp.

586-594.

Walsh, D. (1997) A review of midwifery led care: some challenges and constraints.

Midis Midwifery Digest, 7(1), pp. 113-117.

Walsh, D. et al (2004) Risk, safety, and the study of physiological birth, in Downe

(ed) Normal Childbirth: evidence and debate. London: Churchill Livingstone.

Walsh, D. (2006) ‘Subverting the assembly-line: Childbirth in a free-standing birth
centre’, Social Science and Medicine, 62(6), pp. 1330-1340.

Walsh, D. and Devane, D. (2012) ‘A Metasynthesis of Midwife-Led Care’, Qualitative
Health Research, 22(7), pp. 897-910.

Walsh, D. and Evans, K. (2014) ‘Critical realism: An important theoretical

perspective for midwifery research’, Midwifery, 30(1), pp. 1-6.

Walsh, D. J. (2007) ‘A birth centre’s encounters with discourses of childbirth: how

resistance led to innovation’, Sociology of Health & lliness, 29(2), pp. 216—-232.

Walsh, D. J. (2006) ““Nesting” and “Matrescence” as distinctive features of a free-

standing birth centre in the UK’, Midwifery, 22(3), pp. 228-239.

Walton, C., Yiannousiz, K. and Gatsby, H. (2005) ‘Promoting midwifery led care
within an obstetric-led unit’, British Journal of Midwifery, 13(12), pp. 750-755.

Walton, I. and Hamilton, M. (1995) Midwives and changing childbirth. Hampshire:

Books for Midwives.

Ward, D. et al. (2013) ‘Using framework analysis in nursing research’, Journal of

Advanced Nursing, 69(11), pp. 2423-2431.

308



Weltens, M., de Nooijer, J. and Nieuwenhuijze, M. J. (2019) ‘Influencing factors in
midwives’ decision-making during childbirth: A qualitative study in the

Netherlands’, Women and Birth, 32(2), pp. 197-203.

West, M., Bailey, S. and Williams, E. (2020) The courage of compassion supporting
nurses and midwives to deliver high-quality care. London: The King’s Fund.
Which? (2015) Birth Choices. which.co.uk, [online]. Available at:

https://www.which.co.uk/reviews/birthing-options/article/where-to-give-birth-
a23Lt6u4NCIP [Accessed 12 March 2015].

Wilson, C., Hall, L. and Chilvers, R. (2018) ‘Where are the consultant midwives?’,

British Journal of Midwifery, 26(4), pp. 254-260.

World Health Organisation (2018) WHO recommendations: Intrapartum care for a
positive childbirth experience. [online] Available at:

https://apps.who.int/iris/bitstream/handle/10665/260178/9789241550215-

eng.pdf;jsessionid=F8870492A5D08AD017572E5083DC8D84?sequence=1

[Accessed 15™ March 2019].

Yazan, B. and De Vasconcelos, T. de |. C. O. (2016) ‘Trés abordagens do método de
estudo de caso em educacdo: Yin, Merriam e Stake’, Revista Meta: Avaliagdo, 8(22),

p. 149.

Yin, R. K. (2014) Case study research: Design and methods. Thousand Oaks: SAGE
Publications.

Zucker, D. M. (2012) How to do case study research, Teaching Research Methods in

the Social Sciences. Massachusetts: University of Massachusetts Amherst.

309


https://apps.who.int/iris/bitstream/handle/10665/260178/9789241550215-eng.pdf;jsessionid=F8870492A5D08AD017572E5083DC8D84?sequence=1
https://apps.who.int/iris/bitstream/handle/10665/260178/9789241550215-eng.pdf;jsessionid=F8870492A5D08AD017572E5083DC8D84?sequence=1

Tz0z AMenuer saoipuaddy sisayl aule) ejlpuy yelogaq

310

puefJ1 !buruue|d sied pue spasu bujssasse
ul sapijod a1ed Ayulalew ul  |euolssajoud  pea ‘uswom
Jo MIIADI 2imelay yyum diysaauyied ul 3Iom SSAIMPI
e/u
2JeD P3| AMpIW *J9119q buluiejuiep
0} 9)e[2. Buimou| ‘buijqeus
pue buned jo saLI0ay}
1
MOY IN0Ge SUOISN|OUOD 04 Buioq
‘yum Bureg

Melp 0} pasnh aJed
AjuiR1ew Jo 3uaLadXd !(4ade) Buisn papuedxa) buimouy

S ,UewOM auo uo jiun pa|-ajimpiu :Bbunied jo
paseq Apn3s 9sed e si Siy L e Jo Apnms ase)d
sossa00.4d S, uosuems sassedwodus a4ed Jo Aydosojiyd

uoisiniadns [ea1paw JO yoeT

‘uonuaAIzlul [ewiUlly

‘peousasel
siaded ¢ Aluo "uonow e *ssao04d [ea1BojoisAyd se usss yuIgpiyd
JO 3pIs auo jo Huipoddns

17,) Appidxe  Adeuswiwod *aled Jo AjInunuo)

(V]

R Hoys e si siyl e/u "9JED PAJJUSI USWIOM

© (31gedrdde

c 3)

v ABojopoyiaw

Q. A

o pnis

< Apris Jo suoneywi POUNUIP! 2483 P3] AISJIMPILL JO SAINGLY

SISA| e U e 1dS0U0D J0) S)Nsad Lpuess T X 1puaddy

SaDIpuaddy



[ ssomeT-Aydiniy ‘Q sueasq

,21B2 P3| — AIJIMpIW SPIeMO}

'aled Ajussrew
JO SaWo023N0 pue duadIadxd
uewom duo jo 33[gns
9y} sasn ased ayl ‘bumss
pa| AJsympiw B Ul [J4ed
po| A4ayimplw 03 uonedijdde
pue bulied jo pue abpajmouy

aled Asuuanol

pa|-AJ2jIMpIW  Splemo}  dAoW 9y} pue puejaJ] ul sao3dead

9y} pue puepJ] ur 2dp0eld pue sapijod yMIgpiiyd
pue sapjod uo uoissndsiq

AsyImMpIN

9

‘uos

lapuy

,21ed paj-a4ImpIW

Jo ssao0.4d a3 ul panynuapl 3q
ued Buimouy jo shem s Jadie)
pue buped Jo Aoy} s ,uosuems
yolym 03 Juaixa ayy bujuiwexy |

24ed
pa|  AsjImMpiu yum
eisabjeue |eunpida jo
Ayjignedwod ayy uo
uojjow e jo |esodo.d

Jo Atosy)
Py) sulwexa 03 pasn Apnis ase) SOAIMPI WY
2Jed wnyedenug ,91ed pI|

Asyimpiw yum  3|qiedwod
j0u S| eisabjeue |eunpidy |

eIsayiseeuy
1131SqO Ul S3ISIBA0QUOD)

Jaded jo uondinsag

(uonyeoignd
JO  1BdA) s/ioyiny
‘apL ‘leuanor|

311



TZ0Z Aenuer ssolpusddy SISay] aule) ejlsuy yeldogaq

jo Ajjigesijesauab
buiyoaye

pasn AjopIim sem
Jnoge Jo uonejuswbne

pue Awojoisida
Se yons suopuanjul

1sioyine ayy Aq
payiuspl  suonejiwn

ejep |eydsoy yym uospeduwod
SS0JD pue sadleuuonsanb

‘SMaIAIRUI PRJINIONIIS ILUSS
Buisn  Apmis  aapejend

2J4BD
uswom
UOIJUDAIDIUI
lewiulw
JUSWUOIIAUD
axtlawoy

V :YllM pajeldosse
942  pd|  DYIMPIW

paJ43jusad

*20110e1d AJSJIMPIW SDUBRYUS pue yuiq [ewlou
93e3|I0e) 03 JUN YHIq P3| SJIMPIW ISIlY DY) Ul 8Jed
P3| SyMpiw wnpedeljul Uuo S93RIIUSDUCD BUIYD
Ul 2Jed pa-ByMpIW INOGe SMIIA |, S|euoissajold
aledyyesy pue s ,USWOM 3saulyD Jo uoijelojdxg

Apmis uospiedwod
e JO >oe| a3 SI suoyne
Aq paynusp! uoneywr

ejep sawod3no

|ea1ulp
0} paxull uayy eyep AsAINS
*sadjeuuonsanb  uonsdwod
-J|9s/AdAIns |eIsod

‘uopew.ojul Aienb 03 sse0y

!sa|qelien payps|es
0} Padsal yum uolPejSies  |[euddiel

!SSAIMpIW pue
uswom usamiaq sdiysuoneps aAipoddns

‘a4ed Jo Ajnuiuod

SITMpIWTJO S[opouw
BuiAien 's|ely
papnjoul Jo spoyiaw

uojyesiwopued
jo ssauisngod
buiAien 03 30adsal
yum  suoyine  Aq
payiuapl suonejwr

MBIABJ D13RWDISAS

*Apnis uejjeaisny
*(snowAuoue

jou) ejep paynusp!
papinoud 3sauyy jo L6 (S00C IMdY - $00T
Ainc) powad Apnis ur yuig Bunib /1 9|qissod
e JO INO ‘papuodsal USWOM GTT "BIRP SSWO0DINO0
|eoulp yum sbuipuly Bupjul pue ‘aunodde ojul
AJnunuod jo juaxa bBupjey ‘Ausyimpiu peojased
Ul uoioejsiies s ,Jayjow JO Juauwissasse uy

7ISJTMPTUT Weg} U} oJed Po] SJIMpPItd UM ourty Ul
aJow pue AJNuRUOD J33ealb SIaYo AlsjiImpiul peojese)

"UONUSAISUI [ELLIUILL YIM YLiIg
3ouaLadxa 0} USWOM JO AJijIge pue Ajjewlou uj Jaljeg

paJ2440 34ed Jo Ajnuiuod

‘uswom ym diysiaulied Ul JIOM SSAIMPIW

suopyed|idwod
JO XSl paxiw pue MO| UIM |el3 JO wlde Jayya
0jul Pas|WOpURI USWOM 3JaUym papnpul Saipnis
‘uswom 9/zzT bulpnpul passasse sjeuy T

S|opoW JBYI0 UM 2.1eD JO S[opow
P3| ayMpiw Buliedwod M3IASL DIBLISISAS BUBILD0D

jun
Ajludeiew |eydsoy
wioJj SaWO0dIN0 Yim
uosiiedwod jo el
ing papiroid DI
10} SBW003N0 JO elRQ

213Ud yuIq pa| Assyimpiu

au jo ouaadxd

,S1eah
G 3sJ1 9sAjeue 03 pa3yd9||0d
AjPAipadsoud ejeq

yuig |ewdou spJemo} UoeIUSLQ

18IS |eD1paLWl JO SOUBRPUSNIE SUNO JO 3DUSSqY

aJIMpIW ©
Ym A303.1p .82 104 4004 03 3|ge 3. USWOM

*1S2493Ul JO poliad ay3 Ul pajiWpe USWOoM 8EHT

Adueubaud ajdninw
'y < 9be |eussiew ‘wd QST > by ‘Aloisiy
0113931500 pajedidwod ‘saseas|p |eulajew buiaq
Se pajeis 2J9M SuOoISNPX3 ‘aJjudd apisbuole
ue ‘Ajear ui (OgiW) 843usd Yyuiq paj-S4MpIu IS4y
33 JO SIedA Al 3SJ1J BY3 JO SBWO0IINO JO Moday

312



1Y)

7 6ueyz ‘H noyz ‘M nd 'X
Buepy Y Jopuel ‘4N Bunayd

Jeulyd
ul 24ed Pp3l-d4MpIW Inoge
sjeuoissajoid yjeay pue
USWOM 3S3UIYD JO SMBIA

A13)IMPIN

Swe
(MR

,leadsoy |euoibau uejjesisny
ue

e aJed JO AJINURUOD JO SN|eA
3y} pue AI)MPIW PeojaSed

JO  SM3IA SIBUIOW

A13)IMPIN

SUBAST [ [lepues ‘N WaieH

,usLIom
Bunieagpyiyp 104 1e0 JO S|epoLu

1330 SNSISA P3|-JMPIW

uoljelioqe||0) dueIYd0D Byl

'S 1upeisod

!IN Issnuag ‘g oulloised ‘3
opbuensiy ‘4 mNIa) !S ouelop
dousadxa ,suedA g iAley

Ul 343U YMIq PaJ-SyMPpIW
1S4y 9yl  JO  SaWodINO

191Sq0 [099UAD Yoy

313



120z Alenuer ssoipuaddy sisey] aule) ejjpuy yedogaqg

e/u

e/u

yHiq uealeseed Se  Yons sSadipoeld  pasniaAo

Ul UOIIONPaJ Y3IM PBIRIDOSSE S| 9183 AIIMPI

(SN)  ooIAleS  AjUJSiew S ,AUnoy  UHBW

JO ssw023no pue ‘so1pead ‘Alolsiy ay3 Jo Joday

sdnoJb pasiwopuel
u10q 4oy selq
a|geploaeun |epualod

ul bupynsad siaied
pue sjuedppJed
Jo Buipuiq
Jo el :sioyine Aq
payiuspl  suonejwn

Jea1) 03 uonuAUI Aq SisAjeue
ejeQ ‘|el} pasjiwopued

snewbeud papulqun

24ed Jo Aynunuo)

!leuoissajold pea| 8yl S| IMPIW

3uana buibueyd ayy

jeaibojoisAyd pue jewou buiag ypigpiyd jo ajdpuid

‘9A1nd1Dsaud ss9| SI 940 pa| AJSJIMPIN

'(IN43D) Buliojluow |B313) 21UOJIIB|S SNONUIIUOD
‘uonjeniul buipssjiseslq ‘sbeyliowsey
wnyed-3sod ‘a400s Jebdy ‘yiq |pIUSWINIISUI
‘Awojoisida ‘uoipnpul ‘ypiq UeaJRSIRD :paUILIRXD
S2W003N0 A3¥ UDASS "pue|ad] Jo d1gnday ay3
ul uswom Ayyjeay su moj Jo (NTD) P JueyNSuUod

pue (NTW) Hun pa| Audjimpiw jo uosiedwo)

je aAle SUEIMUT PUE SIuSpRuvU]
0} pasn ainmesay|
Jo uondiosap uonInul
S| se o1dxa aJnjelay)| diysueipiens
sw.9) alnjesayl| : :

pue yoJeas a4nje.ayl|
Jo poydw ‘ioyine
Aq paJapisuod

jou suonejwn

3y} WOy pasISayuAs
pue pasAleue  Asympiuwl
JO He 3y} yum pajeosse
$3d2oU0) "M3IASL BanjesaY

souasald
1Y3IM pajeidosse

(sbuias s mo| pue ybiy ur) aaed AIjIMpip

2onoe.d
10} dJomawely [ed13aloayy e a3elauab pue SawodInNo
Ajjlenb sajeypey jeym sajebnsaaul 03 ‘Asyimpiud
JO He 3y} Jo 9sunodsip AJajmpiw Jo uopetoldx3

SoLIJUN0D ¢ a3 Usamiaq
salje|iwis |eanijod
pue |ednynd ajdsaq
*asuodsal

MO| pue asuodsau

-Uou jnoqge uonewJojul
JO de| isioyine ayj

Aq paynuspi suoneywr

sisAjeue uoissaibau
adnnw 01 papalgns
ejep ‘pouad |ejeusyue ul
paynguasip  adieuuonsand

ssao0.d |eoibojoisAyd
[ewiou e se yuiq Jo Abojospr oynads

S9jed uoljuaAlaljul 1omMoT]

U}IM Pa3RID0SSE 348D P3| JIMPI

sjapow aJed Ajusajew bupedwod
pue spuelayidN 9yl pue wnibjeg ul aJed
P3| 21393SqO pue dyMpiw je Buyoo| yMIgpiyd
Jo Jeay s ,uswom jueubaud ojur uonebisanul

JUSWSbeuel pue
21ED Y}IM UoIpeSies 03

314



Ul[eSH S ,UsWOM pue
AIDJIMPIN  JO  |eudnor

|2 32 Y auInbepy
!IN ARy !d seubnH ‘D uuedy
!IN e ‘g aueaaq ‘D Asibag

|eLI) pasILIOpUE. B :pueRl]
Jo 2lgnday ayy ul suonedldwod
YHIGPIIYD JO XSU MO| Je USLIOoM
Auyaesy Jo aJed pa| - Jueynsucd
pue paj-a4impiw Jo uosuedwo)

yHIgPIIYD pue Adueubald DG

(1102)

[ uejeioen

sisAleue asunodsip
e :2onoeld Ausympiw jope syl

1s961p SYUIAINW

(1102)

d 9oedg ‘s
SP|SA Bp UBA ‘M susensuyd
sisayjodAy uoljez||edipaw
9y} JO 1S9} :SpuelaylaN
2y pue wnibjag
ul  aJ4ed 00|  Dl3ISqOo

pue ayMpIW
U yuEpIy  Jo  dedy

s ,uswom  jueubauid

A13)IMPIN

315



Tz0z Adenuer saoipusddy SISy aule) e|jauy yeldogad

a|qe|ieAe
2DUuU3pIND Jo Ajjenb
3y} punoJe s3jeqap
suonejw|| se

"Aipiqiow pue  A3jjeyiow

|ejeursad saunseaw
awod3In0 *(papnpul
salpnis |euonjeusalul

pasiwopueluou

UYHIq [ew.ou Jo pooy|xi| J931es.D

SUOljUaAIdIUI
19Ma4 :ylIm pajeldosse

sbuipyes ated wnuedeljulr

ellensny
Ul S|opow aJed Ajjuuaiew Adewnd paj Ajjedipaw

passnosip  sloyiny 22) MBIAD. aJnje.aln 2J4ed pa| 9JIMPINW
-uou Jo Aj}ajes Ssasse 03 24N3e.d}l| JO MIIADY
40 D13S1II0RIRYD
Ajjigezijesauab
uonejndod
JO el ByL ‘saydsessal
Jouyo woy  sbupuy aJed onayledwa
Jo suonejaudiajul uauayip ‘souasaud |euopows Buissedwodoua
Joj |equajod ayy :suoine (papnpul JIMpIW e Ag 2Jed  snowouoiny sbuipes aJed wnyedesjul ul 24ed pa| JIMpIW

Aq paunuspl suoneyw

sopHe TT) SISOUIUASEIDIN

S9AIMPIW pue udawom Joj Aduabe uajealn

03 bupeas yoaeasad anpeyenb Jo SISSUUASEID

siaujsed
pue uswom yirm sdiysuolje|ad
buiysnay jo Jusawdo|anag !92010y>d USWOM Sl MO 10) uondo
e/u e/u JO  UOISIAOJd ‘@4ed j0 A3jInuljuo)d 241D |EJRUIUE P3| BYIMPIW JO SN|RA UO AJRjUBLILIOD
U] SaeT SJuvIpToT
pue JMpiw 3sinu LIm
aued uepisAyd Hunedwod
‘69 ‘MaIADI ‘Papnpul
elPwW 0} SaAnRdalgo € A b - AN 51 4O 4N
SM3IABI € "AIBJIMPIIN pue BuisinN N 40 a4niny
usdayip Buiney uswom yim diysuoiejad buinuiauod v
SM3IAD. papnjul
3U3 UO UOISSIWWOD MN 9Y3 pawllojul 34om siyl
(pepnpul uoloeJSieS |eulajew 49383l (SUOUSAIRIUI
03 9)ejd sione SM3IABL €) Smalnal oms))  Jnogel  ul saunpadosd  Jemad 'SMaIAaJ D1jeWwa)sAs Bunsixa BuisAjeue Aq aied
AqQ payRuap! suoneyw Jo MBIADI Jl3eWNSAS

U}IM Pa3RID0SSE 248D Pa|-AIDJIMPIN

Ajuiiew paj Jopop pue ‘paj jmpiw Jo uostiedwod

316



33 JO MBI [ED1LD B
sjppow aJ4ed Ajusajew Asewnd

pa| Ajjedipsw-uou Jo Algjes |

M3IADY Y3|eaH uejjedisny
°a

us
Iem

,24e2 pa)|
-2JIMPILL JO SISBLIUASEIDW V|

yoJeasay yjjeaH aAleyend

VN OATTY

pue|RJ] Ul SSDIAISS
pol-24MpIW Buidojprsp
:suondo |ejeusuy |

As2)MpIW pue
BUISINN YSHI JO PHOM

M uos2IQ Y A0 Y So9Y [
ybeueney [ paed 'y ayIPINS

,SM3IAB
JO M3IABI D13RWISISAS B :aued
Ayuielew pasj-lopop pue
pal-aympiw  Buedwo)

BuisinN pasueApy Jo |eulnog

,9bueyd
Ajunwiwiod 9jeald 03 SSIONS
s ,ompeid suo buisn  :aued

Ajmpiw 03 ssadoe bulpuedxy

317



120z Alenuer ssoipuaddy sisey] auled ejjpuy yedogag

inoge| Jo Mels
dyzle pisu mo| , pabpnl
uswom Joj Jnoge| Ul
24D JO Hels 8yl je yuiq
Jo 2oe|d pauue|d jo Ajajes
ayy bHuuedwod Apnis
Joyod  aApoadsoud v

UHq
|ewIou Jo sajel Jaybiy UYIIm pajeIdosse 0S| S| USLLIOM
S MOJ J0j JIUN DLIISISGO-UOU B U] DJed pa| AIDIMpI

*3lun 214393SgO Ue U] J0) PaJeD USLIOM

2ISH MO| , ym uosuedwod ui s siyl Awojoisida
‘leuids 1o |ednpida se Yons SUORUIAISIUI D11}DISCO
JOM3) UM PIJRPOSSE S| UBWOM S MO|
J0j sBuIPes JuN D1L3SISqO-UOU Ul 2482 pa| AIRJIMPIN

Apnis 31oyod pue|bu3 ui aoe|dypig ay3 Jo Joday

yMig Bulnp uopuaAllul JomaS
poliad |ejeusjue ayj ul suoissiwpe |ejidsoy Jama4
paJiusd uonesiuebio

*SA P3J3USD USLLIOM “*3°] a1ed AJIUl3jew Jo [9pow [enos

020z Ul S90IAI9S Ajuiajew
33 03 UORNGLIUOD AUBJIMPIW 3Y3 J10) [esodoud

Jouyo 03 sbupuy Apnms
asayy Jo Ajqesijelsusb
uou JO anss| auj 03 e
Ing Joyne Ag paJsapisuod

jou suonejwn

JUBWUOIIAUD
pa| ARyimpiw e
ul Buppom saAMpiw aulu
UM SMBIAIDIUI paJnionls
W3S Jo anbiud aAReend

|~ 9187 JO S[epoUl JUSISHIp

BUIAISOD.1 USWUOM SISLI MO

Sajel Jajsuely pue
|eiagal wnyedesul

juawabpn( pue
2ouaadxa wouy abpamous| ‘Buiniasdo ‘bulpueisiapun
JO sau0b33ed punole paJap.o S| SBpaMOUY AIRIMPIW

e/u e/u 1YIIM pa3eId0SSe S| 948D pa| AIDJIMPI
THTTaTE ST OITHEOS U JU O UET TUTPTTOT O

AjIinuijuod pue ‘ssadoe

*USWIOM sl Jaybiy pue ajqelsujna ‘9010yd S93e40d.100Ul JBY] SDIAIDS AJIUdalew By}

10J 24eD JO Su0jeulpIo0d Buidq SSAIMPIL UIM USWOM 10j domawedy |euoneu pasodoud e buiquossp

juswndop Adjjod  yjesH 4o Juswpedsg
e/u e/u awos 404 9jeridoidde pawasp Si a4ed pa| AIJIMPIW

sbumas

JUBWILOIIAUS P3| HMPILL
e ul yHiq [ewdou a30woid 03 aBpajmous JiIsyy asn
SOAIMPIW MOY 03Ul Uo1easal AQ aJed pa| ajmpiw
Jo sBujuuidiepun |esibojowsiside Jo uopesoldxgy

d3HOYv3S

318



IqUIUIIPPTid L [[OVU[UH

Apnis
Hoyod aApadsold  |euopeu
puelbuz  u  soeidyng |

nun Abojoiwspidy
pue |ejeuliad [euonen

(0T0d)
soleM  pue  ‘puepods
‘puejai] uisyHoN

‘pue|buz J0 SOND

suopeadxs buuaAleqg
juswpedaq 10202 ASUMPIN

y3jeaH Jo juswyiedsqg

ANUTSTEW

(£002) uilesH
Jjo juawailedaq

penile]
jewou  sjejljoe) jeyy aJed
pal-ajimpiw - jo  uoiepunoy
|eaibojowalsida Ayl .

AJB4IMPIW paseq 20UapIAg

AdNVH

(¢102)

[ YUpaJap

319



120z Aenuer saoipuaddy sisayl aule) ejjpuy yelogag

320

Jguoyny yimasy GIRaH Sy A pRGSIFESS SSEPLALT SIMT LRy

“UCEIUBLINIOR
Bupsoddns pue LLG) JUSUPUSUE JO S]0U SY] U] PEQUISEP SISEQ SY] U0 JUSUPUSWE ay]
Jjo uojurdo [eappe sygeInose) B ael memad sy Uy ped Burde) seqiLWOD) By JO SIBQUSW BY ]

uojuido [eanp3
"BOUSPUOS LI U SSTILUIWCD-GNS Su) AQ Pama el SEM JUSLUPUSLUE SADGE Bl ]

epsuo ooy eyl Bunsew se epwpiu Ayunwwos ey Ag payuep pue

fep 1eyl uo sjupe Butpuene suened Yiv YoJEaSa) eyl SSNOSP O SoIUD ARUNWwWoD puane o
qun ayy 18 yuig BumE sgiL sepun spnipu) o) ‘yws) ebe ey Jemo) o)

suogoequos Bupusyades Jo uswanow E19) 1) sbueys

o} anp Bujpuaye sue Ing Jnoge| s Jou aE oym pun ey Bupuene uswom yoeoxdde o]
JuewnIoes pe o} saunpasasd Juewnnoe: o) sebuey) g

"PEPNI2UI AIE SINPSYDS MBS PUE LD JUBSUOD

‘Sld MEN CSIAMDIL UM SE e SE SIUBLLIO fay, Yiiv peisjduicd 80 o) SMaIBI] 2
‘@iBdWos BIE SUCIBAIBSGO 0L

- @ 8] UBUM pua w yessad syl ey Budneds ‘ymuesss) srepdwics o) ) swn sacley L

LBLOLE 0l wefoud syy|
910z Bunr ok IBIEP JUBLUPUBLLIY
¥ JIBQUUINY JUSWPUSLY
BYZLOSE -asuasajel 33y

‘sBuies

wn 1 pa & uj 8Je2 pa| Ausympiw jo qu:

uysp syl jo /SBAIMPIW JO UDREIO|UX8 Uy :epn Apmg
BLEET SN B8]
rLL FdN

WEJ UIIEASY YIIMON

Buipyng anen yips

$80UBIDE YIIESH JO 100y0g “BYfUy 1583 jo Aussanun
E||Buy 1583 Jo ANSismun

WEPME Qud HeIngae Aspmpiy

BUIED YEXOGAQ S

gLOZ sunf LE

2]

BL

ZOE LN

wsaRvaRN

HRNE I T

00 PRE

ENOH Mo

FIEIPURY R0 STHN YHH

BO1WILIOY S21Y)TF YuESsay asenbg usenp - uopuo

89JAIBS S2IUIT Y2IEDSaY [BUOREN

Aoyany yoieasay yijeay

SHN

UOISIDSP 3geINOAR) MBIAS] SAIURISNS 9313IWWO0D S2IYlT Z Xipuaddy



120z Aenuer saoipuaddy sisayl aule) ejjpuy yelogag

Hquoyury LpUREsEY IESH SU) 4G PSUSIDEISS SSIRALOT ST NSRSy Y

Aj91eouis SN0 A

‘#ouapuodsalios || ue saqunu sy ajonb aseald BYZLOTSE |

e B0 SU T EI AAh FOT 18 SIEiep 885 — sAep Buuen

SISQUITW SITYUILIOD STHN INO 1B JEIS 0§ Y PUE SIYDIESSS) SUICOIEM 0] PISES|d BIE B

MM Y1 U SSeaNULST) SIIULT YIeasay

o) saunpagsold Bunessd g prepuelg syl yam Ay saduics pue SeaniLUILo ST Yuessay
10} SsjUBWabURLRY SIUBLIBAGS) AU LM SSUBRICIDR U] PSININSUCD S| S8IiWWoD &y ]

aoueljdwod Jo Juswelelg

Yueasal ay) jo eaoxide

Y SIP9YE || JBYISUM ¥I9Y3 PUE JUSLPUSLLE SIY] JO UonEsuEfio aes SHN UEnHE
81 50} SO TFH Y1 ANOU PINCYS SHN SYI Ul SICIEIOGENIND Y2IEASS) PUE SIojeBnsaau) Iy

feacidde ggy

TAYS PAYIENE SU) UO PaIS)| SUE MalAal Byl U1 LUEd ¥OO] QUM SATILULLOD SU) JO SIgUaW By |

|eRlwwo 8yl jo diysiequiay

9L0Z suUnf Lo i jesodoud aeloud Jo jooopoud yourssay
9LOZ BuUnf 10 1 [uzawom Bunoa] (S1d) 1=eys uoneuuojul uedioged
9LOZ BUnF 10 i [(siuBuwogu A=x) ssampin] (S1d) 12ays uogeuogul uedoned
SLOET 2unr 10 ] [uswom Bunoa] wuog jussuoo wedioned
9LOZ BuUnf 10 I [ispEuvogu Asy) LD} JUBSUCO JUBdpDIES
9L0Z Bunr 12 [fssnb asy o) ssuods=y] s8R0
9LOZ Bunr o 4 {1 LD-Uou) JUSLIpUSLIY [ERUENSONS J0 530N
[mwEuuogL A8y 1oy epind maiasn

9LOE 8unf L0 ] saneopu)] syuwedioqed oy sapind oido) Jo ssjnpayss maaEL]
=eg voria uBLinaog

miam Bupsaw syl e dde pue Yyl

sewnoaop pascsddy

[(snrpe ypm s8) Arejumon uaail 51 iy pue uaaib 51 OB

papaoud sjuaied pay Jjo Aguspusdapu juesuod Bupwb jo aigedes peausepisuoD aue adoed
pro sead ¢ | 0] GL "FANsS! fensom sugy Aue 8q jou v auay) Aue | adoad Bunod) spyo Jead
A1 pue g| Sprjaw o s1usiuy A, Jiewas Ag papuodsal PUE SI88YS LOTEULO papinasd no s,

“Sp|o Jeal

/1 J9PUN JOJ SULG) UISUCD PUE 5198Ys uofeuwciy siedadde abe apioud asealy

sanuas Aunwwos

@yl u ne uaym jurod Aue 1B Gunpom auo| aq |iw NoA JMpaym SSINDE aSERld =

S| JBPUN BPNIUL W NOA JNSUM BSINPE GSERlY =

sapanb Buimaoljo) au pey aanuALCI-gNs @y )

321



TZ0Z Alenuer saolpuaday Sissy] aule) ejjauy yelodad

WRLPLYY SUUONA S

15011 SHN WilReH sUeg ‘Serung IS g 0.

manas

) W MEd HOO] UM SIRQUISL JO SUCISSA0I] PUB SPWEL 0 jSTT SRINSC

YS{EA UUOWE
Jo Jleyoq uo pi

B
4l

322



120z Aenuer seoipuaddy sisay] auie) ejjauy yeiogaq

323

ATy YRIRRSE WEAH 39 4G PASIGRISS S3RILALIDT) ST UIRRE W

“Apnys
1o pEls 8y o} Joud 1aw Buieq suonpuos Buimo)o) 3y o} j0algns s1 uoIUIdo BIGRINOAE)

uofudo BjqEINOAE) BY) Jo SUOHIP

‘mofaq painads SUCNIpLoD U] 0] 128(gNs ‘pasIAG) SB LICNEILSLWT
Buipoddns pue jooojoud ‘wuoy uopesidde a4y} Ul pagUISap SISEG 94 UD Y2UBSSa) &
BU) 10} Uodo [E2ILES S|JEINOAE) B WUUCD O} pasea)d WE | 'ssjjiuwioy) Suy) Jo Jeyst

uojudo [E31Y36 JO UORELIY

B sUUDaJEn bsusenb-Uopun| SeBIoosall ‘UseH |aysey ‘seabeuey D3y au 108
ases|d ‘voneaygnd suodisod o) jsenbad B 8xEW O] YSIM JO “UGIELULLICN JS4UN 81
‘wned oejUcD MMNsqns B apiacsd 0] ysim nok pinoys “Jemaj uoindo iy Jo slep au |
SUJUOL S82JU) UBY] J9ILIES OU 84 JIM UOHEDNGN “S|IE1ep joejucs nod yim ieyjabo) ‘aps
wiH a8y} uo Aprs anoge aup 1oy Buipiom Aewwns yoseasal inok ysygnd oy ued

“HEYD-801A, By Ag SSTILAWICT S 0 JEYST UD PISRISUOD USSq SBY UOHELLOI Jayun)

“UONEIUSUINDOP pasiaad BUILGNS PUB YIUBaSa) SADGE SL] LD UO[BWIoM] I8l
1oy jsanbay s sapuwoy sy} o) Bupuodsal ‘GLQZ 1990120 | JO 18Ra| NOA Jo) NoA YU

VBLOLE gl wefosd g
8YZHOWSH 183uBIB |

sBupies wnpedenu)

po| Asyimpiw U] 848D pej Maympiw Jo SeINGUNE
Bujuyep oy jo ) SBAMPIW JO dxe uy onn A
BUED SW I
r
WE YUESSAY Yo

Buiping ijaaeD L
S23UaS YyeaH Jo jooyds 'eyfiuy 1se3 Jo Aisie
ebuy 15e3 Jo A5

WBpMS Qud fJeimoa Aag
BUED YEIOGE(
SLOZ J2qoR(
208 I
JEEBLIUER
19245 INYSUR ¥
100y pg
aEnoH mopeg

HEEayIuep Oual STYN YHH
a@IWWo SOIYIF Yyaseasay asenbg usenp - uopuoT]

ARG SAIYIT YMeasay [eUOlieEN

Ayioyiny ysieasay yijeaH

SHN

GT0Z 4200100 uoiuido 3|geinoAe) 9913ILIWIOD) SJIYIT € XI puaddy



120z Aenuer seoipuaddy sisay] auie) ejjauy yeiogaq

JSNUL SHIV UOPLOT 84j PUE SWEG 'SBlNG AIIES 40
WBLLD SUUGAA SW o A

[z4v-75] sieyieasas
10} aouepmn B — maiaal [EJIL9 9Ly, SRUnsG

1Ry
YS[EM UUDwWE;
10 J|EYSq Uo pal

Ajuasws sl

“joaload S J0 SS300NS BUYJ JO) SAUSIM 1530 S SBIIWLIOD BT

BJUBPUOCSaLI0D [[B UD Jaqunu S|y] ajonb asea|d BYTHO

TOUNTET-EIU A SUU BIU MY
1€ s|[Ejap 295 — sAep DUUIES 1IN0 1B YEIS 07 PUE SI9YIIESSS SW0Djam O] paseayd aue

BujuresL

2y} 95N BSES|d UMOUY SMEIA INOA BYEW 0] YsIM Nod J| “sunpadosd uopesidde auy
panacel SABY NoA 901ASS BU) Jo Main Inok amb o] palaul SIE NoA SI0SUODS pue SjUED|
Ire 01 aoinas Aigenb yBly e apwosd oy Bumas A 81 Auowyny o UiEsy

H9eqpPes 4

-saunpasoid so sjuawannbes Bupodas v sabiu
10 WBy ay3 w parepdn s1 yoiym ‘soidoy esau wo esuepinb sepwosd osie susgem WHH

Aprys aw yo pua ay Buimon

suodas flajes pue ssauboug

00104 BU) JO SBYDEBI] SNOLIBS JO UOGEDLNON
suojefgsaaul pue saps mau Buippy
spuawpuawe [equeisgns Buiinoy

Buipnioul ‘uoiude S|GEINOAE] B LM SBIPNIS J0) Sjuawaln bay Bujpodas uo aoue
pajelap sanl, SieyasEasas Jo a0UBHNG — MBI [EINIS JaYY, JUSLINSOD PaLDENE

RN ]

Aoy YRR WIS 3 4G PASIORISE SIRILALI0T ST YRIRRETY W

MBIABY [ED]LIB JOLY

N 913 Ul SSIRIWIWOD SIYIT Yeasay

10} ssunpaoold Bunesady piepuels sy ywm Ajny senjducs pue SBsRILWIO. S2IUYT YEasaY
30} sluawwabueLy aoUBLUSACS) 3L UIIM S0UBRIOI0E UL PAINYISUCS SI S8lWW0D Sy L

aaue|dwoD jo Juswaes

[ auoopy Auuar] {yaseesal juspnis) toswuedns 1op oD AlEuALng

[emous epusy] {) epns) Josimadns 1o A0 A

5102 8unf 2o [awes yeiogaq] (19) Joebasas) jaiy Jo) AD AEuung

510Z Jequaidas Og £ Uosian Iesadaud joaiosd Jo joonjoud yoieesay
5102 Anr 20 0oF [51 022080 weod 03y] uuoy vogesgddy D34

GLOZ Jequendag 0g| € uossea [ uoisiaa seampiL gd] (S1d) 188ys LonEuLoU JUBdIUE]
5102 8unr 52| v 2ays vonEwoi JUednpEy

S10E Bunp 5z| 20 [sanampipy] (Sid) 198ys vopEuscoyul juedoped

SL0Z Jequedas 0| G uossen o) Juesuea d
SLOZ 8unf gl £ [uswopy] wuoy Juasucs juediped

SLOZ Bunr g1 £ [sanmpip] wioj uasuco uedomed

SIOZ iequsydag 0| g uosaen [1-g Asewnuns yaieassy] sayg
5LOZ Jequedes 57| | UDISIBA [1 uoisian Aousbsewa ul UDIDE LD JUBLLETELS WOM] BUYID
SL0Z Jequeidas DE|  { uowEieA [uswaom 10§ ussusn] sBuo
SLOE equendag O] G uosaea [uswom 51d] 8y0
[ +apa] wonejsuesl] B0

[e12ho youeesas peya JuUED] B0

SLOE 1899130 10| [S51020110 v=poeyD] TN ISIMIsYD SYHI
SLOE 8unf g1 z [ aag=epuy] syediopied Joy sapind oido) Jo sainpayss mepuE|
Teping uonemesqp

z awnexpul] sjuedioped so) sapinb ooy 10 sajnpayss mapE|

510g |unp 9| si0suods gHN Uou) AJULWSPUI 30 BIUEINSL .m.m_._oaw Jo BoUBpIAg
Jeded pepeay wo Jeys Buuenon

5102 8unf g1 Z| heyee] sjuedngued youessal Jo) SIEUSIEW JUSWBSIADE Jo saidog

51L0Z 8unr gl z| basod] hoqued 1o JUBLBSIIBADE jo saido]

apEq| uoiEiag JUBWnISg

SMOj|j0 SE S| S8]wwoy) syl Ag pascidde pue paMBIAS) SJUBLINDOP JO 1SI| [EUY 8y ]

sjuswnaop pasosddy
SIS SHN-UON

“{mopaq ,UoIIdO SIGEINOAE) AU JO SUOKIPUCD, 395) APMIS Uy

10 UEIS AU o1 Joud 8010 OFH DSHISHN 8 wou) paurelgo Gueq uoissiwsad uswabeusw
o1128lgns ‘Apnis au w wed Guiel sais SHM 1. 01 sapdde uoiuido S|QEINOAE] B |

53U SHN

324



120z Aenue( seoipuaddy SISau) auled ejjpuy yeiogad

325

mAny ss=auLg Y |
‘MY “WE I5I ‘ONd "IED ‘SBeg Aapsan Jossapog Sue
1350 ‘39 Hmum AYIED H0FSHOIE [AMIR35 0

WM
NH W WOV Y309 5

Suuuea pue UOIEZNP3 Jo
phon 2

=

spueSa
“mouy 3w 33| asea|d ‘sauanb seyuing Aus saey
“5.403 Buypinoad Jof swoiado Jsyio
Jo dzyqopoan ayz pue siayio fo Aafbs syl ‘iafos umo snod fo Junoaao 3y0) £6T

pup ‘dpdwosd
papinoud pup pasradan 59 01 34pd AxusBasws sof ‘siqiesod Jansisysm sBubLB TET

souslsdwos pue shpamouy Jrod Jo spwny syl wyns Ausfisws uo w290 Auo T6T
asnw nod ‘EIY3 snsIYI0 o
55j5 aJaymiun Jo Buias asuoosd snod ui sesup Aauabisws un fi disy Jafo sdomiy 5T
RELITRITET
Fa 3eys fousBiews ue ul SURoE 03 UDDESS Ul SSIE35 YHYM 3P0 2yl A SpigE o1
B3 e uoiRessiEag 18y Ag paanbaa s ssysiesssg 21 inogE) Buunp woinenus AusE

UE 40 3520 31 U 1BU1 SEIADE PINOs 3m Apoq |eunissa)oad auy) sy yIlEasa) SuyELSpUn |
psucdsas sus o3 Bunejaa JuswsiEis uowsed B saRy 10U S30P WG

BPMPIL E 40 531
Iayueasal e se Asuadiaws ue ul Funy
yescgag

ST0T sequsidss

SaNIME
Jo sBapo0 oo

AN BRI LI M By e T TGRC] 3 SESE L0204 SESE TTE LDE0 L HNE ST UDpUDT ‘19ans pRys

GT0T Joqwa1das siaydJeasal J0j ‘Adusbiawa ue uj 9ye) 0} Suollde uo Juswwo) € xipuaddy



Tz0z AMenuer saoipuaddy sisayl aule) ejlpuy yelogaq

7T

]
[]

[}
[
o

D “ded pue ued 350 ol Jay jRId DUE PEA] UE BUISK JaY 01 1WSSUG0 TOUOR |

D pet us Bujen =y oy wasuas |

BUIE] SUU PI0S! .90 U WK O PE) 34k BUISN 30 10U A 3YS ‘SHI303) | 31E3
AUBEMEIL 34 1NOTR S3L0U 32! OF DB UB S50 0L 34 BIN0M BSMPIU LAIESSAI B4 IEW PURISISRUN | D

SnowALOLE SPBL WSS SAEY [ 'S3US LRIESSSI AU 10 U0qE00| 1) BIpNaUl "SIEp [E BUE ‘A0
Sa50ding UaIE35a1 Joj 3 A S PUELSISUN | UAIESS2) JBLRC U1 P3SN 20 0} ‘SSSUE J5anba)
343 4| "SIUIESS31 J5UI0 Ol S{EIIEAE 34 0 URIZASa) 31 Woy passyiel mep sy o ssie | ¢

Apmis sy siz|duics

@y £juo pssn aq (1A pEIE=gca Lol 15y e 1 t
pue dn s Aue w sesdde 0u s sweu A ey TEwnol sypERs € u payssand pue saEmS Jay 10
g 2IE5S3) 3L A0 PSEN 30 [ 3L JROGE PEID(I03 UOREULIOM USIEIN SU} 12U UBIEISPUR | §

0 BYMPIW Y2UESSEI B

MEIPLUN | J PRIISYE 5101 3l PUE uoses) & BunE
A Sy KUE JE MEIPYIIA 6] 521 we | e pus AEjunjon 5) ped Buiye) ey pueisispun | g
D *Ageq A 30 g 3y je juseaid Busq Sudssss ag o ssbe | 7
Fjuojoejsyes pasamsuE 35Sy pey aney pue
suopssnb ys= “vogewnoiu) 3y} apsuos oy uniioddo sy pey saey | “Apnjs anoge sq) sof
ameubig =eg {g uersiaa) 13ays UonELwoU) JUEdIHE ] 2Y) PRI SMEY | JE1G LULUOD | (]
09 34
s mod jnd ss=sig
simeubis =ieq wedizaied 4o swen

aUED YeInqaQ JALIIRasaY JO ARy

“Rpris sa0qe 2y u ued syE o saufe |

uogensibau =y Ag panbal = 52 djsy 13RO pnom JsyaIEssa) Sy pus pasned
30 pInGM LIESS31 2 “Jnoge) Buunp Logenys AousBialwS UE 40 352 U1 Ul 2L, PUBISISpUN |

sfied =i 800 Wi ssEsy

*sBunyes aies wnyedenul paj Aaympiw ul a1ed paj Aagmpiu
10 saynquye Buiuyap ay) jo IMPIW JO UOE uy  jasfoig jo L

NIWNOM HO4 IWHO4 INJFSNOD
2I2aSal SIY} 10} I9GUWINK UOJEIWUSD] JuediBiIEd
Jegunp Apnis

Jagquiny 25U

o iy 1503 Jo AYsIaAIUN

q1

USWOM 0 W.I0J JUasu0) ¢ Xipuaddy



Tz0z AMenuer saoipuaddy sisayl aule) ejlpuy yelogaq

sseard 1o U nOA pue nok 1584 T B4 UL 1343 41 'T Wed SR
EE e ]
a3 184 20 N A 515141 SOTL6S E0STD

:533n0u SUOIIO} B3 BIA B 1363003 Uz RGA ‘ABNIS BY) 1NGqE SUIB3US3 0 SBusanb Aue szt

Y

Z e Ul PRPNEU 2% 5)EIER UL RRUE
A

sy sq ok 1noge wried 2y
uosanb Lseasa [eUS(H0 AL JBVSUE G J3RI0 U

= i USIIA B3 SEARUE 03 SISAEUE iOMELIEY e
opal 1A No ‘pEzEiduIC ey sy et

50 B ieias e A s winyas o1k yse pue yun Asapnpl

18 NGA 01 UONEWIGU| 3L PUSS [ | BIISUSU) 352 NOA J “SSu|pUY A U0 SupuUsWLOD J0 An
42108 S0 3 2 PN | PRSI =y nok zesd no

ESISUl SIBYIEIL SUL JO SS0U UBTIEA Sew (v | ‘Padk

osues pue sdei opne
ol aney £3 Jasni.

002 sy 300 OP 0K 11319 PIOM J0 PICH SINSHEI] T

“SuoISEY30 7 03 T UG FaAISSqE 183 inok sney oy Suliua 3

oA g1 15E jn 1 *S1edned 0 JSSUED NOA 4 SUOSER J3LG 1) 10 ‘SIN0GE] 5,USWIOH Ui S3SUS UDRET
£ 4 s JuEnsUC i sq30u e | P ENE O34

104 302B(30.d 5 AL 1 UBLYA SLIY € 'INOQE| PEIUSADE U] PETHPE 312 ASU J USLIOM HNIE)

10y Bupjazs 10U we | S0y § 03 dn 10} 534 03 343 NOk 3123 34} PUE INOGE] S UELIGM LIES 3NS50 O

"LUBUI WO JUSSUOT AROSI 10U 1IN | NG ‘SECU1 JHMSUE 03 SIGEIIRAR 3 [ | ADnas S
SEUINbUS AU GNEL USWIOM 3U} J| WAl WO} JUSSU0D USRI 3A33) 0] 05 § pus Jied axe) o3 Suy
Ao oy 2ambus nok sz e | TORPIIEION 243 POCISISPUN 3A8Y LSLIOM 343 1943 PRUSHES 341

‘Asnomad ©

30U SR A3U1 41 'UDIIEULICI 33 PRSI 01 30UBL3 & UBIOM BAS O3 ISUES) UCHELLICIUI UE UBLIOM 50}
uonewso) Juedon e 31 4o saidon aseds Y nok spwosd v | ed Sunge) 1noge Yunp o) aw
PRy 34y PINGM 24042.341 Pue “AaueuSaad JO SS9 9E O3 $E PUNCIE 32 USWION IO} SIS3US UORE
EdiznEg UBHE UREQ 34 APESUIE DINCA JUN LI UC ULIG SAIE ©F UIUEI USLICI S41 ncael s
UA Nok PUZIIE AL UBYM I0) BIE3 ) PRSI0 352 NOA UBLION, WA L2IEBS21 B3 SSNOSIP 0} nok

Supuom 2ie noA 324 5Aep PEISIES U0 2N 33 183
2Q UZ3 | 18U3.OF B LW B30 HI0M JN0A 10 SIIEISR SUA BI2US O3 NOAYSE [IIW | WBSUC SAIE 03 P03

Uswom Sunussuo pue Supinuda: so) soesd poos pue et

uswo [Eausaod 1oy EpE
A uai

e hay Apras au U yied 2y ) BaunioA L

2101 1nod 4o snuan s
16 40 1eApd u) ‘Yun ey Asprapis B Uy 53U Se|d et fla SwayURI SSay L ApnIs 3y a1
N sngaLes o Aunzeddo s nok snd wuma o1 | ‘mam3 s Buses

“BUIRIGIRI [ENSIN-CIENE J03 S01\SP JBI0 AUE 40 R4 UE BUISN 3 10U (I | PEg] UE 5 4ons

39183 310138} 10 I2ded pus usd Suisn 535 | JEWA 46 310U USTILIA & SUBEL 3 [IUA | "L J0/pUS IRode]

aremne) nok moy pue ‘Wi 01 110ddns 3T PUS LOREUNLILIE) YSHIEISA Nok MOl *3|dWwExa 103 ‘Uawom
ok sk Iy 8 4an wioos ancgey 3w g Apainb Sug

s uzsw 0 "s9sLE ddo 31 210w 03 3 nok 2483 31 Suinsssae

i 03 3UBSUGD C3 MDA, 04 HEE CEJE 4| O “UOISEII0 SUC UEWR S0 SN0 SR SSRPI [ENRIPUL

shen a1 8BS 1 L 10y 3|GEN|EA 5 PIRow 1| (IN0gE] ALES Ul USWOM Wil pUIEE 3 A WSSUD3

“SEAJBSUIS] USUION 3L §0 JUSSUOY U3LLIM 3yl 2ANB21 OSJE [ SIR) IN0gE| PRYSIGEISS SuLnp LaWomM

€3 208 nok 3241 340 23 ARIIIP SAISSQO O3 SHY PINCM | [EU0SS3405 PR Sl 28 AU USYM LIWIOM

sLi0) " 8pi0 |

uaed e nok p uaddey jum 1eum

03 10U SPI3E NOA I UOISISER JNCA 40 BIEME B8 S0 AUE SHEW 10U
14 | 05 0 £ Y54 30U 0P NG J Led SE} 03 SAEL 104 6 NOA pUE AsEyun|ca 51 ADMS aus bl uonedn ey
2ued ae1 o1 aney nok og

=anoeud 1nak Gy 2123 pa) Bl i pRIEROsSE sealed

PERREQWS NS4 BUE ‘SUALOL XI5 588 16°5E LN 543 UG SUILIOM J0 SIUBIICKE SUU05 PR AR GFIE PINGM
o “AMIS a1 BURSNEUES 3 A% | 1243 B4 43 SULIAD U BB AJSIMPILI 313 32 SUrysom 2 0} pasadka
I5L GHI ————— 243 Aq PaAO[dLLIS BApI § pusg E-aUe NoA snesaq Led el 01 nak Sumad we |
2UBS0Y3 USEq NOA ARy Ay

eyEuy 1523 10 Aussanun 3 woy d
pus saanias Ay yssenun = 52 430g 5

USPMIS QUd © PIOY | PINIGH
2 syppny pramisiSed £ we |
Lmysimssa sU) 51 oYM

s aud

Ju3pms @ 5 Apn1s pa13(wo) w1 10 1d) 3y Hwgn: SN pa) Asagnpiw u Susom ul pEouS Bl
42 oupn sEAPRU A pasn seopRd pus seNbuYD: ‘s Bsamis syl Sa0idxe (v ApN3S S SIGET PUE
UBUIOM 5] SBWOTING B0 i PEIEIIOSE SLIGISY SEY SIED J0 [P0 S| “EGET Ul PRYSgnd sev Lodss
i) Bucdusy) i SauIS S3OISS AEtew 3y oy pouw sepndod e Bw03aq Sey 2183 PA-AIANADIA

“we o3 ads d 4

PR “mioyis e SN 2L s Ay ey ‘e

| Aizjimpis 10 SiejduBxs paIpIsuC 18 B SSNEISY SHUN By} F158SS ARy | SUN 3| AL

041 40 S3IPMS 3523 10 Suikaied 20 v | “SBURISs wWinsede Nu P3| AS3JUADIL B INOGE] Ui UAWoM

1 2483 SpInCsd SSApApIW Moy Sulaojda Aq S OP 03 31 PG | +SURIES PR AP wnliedeaul Ul
pi AspApIL 10 n 2 M0H, b poE o3 s

Apms u jo asoding

i 01 3a.4 193y aseaid
U=}l 3101 2| PO Mo 1) APRIS 3U3 48 T5APUSS 33 1NSOE USIELLIO PRSP NOA S3A:E 7 Ve

“uied aye1 03 2ppap noA ) nod 01 uaddey jiva 12y pUE APMS St 40 3sadind 3 NOA SYE1 T ey
Aging21E3 UOnEwW O} SuMmolo) 341
: sseaid smonl a3 : A nok sap
SERAD U1 PR AJBUMBIAL INCH U1 S0BIC S21 03 51 1243 ADIS USJSE8) € U1 LEC 381 04 NOA BURII WE |

W3pMS QU4 ‘3jIMPIA ‘3UE) Ye1ogaq auapms Yp1E3saY

Auagenpiu jo Justpeus syy wapul Aprs
sanumpiyY 404 299y5 uoREwLOU) edpniey

[

1

SOAIMPIW 199ys uofewnojul Juedpiyed g Xipuaddy

327



Tz0z AMenuer saoipuaddy sisayl aule) ejlpuy yelogaq

“UOIELLIoUI SIY3 peau 03 51 Suel oy nod yu

BERAILLOT SAT————
--2ya &g SHN 243 U1 32NPUCT Joy uoiuldo |BXNRE a)qescaey B uamiE sem Apnas 3y (Apms 2y pamataal ¢

yaaessas syl Suipuny s diysauapIs gy d BBy 3583 40 ARSIANUN 1 Jyaieasal 3yl Suipung st o

sneTRi

SPEM TG AT [[L TS [RIESEI 213 J0 WORER0] 37 SWPTIm =Ep [[B PuR “Ame @eodmd [omes i
[[We ST, TRIESSET R SUR W PESTial 2 Of 25LE js2nbel 2, 31 SRTREeEel R0 0f SE[RAR 3G Of IRE
ST} THD] PaISTYES EJEp ST PINOM [ —S20WJES [E30] 550 LM USLICM L1 PRIEYS 5 01 IS [E30] 8t
PUE 1IN JMOA 01 JUSE 3 |1 SEUIDUL 341 40 AuBLIWNS v uonedgnd Jo podsd Aue ul pELnUsp! S0 30U
yun Bunyrng mok pue sausdonsed se nod Sasawoy Ewnol sisudoudde us w sonsEapgnd Jog patuu
3q oz | sSuipuy 34 swusdipiued SU1 03 Wiy ASWLWING Ul SgE)IEAE SDELW aq | Asu uonad

uQ 'gyd Yraeassd ey 338jduuos o pasn =g (o Apnas Sug o synsss ey jsyns=a o susddey u

-paddozs =q [ UoREAUSE00 SY1 ‘UosESl AUE JO0J USSU0T MEIPULIA O 3pRSp nod
Aue 1e 3] ussucd |ing uaaE aney suedioued p soeid syE1 Ajuo UED S0noeld ASBIMADIL 10 UCOEAISSGD
£P3UELS SEY UDNEASSGO Byl 23u0 Apnas Sy w ued ayel o3 Juem saSuo| ou nod g1

‘PEPPRIYS 34 |jwa A3yl Swi oy saye “Apms 3 o uoiad
wiou siEsd O 40 pouad B 104 pRUIEISS 3 || BIED Pal03)|00 "yIn 242 Jog unpaooad fensn gy Budss

*35(3 BUOAUE U3 DBIBYS G 10U |1V UCHIEWLIOM

“pun Suyng BY1 wod Aswe nod marusEiul o] 35UELIE O] FBPJ0 Ul Noh Wouy SIE1Sp |Euosiad syE1 ol

| 4 "dondey pe(jonuod-piomssed Lo Ajaindas paiois B Ag AJUo PEY B 1M UBLLOM puE Ssedor
SPAPIL J0 SALUTU PUB SS0WNU SI SUiyUl] UOREWIOHMI U] Afuo 3p0D [EILSAUNU B A0 3|qeynusg

liww syuedinoued AJERESPULED WIEILIEW O] BP0 Ul PUE “AUSISAILIN 341 Ul PUS0gdna payao) B Ul 31018
| BT youEasad Ul WOl E1Ep PRI0SJI00 3AEY | S0UQ JEUIIEETAS 3105 213 Wwe | ‘palosd uapnis e 5 sy
2lenuapyuod pday ag Apnas sy ui wed Sunjey anok

"UCOEASSO0 SUL SNUIUOISIP (I | FETTE 580USISLUNIUD YINS J| SUMPIL pEISm
Auz jo papoadya ag pInom 5B Wiys sl Suneulpsood uosiad Syl ue Sposids syl sENISIp 03 SaN
pausasiBas Aue se padygo =g (uw | ‘sonseld Asaympius 03 UCRE(RS Ul Sa210esd agesun saguspl Apnas 8

WIN 343 AQ pRaEn0d aq (v uogesuadwos Jo/pue AjuwEpul jo uoisiwoad
f— (IR 33341 7'M} B4l 40 SEANIRG STRUISNG PUE URUBRSSY S SPUEMOT PRIZRIIP g UED Apnis B
pesned wuEy Inoge siue|dwod “Apnis 243 4oy osucds B0UELIRNDS YHESSaY 5B Fune 51 (van) enfuy
1o Apsisaun 8U3 383 3100 ases|d ‘Apnas sy1 w ucnedoinied Jnod jo asnelsq wusy wsEEau muns n

“papiacud 30 UED UM 40 S)IE1EP 3anpasoad spureduwed S0y 1583 J0 ASISnUn, SUI UEnooyl sl op
o ‘Ajlewoy wepdweos o1 ysea pue Addeyun wiewsda nok i “suonssnb snod samsus o3 15ag AW op I |
= 1e=iuos asesid Apmas sy yo 1adse Aus Inoge usouoo & Ay nof Y Jwisjgosd B 51 By B IBYM IT



120z Aenuer saoipuaddy sisayl auie) ejlpuy yeldogaq

uonewJoul ydieasad bune|suely 3noge uonewloju] g xipuaddy

329



120z Aenuer seoipuaddy sisay] auie) ejjsuy yeiogaq

330




120z Aenuer saoipuaddy sisayl aule) ejjpuy yelogag

331

30 0] SN SJUEM UM
=2 Huoj s2 sampi Ajuo 21,3Mm 500 Mok ([ USLWOM 343 33] PUy "2JE2 3u3 pes] u3wom|
2y} 33| pue ‘Suiyl s 3 op amnjeu Jauow 33 “peg dajs ysnl nod 3uop Aym Ajjznpe os|

suws ygum spus|
[PUE SIIENS J1 Buaym s Jeyl 02 fnydiey 1ou 5 31 yag (endogosiyd 1eyy aney 03 18y o) ‘s@Ena|
wi0AXD S3y 10} “AdeAud JBY K0 BSNEISN ‘ISNEIAG "UBLWIOM AL 335 puE Joop aul yanouy)|
W00 01 ALIEH PUE %280 WOJ AJ3AD JUEM 1 UOP | "JELR 35USS 341 L1 "ALLOUDINE ‘3w 10} "0

‘ssanoud a3 ypeg ploy euuod s Jeyy ‘wagsis Jay Ul sERA3) wxopxo Sy Sye euuod|
5,1eys ‘euund s jeu Ajamue jo wos (sseqdusa gum pies) Aue sey ays §ays j asnelsg

Bwn ay3 jo 350w {sapws) suy aq euuod 5 3 Ageq B yIum JSNE] SINOY May B SLWOoY

08 euuod 5,345 "YIng ¥5U M0| Ajl3a0) Ajeal B 30 BUUDE §1 SLOJIND [JEISAC 3L 1BY] MOUY|
nod 25neJaq 1eyl op euund 10u 31,n0A 1ng ‘SuEEns Ajjeal aze A3Y1 Uaym SWIBW0S|
(#pyos]

sySnej) mou siyy pua 3snf ued am ‘esnpida pue pages saepsdn Bunyy syl 308 aa ) 3o
132 150 03 Juem op nod - nok asnesaq sswnawos ssaaoud siyy ySnoayy Suod say aas pue
say poddns o3 BuBuajey> aunb s 3 pue sarsasal Jay jo | SuImEsp 3 3ys JSOWIE JoU [|2Mm
“ys0ue uo BuIMEIp 5,23 - 5,2ys asnelaq - ssnelsq Suiuielp uogows aynb AEuohows|
pue fjjEashyd aynb aq uea gauai uied JRoulm LEWaM € Jop upes AjfEnye pus
W 3y} O |8 WIElg NOA 3sn 0] aaey AjjEa) noA 35NEI2q 2JE3 P3| AsaMpI “pun Asapmpi|
HSH MOj B UD 3.3 3AE 01 51 3 SWIUSiEY MDY PIIEWIS3I3PUN 20 PING3 3 YU | Ing|

aye} euund 5 3Ys J9UR A3Nod AR uRy 330 Aemdue ) i3y

Paap 03 253y Jou 25,nok Ing ‘w3 Y 4o 5 3y e pue Suuaddey woay s3ung snosaduep)
dojs 03 asaug 2uE noA S5UN00 J0 ‘o) 343y op 03 Fuiod 5 uewoMm JELT JEYM puE ‘op 03 Ewod)
51 31N3EU JEYM Jawmodiwa 0} 349Yy) 348 N0, "SWES 33 yInw Asan 51 3w Joj Asagimpipy “aunjeu|
51841 5,18y 3snEdag 12y} Op Janau ASyl (eas 2y snes ‘4In, Uiyl noA s3UEjuALMop
YEN0I0quUINY PIAET 341 ‘PAUIIEM DUE LUMOD JES J3A3 3A,N0OA §| “OULNP | ‘Janau|

Aay) ‘auaniaiul Jawau Aay) s3unp wiy A3y ‘siayew AUBIUSWINI0D ‘ouunp | Ing ‘s|dwexa
pusam Ajjeas e 51 s ‘Sjdwexa soy amieu aasasqo 01 Sukn aie ey sjdoad ‘wa ‘3jdwexs)
Joy aunjeu ayy ‘ouunp | ‘Y Suig 1ySu sy op o) Jwdn jo sajdwexs Jnoqe yusyl nok §

ELETER TR
121 JUIY 3M PUE 5033 pIo 31 353y3 103 3n,3M 35NEJAG 1) SLIOP 3M AJE J0 "aUY 5,18Y] 358D
184 Ul 3snesaq ‘uewom Jnod Jo) 3 Suiop NoA 3y “uoimdo Aw w ‘snowouoine Julaq 31,am
Aym yoo) 03 aaey cAese am “Aym ‘Aym 05 Jusiapip Asaa s Jeyl fauly sa,nok pue sigg yam
Suyeap a1, nod 3ey3 yuiy3 nok asnelsq Jou ‘uewom Jnok 33330sd 0 Jey3 pip nod adoy | ing
noi o} poo 538y} HjuIy) ISl | pUe U SIGYI0P B4 191 1, UPIP | PUE YO, S S5 S3MpIL
Fw0s ‘mowp) nod ax ‘Awouaine s JEYl J 835 LUCP | J030p & Yy 03 aney 3,uop |

SUISTIED
STOWOU0INE UMD AL S¥EW 03 3L O3 30UELodwW)| 0U 0 5,3 ‘JENPIAPY] UE SE “5auonndeid
BSE INg “BUY 5,108 ‘UBWom 3y} s0j Suneoape 1noge | 51 3w oy ‘Awouoine og

“sIaquuny ul A34es JUILd | FENPIAPUL UB B Ing Aampiu
2 | JEYM 5 JEY] PUE ‘SNOLICUOINE 34,8 JUSLSANDW E SY JSOLIEE POOY J83sis

B Ul 340m | “AYENIOE SNOLOUOINE J0U W,j SSNEISE S Y3IM SPUS PUE SHELS | 3US4M 5 3800
500 rydiay 10w 5.3 ying ExSoosAyd ey aney 03 Jay 10y ‘s|an2) unolAxo 13y Jog “oeud
131 J0§ BSTIEZRY SSNEJEE "UBWIOM AL 335 DUE 100D 3U) YSNCuy) Swod o} ALeH pue g
woj AJaA3 JWEM 1 UOP | ‘IEYR 35USS SU1 Ul ALIOUOINE ‘3L 10} ‘05 || 18 3u0u ‘3unu ‘0da
0137 51 30 PINOYS 3pMmpIL e 1ey1 Suny) wepodiun 1504 31 1B jUIYY O5)E | puy “Sjquiny
s1:3q pinoys apmpi e Supy) Juepodiul 1S0wW U3 JEY3 JUILS | 'S SIY UBaw | ‘3w Joy

U Op 15n[ 01 3ABY NOK, “JEY] OP 03 MOy NOA (1))
01 3ui0d 51 s34 10 sakew ON Souauadxa pue op Ajuo UEd NoA 1241 BunyIawos|
518 ] "ypig ui 1snagjey) wed o) aaey nok ampiu e se gasmol ul puy|

“p op 330l 03 anEy Oy, "IEYY OP 0F MOY NoA

1§51 03 Suiod 51 sajhyy Jo sakey o Brusuadia pue op Ajuo uel nod Jey) Sunyswos

SAEY1 "YuIg wi 35nu3 Jeyl uied o aaey NnoA apmpiw e S yesinod ul puy - uo saod
1By 5 sp, Suuaddey 51 1eym s Sy y3u, o Aueydida paas sil 3ney NOA 3xi
ISOWHE 53] USYL PUE SIEDA May B 10y 3504 3 Bulop uaaq an noA [pun ajgq)ssodus

Apnjosge s1 4 e pue 1 aumdes oy Suy 1 sauyap, “Sunp 3us s 18y puy

BO0T W

T00T WY

UORJE OU puE uipe BunueEg g

Awouogne ayewsygoad : 3

ssadea ySnouy ase Suipes) : g

uswiom 1oy Suneaoage : y

28 T SMed "SSAIMPIW N0 WO} BIep M3IAISIUI :S3WaLY) gns angune buiuyap Jnoy 03 ezep bupjur “ylomawely jo ajdwex3 9 xipuaddy



120z Aenuer seoipuaddy sisay] auie) ejjauy yeiogag

" 5141 0P nok BINO3 “BUSILD N0 UIGIEM 10U MOU 5,345, Juikes ews ue F1um pam

05 “Furfew WOmsIIap 30 HYES 2200 2 01 3 12141 SUEE paad)
Jhieas pey 28 2 AEmoe siEak 50 PRY 34,38 DRI ‘3 S U] 3SR 18] SURILIAISED)
sauoddns 50 weal Jeausaieusw saydy avuoddns Suiney 1838 51 pue — w3 punoue|

SJO1I0P AAEY 1,150D 3 U3 NEL sIumpIE Jey] s5300ud Suew uoispep 3yl aao) |

BUED P3| ABJIMPILE 310 5, 18] §UE|
| Py SuonessaaEos 350 Fuwado 5.1 puy ¢ saddey pinos UM (UM NoA op 12Em ‘R

Aung |, spas 3 A & paau op 1y suaIsEER paRY B4l 531 2483 pa A 4
U1 FSIESS Nod ‘SEAUF UA SUDISRIP Apduss 3yew 01 J000p ' 01 sAeme SuuaE) o1 pasn|
05 U3an pJ 35Ne3ag “TupEw SUoIsEeR A T pPunose puiw Aw 138 ol naypp sunk sem |

* 511 0P NoA PINOT “BUSILE N0 UILEEM 100 mou 5 3us, Sudes pews we sgum pam)

05 “Supus UOTIIRP FA0W “HYES JH0W 3G 0F BAEY TEL SUER) paad
e pay an 2 AllEmoe SIESA 20 PRY 34,30 DRI ‘3080 SIGL 1) A9 JEY] SRRSO
aauoddns w0 wea Jeawaleusw saudiy aauoddns Buiney 1eaad s pue — w3 punaue|

SJO1I0Q BAEY 1 L0D 3W USUM AR SAAMPIL 18y ssazaud wr__xﬂ—e UOISE 3yl 3a0| )|

“AUED P AR JIMPILY 301 5,181 Fu)
| puy “SuonEssasEos asou Fuwado 5,31 puy ¢ saddey pnos leym Uyl nod op 1eum ‘S|
g |, spae ) AEwew dnosl e paau op eyl SUDISIIEE PEEY SUL 511 SIED pE) AsaIpIu

U 35IE38 nod ‘R A SUDISDSP Aduss SeWw 01 J0PR0p | o) sAemE SmusE) o pasn|
05 UG P ) 35NEI9E “Tunew SU0ISDER S 1 pPUNGUE pui Aw 138 o1 nagpp 3unk sem |

" 5141 0P nok BINO3 “BUSILD N0 UIGIEM 10U MOU 5,345, Juikes ews ue F1um pam

o5 “Fupw EoIIEp 250U HYES S50 34 01 9 1 1214] SUET pacd
e pey an s AENIR SIESA J0) PRY B4 AR DM ‘BRI TG U] BASERG TRY] SURDLIEISG0
sanuoddns 50 weal Jeausaieuew saydy avuoddns Suiney 1838 51 pue — w3 punoue|

SITII0R BAEY 1,0 S UM 3081 SANMPIL IR 55300ud SunEw uoisnap 3yl 3ad) |

padeunoaus 3q pnoys|

EUE HUIYE | PUY " INDE SI41 U0 FEAY € 55T 40 pury 15l o) 355 U005 paau|
| "533U% Y1 20) POOM 341 335 1,0E3 |, Bupod o ausoo an | 3043 pam 05 BIRG|
a1 By SNk 5 11 SSNEIRE U] | TEUM S95 PUE SINOY 7 J0j J5A0 E] Il

13 531 pUE A JB1 o 139 | ji puie nod og Rajes say o jui o 103
anam g Lels on suem Aes) 3YS (21 uie o 07 Juem nod pip 3saym ‘aues|
U1 o 50y g U s 30 Aemoe Ea, Fudes suoawos o] usto ‘s

@ wada Huiaq pue ‘5|3 SUTIW0S YIM SE0HSR ok pue 3ipapmouy anod)

10 PASEG 5,11 PUY ‘0N HYS 30 01 3nEY SR PUE SIS JN0A UEWIOM JELE) SR
Hurgoo) vosiad 18y 358 NOK BNIIMGER AIE3 3 0 3nEy noa Tyl 3y Bume
paddons 3,30 , - PE3Y 341 AU 1, 0 AIp 3nb 5,345 JA | 4o, 3 (13
1,U0P PUE URWOM 121 WYES 150y a5eq Alpamous wmo snod asn epod s no)
ST J0 105 35041 5,1, SPERU IS PAIRIPALID 5 UTWOM S, HmPIL|
LI 30EY 30 LONESIINUED 3415 SIHL (B *om euuod 100 s ‘S0

01 pasu 3m ~ UonEUIWE G Au Ag suns Azyaed w ) “aepuise 511 Fusow wou|

51 AqE SHIL “InoqE| peivecd B SAm) S~ ARG SIYL, 405 5 AGEQ S, Aes)
PuE 3aRY NoA 121 FApSMOR pue SOU3PING BUL 118 34E1 01 At Ajess dves]
o1 weesg o1 paa nod 15y — wo SuriEr dogs o uooyas-ap Inoqe 53 15 05 ;|

- sayialon Fupew 203w unisap € 5,10 400y, des nok pur EgsEen Inoge|
58 SARME ) A3 500 "3Le00 A3yl uSym Juswiundde sY3Em 0F 34 18 pue|
noge =1 am 1Ryl 511 PUY 208D 53y yum padedus)

FU0W FY 51 LRILOM 3] 05 NS0y B 12 0 1,UDP nok 18y] ‘Mou 3U0)3g|
[anel = pey noA sonEsIanLoD 350U 51 0P BuNed as,am UM Moy P Eug|
RS e FUrge] LEls pInous S yuIYL | S PR 36 a6 BUE SINOY 305
Jog mow Jnoge] syl 18 Buod ussq an M, ESWoM W SMEY NoA S0 ESIEAUGO|
0 V0 B 5 20310 PUE “SUDISIISP SHEW AJ[EWI0U PInom noA 30)3q Jej - yanuw|
SuOISIIap Few nok sTgew 1 Py sss anod dn suaiyln Ajess 1 o5 nod ases
BULEOH 5 BLE0aueos asaym Jaazng Adusiiswa ou 5 sy aen pa A pspn|

B U0 3w 3y (|2 Fupeus womsiep 2,004~ H00| © 5,8 0% 'PISEq LOmmA|

Asan “pasen AIosuas AISA S3UDIE] VYT PUE SUDISIR0 A Sunew wool
3w uadea Auo B3 NoA AFEm woo) & u) fuieg oRe 51 pa| Uagm |

“¥Eg Inouny Ajess Asuys pue sy Ages. Aau ey suada Auo 3y se puy|
“Burgews LOTIIEP (30904 5,300 PIu 1 S5E dw) N30 e Bausom 3o ol Fegl
fjano) Agesu au 57841 YU | 08 UEWOmM B 3EW 1 UED NoA 3508380 PRuEwa)|

an Azl puy syl punos 135 pue Al g am Ho0) 50, Aes nod pue Sugnewos o)

Hdd B PRY 3n 4341 uaym U3psuen o1 AEMYA JEY] 3554 UDLLOM 3R 35341 MOLY NOL|

332

STOT W

saInguaie Fuuyap z 3 Suipod - XUIEW YIomMaLWeld

“sanmpi 15 ag|
~30e2 jEyeulsod of wnuedenu) 0] [EIRUSIUE WOy " A3u] AL PUE PUE B3WOm 34 5318 |
Hoe) A3yl 05 ‘W SHieys wa saEl 3P e pw veg s Bupusisapun Aw wal

“sanpmpiw 15nf og|
~32e3 [EIevls0d 03 wnedeau) ol [EIRUSINE Wouy A3 A1 PUR PUE UIWI0M 34 1R
Hoo| Aay1 05 w3 -3TIey WA sIHEl 3jmpiu As g pw veg 5 Supueisiapun Aw w3l

EOOT NE




Tz0z AMenuer saoipuaddy sisayl auie) ejlpuy yelogaq

333

INAVIUGT U D144 U4Ul ||V JWdU4 /YT YR UUG PUT J4UUYD UVITWIAUSUL WiV Y4

paluedwodoe J9AS0YM pue USWOM 3y3 03 a|ge|ieAe Aj9al) alam Ay jeyl Buiueasw ‘urewop 2lgnd 9yl Ul 9J9M SUBWINDOP 3Y] JO ISOW :SUBWNIOP 03} SSIIDY

0]
J9J21 03 |esodsip J1ay3 Je pey syuedpiled jeym Jo sajdwexa se Jaydieasal ayl AQ pajialas alam Sjuswndop ayy Jo sajdwexa pue ‘sadlyo Ajuo Jjjels ayy ul paAe|dsip

sjuawnoop Jo eloyiald e pey sased ayy Jo Yo buijdwes aaisodind AQ ‘sased oMy ayi ul YJom pajly buidnpuod Jo sw ay3 bulnp pajd9)|0d a4am sjuswndog

"UOI129]|0D eIep JO poylaw siy3 Buisn 1oy sjeuoiies Jepiwis aAlb pue ‘(xxx {610z ‘ueuualig
pue Jjoye|S) sayoeoldde Jejiwis udye} 9ABY ainjeldll| 9y} WoJd) sasAjeue juswniop Jo spoday D319 ‘uswom 03 USAID swioy dYoeqpaa) pue ‘sylodad ssaad
‘anusd yMIgq ay3y JO Ssyodas JBWNSUOD ‘USWOM 0} B|gR|IRAR SpRW 3J9M UdIym SUORIpuod Jejndijied jnoge s}oays uopewloul ‘sauljapinb jo paisisuod eyeq

'9jep
03 sbuipuiy ay3 Jo ybi ur wayy bunaidiaul pue (SAIRDNPUI pue dAIPNPIP) Apnis ay3 wodj sapod 03 buipiodde Huipod eyep ‘bBuidwes Jo paisisuUod pasn poylon

- P TTTIEiTT JT T TWTTTT T iTUFC I T TGTTiTT o ST Tm i T - g s - s - - - i

pasAjeue ejep pue sjuawnodop Jo buldwes y

SisAjeue 3usWIND0p 10} Pa3I3||0d SIUBWNJOP JO IS /£ Xipuaddy



Documents selected/date/
author/code for document

PIL May 2014
What happens when your
waters break before labour?

Doc 1.01

Guideline

Birth Centre Clinical
Guideline May 2015
Matron for Birth Centre
Lead midwives for centre
Consultant Midwife

Doc 1.02

Written information
welcoming women to the
birth centre

Description of data analysed

Information for women
explaining pre labour ROM

Clinical recommendations for
management of labour on
the birth centre

Information about how the
birth centre works and what
the process is for calling.

Comments

Link with defining attribute theme.
DA 1 Defining attribute theme 1 etc
Outward facing

Clinical. Perfunctory information. Generic
information found in all areas of maternity.
No specific mention of birthing centre.
Women advised to call delivery suite (OU)
i.e., directed towards delivery suite for the
initial contact. Quantification of the issue
given. Neutral tone. Not necessarily a
problem as 1 in 5 women experience it
spontaneously.

Inductive themes: preserving self —
collective consciousness which is distinct
from the OU.

Inward facing. Specifies leadership roles
and responsibilities. And responsibilities of
individual midwives. Responsibilities for
individual, band 6 midwives, did not specify
leadership qualities and activities.

DA 1 - advocating

DA 4
‘Preserving self’ theme birth — need to
prove highly technical skills such as
assessing deteriorating conditions
using standardised SBAR tool

Outward facing

e DA 2-knowing and understanding
normality. Belief in physiology, birth as

Connection to defining attribute
theme?

This document is an indication of the
connection with a larger organisation.
It is general information to women
using all of the Trust intrapartum
services. Description is given of the
issue of pre labour rupture.
Management is laid out without
options given. This information also
shared with women using the birth
centre, reinforcing the relationship to
the wider maternity service as being
primarily medical management.
Aspects that show the MLU is part of
the culture of the medically led
maternity services. Implication is that
advocating for women who do not
desire to follow the pathway is
therefore an option particular to the
MLU, rather than ‘mainstream’.

Emphasises the criteria for using the
birth centre, some flexibility.
Individualised care plan with
obstetrician/clinical midwifery leader
if ‘amber’ risk assessment.

Philosophy of care is included, but
document more oriented towards risk
assessment, and urgent/ emergency
measures. During data collection MLU
midwives were ambivalent about the
support they would get from mgt
when supporting certain women. The
need for midwives also to feel safe
not referred to.

The requirement to use SBAR
communication tool mirrored MLU
findings about SBAR skills needing to
be well honed.

Recognition of the need for
coordinated transfers. During data
collection MLU midwives expressed
difficulty in being treated respectfully
around the need to transfer women.
Though the guideline specifies wider
team approach and escalation
strategy MLU midwives saw
themselves as being alone in those
circumstances.

The need to remain with the woman
transferred, a recommendation, left
MLU midwives feeling that they were
being taken advantage of, and leaving
the MLU staffing unsafe.

Informative and congratulatory.
Interesting was the discouragement
from coming to the BC and the
‘threat’ of not being able to remain if
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Author: Senior midwife at
MLU

Not dated: in use at time of
data collection.

Doc 1.03

‘Which’ report of the MLU,
Updated 2017

Doc 1.04

The Latent phase of labour.
Trust document dated May
2015 Written information to
women about coping in the
latent phase of labour

Doc 1.05

Suggestions about care in
latent stage of labour

a social reality and not a medical one
requiring surveillance.

o DA 4 -contradiction with the ethos of
individualised care through denying
access unless an arbitrary point has
been reached, which may not accord
with a woman’s needs/ making
decisions about care

Information from consumer Outward facing.

advice organisation to help Description of the service offered
women make choses about . DA 4 decision making
place of birth

Information for women at
term pregnancy (37-42)

Outward facing

Inductive themes — collective
consciousness and a dichotomy of
difference. Tensions with the wider
organisation, or indication of being linked
to the wider Maternity services with
greater acceptance of standardisation

not in established labour amongst the
affirmation of normality. This more
accords with medicalised view of
labour being a linear process; the
findings indicated a flexible and more
individualised approach to women.
Advice that is given is based on
‘homely’ and ‘social’ measures that
affirmed women’s capability and
possibility of being in control.

Indicates more flexibility about care
in latent phase: several options (other
than being sent home), possibility of
women being involved in the decision
making and care based on individual
needs.

Eligibility criteria does not reflect the
flexibility of the Trust guideline and is
v general. This is more accessible to
women than Trust guideline.
Describes 24 hour visiting for one
nominated birthing partner. Findings
suggest more flexibility in practice
Medicalised writing. Emphasises and
discourages women from coming into
hospital at this point, more negative
about hospital than positive about
home environment. Pictures taken
are designed to inform women about
the cervical changes but are similar to
those used in midwifery textbooks.
Suggests that spontaneous rupture of
membranes is normal at this
gestation but recommends coming in
for a check. Locating pregnancy in the
domain of medicine and risk.
Indication of being part of a wider
service with influences from obstetric
‘point of view’. MLU midwives talked
of different points of views between
them and their OU colleagues. But it
might also be the need to have your
feet in both camps. Midwives did
fluctuate towards those opinions
sometimes (e.g., use of guidelines).
Discourse of normal vs language of
technical experts

By contrast, advice about what to do
at home is in the social domain,
ordinary activities within the
woman'’s control. Emphasising that
nothing is wrong. Coping mechanisms
that are commonplace, putting them
into practice is straightforward. Belief
in normality and women’s ability to
manage labour with minimal
intervention.
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Orientation list for non-birth
centre staff (on notice
board, undated)

Doc 1.06

Information for women:
postnatal information pack
for new parents

Doc 1.07

Eight TIPs for normal birth
Undated, reproduction of an
entry in The Midwives
labour and birth handbook
ed Vicky Chapman

Doc 1.08
BC Student welcome pack

Doc 1.09

Information for midwives
and other staff who are not
familiar/core staff

Information for women using
both post-natal wards of the
NHS Trust.

Reproduced advice for
facilitating and encouraging
normal birth. Explicitly
accords with ways of
practising and ideas MLU
midwives had as core values.

The content of the pack is for
students who have
placements on the birth
centre. The work of the BC is
highlighted: Women- centred
care, low risk women
wanting an alternative to the
medicalised environment on
labour ward. The philosophy
about offering comfortable
homely surroundings to ease
the birth process. Provision
of calm and relaxing
environment. Women
centred takes into account
needs and wishes of women
and partners, being open
minded and flexible and
engaging with techniques
that augment
neurohormonal process and
include psychotherapeutic
processes. The BC supports
active labour and encourages
mobilisation. They believe
this leads to a decrease in
anaesthetic pain relief and
need for instruments and
satisfaction with birth.
Opportunities for waterbirth,

Commences with a statement about
empowering women. At the same
time guidance about primips being
admitted at 4 cm, thus prescriptive
and steering unfamiliar midwives into
the way of thinking. The information
given is procedural: communicating
with the bleep system, location of
emergency equipment, what happens
to keep newcomers in line is takes
place more through non-verbal or
indirect means.

Inductive theme - gatekeeping

DA 3 relationships and looking after
partners

Most of the tips are directly related
to the DAs

DA 1 advocacy
DA 2 knowing normality/ balancing action
and no action

Directed at students, orientating them, and
welcoming them, and also preparing them
for the environment. Declaration of the
aims and philosophy.

Open codes: gatekeeping, teamwork,
collective consciousness, preserving self
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Positions for labouring out
of bed

‘Childbirth Graphics’ 2005

Doc 1.10

phys third stage, active birth,
hypnobirthing, skin to skin
Drawings of different
positions women could get
into. Not relying on labouring
in bed. Graphics designed by
commercial company and
used as flyers/posters in
birthing rooms.

DA2 facilitating physiological labour
through active birth

Suggestions of options for maternal
physical positions, based on
understanding of effects of gravity
and movement on progress in labour.
Leaflet distributed at active birth
class, and available in MLU for
women and midwives to refer to.
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Documents selected/date/ author

FMU Case 2

Public report of MLU incorporating
data from audit as well as studies
carried out on the MLU.

Authors: PhD Researcher, Senior
Midwives, NIHR Fellow, University
professor (2016)

2.01

(Audit for 2015 shared with
researcher. Author: Band 7 FMU
midwife

Results of this audit contained within
the report and not looked at
separately)

Doc. 2.02

FMU information leaflet for potential
users.
Author is NHS Trust 2014

Doc. 2.02

Data analysed

Audit data collected from 2008 to 2018
i.e., first 10 years of the MLUs
operation. Relationship to current
study.

Information given to women about the
services available from the Trusts
MLUs, one of which is Case 2

Comments

Link with defining attribute theme
specified?

DA 1 Defining attribute theme 1 etc
DA 3 Continuity of carer

DA 1 advocacy

DA 3 relationships

DA 2 Idea of providing the facilities to
promoter normality

DA1 leaderships and autonomy

Connection to defining
attribute theme?

The document reports on
continuity of carer and
how it has been adapted
for the MLU setting. It is
described as a goal for
the midwives to achieve.
The levels of continuity
were nearly 10 times that
of women giving birth at
the host OU (p28). Linked
to the third DA with
emphasis on continuity
models. Opinions varied
about the value of
continuity: advantages
but difficult way to work,
as well as not necessarily
a priority for women,
who just wanted the
midwife to be kind.

The document reported
on partnerships built with
women, personalised
care. Document
highlights establishing a
rapport, giving
information for women
to make the decisions,
respecting autonomy.
Document outlines the
positive perinatal
outcomes and discusses
safety in general.
Findings suggest that
MLU staff do not have a
sense of being viewed as
safe

Refers to expertise of
midwives. Discusses
inclusion criteria as
women with
straightforward
pregnancies.

No indication of
flexibility, so some
contradiction with idea of
personalised/individualis
ed care

Highlights positive
outcomes for women
using the MLU.
Promoting natural birth
Offers statistic of transfer
rates, lower that those
quoted in Birthplace
study.
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Documents selected/date/ author

FMU Case 2

Trust FMU and homebirth guideline,
criteria appendix to main guideline
Author: NHS Trust

June 2017

Doc. 2.03

Reflective case studies

Doc. 2.04

Customised Drills and Skills for Birth
centre staff — information

Doc. 2.05

NHS Trust values

Doc. 2.06

Data analysed

The criteria used to decide suitability
for FMU and homebirth.

Records of ad hoc reflective sessions on
women'’s cases. They were informal
and collegiate meetings open to all.

Proforma for Drills and Skills

Display of vision and values of the Trust

Comments

Link with defining attribute theme
specified?
DA 1 Defining attribute theme 1 etc

This document is an appendix to the
guideline and sets out inclusion
criteria. The idea of accommodating
individualised plans does accord with
participants’ opinions about women
having choices. The document lays
out intermediate risk factors. Most of
the comments about using or not
using guidelines were related to
‘normal” women. When confronted
with an actual deviation there were
still commitments to give women
choices, although not being wholly
comfortable, and needing support.
DA 1 autonomy

DA2 Knowledge

This was an opportunity for midwives
to interrogate the service, to
scrutinise what midwifery practice
had been in a particular case and
learn from experiences. It was a
vicarious debrief of feelings. opinions
and ideas. | participated in one
session. A woman had transferred to
the OU, and the discussion was about
what happened to get to that stage
and what happened from then.
Midwives love a good story to unpick
and critique.

DA2 Knowledge

DA4 Decision making influences
Inductive themes: gatekeeping

FMU plans for D&S twice per month
to be led by a band 7 midwife.
Customised training taking into
account the particular environment
DA1

D2

Inductive theme: preserving safety
Demonstrates the connection with
wider maternity services

Connection to defining
attribute theme?

Gives a positive
impression of the service,
impression of self-
assured, confident, and
safe leadership from the
midwives.

Opening statement is
about supporting normal
birth, importance of
environment, and the
importance of safety
given that the transfer
time to an OU.
Prescriptive about
women fulfilling criteria
but concedes the
possibility of having an
individual plan of care,
also considering AMU.
Intermediate risk factors
require an individualised
care plan by the named
midwife with input from
appropriate MDT.

GB strep ‘requires’
antibiotics. Light
meconium staining
requires women to be
transferred to the AMU

How midwives build on
knowledge through
group discussion and
critique

How midwifes interpret
decision making

Gatekeeping and
coalescence of opinion of
midwives coming in to
the collective ideas of
existing MLU midwives.

Identifying clinical
leaders and responsibility
for safety

Reinforcing the place of

theoretical rational
knowledge
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Documents selected/date/ author

FMU Case 2

Feedback for women and families

Doc. 2.07

Orientation programme for midwives
updated 2010

Author Practice development midwife
— Trust wise

Doc. 2.08

Minutes of team meeting June 2017
Present were managers, consultant
midwife, birth centre staff

Doc. 2.09

Information for birth partners
Handout used in birth preparation. No
author

Doc. 2.10
Eligibility assessment for FMU
No author

Doc 2.11

Ten year celebratory booklet

Doc 2.12

Data analysed

Display of feedback including
recommendations for improvement

Directed to midwives joining the Trust.
Statement of unit philosophy’ respect
for pregnancy as a state of health and
childbirth normal physiological process.
Respect for diversity of needs and
personal, cultural of women and
families. Non authoritarian care
responsive to social and emotional
needs. Professional responsibility to
encourage shared decision making.
Evidence based information, education,
and counselling

Items on the agenda — typical of any
maternity unit: staff shortages, effect
of ‘on-calls’ on health, ongoing audits.

Suggestions for helping women in
labour. Active birth, environment,
oxytocin

Assessment of women for place of birth
recommendations

The FMU produced a document to
celebrate 10 years since being opened.
Included philosophy of care and audit
details

Comments

Link with defining attribute theme
specified?

DA 1 Defining attribute theme 1 etc
Part of a service that needs to take
account of women'’s experience

Statement is emphatic. Social model
of childbirth. Respecting diversity
significant due to diversity of the
setting of the Trust. Stress on
egalitarian decision making and
evidence based practice.

DA2
DA4

DA2
DA3

DA2

Inductive theme: protecting self

Connection to defining
attribute theme?

Belief in childbirth
normality

Shared decision making
Implies a shared
philosophy across the
Trusts’ maternity services
which MLU midwives
challenged.

Knowledge of what
facilitates normal birth
Recognising partners

Forms of knowledge
relied on by midwives

Audit data. Nominal
reduction in births since
AMU opened
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