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Abstract

This thesis records the progress through a four phase grounded theory study,
leading towards the development of an educational strategy for pre
registration midwifery programmes. The starting point was the recognition that
students of midwifery are not always enabled to learn how to use the skills of
woman-centred care, often adopting the norms of contemporary practice in
which there may be conflict between the needs of the organisation and those

of the client. The aim of the project was to develop an approach to education

which would be based on evidence and which would help students to become

woman-centred in their practice.

There are three literature reviews presented, those of the history of midwifery,
current concepts in the midwifery literature and research into teaching and
learning. The outcomes of these reviews demonstrated a lack of clear
midwifery-specific theory on which to base the educational strategy and some
inadequacies in the current approaches in education. The research
conducted, as a result, aimed to identify the key concepts on which

programmes of education should be based.

The first of the four phases of the research entailed individual interviews with
fourteen midwives working in an NHS maternity unit. These midwives told
stories of positive experiences when supporting women but also experienced
frustration at times when they felt that colleagues had taken charge of the
care they provided for women. The effect of working in a large bureaucracy
prevented them from consistently supporting women in’the way they felt was

optimal.

The second phase involved interviewing a selected sample of ‘autonomous’
midwives who had moved out of traditional maternity services in order to be
able to practice in woman-centred ways. These interviews were conducted
individually or in small groups, based on availability. These midwives
presented a very different image of midwifery, one where they really seemed
to believe in normal, physiological birth and in their ability in supporting



women to achieve this. The question as to why these two groups appeared so

different arose.

In the third phase, personality tests were administered to the two groups to try
and control for differences in personality traits, using the Big Five Inventory.
This demonstrated a statistical difference in the trait of ‘openness to new
experiences’, with the autonomous group being more open than the initial

group interviewed.

In the final research phase, the autonomous midwives were asked to consider
any critical events in their personal or professional lives which may have.
contributed to their desire and ability to practice autonomously. The findings
included a strong personal ideology, frustration with the status quo and, in
contrast, the experience of positive role models; these factors had led to their
belief in women’s capacity for normal birth and in the contribution of midwifery
to that end.

The findings from the literature and the four phases of the study have been
integrated into a strategy for education, based on the need to develop
students who ‘believe’. This needs to be set in the context of current
bureaucratic maternity services, recognising that students experience their
practice-based learning in these environments. The challenges associated
cannot be under-estimated but a variety of tactics are proposed as means to
helping students to overcome negativity and to develop both the skills and

commitment to woman-centred values.
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Chapter One

Introduction to the Study —
Learning to be a Midwife: The Need to Believe

Background

This chapter introduces both the study undertaken and this thesis. It provides a
personal justification for the project, a rationale for why this work is and was important
to me as a midwife, an educator and a woman. It describes the journey | have travelled
over the six years since its inception, identifying the key points along the way. It helps
to set the scene and provide a clear picture of the structure of the thesis so readers are

easily able to find their ways through it.

When | began to think about doing a piece of research for my doctorate, | wanted to
look at an area which brought together my fields of interest, those of both midwifery
practice and midwifery education. The path of learning to be a midwife was one that
had been little researched at the time; therefore this was chosen as my starting point.
As a lecturer in midwifery, with the majority of my experience having been in pre
registration programmes for already qualified nurses (the shortened, 18 month
programme), | felt that we did not always successfully help students to move from their
nursing background to a midwifery paradigm. My perspective of this midwifery
paradigm is supported by many writers in the field and includes the view that
pregnancy is a state of health (Harding 2000), birth is a normal, social event (Bryar
1995) and that midwives and women are equal partners in a relationship of purpose
(Newby 1990). Midwifery practice is based on an holistic perspective and is believed to
encompass “the social, emotional, cultural, spiritual, physical and psychological
aspects of the woman's childbearing experience” (Harding 2000:75). My thoughts were
that nurses, who may have practised in very different contexts to that of positive health
and social change surrounding birth, may need help in seeing things through different
eyes. | believed that we seemed to assume that the students would take up woman-
centred values without deconstructing previous experience, which may possibly have
related mainly to ill health and the hierarchies of the health seNice. Nor did we seem to



actively make explicit the ideals of the profession, facilitating their integration into

effective midwifery practice.

| reflected on my own experience, having been a nurse for eight years before moving
into midwifery. It was only several years after qualifying as a' midwife | realised how
much | had changed from those nursing days, possibly more by serendipity than
intention. | had developed an understanding about birth that had not been made clear
to me during my training, that is, that it can be much more than a physiological event or
a social transition. It can be an empowering event for women which can give them
strength and confidence, setting them up to be able to navigate the world of
motherhood with new found inner resources. Much of my reflection came from my
personal experiences of birth, both of which had been incredibly satisfying events
which had made me feel that if | could have a baby, | could do anything! | had four
other particularly relevant experiences on which to draw in my reflection; | had
supported two close friends with each of their two births. Their reactions to my support
helped me to realise how important it is to connect with the labouring woman in a way

that | had never been formally taught.

We cannot expect all midwives to have experienced birth, nor that those who have, will
have had similarly positive experiences to those of myself or my friends. But my belief
was that educationalists should be able to provide students with learning opportunities
that would help them to realise the powerful potential of the childbirth experience and
how important the midwife’s role is in creating an environment that leads to this
empowerment. It seemed important to remove serendipity from the process, to plan for
students to have experiences that would help them to feel the way | did. | wanted to be
able to make a difference for students and ultimately for the women they supported

through the childbearing process.

However there is a need to consider the actual possibilities and purpose of education
in this process. Can an educational programme realistically make such a profound
difference, recognising that contemporary British midwifery practice exists within a very
defined culture? | have worked with many midwives over the years who seemed to
have very different impressions of the possibilities of birth. As Hunt & Symonds (1995)

found in their research in labour wards, many midwives just try to ‘get through the



work’. In other words, they perform a job, an important and necessary one, but not one
with the passion and potential that | feel is associated with midwifery. Midwives are not
in a particularly powerful position in the contemporary hierarchical and medicalised
maternity service in Britain (this will be discussed in detail in chapters two and three). If
the programme of education sets expectations for students of midwifery which are not
realised in the practice they see in maternity units, does this help them to become
different to the norm or set them up for disappointment? Is it fair to use students as
agents of change, enthusing them with hopes of a ‘new midwifery’ (Page 2000) that is
not the reality they experience in practice? If they start their careers with a set of
values which does not necessarily meet those of the others in the unit where they
work, are they able to continue to practice true to those values or do they ‘go native’ as

the path of least resistance?

| wanted to believe that education could be a powerful mechanism in a process of
change but needed to explore in depth the evidence of the possibilities. | also needed
to identify whether my personal perspectives on midwifery were valued within the

midwifery community and valid as midwifery constructs.

The Journey

| began my journey with reviewing a substantial body of midwifery literature. An
educational strategy should be based on sound evidence; what was the theoretical
basis on which | should build this strategy and how did we know it would achieve the
'right’ sort of midwife? This review began with a study of the historical development of
midwifery, primarily in the U.K. but drawing on appropriate international experience.
This is presented in chapter two and sets the context for the culture of midwifery within
the National Health Service, in which students of midwifery currently learn to practice. |
went on to look at what midwifery authors of the day were writing about as important
concepts in midwifery (1996, see chapter three). The literature at the time reflected the
growing interest in research in midwifery but also included a lot of opinion papers on
the lack of explicit, empirically-derived midwifery theory. Concepts within midwifery
were discussed, for example communication, choice, control, continuity. But, largely,
theory for midwifery seemed to be borrowed from other disciplines - nursing, medicine,
physiology, sociology, psychology, health education (as discussed, for example by
Bryar 1995). This phenomenon led me to question the theoretical foundation of



midwifery; how had we developed as a 'profession’ (if indeed midwifery is a profession,
discussed in chapter two) without a discrete and codified body of knowledge?
Knowledge must be implicit in midwifery practice but there appeared to have been little
attempt to make the unique characteristics of it explicit in a recognised, formal manner
at a theoretical level. Possibly more importantly from a personal view, how could |
develop an educational strategy if there was limited evidence as to what the key

concepts underpinning it should be?

| next critiqued some theories of education and learning, and then reviewed the
research evidence in relation to effectiveness of midwifery and nursing education. This
review is presented in chapter four; there are some rigorous studies of the
effectiveness of midwifery education (notably Fraser, Murphy & Worth-Butler 1997) but
there are also many criticisms with the current methods of teaching students of
midwifery. This was important; the strategy | was to develop should be based on

evidence of effective ways to support learning as well as on sound midwifery theory.

The three literature reviews in this thesis have been undertaken in different ways as
they have served different purposes. The historical review in chapter two is intended to
be contextual; the approach used has been a descriptive one using a variety of
sources to highlight the development of midwifery in the Western world, primarily in
Britain. There was no attempt to be exhaustive in this review as its purpose was to

paint the background picture of the development of contemporary practice.

In chapter three, the findings of the initial review undertaken as part of developing the
research proposal are presented in the second half of the chapter. The purpose of this
review was to articulate the midwifery theory / key concepts on which the educational
strategy should be based; the review therefore includes a diversity of sources writing
about midwifery at the outset of the project. This includes empirical findings as well as
opinion papers, as so much of midwifery practice remained un-researched despite
discussion about its significance being prevalent. However, the review helped me to
realise that there was insufficient explicit theory on which to base the strategy.
Therefore data collection and analysis began shortly after completing that review. In
returning to it a few years later when writing up the thesis, it became obvious that
some issues and priorities had changed in the intervening period. Therefore the first



half of chapter three identifies additional concepts which were impacting on midwifery

practice at the time.

The fourth chapter presents a review of both the current drivers and imperatives in
British midwifery education and research into midwifery and nursing education. The
section on the research is structured and extensive; it provides a comprehensive
review of studies undertaken in midwifery (with additional relevant ones in nursing) to
identify the significant issues in the learning of midwifery students. As the educational
strategy was intended to be empirically driven, it was felt important to include all the
research undertaken at that point as a sound foundation for the way forward.

As a result, the reader will identify some difference in approach in these three
chapters. Chapter two is primarily descriptive to set the historical and political scene,
chapter three is fairly free-flowing to identify the issues which writers are and were
feeling as important in midwifery and chapter four is much more extensive and

structured to provide a solid framework for the educational strategy.

With the background having been established (history of midwifery, key concepts from
the midwifery literature, theories and evidence in relation to learning), the first research
step in the project seemed to be to try to identify elements of the midwifery theoretical
base. | needed to learn more about the basis of the occupation as the foundation for
the educational strategy and to confirm whether or not my constructs were valued by

other midwives.

The Research Questions and Process

As a midwifery educator and practitioner (regularly if not frequently practising), | started
this project with assumptions and beliefs. It was an important part of preparing to
undertake the research to reflect on my personal and professional values and to make
these explicit to myself in an attempt to minimise my influence on the direction of
participants. Therefore, before undertaking any data collection, | used a repertory grid
approach (Kelly 1955, Kirkham 1995) to define my personal construct of midwifery
(see appendix 1). This exercise helped me to clearly articulate my values; in so doing |
was able to identify potential bias as an important part of reducing possible personal
impact on the research subjects (see chapter five for discussion on ‘practitioner

5



research’). Throughout the project, | kept a reflective diary in which | returned to that
initial construct on an ongoing basis and listened to the data collected repeatedly to
determine whether | was directing the participants’ words. It proved a useful learning
opportunity for me; at times, it seemed that the midwives interviewed did say what they
felt | wanted to hear (also discussed in chapter five). However the vast majority of the
data appeared to reflect their real worlds rather than any ideal which they might have
articulated for the researcher’s benefit. Having undergone the initial reflective exercise,
| then considered how best to undertake the research that would help to develop an

educational strategy.

The methodology of the study and methods used for data collection and analysis will
be discussed in depth in chapter five; however the key research questions and how
they were developed are presented here in order to provide an initial explanation for

the journey | travelled during this project.

Question One - What is unique about midwifery which students must learn?
Question Two - Why are some midwives able to practice 'autonomously' in a way
which helps women to achieve the birth experience they want? Are they different types
of people?

Question Three - Have there been any 'critical events' in the experiences of the group
of autonomous midwives interviewed which could be replicated in an educational

programme?

Question One - What is unique about midwifery which students must learn?
Having identified this as the first question, | had to decide how to try to answer it. With
such a broad starting point and no hypothesis to test, a qualitative research approach
seemed the only possibility. Grounded theory was chosen as the framework and
methodology as its purpose is to generate theories and theoretical frameworks (see
chapter five). As it seemed that an explicit, formalised and articulated theory of
midwifery was largely lacking, | refrained from defining a specific theoretical framework
as a starting point. | wanted to avoid imposing a perspective which would colour my
findings, preferring to be open and receptive to the theory which would unfold and be
grounded as the study progressed. | began data collection, with contemporaneous

analysis, by interviewing individual midwives about their understanding of midwifery.



Stage one of the project entailed individual interviews with fourteen midwives in a
maternity unit. This unit was local to me, had a reputation as a fairly midwife friendly
one (és opposed to obstetrically dominated) and had a team approach to midwifery

“practice. Equally important, the Head of Midwifery was supportive of me doing the

research there and | was able to get ethical approval for the study.

| interviewed four midwives in the first instance and then identified issues and themes
coming out of the interviews. In the next four interviews, | tested out the themes that
had emerged in the first ones by asking related questions to determine whether these
midwives also believed these issues to be important. This led to the collection of data
which helped to densify these themes and which introduced some somewhat different
ones. This process was repeated with another four midwives; the themes emerging
were becoming saturated. | finished this stage with two more interviews from which no

further new themes were emerging.

| have called the three themes 'making sure', 'preparing’ and 'making a difference’ and
they are discussed in detail in chapter six. Despite these midwives having a lot of
positive stories to tell about their roles, the overall impression was one of relative
powerlessness in their situation. | had learned about some important concepts in
midwifery, both positive and negative, but | felt | needed to interview a different sample
to get a perspective on midwifery from a group who felt much more in control of their

practice.

Stage two entailed individual and small group interviews with nine ‘autonomous’
midwives. This was an opportunistic sample of well known midwives who practised out
of the normal maternity services e.g. caseload or independent practice. My supervisor
was able to put me in touch with some internationally very well known midwives as well
as local ones; | inteNiewed them whenever they were available in whichever means
was appropriate (that is why some were individual and some were in small groups). In
these interviews, | tested the themes from stage one. These midwives understood
where the themes had come from but mainly saw things differently; analysis showed
that they believed they could make a difference and weren't constrained in the same

way by their environment as the initial group appeared to have been. Their passion



and enthusiasm for women, birth and midwifery was awe-inspiring. | believed it was
clearly something that would be an ideal to develop in students of midwifery. This

stage of the project is discussed in detail in chapter seven.

The data | had collected was rich and fascinating; | had identified a lot of important
issues so far. But | was unsure as to where to go next; in grounded theory, the data
and ongoing analysis is meant to lead you to your next sample but the direction, at that
point, was very unclear to me. | went down two ‘blind alleys’ at that stage; first, |
interviewed a group of new mothers. They had many interesting things to say about
their birth experiences but it was impossible to integrate their issues into the findings to
date. | was getting farther away from the key concepts of midwifery and even more so
from the issues relating to the education of nurses as midwives.

The second ‘blind alley’ was two focus groups with student midwives. Once again, their
points were interesting but did not help to make sense of my findings from the first two
stages. | paused for some time to try to find my way and met with a number of other
researchers, read several other theses and grounded theory studies and reflected
considerably, writing extensively in my journal. Finally | realised that, rather than going
on to a new sample, | would be best placed to return to those | had already interviewed
and ask different questions of them. | also realised that the issue of nursing prior to
midwifery training was no longer a central feature; the theory which was being
developed should be important to all students of midwifery regardless of their previous

roles.

Question Two - Why are some midwives able to practice ‘autonomously'in a way
which helps women to achieve the birth experience they want? Are they different
types of people?

During my reflective period, when discussing my findings with my supervisors and a
variety of other researchers, a particular issue was raised repeatedly. Were the
midwives in the two groups of interviewees different types of people? Were they
practising in different environments as a result of that basic difference? Or did the
environment help to shape the kind of person? My first reaction was to dismiss any
attempt to try to answer these questions as | was aware of the scepticism about both
the concept of personality and the ability to identify traits through testing. However, it



seemed that the questions would always remain if | made no attempt to identify any
key differences in these two groups of midwives. Although personality cannot be
considered as a purely genetic construct, an exploration of possible differences as a

control for any major personality distinction appeared worthwhile.

Despite my uncertainty about the issue of personality and its testing, having spent
considerable time with the psychology literature and a psychology colleague, | felt
there was sufficient evidence of the effective / potential use of personality tests to try
and compare the two groups’ basic personality traits. If | didn't try to assess whether
they were different types of people, the question may always remain and detract from
the legitimacy of my findings, as many of my colleagues had identified. Therefore,
stage three of the project was to undertake personality tests using the 'Big Five
Factors' (agreeableness, conscientiousness, openness, extraversion and stability) to
try and determine whether there were any clear differences between the two groups.

This will be discussed in detail in chapter eight.

Some three years had elapsed since | had begun the first interviews; | had to try to find
a number of the midwives who had moved on in that period. | was able to locate and
get responses from eleven of the initial fourteen and eight of the second nine. The
results of the personality tests showed a statistical difference in only one factor, that of
openness to new experiences, with the second group scoring higher. The implications
of this needed to be considered for the educational strategy but, without a dramatic
difference demonstrated between the two groups, other factors needed to be

considered to identify why the groups presented so differently.

Question Three - Have there been any 'critical events' in the experiences of this
second group which could be replicated in an educational programme?

The fourth and final empirical stage of the project was to ask the second group to
reflect on critical events that they felt had contributed to the way they practised
midwifery. | asked them to tell me stories of anything in their personal or professional
lives that helped to shape them into the type of midwives they had become. Once
again, data were collected in a variety of ways as these midwives were all around the
globe. My first request was that they either wrote or taped their thoughts and send
them to me. This was only partially successful and | had to adopt different approaches



to get the data | sought. Two wrote and emailed to me succinct accounts, one taped a
long account of her personal history which was transcribed, | conducted a telephone
interview with another and personal interviews with two more, all of which were
recorded and transcribed. Despite several requests to the remaining three, | have not

been successful in getting their stories.

The analysis of these accounts helped to confirm the themes which had emerged from
the earlier data collected. These midwives articulated a strong personal ideology,
some explicitly as feminists, which helped them to believe in women. Both their
experiences of midwifery in the maternity services and powerful role models led them
to believe in themselves as well. Their belief appeared to give them the confidence to
be very woman-centred despite the environment and other external influences. This

discussion is found in chapter nine.

The Thesis

This thesis presents, in detail, my journey. Section one focuses on the three initial
literature searches, one relating to the history of midwifery (chapter two), one to
contemporary concepts in midwifery practice (chapter three) and one to midwifery
education (chapter four). It also presents the theoretical framework for the thesis with

an exploration of the research methodology and methods (chapter five).

Section two presents and discusses the findings from the different stages of the
research, building an emerging picture as each is added to the preceding phase.
Chapter six relates to the initial fourteen interviews, chapter seven to those with the
‘autonomous' midwives, chapter eight to the personality tests and chapter nine to the

accounts of critical events from the 'autonomous' midwives.
The third section explores the relationship of the theory generated to the education of

midwives. It returns to the literature on learning and links the findings of this study to

implications for midwifery education in the future.
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Chapter Two
The History of Midwifery: Setting the Context

Introduction

She ought not to be too fat or gross, but especially not to have thick or fleshy hands
and arms, or large-bon'd wrists; which (of necessity) must occasion racking pains to
the tender labouring woman...

She ought to be grave and considerate, endued with resolution and presence of
mind, in order to foresee and prevent accidents; sagacious and prudent in difficult
cases so as not to take all upon her own shoulders and judgment, but to have
immediate recourse to the ablest practiser of the art, and freely submit her thoughts
to the faculty of the more learned and skillful...

She ought to be patient and pleasant; soft, meek, and mild in her temper, in order
to encourage and comfort the labouring woman. She should pass by and forgive
her (the woman's) small failings, and peevish faults, instructing her gently when she
does or says amiss: But if she will not follow advice, and necessity require, the
midwife ought to reprimand and put her smartly in mind of her duty; yet always in
such a manner, however, as to encourage her with the hopes of a happy and
speedy delivery.

[Description of the qualifications of the female midwife by John Maubray in The Female
Physician (1724) in Cutter & Viets 1964:12]

Midwifery is an occupation based on helping women through the childbirth process
which has played a significant role through history. "It is generally recognised that the
midwife has been with us since biblical times and that midwifery is the oldest female
occupation and without doubt one of the most important" (Marland 1993). The very
early description of the midwife above identified a number of key concepts which
remain as significant to the role today as they were when John Maubray wrote this.
The characteristics of being soft, patient, considerate and pleasant are significant to
the part of the midwife's role in relating effectively to the woman. Those of
sagaciousness and prudence relate to the importance of judgment and decision
making in safe practice. The ability to 'submit her thoughts to the faculty of the more
learned and skillful' identifies the issue that the midwife is part of a team of supporters
in childbirth and needs to refer to the appropriate other team member when

complications arise.
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This chapter initially provides an analytic review of the history of midwifery, as an
understanding of the roots of the occupation are crucial to the analysis of its
contemporary status. The development of midwifery over the past number of centuries
has positioned it, as an occupation, with relatively limited status and authority as
compared to medicine. An understanding of the reasons why this has taken place is an
important part of setting the context of contemporary practice, in which the midwives in
this study operate. The chapter then moves to a discussion of issues relating to the
'profession' of midwifery and its power base as part of the team providing services to
childbearing women. The hierarchical nature of the National Health Service as a
bureaucracy and the power relations within the service are also discussed. Exploration
of the context in which the majority of midwives currently practice is an important first

step in providing a backdrop for interpreting the findings from this study.

Historical Context for Contemporary Practice

Throughout most of history, women having babies were attended by women (Arney
1982). Kirkham (1996:167) highlights that the midwife was 'part of a closely knit
community' in pre-industrial European society and that 'for many centuries midwives
cared for childbearing neighbours when required as part of the fabric of their domestic
life'. This situation would have been similar in most parts of the world but
developments in Europe from the 16th century led to significant changes which impact

on the way midwives practice in the Western World today.

Midwifery in Britain - Pre Twentieth Century
Pre-Industrial Midwifery

It has been suggested, in pre-industrial society, there were three main hierarchies, that
of men over women, Church over laity and landlord over peasant (Oakley 1976). The
majority of midwives were women before the seventeenth century (Kirkham 1996) and
so, on a gender basis alone, it could be anticipated that their status in society may
have been limited. However, Hobby (1999), in introducing a manuall written in 1671 by
a practising midwife (Jane Sharp’s ‘The Midwives Book or the Whole Art of Midwifery
Discovered’) creates a somewhat different impression. She identifies that the midwife
may have been in a unique position as, at a time when a woman was “supposedly
absorbed into her husband’s identity”, the midwife “could earn enough to make a

comfortable living in a line of work still largely closed to men” (Hobby 1999:xi).
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Midwives may have had a status, which most women were denied, by virtue of their
employment in an all-female sphere where men posed no threat to their authority.
Wilson (1995:26) supports this and suggests that “power, then, was a defining feature
of the midwife’s office” as she took charge in labour and stayed there until the birth
was over, being paid in some way for her efforts. It cannot be expected that all
midwives operated under the same conditions; Hobby (1999) points out that midwives
in the 1600 and 1700’s were as various as other medical practitioners of the time.
Some will have provided care extending from the early antenatal period until well after
the baby was born and received a handsome fee for the effort (Hobby 1999), whereas
probably the majority would have had a more limited sphere and income. Regardless,
at this point in history, midwives seem likely to have had autonomy in their practice and

some status in society.

In respect of the second hierarchy (Church and laity), Hobby (1999:xi) points out that
midwives “played a crucial role in the male-run church”... “participating in baptism and
churching ceremonies”. However, in order for the Church to exert authority over
midwifery, in 1512 in England, Parliament had placed the licensure of midwives under
the control of the Church (Arney 1982). Hobby (1999) confirms that it was illegal to
practice midwifery without a licence granted by the Bishop (sometimes at relatively
great expense). Midwives had to produce either clients who would testify to their skills
before they were licensed (Donnison 1977) or testimonials from other medical
practitioners or church ministers (Hobby 1999). So midwives were controlled by the
Church but also contributed to its work in a way which seems likely to have afforded

them some status in pre-industrial communities.

The third hierarchy (landowners and peasants) is not likely to have been one which
midwives challenged, as women were generally not land owners nor were midwives
part of the gentry. Although property ownership would not have afforded the midwife
status, Oakley (1976) claims that midwives were trusted parts of the community. In pre
industrial European society, the female healer, including the midwife, was probably
more trusted than her male counterpart. She was respected for her knowledge and
ability to treat conditions, she was able to earn a living at a time when women were
rarely in gainful employment outside of the home and she was an active participant in
important ceremonies in the Church. Therefore, in Oakley's analysis, it would seem
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likely that midwives did challenge the hierarchies of the time and have autonomy

(which has rarely been the case since).

A fourth hierarchy that became more evident as the pre-industrial period progressed
was that of medicine over midwifery. The increased interest in knowledge and scientific
approaches, which became prevalent during the Renaissance period, had a significant
impact on the status of midwives and midwifery. The next four sections of this chapter
will explore the impact of the hierarchies of medicine over midwifery and men over
women which altered the authority and autonomy of midwives over subsequent

centuries.

Medicine in Childbirth

One key way to identify the increasing interest in childbirth by the medical community
is in considering the publication of texts or manuals about the subject through history.
Hobby (1999) describes the scenario in early modern Britain; childbirth was almost
entirely in the hands of women but the midwifery writing was almost entirely produced
by men. She points out that the British books of the time were largely exploited from

translations from the Continent, which themselves were based on ancient authors (and

not attributed to the sources as was the norm at the time), primarily from the writings of
Aristotle, Hippocrates and Galen (Hobby 1999). These manuals focussed largely on
the qualities of a ‘good’ midwife, similar to that described in the introduction to this
chapter and were mainly written by non midwives. One notable exception is the book
referred to earlier, Jane Sharp’s ‘The Midwives Book of the Whole Art of Midwifery
Discovered’ which was written in 1671 by a midwife with thirty years experience of
midwifery practice (Sharp 1671 in Hobby 1999). Sharp’s contemporaries (Culpeper,
Sermon, Wolveridge) were medical men, often never having had any experience of
childbirth. However their gender and status, by virtue of being doctors, established
their authority in the field despite having little or no practical experience. Sharp did
believe that women had considerable anatomical and medical knowledge but
recognised that this was not learned at university but from “long and diligent practice”
and was “communicated to others of our own sex” (Sharp 1671 in Hobby 1999:xxiii).
This was largely unrecognised by her contemporaries of the day, who dismissed

female midwives as largely ignorant.
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It is diff‘i’cult to know how many midwives would have been able to access any of these
writings as literacy in working class women, from which the majority of practising
midwives emanated (Heagerty 1997), may have been limited. Wilson (1995) claims
that the majority of midwives could in fact read in the 1600s in Britain (but that writing
was a much less commonly held skill). Opportunities to acquire these medical or
midwifery writings, however, may have made it difficult for midwives to use them to
inform their practice. Traditionally, practising midwives’ knowledge would have been
communicated verbally and experientially, through being apprenticed for long periods,
in order to learn their trade (Evenden 1993). This knowledge has been attributed less
status than that of the written word; the erosion of the authority of midwives in

childbirth was starting as medical men took command of the authoritative knowledge of

the day.

The first text books written by the French (who were fairly prolific writers in that period)
for midwives and about midwifery were largely inaccessible to females, as women
were not able to participate in formal education at the time (Arney 1982). It was largely
men, who were training to be doctors, who would be influenced by these writings and
would form an understanding of childbirth which was not based on practical
knowledge. Medical men had significant control over the writings about childbirth and
would shape the development and spreading of midwifery knowledge from a limited
experiential base. “They were medical practitioners acquainted with medical books”
(Hobby 1999:xviii); midwifery was being presented formally by individuals, who may
never have seen labour or birth, to fit the academic convention at the time.

As the ecclesiastically sanctioned control of midwifery was taking place in England,
developments in Europe were leading to an increased interest by doctors in childbirth.
Public hospitals appeared in the sixteenth century in France leading to an increase in
the percentage of births which took place outside of the home and affording the
opportunity for doctors to become more actively involved in what had been primarily a
domestic affair previously. Donnison (1977) suggests that other important
developments were also taking place in France which would have far-reaching

consequences for the future of both childbirth and midwifery.
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The spirit of enquiry which the Renaissance had brought to other branches of
medicine was now being directed to the processes of childbirth, as part of the new

scientific study of anatomy.
Donnison 1977:23

This scientific interest and investigation began to strip away the perception of birth as
natural, applying a rational approach which undermined the symbolic basis of
traditional midwifery (Arney 1982). Progress, in relation to an increased understanding
of anatomy which could inform care for childbearing women, did not come about as a
result of the work of midwives however, as women generally did not have access to
the new academic or anatomical studies (Donnison 1977), as discussed earlier. The
"outstanding scientific achievement of the Renaissance was the rise of anatomy as the
subject basic to the practice of medicine, surgery and midwifery" (Rhodes 1995:16).
The knowledge which became formalised during that period led to birth being

reframed, largely without midwifery input.

Science as Authority

The word 'science' is rooted in the Latin 'scientia’ meaning knowledge. In its pure
sense therefore, science does not assume the nature of reality, only that it is
knowable.

Rose 1997:37

The making 'knowable' of the 'reality' of childbirth escalated from the early 1500's. The
well known drawing by Leonardo do Vinci of the 'fetus in utero' was followed by
Vesalius' book on anatomy in 1543 which depicted human organs as a result of
dissection and recording by artists (Rhodes 1995). Fallopio, a student of Vesalius,
identified and defined many female anatomical features in his 'Observations on
Anatomy' published in Venice in 1561; these included the Fallopian tubes, ovaries,
uterus, vagina, clitoris and hymen (Rhodes 1995). An understanding of the effect of the
size and shape of the pelvis on labour was first described by Aranzi in 1564. Pare
described the technique of turning the fetus in the uterus (internal podalic version) to
assist poor progress in labour in the mid 1500s, using the knowledge of anatomy to

intervene in the birth process (Rhodes 1995).

These examples of developments through that period identify an emerging priority for
knowledge of the human body. The exposure of the ‘inner’ workings of the female
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body, which would have been largely unknown previously, led to a new understanding
of 'reality’. The reality for those early anatomists was considered to be 'science’ or, by

their definition, truth.

The scientific paradigm was born in the sixteenth and seventeenth centuries when
Newtonian physics and Cartesian reality replaced the softer and more organic logic
of a world view based on religion and an Aristotelian respect for nature. A desire to
predict and control events gradually replaced a less intrusive quest for meaning
and significance. This displacement of one paradigm by the other has been
associated with a drive towards complex technologies, rather than ecological

solutions to human needs.
Oakley 1986:144

This move from religious and ‘softer, more organic’ explanations of the body, and
therefore birth, set a scene for science as the eminent source of knowledge. Science
can be defined as "observation, identification, description, experimentation,
investigation and theoretical explanation of natural phenomena" (Marriner-Tomey
1989:3). Shiva (1996) points out that the rise of the 'science of nature' which took place
between the fifteenth and seventeenth centuries in Europe, was a revolution led by
males of western origin and which set in place a gendered hierarchy for modes of
thinking. She continues by suggesting that science is projected as being objective or a
universal, value-free system of knowledge which has displaced virtually all other
beliefs and knowledges. The movement which started some five centuries ago has
been an effective means of making science the authoritative knowledge in the western
world. As midwives were largely excluded from building that knowledge base, unlike
doctors who were educated and involved in the investigative and experimental
scientific methods, they did not either impact on the knowledge development or

maintain an equivalent status to that of doctors.

Science and Medicine

It is worth recognising, however, that knowledge and truth change all the time. In
Hobby's descriptions of the pre-industrial writings on childbirth, described on page 12,
she points out that there were many beliefs at that time which we now find somewhat
amusing, assuming that we now know the ‘real’ truth (Hobby 1999). These include the

thought that conception only took place if each partner had an orgasm during

intercourse, that labour pains were caused by the baby’s struggling to be born rather
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than by uterine contraction, and that the womb and breasts were attached by special
vessels which allowed the postnatal blood to travel from the womb to the breasts
where it was transformed into milk. New ‘scientific’ breakthroughs are now daily
occurrences, for example genetic sequencing or cloning, yet it is impossible to know if
scientists of the future will consider the knowledge we currently believe to be true as
amusing, in the light of findings we cannot even consider at this point in history.
Science is thought of as ‘true’ and ‘real’, but it is bound by contemporary

understandings and capabilities, and these change all of the time.

There appears to be an implicit belief, from the writings in these early times to the
current notion of evidence based practice (see discussion in chapter three), that
medicine is science-in-action. As science became increasingly revered as truth,
medicine sought to find ‘scientific’ answers to the challenges posed by childbirth. The

impact of this will also be further explored in the next chapter.

Men in Midwifery
As scientific interest in birth increased, so did the part which men played in the

process. "In England, the existence of this new order of practitioners had been
recognised by the early 1600s with the addition of the word 'Man-Midwife' to the
English language" (Donnison 1977:23). The development of the obstetric forceps by
Chamberlen, from as early as 1634 (Rhodes 1995), gave male midwives (or
accoucheurs as they preferred to be known) a more positive role than that of their
predecessors, the barber surgeon (Towler & Bramall 1986). "No technology will gain
widespread acceptance and be the basis for reform of culture unless it is introduced
into an ideologically social field" (Arney 1982:27). The forceps, then, became a symbol
of socially accepted change; men were increasingly accepted as having a part to play
at birth. Hobby (1999:xii) identifies that the Chamberlens’ “secret midwifery forceps are
seen as a proper scientific intervention into birth” and that they kept the design of these

secret in order to protect both their profits and their control.

This use of the word ‘scientific’ equates it to technological development. Although
some of the developments of the day would have been based on the increased
knowledge of anatomy, this in itself did not make them ‘scientific’. Using Marriner-

Tomey'’s definition above, science is explanation rather than intervention. However,
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under the name of science, many of the developments taking place in and around
childbirth were interventions intended to expedite birth to the benefit of mother and
baby. Male midwives or accoucheurs were those using this technology; they would
have been seen as the ‘rescuers’ when the attempts of the midwife were unsuccessful

in supporting normal birth, in cases of complication.

The midwives' role, which would rarely have been questioned before the 17th and 18th
centuries, now started to be both challenged and influenced by medical men.
Bourdillon (1988) identifies that, by the mid eighteenth century, accoucheurs were the
most highly paid practitioners employed by the upper classes. Therefore the male
midwives had moved into the influential sphere of society and were seen as more
prestigious than their female counterparts. The working classes continued to be served
by the lay midwife or local handywoman (Kirkham 1996). These lay midwives practised
in their local communities with little or no communication between them and, therefore,
were not organised in any way to challenge the increasing control over birth which the
medical men were exerting. These women did not receive any formal educational
preparation for their work but, as discussed earlier, were apprenticed, often for lengthy
periods (Marland 1993), into learning the skills necessary to support women through
the birth process. But the value of this learning was becoming less recognised as

important and considered by some as inferior to the new ‘scientific’ knowledge.

The Dickensian image of the gin-swilling, unkempt 'Sairey Gamp' type midwife
devalued any knowledge base on which practice was established. It gave the
impression that these women were unscientific and therefore unsafe, despite there
now being available evidence of 'unofficial' systems of training from at least the
seventeenth century in London (Evenden 1993). Even though this training existed, it
would not have been based on a formal understanding of human anatomy / physiology

or the potential value of ‘scientific’ intervention. The midwives who cared for women

~ giving birth could have been considered as ill prepared or even dangerous by those in

the developing scientific community despite the fact that, both historically and

internationally, birth was normally successfully accomplished under these conditions.

The early 19th century saw significant change; no longer was just birth of interest to

accoucheurs but pregnancy began to be framed as a pathological possibility and, as
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such, not safe in the hands of midwives. In Britain, there were moves to try to organise
lay midwives through regulation; the Obstetrical Society (an organisation of male
practitioners) from 1826 tried to make a case for this with some success (Arney 1982).
But possibly the most significant development was in mid century, when the Royal
Colleges in Britain established examinations for male practitioners in midwifery.
Donnison (1977) claims that this put the final seal on the exclusion of women from
controlling midwifery as women were unable to attend university and, therefore, take

these exams.

Towler & Bramall (1986) point out that Elizabeth Nihell had tried to attack the male
midwife in her 'Treatise on the Art of Midwifery' as early as 1760, claiming that they
used forceps unnecessarily. Nihell decried the pay differential between male and
female midwives and appealed to midwives to maintain the 'naturalness’ of birth.
However the lack of organisation and education of lay midwives would have made this
plea one which few midwives heard. Donnison (1977:177) points out that the poor and
sometimes illiterate working class midwife was not “the stuff of which a successful

pressure group is made”.

A number of groups tried to take control of the organisation and education of midwifery
in Britain through the nineteenth century; for example, Florence Nightingale set up a
training school and the Female Medical Society organised a Ladies' Medical College.
Both of these allowed midwives the opportunity to be formally trained in a way largely
inaccessible to them previously. The Matron's Aid or Trained Midwives' Registration
Society (to become known as the Midwives' Institute) was formed as a key player in
the move to gaining recognition for midwifery as a respectable means of employment
(Arney 1982). This group was to be instrumental in both the survival of midwifery as an

occupational group and its ultimate control by medical men.

The Midwives' Institute was a group of middle- and upper-class nurses and trained
midwives who sought to provide respectable employment for middle-class women
(Heagerty 1997). It was instrumental in bringing about the Midwives Act of 1902, which
made the training of midwives compulsory to stop the perpetuation of the attendance
at birth by lay (and largely working-class) women. The social standing of this group

was crucial to the outcome of their energies. They aligned themselves to the
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prestigious medical community and had little in common with either the midwives or
women from the working-class and were, therefore, unlikely to take into account the
needs and desires of these groups. The implications of this will be further discussed in

the section on 'The Profession of Midwifery'.

Midwifery in the United States (U.S.)

Several developments were taking place in the U.S. alongside the evolution of
midwifery in Britain; these would lead to a very different outcome for midwives and
women. It is important to consider the developments in the U.S. as doctors there have
taken the lead in childbirth over the past century across all spheres, virtually
eliminating midwives and midwifery for a substantial period. This would have been one
possible outcome for midwifery in this country had the Midwives’ Institute, or some
similar group, not taken an active role in ensuring its preservation. Also the relative
power of the U.S. as an international trendsetter means that approaches to birth there

have impacted on the norms throughout the Western world.

Several factors impacted on the possibility of maintaining a distinct occupational group
in the U.S. These included the economic importance of midwifery to medical men, the
lack of upper class patronage of midwives, the increased emphasis on science (or
technology) in medicine and the lack of any organisation of midwives in a large and
decentralised country (Arney 1982). Indeed the word 'midwifery' was largely dropped
after the American Medical Association was started in 1847 as the scientific division of
'obstetrics' was considered preferable (Arney 1982). By the time midwifery was being
enshrined in statute in Britain, there was a substantial move in the U.S. to remove

midwives from the system of health care altogether.

Dr. Henry Garrigues published a book in 1902 (Oakley 1989:214) which dismissed any
sound basis of midwifery practice suggesting that "midwives do harm not only through
their lack of obstetric knowledge, their neglect of antiseptic precautions, and their
tendehcy to conceal undesirable features, but most of them are inveterate quacks”.
Barker (1998) points out that the publication of 'Prenatal Care' was a systematic
attempt to introduce women to a medical interpretation of pregnancy in 1913 in the
U.S. This document was distributed to well over twenty two million women by the mid-

thirties and effectively led to the reconceptualising of pregnancy as medically
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problematic rather than as an 'experientially and organically demanding' social
transition (Barker 1998).

This widespread dissemination of medical propaganda in the early twentieth century
was an important and explicit means of leading American women to the belief that they
need hospitals and technology to give birth and obstetricians to safely control that
process. Davis-Floyd (1998) confirms that this belief colours women's perceptions of
their own bodies and their ability to give birth normally and remains prevalent today.
Rothman (1996) supports the idea that American women have been systematically
stripped of power and control through the routine management of childbirth. The
campaign from the early twentieth century appears to have been very effective in
redressing much of American society's expectations of birth and in setting up

obstetricians with ultimate authority in its control.

It is not surprising that midwifery was all but eradicated in the U.S. (Mander 2002) until
a resurgence of interest by women in the past few decades led to the creation a
relatively new practitioner, the 'nurse-midwife'. The ‘nurse-midwife’ appears to be a
being more socially acceptable to the medical community. It is likely this acceptance is
based on two factors: nurses have limited autonomy or authority in practice (i.e. they
provide the treatment prescribed by doctors) and their training/ education is based in
the biomedical approach to health and health care and they are, therefore, likely to
accept intervention as routine. These nurse-midwives practice primarily in hospitals
with only a few supporting women outside of the mainstream obstetric system (Davis-
Floyd & Davis 1997).

However through the twentieth century, lay midwives did remain prevalent in the U.S.
in very specific areas, those of deprivation, remote access or minority ethnic cultures
(that is, those areas least likely to provide lucrative employment for obstetricians).
There are some notable examples of innovative midwife led care initiatives led by
organisations like the Maternity Center Association (Lubic 1979). In addition, lay
midwives have continued to practice in specific areas like the commune in Tennessee,
called ‘The Farm’ from which Ina May Gaskin has become very well known
internationally. These examples are far from the norm, however, and are based in
areas of little prestige or limited potential financial gain. There has been an increased
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number of midwives who have not come from a nursing background in the past twenty
years (known as the MANA -Midwives of North America, an organisation created in
1982- midwives) but there is still widespread scepticism about their legitimacy. They

largely practice in free-standing birth centres or in supporting home births.

Therefore, in the U.S., midwifery has developed in a very different direction than in
Europe. The intentional devaluing of traditional midwifery, through the systematic
dissemination of propaganda which claims obstetrics as the only safe option of care for
childbearing women, has relegated midwives into relatively powerless pockets of
practice. Despite the resurgence of some interest and support for midwifery practice, it
remains marginal in a medically dominated health system. Technology is considered
as an essential part of safe childbirth and that technology is largely the domain of
medicine. Midwives, although growing in number as a result of interest by women, are
generally still considered as fringe despite their efforts to meet the requirements for
indepth knowledge of the ‘science of obstetrics’. This adversarial approach to birth,
with midwifery opposed to obstetrics as the legitimate authority on childbirth, is less
explicit in Britain but the developments in the twentieth century have meant that it
exists nonetheless (Taylor 1999). This conflict, in relation to control in childbirth, is an
important feature of the world of midwifery in which the initial group of midwives
interviewed in this study practice and will be further explored through the rest of this

chapter.

Midwifery in Britain in the Twentieth Century

Midwifery became legally recognised in Britain in 1902 with the first Midwives Act.
Despite this, there continued to be a large proportion of women who were supported
by midwives who had not been formally trained. "Before the First World War and, in
some areas, until the mid-1930's, the majority of working-class women in Britain were
attended in childbirth not by a professional but by a local woman" (Leap and Hunter
1993:1). The Midwives Act allowed for lay midwives to continue to practice as there
were so few trained midwives at the time (Heagerty 1997). However, there was a time
scale attached to this; by 1905, all midwives had to register as 'bona fide' or they could
not call themselves midwives (Heagerty 1997). After 1910, bona fide midwives could
no longer legally attend births without being under the supervision of a certified midwife

or physician.
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The Central Midwives Board and Legislation

The Central Midwives Board (CMB) was established as part of the Midwives Act. Its
function was to approve training programmes, define 'Rules of Practice' (which clearly
identified the sphere of the midwife as normal pregnancy, birth and puerperium) and
set an expectation of moral good character, which was to be demonstrated in written
proof submitted by individuals considered acceptable to the Board (Heagerty 1997). It

also set up Local Supervising Authorities which provided routine supervision of
midwives by non-midwife, middle-class lady inspectors (Duerden 2002). The CMB
initially had no midwife members, as this was not considered acceptable until 1920 and
even then it was statutorily forbidden that midwives form a majority (Drury & Staples
2000), with an obstetrician as its Chair. Midwifery was legitimated through the
Midwives Act but the control of midwifery practice remained largely in the hands of

other groups.

The developments in midwifery within the twentieth century are a reflection of the
continued battle for recognised status. There was a series of additional Midwives Acts-
in 1918, 1926 and 1936- which provided stricter guidance in assuring that only
qualified midwives were able to attend births; many women continued to seek
unqualified midwives as they were less expensive. One of the outcomes of the fourth
Act in 1936 was to lay a foundation for a significant change to the working lives of
midwives. The Local Supervising Authorities in England and Wales became
responsible for providing a salaried domiciliary midwifery service (Towler & Bramall
1986). For the first time, midwives supporting women in their homes received a regular
income, planned off duty, annual leave and financial security (although the norm was

only one day off per month at the time and the salary relatively low).

The National Health Service (NHS) Act in 1946 provided free access for all women to
doctors as well as midwives; it was at this point that general practitioners began to
regularly see women through pregnancy in order to get the fee available to them from
the NHS. As they were not required to attend the birth in order to be paid, this role was
frequently left to the midwife who may not have had the opportunity to meet the woman
through the pregnancy. Continuity of support suffered as a result of these changes
(Towler & Bramall 1986); total responsibility by the midwife for the pregnancy, birth and

postnatal period was also affected.
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Changes took place in the CMB through the century; the numbers of members
increased but the proportion of midwives continued to be in the minority. The most
significant change took place in 1973 when, for the first time, the Chair of the CMB was
a midwife. This was short lived, however, as the Nurses, Midwives and Health Visitors
Act (1979) ended the CMB, moving the locus of control of midwifery from doctors to
nurses. A Statutory Midwifery Committee within the UKCC was established, with some
effect, following pressure from midwives (Thomas 2002) to ensure midwifery regulatory
issues were not subsumed within the broader nursing agenda. This remained a
vexatious point for midwives throughout the life of the UKCC as the Midwifery
Committee was not autonomous and its work was controlled by Council which had a
majority of nurses. There is little confidence that the new Nursing and Midwifery
Council, which is being established as this thesis is being written, will provide any more
ultimate responsibility for midwifery by midwives in relation to regulation and public

protection.

Supervision
Supervision of midwives altered through the century as well. Following the initial

introduction of supervision by non-midwives (the middle-class lady inspectors), in
1936, two types of supervisors were recognised- medical and non-medical. The non-
medical supervisors were expected to be senior, experienced domiciliary midwives but
they were responsible to the medical supervisors, maintaining legitimate control by the
medical establishment. In 1974, with the reorganisation of the NHS, the Regional
Health Authorities became responsible for midwives, delegating the Local Supervising
Authority (LSA) function to District Health Authorities. In 1977, it was agreed for the
first time that supervisors must be midwives (Towler & Bramall 1986) and the words
'non-medical' were removed from the title of 'supervisor of midwives' (Drury & Staples
2000). It was very unlikely, however, that these midwife supervisors would be
responsible to midwives in the District Health Authority; therefore ultimate control of

midwifery practice was still not in the hands of midwives.

There has been a tension within the role of Supervisor since the early days of the
twentieth century when they were known as Inspectors and their function was to

investigate cases of misconduct, negligence and malpractice. Despite the 'Ministry of

25



Health Letter' in 1937 stating that the newly titied 'supervisor' should be 'regarded as a
counsellor and friend to midwives rather than as a relentless critic' (Drury & Staples
2000:160), the role remained largely a 'policing' one (Halksworth, Bale & James 2000),
with little evidence of close support for the midwives being supervised. Possibly the
most significant change in the quality of supervision was brought about in 1993 when it
became a requirement that new supervisors undertake an educational programme of
preparation for the role (Mayes 2000). Following this development, from 1996 for the
first time, all Local Supervising Authority Responsible Officer posts were taken by
midwives (Duerden 2000). These two developments have ensured that supervision is
now in the hands of midwives and that there is a consistent understanding of the remit
of and positive potential of the role. However, the LSA responsible officers are
accountable to the National Health Service Executive regional offices for exercising
their statutory functions and often relate to the regional directors of nursing as the main
point of contact (Duerden 2000). Despite the authority levels of midwives increasing
(there now being two tiers above the practising midwife which must be midwives- the
supervisor and the LSA responsible officer), there still remain other groups in ultimate

control of midwifery practice via the supervisory route.

" The effectiveness of the supervision function as a support to midwives, rather than as
a policing role, was explored in a study reported in 1998 (Stapleton, Duerden &
Kirkham 1998). The key results of this study demonstrated variable quality of
supervision, some supervisors being perceived as helpful and supportive and others
as intimidating and undermining. Power was an important theme in this study; the
supervisor was perceived as relatively powerful especially if the supervision role was
alongside a management one. The vast majority of midwives supported supervision,
however, and wanted to see the model of support continue as they felt it had a direct
impact on their professional well being and the service they were able to give to
clients. Therefore, it would seem that supervision does offer support for many
midwives but, in cases, it can be controlling and disempowering. Some midwives
appear to be constrained rather than enabled through this mechanism of professional

support.
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Patterns of Care

The changing patterns of maternity care over the twentieth century have provided
another challenge for midwives. Increasing rates of hospital births supported by
successive government reports (Cranbook Report 1956 recommended 70% hospital
birth, Peel Report 1970 recommended 100% hospital birth), the technologies and
interventions which became much more common place in the late 1960's and early

© 1970's (induction, use of Syntocinon for augmentation, electronic fetal heart rate
monitoring, episiotomies) and the increased proportion of obstetricians employed
within maternity services, all impacted on the autonomy of the midwives' role (Towler &
Bramall 1986). The increasingly technological approach to birth has largely followed
the pattern of change in the U.S. where intervention in birth became the norm in

advance of it happening in Britain.

In the 1980's there was a continued emphasis on hospital birth supported by the Short
Report in 1980 but, as a result of criticism by women of the impersonal service this
provided, there was a move to make hospitals a nicer place in which to give birth. The
change in the 1990's instigated by Changing Childbirth (DOH 1993) was probably the
most significant in the century in terms of the midwives role. It promoted midwives as
the ideal supporter in cases of normal childbirth and identified the importance of
women being able to have choice, continuity and control of their experience (to be
discussed further in the sections 'Effects of Professionalisation’ in this chapter and
'Choice, Continuity and Control' in chapter three). Despite this report being an ideal
tool for midwives to use in increasing their autonomy, the current politics and power
struggles in maternity services continue to make this difficult to achieve. The continued
dominance of childbirth by medicine places midwifery in a lesser position of authority

and power.

Summary of History

Midwifery has survived in Britain and has started to be revived in the U.S. It would
seem that it is still recognised as an important occupation, valued by women. However
its history has been one of conflict; despite pre-industrial midwives being in positions of
relative authority, changes over subsequent centuries have eroded this authority. The
rise of science as authoritative knowledge, the involvement of men and the influence of
medicine on childbirth have all had impact on the status of midwifery and the control of
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midwives. In the past two centuries, other occupational groups have been vying for
control over the midwifery sphere of practice. The current position still places midwifery
in a subordinate position in terms of regulation, supervision and childbirth practice
despite significant improvement in its sphere of authority. The next section of this
chapter will explore issues of professions and power, that are significant to the position
of midwifery in contemporary Britain and which help to further explain its current

context.

The Profession of Midwifery
Options for Midwifery in 1902

The Midwives' Act of 1902 constituted a radical break with midwifery's past. At that
time midwifery was unorganised, typically practised by working-class lay midwives,
and was an integral part of the network of economic and social relationships which
comprised working-class life and culture. The Act provided the legal power to
reform the practice of midwifery, to alter the relationship between the midwife and
the mother (and thereby the midwives' relationship to the working-class
community), and to create and sustain a powerful apparatus of enforcement.
Heagerty 1997:70

Anne Witz (1992) suggests that, when midwifery was first regulated in Britain by the
Midwives Act of 1902, there were three options available: midwifery as autonomous
with status similar to medical men (considered to be too challenging to be possible), its
dissolution into obstetric nursing (as was the case in the U.S.) or its strict control in
terms of sphere of practice (i.e. 'normal’ childbirth). In order to prevent all of midwifery
practice being under the direct supervision of a doctor (as would be the case in the
second option), it was agreed by the politically active midwives (and their supporters)
at the time that the latter would be preferable. This 'demarcationary strategy of
deskilling' (Witz 1992:116) clearly identified a sphere of competence that limited the
potential control of midwives. They were relegated to a sphere that was considered to
be less important than that of medicine because it related to the female role of caring

rather than the male one of curing.

Caring versus Curing
Prestige is associated with work "requiring highly trained and skillful practitioners and

is directed towards curing and problem solving” (Hugman 1991:99). Control over

diagnosis is perceived as a very significant element of authority (Porter 1991); the
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specialised knowledge required to diagnose and treat, which is recognised as scientific |
in contemporary Western society, is the basis of this authority (Hagall 1989). The
gendered role of caring, tending and long term support has lower status; by defining
midwifery as a caring function, there was little threat to medical dominance and was
therefore an acceptable option for legislation. Effectively midwives surrendered
autonomy to doctors in exchange for registration in 1902 (Clarke 1993). Midwives, then
and now, had and have no authority to challenge medical control of childbirth when a '
complication arises (although they will be deemed to have a responsibility in cases

when decisions have been made which lead to a poor outcome).

Place of Birth

While 'normal’ birth most commonly took place in the home (in Britain this was largely
the case until the 1960's), this demarcation was relatively easy to maintain. Midwives
practised in the home; if the woman was required to come to hospital due to
complication the medical specialist took charge. There was a half way scenario;
nursing homes / cottage maternity units and general practitioner units were options for
women who chose not to give birth at home but were not unwell in the pregnancy.
These have virtually disappeared although birth centres are now increasingly
becoming popular alternatives with a similar role to the nursing home. The distinction
between the midwife's role and that of the general practitioner was somewhat less
clear as both provided mainly primary care in the community, although obstetrically-
trained GPs would come to home births for complications in labour or at birth. But the
role of the midwife and specialist medical practitioner (for example, obstetrician,

paediatrician and anaesthetist) had reasonably clear differences.

This position changed in the 1960’s and 70’s when there was a shift from home birth
being the norm (Harcombe 1999). Allison (1996), in describing the work of district
midwives in the years between the creation of the National Health Service (1948) and
its first major reorganisation (1973), creates an image of midwives who truly did
practice autonomously when supporting the majority of women through birth at home.
The NHS Reorganisation Act, which came into force in 1974, led to a change of
employer for midwives and integration of community and hospital maternity services.
District midwives were no longer employed by the Local Authority (local government)
but by the Health Authority (as are doctors, nurses and allied health professionals) and
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were subjected to the nursing hierarchies and relationships which existed in hospitals.
This allowed for increased control over midwives by obstetricians who became

increasingly involved in normal pregnancy and birth through mere access to it.

Birth as a Medical Event
As raised earlier in this chapter and will be further discussed in chapter three,

alongside the increased blurring of the midwifery role came the increased blurring of
the social event of giving birth. The redefinition of pregnancy and birth as experiences
requiring medical intervention provided opportunities for increased control over the
childbearing woman and her experience. "From the Foucauldian perspective, power as
it operates in the medical encounter is a disciplinary power that provides guidelines
about how patients should understand, regulate and experience their bodies" (Lupton
1997:99). Indeed, patients who do not follow these guidelines become labelled as non-
compliant and their mental health may be called into question if they choose not to
'follow doctor's orders' (Playle & Keeley 1998). The change of venue for birth provided
the opportunity for doctors to draw up guidelines or protocols for the expected course
of birth (which will be explored further under 'risk management' in chapter three) and
led to women being redefined as patients (as the occupants of hospitals are virtually
always known) with its connotation of illness. The guidelines or frames of reference
around birth subtly changed and the regulation of the event became more externally

controlled and explicit.

Definitions of a Profession

As discussed previously, the struggle to achieve professional status for midwives in
Britain lasted more than a century. This struggle has ended in a position where
midwives, by being defined as professionals, have been somewhat removed from the
women they serve as they are no longer part of the same social group (Kirknam 1996).
However, despite professionalisation, midwives are still significantly controlled in the
traditional maternity services in this country. Some refer to midwifery as a semi-
profession, similar to other predominantly female occupations like nursing and
teaching. Semi-professions or ‘lesser’ professions (Bond & Bond 1986) include some
of the characteristics of professions, to be explored further below, but lack ultimate

control of their practice. This would seem to be in keeping with the current position of

30



midwifery in Britain. The question arises as to whether either professional or semi-

professional statuses are desirable outcomes?

Friedson (1983) claims that one view of professions is as "honoured servants of public
need, conceiving them as occupations especially distinguished from others by their
orientation to serving the needs of the public through the schooled application of their
unusually esoteric knowledge and complex skill" (p19). This definition can be broken
down into four main issues (Blane 1991). Firstly, the professions represent a highly
skilled sector of the labour market with a defined body of specialised knowledge. This
knowledge is transmitted to trainees who are prepared in institutions under the control
of the profession; the knowledge base is extended through research. Secondly, there
is a monopoly on the field of work in that practitioners must be registered by the state
as being suitable to practice the profession and there is agreement by substantial |
employers that only those registered will be given a job. Thirdly, there is autonomy in
the organisation, development and definition of the nature of the work undertaken. This
implies that only a member of the profession is competent to assess another
professional's work. Fourthly, there is a code of ethics which prohibits the exploitation

of clients and regulates intra-professional relations.

Is Midwifery a Profession?

If these criteria are applied to midwifery, it is clear that the majority are fulfilled by the
occupation as it has evolved in the West in this century, although as highlighted earlier,
some might define it as a semi-profession. Midwives are highly skilled with a body of
specialised knowledge which is taught to learners and extended by research and
includes an explicit ethical code (ICM 1994). Registration is required in order to

practice legally in Britain; employers regularly check that midwives are registered with

the regulatory body when employing them. The assessment of competence is now
largely undertaken by other midwives at both pre-registration and post-registration

levels.

However, the control by midwives of education, training and professional issues are
fairly recent developments in the U.K., as it has only been since the 1980's that
obstetricians have no longer played key roles in these aspects. As discussed earlier,

there was a predominance of obstetricians on the Central Midwives Board, the
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regulating organisation for midwifery which was replaced by the U.K.C.C. in 1980.
Obstetricians were fundamental in the training of midwives until that time, as there was
a requirement that each student midwife have ten lectures by an obstetrician in her
training. In addition, obstetricians were involved in examining midwives' competence at
the end of training in order to certify them fit to practice. Although obstetricians are no
longer regularly or statutorily involved in midwifery education, it could be argued,
however, that obstetric / medical approaches have become so institutionalised that

these formal links are not necessary to perpetuate medicalised practice.

Nevertheless, the two past decades have seen considerable reduction in the formal
control by obstetricians in the education and practice of midwives in the U.K., opening
opportunities for more self determination and autonomy in the profession (although
there has remained some conflict with midwives being regulated alongside nurses and
health visitors). Although far from being completely autonomous in practice, legislation
in Britain does define midwives as 'practitioners in their own right' which does suggest
a substantial degree of control. It could be argued that this control is dissipated by the
regulatory body including nursing and by the institutionalised medical approach to
birth. However, possibly more importantly, the desirability of this control and its
potential for abuse of power needs to be explored in relationship to the desirability of

being a 'profession’.

Effects of Professionalisation

The debate around the notion of professionalisation is well established in sociological
circles. Haralambos & Holborn (1991) suggest that the growth of the professions in the
20th century is based in the increased specialised knowledge demands which are
generated from scientific and technological developments. In relation to the health and
social services, the creation of the welfare state has resulted in large numbers of
people being employed in occupations which have increasingly created divisions of
knowledge and practice in order to effectively cater for the needs of the population.
Although this separation of function and purpose may seem an appropriate means to
meet client needs, criticisms arise from the effect this professionalisation of occupation

has on individuals.
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Disabling Effects

Caplan (1977) cites three specific disabling effects which arise from professionalised
assumptions of need. "Professional practice consistently defines a need as an
unfortunate absence or emptiness in another" (Caplan 1977:78). The concept of need
from this perspective is as a deficiency, placing the professional in the position of being
the only one able to correct it. This need is placed in the individual rather than in the

society as that is the only means by which the professional can deal with it. Individuals
who are deficient seek a remedy from the professional who is specifically trained to
deal with that aspect. This in turn indicates the specialisation of need, which is created
through the availability of expertise to deal with it. People visit a variety of medical and
other specialists to deal with different parts of their anatomy (e.g. gynaecologist,
podiatrist, neurologist), different stages of their lives (e.g. paediatrician, geriatrician)
and different aspects of their psyche (e.g. psychologist, psychiatrist, priest). To sum
up, "professionalised services define need as a deficiency and at the same time
individualise and compartmentalise the deficient components... people are a set of

pieces in need, both in time and space" (Caplan 1977:82).

In addition to these disabling effects of professionalisation, which result in a
dependence on the skills of others, there is a reduction of the common area of shared
experience and knowledge and an increase in social distance (Johnson 1972). The
Weberian perspective on professions (Haralambos & Holborn 1991) sees these
regulated occupational groups as controlling and manipulating the labour market in a
way so as to maximise their rewards. Because the common understanding between
client and professional has been reduced through the development of specialised
knowledge, there is freedom to manipulate or 'blind them with science'. We can
probably all think of situations in which we are at the mercy of the integrity of the
practitioner to whom we are relating as we have very little comprehension of the world
in which he or she practises. "Professionals assert secret knowledge about human
nature, knowledge which only they have the right to dispense. They claim a monopoly
over the definition of deviance and the remedies needed" (lllich 1977:19). The power
set up in this relationship is in favour of the professional not the client. How then does
midwifery fit into the concept of a profession if it is to maintain its very definition, that is

to be 'with woman' (not above)?
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Power and Control

Power and control can be considered as positive or negative concepts. Midwives have
sought control over their occupation, the self determination associated with
professionalisation. This is seen as a positive as the status of a self determining group
is recognised and respected by the community at large, as is the case with medicine.
However this control, to be true to the values of a practitioner whose role is to support
women giving birth, should be used to enable and empower women to achieve their
expectations of the childbirth experience. This use of power is not always the case in
contemporary practice, however, as a number of issues interfere with the positive use

of control.

Gender Issues

The phrase 'practitioner in your own right' is one commonly used by midwives to
suggest that they are professional and autonomous. Symon (1996) indicates that a
tension is created between the ideal concept of the professional and the characteristics
accorded value in midwifery. The supposed male features of being detached, objective
and distracted which are frequently considered to relate to professional stance (Davies
1995) appear to be in direct opposition to the more female qualities of empathy, direct
contact and communication which are associated with midwifery practice. The ‘artistic’
elements of midwifery which focus on interpersonal skills and caring seem an unlikely
fit in a professional model of behaviour which regulates, manipulates and controls the
client group. "Some argue that the very notion of a profession is gendered and
question whether the medical model of a profession is an appropriate one for midwives
to follow" (Symon 1996:545).

The traditional male emphasis has been on objectifying experiences and so 'getting
away from' the personal into some transcendental realm of 'knowledge and truth'.
For feminists, the key consequence of this is that it denies validity to women's
understandings of women's experiences because these are merely subjective,
rooted in the particular. It also, of course, denies validity to the realms of emotion
and physicality more generally, instead arguing that 'rationality' and 'mind' are

superior to these.
Stanley & Wise 2002:63
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This objectivity, associated with science (as discussed earlier) and with male
perspectives on reality, is the basis of patriarchy or the prevailing norm in the gendered
organisation of the contemporary National Health Service. "Whether power in an
organisation is determined by role, position, person or task, it is always gendered; and
however it is exercised, the power in organisations is male" (Itzin 1995). Power
provides a platform for achieving the intended goal; if power is used to support the
individual needs of the woman by helping her to achieve her goals, it can be construed
as positive. However, DeVries (1993:130) proposes that the "history of midwifery
demonstrates that medical systems are not rational and predictable applications of
science, but are instead social products subject to the influence of structural
arrangements and cultural ideas". Rather than medicine being the application of the
objective reality of science (as discussed on page 16), it is a powerful force which often
perpetuates the legitimate authority of doctors as a priority rather than effectively

supporting the needs of those seeking care.

The theory of the corrupting effects of power proposed by Kipnis et al (1977) indicates
that power may provide a very negative influence on the professional / client
relationship. These effects start with the possession of power leading to its use,
moving to a change in status between the powerful and powerless creating social
distance and ending with increased self esteem in the power holder and personal

devaluing of the power less.

Negative Effects of Power

The potential for this negative effect of power is very real in midwifery practice; many
midwives do use the power available to them to try to control the woman's experience
and not always in ways which women see as supportive (Mason 2000). Many authors
are suggesting that midwifery needs to be underpinned by feminist values, moving
away from the hierarchical male organisational structures and relationship power
differentials (Hanna 2000, Kent 2000, Barnes 1999, Stephens 1999, Davies 1999,
McLoughlin 1997). But it would seem that this is still not the common approach
prevalent in British maternity services despite the rhetoric of ‘choice, continuity and
control' (D.0.H. 1993 - see sections on Continuity, Choice and Control in chapter
three) being a driving force for the past decade. It raises questions as to why midwives

are not changing the systems they work within and the way they relate to women.
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It may be that the dominance over women is a compensatory factor for midwives who
are dissatisfied with the status attached to their chosen profession, a status which has
been established through dominance by other professional groups through history (as
discussed previously on pages 23 to 27). Midwives may feel devalued by other
professional groups (especially medical ones) and therefore transmit the frustration
they feel over the lack of autonomy they experience in their occupation onto the
women they deal with. Bond & Bond (1986) point out that health care teams remain
medically dominated as a result of the socialisation of ‘lesser' professional groups
(often referred to as semi-professions). As highlighted earlier, semi-professions are
said to be occupations which combine the revered technical, scientific-type knowledge
requirement with experiential, interpersonal skills (Burkitt et al 2001). These groups are
taught to defer to the gender, social class and knowledge 'superiority' of medical
practitioners from the beginning of their professional education even though this aspect
is not made explicit. The observation of qualified members of the group by students
instils a strong set of values and 'special treatment' of the doctors is still seen fairly
frequently in hospitals today. This 'learned passivity' (Itzin 1995) is passed onto
students via the role modelling they witness in their mentors in practice (to be
discussed in chapter four). Students also often learn to play 'male / female games' and
to manipulate the situation in order to get what they feel is right rather than confronting
and changing it (Littlewood 1991). The scene is set for dominance and a hierarchy of
power. The midwife is controlled by many - doctors, Supervisors of midwives,
managers (Davies 1988). In terms of status, the midwife sits below all of the levels of

medical practitioners, the woman further down still.

Bullying / Horizontal Violence
Kirkham (1999) points out that the behaviour of midwives in Britain emulates that of an

oppressed group, with low self esteem and unsupportive behaviour to colleagues. As

the more powerful profession of medicine has defined the sphere of modern midwifery
(Heagerty 1996), Stapleton et al (1998) suggest that midwifery fits the definition
provided by Roberts (1983) of an oppressed group as “one which is controlled by
societal forces that have determined its leadership behaviour”. Stapleton et al (1998)
carry on to point out that Freire’s (1972) analysis “gives us insight into how, in the

process of internalising the values of the more powerful group, the original
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characteristics of the oppressed group come to be negatively valued” (p22). This lack
of value leads to reduced self esteem in the oppressed group and can cause
destructive behaviour within the group. The lack of relative power can result in bullying
tactics within the group, especially when a member has moved somewhat up the
ladder of power (for example, a higher grade of midwife or ward manager). "It is a rare
peasant who, once 'promoted' to overseer, does not become more of a tyrant towards

his former comrades than the owner himself"' (Freire 1972:23).

This non-supportive behaviour can be referred to as horizontal violence, a manner in
which "oppressed groups direct their frustrations and dissatisfactions towards each
other as a response to a system that has excluded them from power" (Leap 1997:689).
A Royal College of Midwives' survey on bullying in midwifery found that 43% of
midwives said that they are bullied at work; of those, 51% by a more senior colleague,
41% by a midwifery manager, 21% by a Supervisor of midwives, 12% by a midwife on
the same grade and 10% by medical colleagues (9% hospital medical staff and 1%
general practitioners) (RCM 1996). These findings seem somewhat surprising;
assuming the ‘more senior colleagues’ are midwives, there would appear to be a lack
of mutual support available within the midwifery community. Bullying does not appear
to be coming mainly from medical colleagues, as might be expected in the gendered
hierarchy described previously. It appears to be happening from midwife to midwife,
presumably as an expression of the frustration which Leap (1997) describes. What the
survey does not tell us is how many women suffer as a result of the oppression
experienced by midwives. If such a substantial number are inappropriately lashing out
at colleagues, it seems likely that women may also experience bullying, due to

midwifery occupational frustration.

Robinson (2000) claims that there has been a substantial increase in the number of
complaints currently being received by the Association for Improvements in the
Maternity Services about 'nasty’ midwives. It is difficult to know whether this ‘nastiness’
has in fact increased or whether women have only started reporting it recently.
However, the stress caused by bullying in the workplace from professional to
professional and from professional to client appears to be an increasing phenomenon

in maternity services (Hadkin 2001).
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Potential Positive Use of Power

Foucault's analysis of power (1991) suggests that power produces reality, with
domains of objects and rituals of truth; power creates its own culture which can be
positive and supportive in the right conditions. Foucauit’s analysis suggests that the
potential of power provides the opportunity to create a culture which could be to the
benefit of women, reminiscent of the pre-industrial midwife who was able to largely self
determine as a result of lack of interest by other professional groups. However the
increasing numbers of complaints about the behaviour of midwives would suggest that
this power is not regularly being used positively, to the benefit of women. The
perceived lack of status of midwifery in the bureaucracy of a National Health Service
(to be further discussed on page 40), dominated by medicine, seems to have interfered
with midwives being able to consistently provide positive support. The strength of the
partnership between women and midwives is largely unexploited in the current
provision of care, as will be identified through the initial interviews undertaken in this
study and discussed in chapter six. The positive use of power is much more strongly
associated in this study in the second group of midwives interviewed and this group
has largely removed themselves from the mainstream health service to ensure they

are able to provide positive support without interference.

Power can be a positive force, but in the more recent history of midwifery, it has been
used frequently in a disciplinary manner to repress and exclude. It would seem
possible that the 'horizontal violence' present (and possibly increasing) in midwifery
and within midwives demonstrates a frustration within the groups which is being
channelled, by some, into the discipline and punishment of women. This may be as a
result of feeling inferior and subordinate to the revered medical profession. "If power
corrupts so much more does powerlessness. It corrupts by changing our perceptions
of ourselves... being too subordinate, too alienated or too weak to affect change”
(Sheahan cited in Harcombe 1999:81).

Many midwives seem to be in relatively powerless positions; the power available to

them may not be always used to women’s best advantage as a result of frustration,

overwork and low self esteem. The next section will look at the bureaucratic nature of
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the British health service and considers the impact this has on grass roots

practitioners, including midwives.

Bureaucracy in Practice: Its Effects of Midwifery

Street Level Bureaucracies

Lipsky (1980) describes those working in the public sector, providing services to the
community in large organisations (for example teachers, policemen, lawyers, doctors,
nurses, midwives), as ‘street-level bureaucrats’. In a consideration of the working lives
of midwives in Britain, this is a very helpful analysis as the National Health Service is
one of the largest bureaucracies in the country. Lipsky (1980) points out that public
service workers represent the government to citizens, they make decisions about
people which will affect their lives and therefore are in powerful positions in some
respects (they control individual outcomes on the basis of interpreting policy into
practice). There are rules within which street-level bureaucrats function but they
exercise discretion in the decisions they make within these rules. Complicated
individual situations and the human dimension mean that the rules need to be
interpreted in each scenario, requiring the street-level bureaucrat to make decisions

within a broad framework (Lipsky 1980).

Conditions in a Bureaucracy

Lipsky (1980) identifies that the conditions in which street-level bureaucrats work,
however, impact on the decisions they are able to make. Resources are chronically
inadequate in the public sector with the demand for services generally outweighing

supply. The goals of the organisation for which they work tend to be ambiguous or

vague therefore working towards achieving those goals may be difficult if not
impossible. In street-level bureaucracies, clients are not usually there by choice; they
are an involuntary group who need the services and are not easily able to choose to
not be involved, regardless of the quality of service they receive. This is reflective of
the discussion about the effects of professionalisation (pages 32 and 33); citizens need
the services of street-level bureaucrats who are likely to be professionals or semi-
professionals. The professionals hold the key to solutions to which individuals
otherwise would not be afforded access; they are gate keepers to a body of

specialised knowledge and understanding which eludes the average citizen.
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Therefore street-level bureaucrats are in positions of relative power in relation to the
clients but are working in systems which do not effectively support that power (that is,
they themselves are relatively powerless in a large system). The impact of resource
limitation on the street-level bureaucrat is that they often carry large caseloads, have
limited time to dedicate to each client or situation and may suffer from inadequate or
underdeveloped personal resources due to under investment. Lipsky (1980) suggests
that, in relation to health care, the population will always absorb what is on offer and
demand more. This places an added burden on street-level bureaucrats who may feel

frustrated by their inability to meet demand.

Coping in a Bureaucracy

Street-level bureaucrats need coping mechanisms to deal with the inherent tensions in
their roles (Lipsky 1980). They see themselves as working under great strain, needing
to make sacrifices in order to fulfil the role and believe that they are undertaking a role

which few others would ever want. Some of the coping mechanisms implemented

include the routinisation of practice, using patterns which do not allow clients to place
too heavy a demand, the modification of one’s own objectives so that they match the
available resource envelope and the modification of client expectation so any
accomplishments are seen as meeting an acceptable level. The control of clients, in
addition to modifying expectations, is extended by controlling the environment of
encounter, invoking sanctions for non-compliant clients, controlling the pace, content
and timing of interactions and intimating that the bureaucrat knows what is best for the

client.

Maternity Services as Street Level Bureaucracies

In respect of the NHS (in general) and the maternity services (in particular) as street-
level bureaucracies and midwives as street-level bureaucrats, Lipsky’s analysis would
appear to have much synergy. Midwives who work in the NHS function within a system
of rules, both nationally dictated and locally defined as protocols or guidelines (to be
further discussed in chapter three). They must interpret these rules in individual cases
with considerable discretion but also under considerable scrutiny from others in the
service. Resources are limited within the NHS; these include both physical resources
and human ones with the numbers of midwives chronically depleted in many maternity

units currently. Therefore midwives are often expected to carry larger than ideal
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caseloads; this impacts on their ability to provide a satisfying service. They see
themselves as working under great strain and making many sacrifices in order to
deliver an acceptable standard of care. Women are controlled through a variety of

means to bring together the objectives and outcomes of service delivery.

Midwives who work in the NHS are in positions of tension, trying to meet the needs of
the organisation as well as the needs of the women within a constrained resource
envelope. They may start their professional careers with ideals of practice which
become limited by the care they are able to realistically offer in pressurised services;
they may modify their objectives to meet the resources available. They also may try to
modify the expectations of the women as to what the service can realistically offer, to
reduce the likelihood that they will not be able to meet the woman’s expectations. This
is a particularly relevant point in this study, as will be explored in chapter six.

On a more personal level, the street-level bureaucrat’s relative power over individuals
relates back to the pre-industrial midwife’s position. As described on page 12,
midwives in that period operated in a sphere largely unregulated by external forces;
their practice was both individual and personal with childbearing women, not in the
public sphere nor under public gaze. The changes over subsequent centuries, when
midwifery increasingly became part of a bureaucratic service delivery, changed the
individual midwife’s perception of relative autonomy and authority. ‘A small cog in a big

wheel is how many midwives today would define their positions.

However, the individual control which a midwife has today, in relation to care and
support offered to women on a one-to-one basis, is as real now as it was in the 16"
century. Midwives make a significant impact on the perception of the pregnancy and
birth experience by individual women (to be discussed in the section on relationship in
chapter three) and there is substantial evidence that the midwife’s attitude is key to a
positive experience (for example Hutton 1994, Fleming 1998, Wilkins 200, Anderson
2000). Midwives indeed are in a powerful position at a micro level, being able to
interpret policy, guidelines and protocols in a way which will meet the needs and

wishes of individual women.
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As members of a large bureaucracy, this power may be largely unrecognised, or at
times abused, by midwives practising in the NHS. Midwives may not really be able to
see the effect they can have on women in a fragmented system where they only
provide care for a defined episode in the childbirth experience (to be discussed further
in the section on continuity of carer in chapter three). A midwife who only meets the
woman at one antenatal visit or during part of her labour is not likely to understand the
priorities for that woman and may deal with the situation in a routine way, not sensitive
to individual needs. As the midwife might then never see that woman again, there may
be no feedback about the suitability of her / his approach unless it comes in the form of
a complaint. In addition, if the midwife feels constrained in her own decision making as
a result of scrutiny by others in the service (Trust managers, regulating body, other
professional groups, more senior midwives, Supervisors), she / he may display that
frustration in the approach used with women. The relative power of the midwife as

street-level bureaucrat may not always be used positively or productively.

This analysis is a useful one, which brings together the historical development of
midwifery, the issues of professionalisation, gender, power and control with the
bureaucratic context of a large public service organisation like the NHS. It helps to
explain some of the stresses and reality of contemporary midwifery practice in the
U.K., the conditions in which the initial group of midwives interviewed in this project are

working.

Summary

Crooke (1991) places a challenge for midwives by suggesting that the public needs to
re-establish its confidence in midwives and their practice (as was the case in pre-
industrial society), not seeing midwifery care as secondary to obstetric care. The
history of midwifery has shown that this is not a new issue; midwives have struggled
over the past centuries to have their role valued in a world that has increasingly placed
importance on science and technology more than on interpersonal, social
relationships. The control by other professional groups through the last century and the
current context of the health service provide an important understanding of the position
of midwifery and midwives; this context will be important in the interpretation of the

findings from this study.
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The next chapter presents a structured review of the concepts currently being
discussed and debated in the midwifery literature. Many reflect and build on those
raised in this chapter and the issues discussed in both chapters identify current
priorities in midwifery practice (some of the ‘what’ that students of midwifery need to
learn).
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Chapter Three
Concepts in Midwifery:
What Does the Literature Say is Important?

Rationale for Literature Review

The first step which | undertook, at the beginning of this project, was to do a structured
review of the midwifery literature to determine what the conceptual basis of my
educational strategy should be. As was raised in chapter one, there was discussion in
the literature about the lack of explicit midwifery theory, with agreement that the
theoretical concepts used to frame the profession have largely been ‘borrowed’ from
other disciplines. This review confirmed that there are substantial gaps in the
conceptual framework for midwifery; many important concepts are being'considered by
contemporary writers but these do not appear to cover the whole scope of midwifery

practice.

This chapter will start with an exploration of the role of theory and concepts in
providing a framework for practice. The work of some current midwifery theorists will
be examined to determine the scope and significance of theory development to date.
Having identified the value of articulating theoretical bases, the structured review of
current literature will then be presented, identifying the priorities for writers in and
about midwifery. These priorities are grouped as concepts, the building blocks of
theory. The chapter will culminate in a discussion about the integration of these
concepts with an attempt to identify gaps in the current midwifery theoretical
framework which would benefit from further consideration and research.

The Role of Theory

Theory is implicit in the practice of any occupation; in order to practice effectively, ali
practitioners must have some level of knowledge base and be able to use it. The
operationalisation of this knowledge will be underpinned by a theoretical framework but
often this base is implicit and embedded in the practitioner rather than being something
tangible and obvious. The theoretical framework may be interpreted through the
actions taken by those in the field; students may learn the 'how' without ever really

understanding the 'why' as their mentors may be unable to articulate clearly the basis

for practice.
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With the advent of evidence based practice, research is seen as an increasingly
important type of evidence and, where there is good quality research available, this is
helpful. However, as will be discussed later in this chapter, there are many aspects of
care and practice which have never been researched formally yet care goes on being
delivered. The evidence being used in these instances comes from a variety of other
sources. | suggest that the theoretical framework is one such source as it will
determine the values, beliefs and philosophical stance of the practitioner and will
underpin all of their actions. However, many practitioners do not really analyse their
own practice or consider in any depth the knowledge which is embedded and which

influences the way they provide care and make decisions.

This embedded knowledge is referred to by authors using a variety of terminologies -
to Polanyi (1967) it is called 'tacit knowledge', to Eraut (1985) it is 'semi-conscious' or
'intuitive' knowledge, to Benner (1984) it is 'expert' knowledge. Schon (1987) suggests
that it is necessary to reflect on practice in order to try to make explicit the knowledge
used so that the practitioner can grow and develop. Usher & Bryant (1987) postulate
that examining practice through theory is a relationship between the two concepts
which is interactive and mutually enriching leading to improved practice. As was
suggested earlier, there is little research on the theoretical base of midwifery despite
the profession being older than recorded history. It seems obvious that there is a
theoretical base to midwifery practice but what is that base and is it useful to try and

articulate it?

Defining and Exploring Theory

Fawcett & Downs 1992:1 provide this definition: "A theory is a statement that purports
to account for or characterise some phenomenon”. This definition includes several
issues; a theory ‘purports’ to account for something, that is, it conveys or professes a
meaning. This suggests that interpretation is an important element; the theory will be
bound by the understanding of the individual defining it. This would, therefore, seem to
allude to a personal stance; the scope and perspective of the theory will be determined
by the person defining it. In addition, this definition includes the issue of
characterisation, which intimates the unique or distinctive element of the phenomenon.
Theory would therefore seem to be an attempt to describe something which is not
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concrete or necessarily obvious. It differs from fact in that interpretation is necessary,

whereas fact is normally considered to be irrefutable or not open to interpretation.

There are many ways in which the word theory is used which are especially important
when trying to determine what midwifery theory is or could be. The term theory is
commonly used in nursing and midwifery as the facts or knowledge which one is
taught or learns, as part of becoming a professional. Fraser et al (1997) identified in
the ‘Effectiveness in Midwifery Education’ study that theory equated to information and
facts in the midwifery curricula they reviewed; theory acquisition was based on the
“transmission of knowledge as facts and information which are then concurrently used
to varying degrees in the context of midwifery practice” (p33). Educationalists and
practitioners alike talk of theory as being that which is covered in the classroom and
practice as that which is experienced beside the childbearing woman. The theory /
practice gap, which is so often discussed as being problematic for students and will be}
discussed in chapter four, highlights this understanding of theory - the facts, likely
course and ideal outcomes which are presented in the classroom often do not match
the realities experienced once in the clinical environment. This superficial use of the
word theory has possibly impaired the development of a suitable conceptual
framework for midwifery as practitioners may believe that they have a theoretical base
because they learned 'theory' in their training. If Fawcett and Downs' definition of
theory is applied to midwifery, however, | believe that the majority of practising
midwives do not operate professionally with a clear understanding of the phenomenon

nor its characteristics.

Theory in Nursing
Nursing has grappled with the idea of theory for some time, as its unique contribution

to knowledge has often been left implicit in a similar way to that in midwifery. There
has been an attempt to define this unique contribution from about the 1980’s; this work
has led to a way of framing theory based on models. Burnard (1990) states that
professions need knowledge bases and that one means of securing a knowledge base
is the development of theory. However, he challenges the prolific development of
theory which has appeared in nursing relatively recently as being ungrounded or not
tested empirically. This sets a challenge for theorists to be able to clearly articulate the

origin and basis of the theory as well as being able to demonstrate its usefulness in
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practice. Burnard (1990) claims that current nursing theories tend to be fairly grand in
their conception and, because of this, very difficult to test. These theories in nursing
have taken the form of conceptual models, for example Orem (1971) and Roy (1976),
who discuss nursing processes as a means to increasing a systematic approach to the
provision of care. However, rather than facilitating growth in practice, they appear to
have constrained it by dictating set patterns of activity to be implemented in certain
situations or conditions. There may be a difference in ‘theory for’ and ‘theory of’; these
nursing models can and often are treated as prescriptive and rigid (theory for) rather
than interpreted more flexibly to help explain situations and inform action (theory of).

The interpretation of theory as models in the nursing literature may be a limited
concept of theory which does not necessarily help practitioners to think and
understand. Midwifery has not adopted this approach to theory and has generally
shunned the idea of models as devaluing the individual woman's experience. Price
(1993:233) identifies that the relationship between theory and practice, especially in
midwifery, has always suffered a certain tension. He suggests, however, that theory
and research pursued with insufficient reference to clinical needs may be "akin to the
modern Voyager space missions. New worlds may be discovered but the news will be
transmitted back to earth in ever weaker messages!" If the theory is not rooted in
practice and not useful to the practitioner, these attempts to characterise the
phenomenon may become an academic exercise with little value to those trying to

underpin practice with appropriate theory.

Midwifery Theorists
Bryar (1995) describes five midwife theorists who have contributed to theoretical

concepts relating to midwifery. These theorists, however, with the exception of
Wiedenbach, have focused mainly on issues to do with childbearing women and the
care offered to them rather than on the essential bases of midwifery practice. Rubin
(1967) looked at the attainment of the maternal role in her research identifying four
tasks relating to the adoption of that role; the only reference to the midwife was as a
possible role model for the pregnant woman in offering information which facilitated the
transition. Mercer (1981) considered the stress involved in becoming a mother,
identifying a series of variables which affect the role adjustment; none of this work was

directly related to midwifery. Both of these theorists were focussing on theories of
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motherhood rather than midwifery. Although the two are inextricably linked, this
theoretical work does not make a significant contribution to understanding the

underpinning theory of midwifery.

Lehrman (1981) identified concepts relating to antenatal and intrapartum care and did
articulate aspects of the midwife's role which proved helpful to women in these periods;
these concepts are useful to midwives in the sense that they give some evidence as to
what women appreciate in the way of care. Ball (1987) promoted the 'deck-chair theory
of emotional well-being' which related primarily to issues which impacted on the
woman's wellbeing; these included the woman's personality, personal sources of social
support and the care offered by the maternity service. There is some link to the role of
the midwife in the latter with guidance for midwives on areas of intervention which are
perceived as supportive by women. However the work of these two theorists also
relates significantly to the experience of care for the woman rather than articulating the

unique contribution of midwifery practice.

All of these sources explored areas of great significance to midwives and to midwifery
as the foci were on the care provided to and the experience of childbearing women,
which is obviously the role of the midwife. However none looked at midwifery from a
midwife's perspective nor attempted to articulate the theory (accounting for or

characterising the phenomenon) of midwifery practice as such.

Wiedenbach (1960) approached the concepts which underpinned both nursing and
nurse midwifery practice (she was an American) from a more theoretical stance. Some
of the points she raised were very insightful and relevant; she suggested that theory is
inextricably interlocked with practice, underpinning it and being responsible for its
character and quality. She includes the theory of accountability as a basic premise to
practice - the accountability for both what the nurse (midwife) does and the uitimate
results of her / his actions. She also focuses on the role of intuition in practice, a
professional intuition which is influenced by knowledge, judgement and a respect for
the patient and the effect care may have on her or him. She describes this integration
of observation and intuition with knowledge as the art of nursing. Wiedenbach is
recognised as having made a significant contribution to the development of midwifery

theory by drawing out and helping to explain the factors which contribute to skilled
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practice (Bryar 1995). However, despite her work having been undertaken some fifty
years ago, the impact of it on midwifery in this country appears limited. Until | began
work on this thesis, | had never heard of Wiedenbach nor her concepts. Her theoretical
work does not appear to have been adopted to any significant degree by current
midwifery theorists in the U.K. In addition, it is not unique to midwifery; all of the
concepts which she has explored relate as significantly to nursing as they do to

midwifery.

Physiological Theory of Midwifery
Interestingly, none of these theorists have primarily focused on the physiological or

clinical aspects of midwifery practice. This may be a reflection of the relative lack of
importance associated with the ‘scientific’ side of practice, possibly as a reaction
against the priorities associated with medical, obstetric practice. Physiological
knowledge is largely omitted by these theorists who have dealt with the ‘softer’ side of
the woman;s experience and not with ‘hard’ science. Physiology would appear, almost
by default, to be considered the domain of the doctor; physiology is not normally
recorded as formalised midwifery knowledge but considered as ‘borrowed’ from the
medical domain. This phenomenon is relatively easy to understand having considered
the development of knowledge of childbirth, which became dominated by medical men
in the 1600 and 1700’s, as discussed in chapter two. The unique contribution that
midwifery physiological knowledge makes to the understanding of birth would seem to
be largely ignored as it is not formally recorded and remains largely unresearched. |
will provide a few examples to clarify what | mean and consider the potential

significance of this situation.

Examples of attempts to examine physiological phenomena which midwives may have
traditionally used as indicators of progress in labour are starting to appear. These
include the ‘purple line’ which Lesley Hobbs describes, a line on the perineum as an
indicator of descent of the presenting part during labour (Hobbs 1998). This
phenomenon could be critically important as, if adopted as a routine measure of
progress, women could be relieved of the need for regular intrusive vaginal
examinations in labour. In addition, an Australian researcher is trying to challenge the
current use of the partogram in labour in order to reduce intrusion to women by

defining alternative measures of progress (personal communication). The partogram is
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a graphic representation of the progress through labour with two key determining
factors defining progress, the dilatation of the cervix and the descent of the presenting
part. Both of these are measured by vaginal examination and compared rigorously to
the clock; if the cervix does not dilate at approximately one centimetre per hour,
intervention takes place. The Australian researcher is proposing a replacement of the
measurements elicited through vaginal examination with a recording of the woman’s
facial expressions as these change significantly through labour and may provide a

similarly non intrusive way of monitoring progress as the ‘purple line’ does.

A third example comes from a personal experience. As a midwifery lecturer with a link
to an NHS Trust some years ago, | was asked to do some sessions with nurses on the
gynaecology ward as they wanted to learn about labour. Although these nurses do not
care for women at term in normal labour, they regularly support women experiencing
late miscarriages or terminations. They felt there had been a gap in their training and
that they were inadequately prepared to provide appropriate support to these women.
They understood the physiological processes the women were experiencing but knew
little of how this would be demonstrated and how the woman’s behaviour should be
interpreted. In preparation for these sessions, | looked through some sources on
labour to decide how best to handle this. | found ample facts on the physiological and
psychological aspects of labour; unfortunately | could not find anything helpful which |
could photocopy for these nurses as handouts that would describe what they would
see in the women they were caring for and help them to determine progress. Midwives
use a variety of observational skills in supporting labouring women, including watching
their behaviour, listening to the noises they make, undertaking abdominal and vaginal
examinations and monitoring vital signs. Nurses caring for women aborting a fetus do
not undertake abdominal or vaginal examinations (which text books describe in great
detail) and are therefore left with the visual and auditory skills with which to assess
progress. Nowhere could | find written reference as to what to expect at certain stages

in labour from these two perspectives.

The truth is that | did not need written reference to be able to describe what to expect
as a woman progresses through labour. In these sessions, | demonstrated
movements, facial expressions and noises which could be expected at certain points in

labour. The experienced nurses could understand this; they had seen women
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behaving in the ways | was describing but had not previously been helped to make the
connection between the changes the woman was experiencing physiologically and her
pattern of behaviour. My experience as a midwife had led to the development of ‘tacit
knowledge’, ‘intuition’ or ‘expert knowledge’ which had been inaccessible to these
nurses as, despite it being common knowledge to midwives, it is not frequently formally

recorded in text books and sources on labour.

If articulated clearly, these examples of many possibles, could help to identify the
contribution that midwifery knowledge makes to the support available in childbirth.
However this type of knowledge has largely been ignored in a society where ‘scientific’
knowledge takes highest priority. Despite the recognition from as early as the days of
Jane Sharpe (Hobby 1999), that midwives had a knowledge of physiology and the
ability to use it, this aspect of theory seems to have been handed over to medicine
along with curing (as discussed in chapter two). The less status-full caring or ‘softer’

side would seem to have become the significant focus of midwifery theorists.

Bryar (1995) identifies the importance of drawing on theory from other disciplines in
midwifery and includes physiology as one such source. She pulls together, along with
physiology, a variety of contemporary theoretical perspectives on midwifery but falls
short of defining a grand theory to guide the profession. She leaves the interpretation
of these to the individual midwife by suggesting that each midwife must define her / his
own theoretical base in the context of practice. Although this may seem admirable, it
would also seem a very challenging suggestion and one which many midwives would
find difficult or impossible to do. The evidence to confirm the difficulty associated with
this approach would seem to be the lack of explicit theory, in some aspects of

midwifery, available to guide midwives in practice.

Theory Development
It would seem from this discussion that there are some points to bear in mind on the

path to theory development. Theory exists (or else practice would not) but it is
essentially embedded in the practitioner and may be difficult to make explicit. The
extraction and articulation of the theory base for practice may enrich it but there are
certain pitfalls to avoid in the process. Complicated models which are not grounded

empirically may constrain rather than free practitioners. Theory which is not based
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directly in practice may be too irrelevant to be meaningful to those for whom it was
intended. Theory which is not communicated widely and adopted by the practising
community may fail to have a significant impact on practice. Leaving the individual
practitioner to define her / his own theoretical base may also be problematic and lead
to poorly articulated and understood fundamentals for practice. In contrast, concepts
which are both familiar and useful to the practitioner and arrived at through rigorous

research would be a sound basis of any theory generation.

Concepts are the building blocks of theory;~ they are “classes of ideas and things in the
world.... (which) can be applied to an idea, an event or a group of objects” (Bryar
1995:26). Moody (1990:148) adds to this definition by claiming:

Concepts are linguistic labels that selectively categorise elements of reality.
Concepts are mental images that help organise the facts in our world, thus enabling
us to go about our daily activities in a more orderly fashion. Concepts are not real
but invented to represent reality.

In the remainder of this chapter, the concepts which are currently being discussed in
the midwifery literature will be considered. Reviewing those concepts which are
considered important will help to determine where the gaps are within the overall

theoretical base for midwifery.

Contemporary Issues in Midwifery Literature

This section presents the findings from a comprehensive review of issues being raised,
discussed and debated in the contemporary literature. With the absence of a clearly
defined theoretical base for midwifery to underpin the educational strategy, | explored
those issues which appear important to writers and researchers in midwifery as a
starting point to defining key theoretical concepts. These are presented and discussed,
relating back to pertinent points aiready raised in the previous chapter as appropriate.
This chapter helps to define the ‘what’ student midwives should be learning before

exploring ‘how’ they learn in chapter four.
The Review Process

Preparation for this chapter began in 1996 when | was initially writing my research

proposal and then subsequently trying to clarify what was considered important by
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contemporary authorities, researchers and writers on the subject of midwifery. At that
time, | undertook a very large manual search of the major midwifery journals and some
texts from the U.K. and the U.S. As | couldn't and didn't want to anticipate what others
thought were the important issues in midwifery, | spent many hours scanning, copying
and filing articles and chapters under themes which appeared frequently in the writing.
There appeared to be main two thrusts - the factual and the more esoteric. In keeping
with the historical debates around childbirth, | started to identify a 'scientific' theme and
one which was more 'artistic'. | found that the writers who were raising significant
debate in the literature appeared to be focussing more on the latter than the former at
that time. Evidence based practice was an emerging concept in the medical literature
and there was a growing research base on midwifery subjects appearing but the more
human, interpersonal issues appeared often in the literature. My initial writing in that

period reflected that emphasis.

When | returned to the literature in 2001 to restructure and further develop that initial
writing, | observed that there had been a massive growth in the literature. Evidence
based practice had increased substantially as a theme; risk and risk management
(often in relation to litigation) in maternity care and the wider clinical governance
agenda had appeared as dominant issues. | continued with my original approach of
manual scanning but, having identified original themes, | was able to use database
searches to enhance this. One very interesting development had been the change in
the number and range of pre-prepared searches available from the midwifery
information service, MIDIRS. | found that there were many more searches available
within the same broad categories; the total number of available searches had changed
from 303 in June 1996 to 419 in June 2001, an additional 116 searches. The range
and content of the searches (for example, 17 new ones on complications of pregnancy,
5 new ones on interventions in labour and, in the 9 new ones in relation to the
maternity services, the titles clinical governance, risk management and feminism /
gender issues had appeared) reinforced my belief that a shift had taken place. Authors
and researchers continued to discuss 'artistic' issues and, alongside, there was a
growing body of opinion which challenged the 'scientific' or biomedical approaches to
childbearing and its impact on midwifery. In addition, the empirical research around
childbirth had increased substantially in quantity and quality in the intervening period. |

accessed a number of relevant searches to ensure | had explored an appropriately
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wide range of sources, both within midwifery and other sources, in reviewing the

literature.

This review is a structured discussion of concepts and it reflects the two broad themes
of ‘science’ and ‘art’. These two terms are used in the literature quite frequently and
suggest two opposing constructs for issues pertinent to midwifery practice. They
appear to provide an appropriate framework in which to situate a discussion of current

priorities of the writers in midwifery.

Of course, | have had to be selective in the issues raised in this chapter but my choice
has been based on the frequency of the concept appearing in the literature, the
number of writers addressing it and the strength of argument associated with it. The
use of reference to sources should assure the reader that the points raised are indeed
significant to midwifery, midwives and women going through childbirth. In addition, |
have sought confirmation from my supervisors and colleagues that | have raised key
concepts in the discussion. As | delved into the themes, issues have led me to
tangential but equally significant debates in related literature. These will be included in

the discussion to explore further the concepts important to contemporary midwifery.

Science in Midwifery

Science, as discussed in chapter two, is considered to be an 'organised body of
kndwledge that has been accumulated on a subject; systematic and formulated
knowledge; dealing with material phenomena and based mainly on observation,
experiment and induction" (The Concise Oxford Dictionary 1982). As discussed earlier,
Marriner-Tomey (1989:3) indicates that '‘observation, identification, experimental
investigation and theoretical explanation of natural phenomena' is the purpose of
science. Chinn & Kramer (1991) suggest that science is both an approach to the

. generation of knowledge and the results of using that approach. The approach for
generating that knowledge is referred to as scientific enquiry and Powers & Knapp
(1990) identify that research for the advancement of knowledge and theory
development in an effort to provide descriptions, explanations and predictions are the
underpinning principles. Peplau (1988) suggests that there are particular values
associated with the scientific method including scepticism, doubt, objectivity and
detachment; Reed & Procter (1993) claim that it is these values which afford scientific
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knowledge its high academic status as a superior way of knowing. Ideally scientific
knowledge should always be considered as provisional, always ready to be exposed to
further scientific challenge or scrutiny. However, in practice, this does not seem to be

the case; scientists tend to work as though current knowledge is definitive.

Science is considered to be definitive and authoritative knowledge as was highlighted
in chapter two; several branches of 'hard' (basic or natural) science are relevant to
birth - biology, physiology, biochemistry- all play a part in the understanding of the
processes surrounding reproduction. Despite the challenge to broaden this perspective
posed by those in the 'softer' sciences such as sociology and anthropology, the current
dominant approach to birth in Western culture is driven by the higher priority afforded
scientific and biomedical knowledge as the authoritative paradigm. The scientific or
biomedical perspective on birth has had an increasing impact over the centuries and
as "medical and scientific knowledge gained authority, the humanistic knowledge of the
social sciences found it increasingly difficult to compete for recognition on the same
terms" (Siddiqui 1997:97).

Science is included in this review as it is a theoretical perspective which informs some
significant concepts in the midwifery literature. The next sections consider concepts

within this perspective which largely reflect the biomedical approach to childbirth.

Science and Health

Birth is not the only sphere of human experience which is implicated in the scientific
movement. The contemporary view of birth stems from a much wider set of beliefs
surrounding the notion of health and its relationship to medicine. Townsend and
Davidson (1992) provide an account of the historical development of this relationship.
They suggest that from the times of ancient Greece, there have been two main
meanings to the word 'health’. One was derived from the followers of Asclepius who
believed that health was "freedom from clinically ascertainable disease" and that the
main role of the physician was "to treat disease and to restore health by correcting any
imperfections caused by accidents of birth or life" (Dubos cited in Townsend and
Davidson 1992:33). In contrast, the followers of the goddess Hygeia believed that
rational, social organisation and rational individual behaviour were all-important to the

promotion of human health. Happy and harmonious relationships underpin this
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approach which accepts that the purpose of medicine is to "discover and teach the
natural laws which will ensure a man a healthy mind in a healthy body" (Dubos in
Townsend and Davidson 1992:34).

Foucault in his 'Birth of the Clinic: An Archaeology of Medical Perception' (1973)
describes the transition which occurred in the nineteenth century when there was a
distinct move from holism to localisation, with diseases being organised into a set of
symptoms in various parts of the body rather than as a lived experience for the whole
person. Medical practitioners developed particular skills in observation of these
symptoms ('the gaze') and objectified the experience of illness. "In order to know the
truth of the pathological fact, the doctor must abstract the patient" (Foucault 1973:8).
Surveillance as a concept was brought to life for Foucault through the 'Panopticon’, an
architectural machine of power conceived by Jeremy Bentham, in which the individual
was placed in view at all times with the gaze of authority placed on him by hidden
observers (Woodhams 1992). This surveillance continues to be a major feature of
twenty first century maternity care, with the fetal cardiotocograph recording being
observed centrally within a delivery suite as a prime example (see section on Risk and

Risk Management for further discussion).

The focus on normality as the absence of disease (as per the followers of Asclepius) in
contrast to holistic health (as per Hygeia's stance) presents a philosophical stance
underpinned by a scientific rather than social reality. The observer becomes crucial to
the confirmation of normality as there is a need for external surveillance to monitor the
presence or absence of disease (it's insufficient just to feel well to be healthy, there
may be pathology lurking within). There is a power dimension in observation /
surveillance. Foucault (1977) points out the power which the observer holds over the
observed; individuals are transformed into objects of knowledge over which authority
can be exerted. Antenatal care is an ideal example of this surveillance; a pregnant
woman attends clinic throughout pregnancy in order to be examined and observed by
the midwife or doctor who then tells her whether or not she is 'healthy', even in the
absence of any symptoms. The midwife or doctor can then exert control over the
behaviour of the woman by providing advice about lifestyle (one of the forms of
discipline to which Foucault alludes), putting the practitioner in a position of relative

power over the woman.
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These two contrasting perspectives of health (absence of disease versus personal /
social organisation), with their differing power bases, have been described as the
'medical model' and the 'social model' of health (Thorogood 1992). The medical model
of health has gained power through the ages as the understanding of the functions and
physiology of the human body has increased. It has led to a mechanistic perspective in
which the body is conceived as a machine which can be effectively repaired by
practitioners with the appropriate knowledge and skills (Black et al 1988). It relies
heavily on scientific knowledge which is generated through experiment and creates the
belief that with enough investigation, the solutions to all health situations can be found.

A consideration of these two perspectives is important in a review of contemporary
midwifery concepts as they underpin the philosophies of the key players in the
maternity services. They also help in an understanding of the influence of medicine

over the social phenomenon of birth.

Medicalisation

Medicalisation is a sociological term which purports that there is an increasing
tendency for medicine (and the medical profession) to expand its claims (Hillier 1991).
More and more of human life and its social processes have become defined and
controlled by medicine. There is an extension of the range of social phenomena
mediated by the concepts of health and iliness leading to an expansion of professional
power over wider spheres of life (Crawford 1980). Childbirth is an example of this
medicalisation phenomenon which has been discussed at length in the literature; a

number of the most noted will be referred to here.

Van Teijlingen et al (2000) expand the concept to describe the medicalisation of
childbirth (and midwifery) as the increasing tendency of women to prefer a hospital
delivery to a home birth, the increasing trend towards the use of technology and
clinical intervention in childbirth and the determination of medical practitioners to
confine the role played by midwives in pregnancy and childbirth to a purely subordinate
one. Oakley (1980) has shown in her studies of childbirth how the medical profession
has redefined childbirth as a potentially pathological process, requiring increasing

levels of medical intervention and control. "The professional obstetrical view that
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childbirth is a pathological process and women are passive objects of clinical attention
has become an integral part of the way in which the community as a whole sees
childbirth " (Oakley 1993:119). This way of 'seeing’ childbirth relates to the accepted
authoritative knowledge within society. Jordan identifies that, despite several
knowledge systems existing in any given society, there is one which is normally
thought to 'explain the state of the world better for the purposes at hand (efficacy) or is
associated with a stronger power base (structural superiority), and usually both'
(Jordan 1997:56). Biomedicine is the current authoritative knowledge associated with

birth in Western cultures.

In the name of promoting the safety of birth for mother and baby, pregnant women
have been persuaded to comply with an increasing range of medical procedures,
treatments and protocols (Young 1995). Davis-Floyd (1995) concluded from her
interviews with women, obstetricians, nurses and midwives in the U.S. that the
technocratic American society has created a set of obstetric rituals which have
reframed the birth experience completely, following the particularly effective
propaganda campaign described in the section on 'Midwifery in the U.S." in chapter
two. The symbolic American procedures of seating labouring women in wheel chairs
when they arrive in hospital, putting them to bed on admission to the delivery suite and
attaching intravenous infusions routinely all communicate the message to women that
they are not just pregnant but sick. This technocratic myth insists that the more nature
is controlled, the better it gets and that the ultimate control of nature is not only
possible but desirable. Medicine has moved from therapeutic intervention to a

mechanism of social control.

There is a growing body of literature in which medicalisation is challenged, suggesting
that the routine use of interventions (largely unsupported by evidence derived from
experiment or investigation and therefore fundamentally 'unscientific') is negatively
impacting on women's experiences of birth (for example Anderson 2000a, Davies
2000, Murphy Lawless 2000, Cowie & Floyd 1998, Beech 1997, Hoope-Bender 1997).
The need for midwives to advocate on women's behalf, to slow this wave of change to
highly technical, managed births is a plea from many writers who are interested in
keeping birth 'normal’ (Righard 2001, Page & Sandall 2000, Day-Stirk 2000, Fahy
2000, Simpson 1999). However the definition of 'normal’ childbirth seems unclear
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when, most commonly in the West, there is some intervention in virtually every birth
experience. The constructs of 'normal’ and 'natural’ are debated, highlighting the
changing descriptors in a culture which expects analgesia, augmentation and
electronic fetal heart monitoring, for example, as norms in labour (Downe 2001,
Weston 2001, Beech 1997). Many authors believe passionately that women can birth
without intervention but this requires a suitable psychological environment (Lothian
2000, Beech 2000, Warshall 1997, Markus 1997, Hancock 1996, Nolan 1996).
However women's (and midwives) confidence in the physiological process of birth is

undermined in a climate of fear of recrimination and litigation (Shallow 2001).

Obstetrics

The biomedical model of childbirth is embodied in the obstetrician who is defined as
the specialist medical practitioner responsible for caring for childbearing women when
there is deviance from normality. The word obstetrics is derived from the Latin 'obstare'
which means to stand before (Arney 1982); the mental image which this creates
appears somewhat different to that of the midwife 'being with' the woman. Walker
(1976:130) presented a particularly relevant definition: "Obstetrics is a term used to
cover the application of scientific knowledge to assure as far as possible the physical
wellbeing of the mother before and immediately after the birth". Although it can be
argued that much of obstetric knowledge and practice is not really scientific, this
definition helps us to recognise the accepted perspective of medicine as scientific. As
Bevis (1989) suggests that science gives us the tools for curing, obstetrics is therefore
the branch of medicine which provides cures to the ailments associated with

childbearing (and gains the status attached to curing as opposed to caring).

As childbirth has been increasingly medicalised, obstetricians have increasingly taken
control of the care provision for women in pregnancy and labour (but have actually had
little interest in the puerperium leaving the adjustment to parenthood primarily to others
including midwives). The role of the obstetrician and midwife are, in theory,
complementary. The former is concerned with 'safe delivery' through the application of
scientific knowledge with the emphasis on prevention and treatment of the abnormal
(as per Walker's definition above). The latter is concerned with the wider aspects of
childbirth as a normal experience, based on an understanding of normal physiology, in

which the provision of emotional support and preparation for both childbirth and
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parenthood are integrated into overall care. The midwife, ideally, works with the same
clients before, during and after childbirth and develops a close and supportive
relationship with those women (see section on Continuity of Care and Carer). When
the circumstances surrounding the childbirth experience are no longer considered
normal, the obstetrician takes over responsibility and the midwife acts under his / her

direction.

Although this approach to providing care for childbearing women appears on the face
of it quite appropriate, the truth is that with the increasing tendency towards women
giving birth in hospital in Britain since the 1960's, obstetricians have become
increasingly involved in normal childbirth. For ease of administration and organisation
(it is said), the majority of women having babies today are 'booked' under the care (and
therefore authority) of a consultant obstetrician (although midwife-led care initiatives
have started to change this). The rationale is that this makes the maintaining of
records, structure of antenatal clinics, covering the delivery suite with a team of doctors
and division of clients onto the postnatal wards simpler to coordinate, as all of the
women attending a particular maternity unit are divided up into groups based on the
number of consultants employed at that unit. The effects reach far beyond
administration, however, as these doctors will have been schooled in the biomedical
approach to childbirth, with its emphasis on surveillance as a means to detecting
abnormality (to be discussed further in the section on risk). As they are administratively
in control, their perspectives are likely to impact on the type of care offered to women
regardless of whether the woman'’s experience is deemed normal or not. The profound
redistribution of manpower and responsibilities in the maternity services, giving
authority primarily to consultant obstetricians over general practitioners and midwives,
has impacted on the general perception of childbirth as an 'obstetrically engineered'
event (Schwarz 1990).

Medical versus Social Model
Bryar (1995) suggests that there are two main approaches to pregnancy prevalent in

maternity care; the 'pregnancy as a normal life event' versus the 'obstetric model of
pregnancy'. Characteristics of the obstetric model include perceiving the unusual as
interesting, only believing that birth can be normal in retrospect, emphasising the

prevention of physical complications with the significant ultimate outcome being a live,
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healthy mother and baby. In contrast, pregnancy can be considered as normal in
anticipation, a socially and culturally-situated unique event for each woman and baby
and an opportunity for the development of personal and social self through the change
process. The desirable outcome in this scenario relates to satisfaction as well as
health.

Although it cannot be assumed that all obstetricians sit firmly in the camp of the
medical model of pregnancy (and childbirth), it is easy to see why the majority would.
The education of medical students includes a rotation to a maternity unit where they
become involved in providing care for labouring women and helping them to give birth.
A common experience is that they are expected to 'deliver' 10 women during that
period of time and therefore do gain some insight into the experience of normal birth
(although this almost exclusively takes place within a hospital and not at home).
However, if they then choose to follow a career in obstetrics, they will have little further
opportunity to participate in normal birth situations. Midwives 'deliver' approximately
seventy percent of women in Britain (Page & Sandall 2000), those whose experience
is not complicated. In those cases, the obstetrician is not normally directly involved in
the labour to any significant degree. Therefore, by the time the obstetrician reaches the
level of consultant, he or she would have spent six months as a senior house officer,
possibly two or three years as a registrar and another two or three years as a senior
registrar only dealing with complicated births. The experience as a medical student
would seem a distant memory and the overwhelming sentiment is likely to be that birth
is a dangerous experience as there would have been six or seven years of
reinforcement that things can, and do, go wrong during labour. There would be little
opportunity to contextualise that belief as there would seldom be the experience of
participating“in normal birth situations. Constant negative feedback will almost

inevitably lead to an image of birth as a 'disaster waiting to happen'.

There is a lively discussion in the literature about the opposing ideologies of childbirth
and maternity care; the desirability of challenging the medical dominance and moving
away from obstetric birth to woman-centred care is supported by many (Pincus 2000,
Powell 1999, Rothman 1999, Bennett 1997, Churchill 1995). Gregg considers this
paradigm split as 'high tech' and 'low tech'; following indepth interviews with 31 women,
she identifies that perception of either is very individual for both women (one woman's
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low tech is another woman's high tech) and for health professionals. The personal
perception, as well as standardised practice, will affect the way the professional

provides information to women as part of supporting choices around childbirth.

Once a medical technique becomes routinised, the element of choice regarding its
use can become obscured or overlooked. Standard medical protocols can lead to a
priori assumptions on the part of doctors and their patients about the necessity for

particular procedures.
Gregg 1995:3-4

Just as it cannot be assumed that all obétetricians approach birth from a medicalised
perspective (although it is understandable as to why the majority would), it also cannot
be assumed that all midwives consider pregnancy and birth as a normal life event. A
midwife's experience will also colour her impression of birth and will influence the type
of care she or he offers women. Experience, however, is only one form of evidence on

which practice is or should be based.

Science as Evidence
Despite this discussion highlighting some limitations that a biomedical view of childbirth

can have on women's experiences of childbirth, there can be no doubt that safe
midwifery practice is based on a scientific understanding of physiology. Silverton
(1993) suggests that science is an essential element in midwifery which underpins
effective practice. There are two main purposes for this scientific knowledge - the
ability to support normal physiological and psychological processes (for example,
labour, birth, breastfeeding, adjustment to parenthood) and to detect deviation from the
norm. If the midwife is the practitioner who is to define normality and when it is
appropriate to refer to medical colleagues, she or he must understand the underlying
processes in order to determine this. The detection of complication is a key skill in
midwifery in order to ensure optimum care for women; this skill is based on knowledge
and understanding of scientific principles. However, as discussed earlier, current
physiological knowledge taught to midwives is frequently framed from a biomedical
perspective, with midwives' intuitive or expert knowledge of physiology largely being

unrecognised or under valued.
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In addition to an understanding of the physiological and psychological principles of the
childbirth experience within the social norms of the culture, midwives need to
understand the rationale and justification for care offered to women. Increasingly the
rationales are coming from research, although it is recognised that a significant
proportion of current clinical interventions remain unsubstantiated by empirical
evidence (Page 1996). Midwifery, as a profession in Britain, has explicitly recognised
the value of underpinning practice with research evidence by modifying the Midwives
Rules to include a point in Rule 33 (dealing with courses leading to qualification as a
midwife) which requires the student midwife to 'be able to use relevant literature and
research to inform their practice of midwifery' (UKCC 1998). Despite this recognition,
Mead (1996) illustrates the lack of a research base for practices, like the routine
pattern of antenatal care, commonly provided in Britain today. She suggests that
midwives and other health care professionals use a variety of sources upon which to
base their practice in the absence of research findings including tradition, experience,
authority, common sense and trial and error. Following set routines which are custom
and practice, based on tradition rather than contemporary evidence, in a clinical area,
seems an easy path to take. Page (2000) points out that much of effective and
appropriate care is concerned with the move from set routines towards care that is
thoughtful and individual. This care should be based on evidence which comes from a
variety of sources- the woman's expectations, the clinical examination, research and

reflection.

Science as evidence, therefore, would seem to be only partly helpful to midwifery
practice. Many medical interventions are considered as ‘scientific’ but may not actually
be so, reflecting common practice and understanding of the day rather than being

based on empirical evidence.

Evidence Based Practice

An important concept, which has originated in medicine and is now significantly
impacting on midwifery practice, is that of evidence based practice. Muir Gray
(1997:213) defines evidence based clinical practice as 'the judicious use of the best
evidence available so that the clinician and the patient arrive at the best decision,

taking into account the needs and values of the individual patient'. This suggests an
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integration of the understanding of research evidence with the interpersonal and

decision making skills required to help the woman make choices.

The move towards evidence based health care (Sackett 1996) has been accepted as a
positive step by many midwives in an attempt to reduce conflicting advice for women
and therefore the confusion which often surrounds decision making in childbirth. Page
(1993) suggests that midwives must become familiar with the ‘scientific’ evidence
available to them and be able to evaluate the costs and benefits of various forms of
care if they are to give women the information they need to decide between alternative
treatments and approaches. This would seem a very appropriate rationale for adopting
an evidence based approach to care, however, it does beg the question as to what
‘scientific’ evidence is, as there are divergent interpretations of this concept. As Page
suggests, evidence based practice can be a helpful tool for midwives if used
effectively; however the nature and value of differing types of evidence demonstrate a

definite contrast in perspectives, reflecting the medical and social models of health.

The randomised controlled trial (RCT) has become the gold standard of evidence for
many doctors and those influenced by the medical model. This approach to research,
reflecting the positivist paradigm, is based on experiment in which two groups are
randomly allocated either to receive an intervention or not. Large numbers of
participants are required to determine that any benefit is not as a result of pure chance.
This experimental, quantitative approach to research is “classified by many scientists
as the only true type of research” as “variables are identified, controlled and some
manipulated by the researcher” (Mead 1996:134). The RCT offers an important source
of evidence and one which is widely accepted as conclusive if implemented with
appropriate rigour, especially in the ‘scientific’ community. However, it is merely one
way of researching and those who accept a more social perspective on health and
birth, embrace a much wider spectrum of research methodologies (some of these will
be further discussed in chapter five). Much of the midwifery research literature
demonstrates a sympathy with this social perspective as qualitative studies are
prevalent; RCT is one of a large number of research methods which are respected as

valuables sources of evidence in midwifery.
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There are positives associated with evidence based practice which should not be
ignored. The large increase in both research activity and the reporting of it (for
example Enkin, Keirse and Chalmers 1989, Cochrane Collaboration 1998) has led to
many aspects of care which have been found to be unhelpful being abandoned despite
them having been in common practice in the past. Unfortunately this is not a consistent
pattern and there are many examples of routine care still being provided despite there
being robust research based evidence to the contrary [for example, routine electronic
fetal heart rate monitoring in low risk labour (NICE 2001, MIDIRS 1995)].

The current agenda in maternity care has been influenced by the improved
understanding of physiology around childbirth and the increase in available research
evidence (recognising that there is still progress to be made in this area). The
emphasis on and availability of research evidence has been supported by systematic
literature reviews and publication of these in both hard text and via computer data
bases. There is clearly much more research-based knowledge which can inform
midwifery practice easily accessible to the majority of practitioners in the U.K. today
than in the past. Accessed and interpreted effectively, this can have very positive
outcomes for women's experiences. However one of the negative impacts of the
evidence-based culture is the rise of the concept of risk. Statistical evidence is
increasingly being used as a rationale for recommending interventions which may be
perceived as 'safer' but which may not make the childbirth experience more satisfying.
This change is likely to be reflective of wider change in society where risk is seen
increasingly as a means to shaping individual behaviour to conform to social norms.

Risk

The concept of risk has come to assume increasing prominence in sociological
writings on late modern society, witnessed by the proliferation of socio-cultural
analyses of risk and of studies which have explored the implications of a new risk

consciousness for personal conduct.
Petersen 1997:189

This change is reflected specifically in relation to midwifery as well as more generally.
Risk consciousness affects all of Western society, however the following discussion
will focus on the impact that this construct has on maternity care, women and

midwifery practice as an exemplar of the general change in society.
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Risk is a word that has been used increasingly over the past decade in relation to
childbirth. In the 1984 edition of Mayes Midwifery (Sweet 1984), the word risk is only
used to identify the fetus who may be compromised by 'fetal distress’ or hypoxia. In the
1997 edition of the same book (Sweet 1997), the concept of risk appears much more
frequently in relation a whole variety of issues: amniocentesis, breech presentation,
shoulder dystocia, preterm labour and Caesarean section as examples. This change in
the midwifery literature highlights a general trend in maternity care; we are much more
focussed on (and therefore potentially constrained by) the concept of risk. The terms
'risk management’, 'antenatal screening for risk of abnormality' and 'risk criteria for
midwife-led care' surround us; we are now in a position where we label far more
women 'at risk’ than in the past. However, the potential of complication (‘at risk') rather
than the actual presence of it (diagnosed complication) may blur the lines of
responsibility and make very large numbers of women who are, in fact, perfectly well at

the moment begin to believe that they have a problem.

Most women come into a pregnancy full of anticipation and excitement; they value
midwives who are able to help them to feel 'special' and unique (Hutton 1994). This
positive feeling, however, can be quickly changed when, at the booking appointment,
the woman is introduced to the concept of risk in relation to her imminent experience.
As part of her introduction to antenatal care, she will be offered screening tests which
may help to determine whether her baby is 'normal'. It may have never crossed her
mind that the baby would be anything but 'normal' and she has to try and make sense
of the meaning of being "at risk'. Instead of feeling like a unique individual, she will
have to think of herself as a statistic; a member of an 'at risk' population by virtue of
being pregnant. If she chooses to undergo the tests on offer, she may find that she is
presented with figures which are difficult to comprehend. The midwife is key in helping
her to decipher this quagmire and, because of this, the midwife herself must
understand and be able to clearly articulate these complex concepts. The woman may
need help to come to grips with how significant this risk really is for her as an

individual.

Epidemiology is "the study of the distribution and determinants of disease in human
populations" (Barker & Rose 1984). The distribution of the disease is described in
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relation to the frequency of the condition over time, by person and by place (Tannahill
1997). Statistics are collated which can be used to predict the likelihood of the disease
and its possible outcome. The determinants of the disease relate to the hypotheses on
causation; case-control and experimental studies are used to define risks in certain
populations (Tannahill 1997). Both of these issues are important inputs into the public
health agenda. Analyses can help to inform the effective use of resources in reducing
diseases and the impact of them. However, epidemiology is based on populations,
large numbers of people grouped in a variety of ways to gain information which can be
used in targeting groups. This generalisation approach is at the heart of risk and the
scientific management of it. Interpretation of generalised findings into an individual
situation is, at best very difficult and, at worst completely unhelpful. Epidemiology
would never lay claim to explanatory power at the level of the individual but the risks
determined through epidemiological studies are used as the basis for decisions about

individuals by clinicians.

There is a significant impact on midwives in implementing the concept of risk when
providing care for women in pregnancy and at the time of birth. Midwives are
considered to be the vital mediators in childbirth (Kitzinger 1988). This mediation starts
at the beginning of pregnancy when midwives must help women to make sense of the
services offered to them. This means being able to translate difficult concepts like the
statistical risks involved in screening into something meaningful to the individual
woman in her personal, social and cultural situation. It also means supporting the
woman's choice once she has made sense of the best option for her as an individual.
In a recent survey by the NCT, it was found that some women feel that their rights to
choose not to have antenatal screening are undermined by professionals who do not
accept the decision to forego any testing (Dodds & Newburn 1997). Women can be
disempowered by lack of sensitive awareness as well as by lack of appropriate

explanation.

Many aspects of antenatal care, including prenatal screening tests, have the effect of
making all women potential cases of risk. They are at risk by mere virtue of being
pregnant; the increased availability of tests (or surveillance mechanisms, as per
Foucault 1991) means there is ever-increasing availability of statistics which

demonstrate how dangerous pregnancy can be. This is in keeping with the medical /

67



obstetric model of pregnancy which suggests that it can be considered 'only normal in
retrospect' (Bryar 1995); the medical 'frame of reference’ (Graham & Oakley 1991)
locating pregnancy as an 'isolated medical event'. With this backdrop, risks are seen
everywhere. Lane (1995:59) points out that "the imposition of a risk category on all
women acts as a form of micro-social regulation bringing about acquiescence to
medical intervention. It is true that the majority of women are deemed medically low-
risk cases, but the very term 'risk' implies the probability of mischance." The current
approach to antenatal care is escalating the control over women by medicine in a way
unprecedented in history, despite pregnancy and birth always having been considered
as times of risk (for example, Hobby 1999). However the historic concept was much
broader; the interpretation of risk in current obstetric practice is very focussed on the
reduction of ‘abnormality’ including both maternal and neonatal disease and congenital
abnormality. Complicated statistics which are difficult to interpret and increasingly
complex, testing for relatively obscure conditions, often needing highly specialised
knowledge and equipment, seat the medical practitioner in a very powerful position.

Women may feel compelled to participate in tests which are offered to them as many
believe that professionals should know best. Once the woman is defined as high risk
(even though a complication has not been diagnosed), midwives might feel that the
care is outside of their province with the doctor taking charge. As risk is dominating
antenatal care in this country, there may be significant effects on the relationship
between woman and midwife, compromising the autonomy of midwives (recognising
that this has already been limited by the position relegated through the Midwives Act,
discussed earlier) and disempowering women. DeVries (1993) proposes that the
introduction of risk as a significant concept in the care of childbearing women could be
the downfall of midwifery, as he believes that an occupational group gains power to the
extent that it can reduce or manage risk and uncertainty in others. Despite the
‘Midwives Rules’ (UKCC 1998) confirming that it is the midwife who refers women with
complications on to the medical practitioner as appropriate, the involvement by
obstetricians in cases or potential rather than proven risk is blurring this line of
demarcation between spheres of practice. The status of obstetrics, as the legitimate
authority in relation to the risks associated with childbirth, escalates with the increasing

prominence of the concept. Midwives, as the experts in low risk birth, are attributed
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less status (and therefore responsibility and autonomy) as prestige and power are

given to those who manage high risk situations.

Risk is an important concept in the current provision of maternity care and has a
significant impact on the midwife’s sphere of practice. The way that risk is managed is

also an important consideration as it effects professional autonomy and control.

Risk Management

Nettleton (1997) reports that an analysis of the medical journals in Britain, the U.S.A.
and Scandinavia found that the term 'risk' has reached 'epidemic' proportions,
increasing significantly as it has in the midwifery literature. The number of 'risk articles'
in the period 1967 to 1972 was around 1000; from 1986 to 1991, this had increased to
over 80,000. 'Risk management' is an approach which has gained a high profile in all
areas of medicine but most especially in obstetrics (where the biggest litigation cases
tend to happen). It can be defined as 'the reduction of harm to the organisation, by the
identification and, as far as possible, elimination of risk' (Clements 1995). Although this

definition relates to the value of managing risk to the organisation, many authors
believe there can be very sound reasons for participating in the approach in terms of
individual benefit. O'Connor & Beard (1996) include the improvement of standards /
practice, Smith & Mitchell (1996) highlight postnatal debriefing and Aslam (1999)
alludes to reflective approaches, all laudable outcomes. However, the main emphasis
in risk management is the avoidance of litigation (Dineen 1996) and therefore big
payouts to dissatisfied parents. Indeed, NHS Trusts can access reduced insurance
rates if they comply with CNST (Clinical Negligence Scheme for Trusts) standards

which prove that they have an effective risk management structure in place.

The main negative aspects of risk management include care which is dictated by a risk
management board, with little recognition of women's individuality, and the need for
defensive practice, always having to be aware of the possibility of litigation if care does
not conform strictly to guidelines. Midwives, who are currently writing about risk
management, seem to focus on the positives so that they do not feel controlled or
dominated by having to participate in a medically / legally driven initiative. One
outcome of risk management approaches in maternity services is sets of protocols
which direct care and are seen as leading to best practice by the members of the risk
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management board. However these protocols may not be developed
interprofessionally, so midwives may have little say in their content, and they are not
always based on research evidence, often favouring the traditions of the consultant
obstetricians, paediatricians or anaesthetists who have led in their formulation. One
situation of a 'near miss' or an unfavourable outcome can lead to a change in practice
in a unit in order to try and prevent such recurrences. This may have a negative impact
on many women as caution may prevent choices being offered or suppdrted if
requested. The use of protocols (especially if they are not based on best available
evidence but rather on consultant preference) undermines midwives' decision making
and use of professional judgement in individual care situations. They can reduce the
potential for autonomous practice in environments where autonomy is already very

difficult to achieve.

Downe (1991) describes some frustration at experiencing the individual nature of the
interpretation of normality versus risk. While working on a delivery suite, she contacted
an obstetric registrar to refer a labouring woman as a result of determining that the
fetal heart rate trace was abnormal. The registrar told her that, in fact, it was perfectly
normal and that she should not worry. Very soon thereafter the registrars changed
and, in another case with a very similar fetal heart rate trace, a different registrar
decided that this was definitely abnormal requiring further investigation by fetal blood
sampling. The women were similar, the labours were similar, the traces were similar,
the midwife was the same; only the doctor was different, creating a completely different
interpretation of the situation. It would seem that normal and risk may be in the eye of
the beholder based on personal experience as well as external evidence. Risk
management aims to reduce this individual interpretation through the development of
protocols based on the lessons learned through 'near misses'. This sets up a
controlling culture, part of the 'technocratic model' of childbirth which "functions as a
powerful agent of social control, shaping and channelling individual values, beliefs and
behaviours" (Davis-Floyd 1994:1125). The principle on which risk management is
based, that of making practice 'safer', seems admirable. The effect of it, however,
cannot be ignored; constant framing of experience through the 'risk' approach can set

up a culture of fear and reduce individual choice.
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Kirkham (1996:166) indicates the need for midwives to have knowledge in order to be
able to ensure safety but suggests that this knowledge "needs to be experienced by
the mother as a safety net rather than the ringmaster's whip. In giving support and
exercising skill the midwife's role is an enabling one." This enabling role appears to be
what women are requesting from maternity services rather than control or constrain as
a result of the need to manage risk. Women appear to be asking to be able to take
control of their childbirth experience, as is demonstrated in the government's
'‘Changing Childbirth' report (D.O.H. 1993), and are wanting midwives to have a belief
in a woman's ability to give birth without intervention (Hutton 1994). This suggests that
a move away from the interventionist approaches associated with contemporary
obstetric led services is where midwifery should be going if consumer demand is to be

met.

The Art of Midwifery

Unlike the knowledge about the natural sciences, which may be controlled, tested,
measured, and replicated, midwifery practice is concerned with humanity or
‘unnatural sciences' which cannot be so controlled, because people are
unpredictable, individual, have values, attitudes, emotions and feelings which are
perceived and expressed in diverse ways and experienced in diverse contexts.

Siddiqui 1994:419

The need and ability for midwives to respond to the woman's unique experience of
giving birth suggests that there is an artistic element to midwifery practice. Siddiqui
(1994) goes on to say that "to examine midwifery concerns from a cause and effect or
reductionist outlook, may be to ignore the 'art’ in favour of the 'science' and in doing so,
to completely miss fundamental truths about midwifery knowledge". The essential
belief here appears to be that, not only is there an artistic component to midwifery
practice, but that it is, in fact, the element of prime significance. Kelly (1997) points out
that the art of midwifery practice is often impeded by policies, organisational structures
and the medicalisation of childbirth. She suggests that the 'conveyor belt' of the
medical model (with its surveillance, monitoring, risk and management) can prevent
supportive, meaningful and empathic relationships. This ‘artistic’ side to midwifery
practice appears as a key concept in many authors’ writing. The rest of this chapter will
report the related concepts which are prevalent in the contemporary midwifery

literature.
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What is Art?

Bates (1995) suggests that authentic midwifery practice is clearly an art and it is in the
best interests of women that it remains so. Oakley (1989) likens the artistic or caring
component of midwifery to love as opposed to technical expertise or science. It seems
obvious that these writers are indicating that the interpersonal dimension of midwifery
practice is the significant one, the essence of the role which makes midwifery unique.
A mother who gave birth in Cambridge in 1987 is quoted to have said "l think that in a
perfect world every mother should have what | had - a midwife's face that said 'look,

we have performed a miracle together" (Oakley 1989:220).

There is little in the midwifery literature to help us really understand just what authors
are referring to in the concept of the 'art' of midwifery. Assumptions may be made of a
consensus opinion as to what 'art' means. Page's recent textbook 'The New Midwifery:
Science and Sensitivity in Practice' (Page 2000) highlights two dimensions but
chooses not to use the word 'art'. In the book, the chapters are divided into two main
groupings - those that refer to an understanding of physiology and evidence based
practice and those covering subjects to do with care, human love and social support.

The latter are those in the 'sensitivity' category.

Art can be defined as "a skill, especially human skill as opposed to nature; practical
application of any science" (The Concise Oxford Dictionary 1982). Rose & Parker
(1994) suggest that art is a skill or craft which is not instinctual but learned; it creates
connotations of beauty and creativity. Harrison Barbet (1990) questions whether there
are, in fact, any criteria which must be fulfilled for something to be considered as
artistic or whether art may be simply a matter of subjective opinion. Basing the
definition of art in the subjective places it in opposition to science which is held up as
objective and 'true'. Using that as a starting point, this section will look at aspects of
midwifery practice which are to do with the interaction between midwife and woman,

those areas of practice which are to do with sensitive, subjective experience.

Relationship
It would appear that many of the concepts discussed in the literature relate to an

important theme - that of the relationship between the mother and the midwife. Several

72



concepts contribute to that theme- ‘good’ or ‘special’ midwives, reciprocity and

professional versus friend.

Good / special midwives ‘

Berg et al (1996:11) suggest that "it should be the aim of each midwife to provide
individualised care and to develop a close and co-operative relationship with each
woman". McCrea & Crute (1991:184) undertook a study of the relationship between
the midwife and client based on the belief that "some 'special relationship' is created
between the midwife and client. This does not always happen, but when it does, it
seems to have a most beneficial healing or therapeutic effect for clients." Page
(1995:229), when discussing the 'new' breed of midwife necessary to improve
maternity services, states "the new midwife is an experienced clinician who works in
and through a relationship with the woman, and who cares effectively, knowing what
benefit her actions and advice are likely to have for the woman and her baby, and
offering care appropriate to the individuals concerned. This working in and through a

relationship is pivotal to the midwife's practice.”

Several authors refer to the characteristics of the midwives which contribute to positive
relationships. Hutton (1994), having surveyed women's views about the midwives
involved in their pregnancy, birth and early parenthood, found that the best memories
these women had related to the type of relationship which had developed. The 'best'
midwives were those who gave support, encouragement, explanations, progress
reports and who consulted the woman about her wishes. The 'worst' were those who
made careless remarks, casting doubt on the outcome of the pregnancy, who were
insensitive and lacked co-operation and who gave conflicting advice. These comments
indicate that midwives have an impact on the woman's experience which can be
positive or negative depending on the effort put into developing a therapeutic

relationship.

McCrea et al (1998) observed eleven midwives caring for fifteen women in labour.
They concluded that these midwives fell into three categories - cold professional, warm
professional and disorganised carer. The warm professional was felt to be most
effective in supporting women as they provided information in a way which invited
women to seek clarification without feeling that they were asking 'silly questions'. Their
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ability to relate in an open and caring way appeared important and helpful to women in

labour.

Shields et al (1998) undertook a large randomised controlled trial of 1299 women in
two categories: midwife managed (648) and care shared with doctors (651).
Questionnaires from both the antenatal and postnatal periods were analysed and
revealed that the midwife-managed group of women felt more positive about their
relationships with staff, especially in terms of information transfer, choices, decisions

and social support.

Wilcock et al (1997) reviewed the literature on obstetric patient satisfaction in North
America over 25 years and found that issues relevant to the caring relationship
featured in five of the eight most significant factors. Fraser (1999) confirmed similar
factors in her longitudinal study of women's perceptions of midwifery care. She
concluded that a trusting relationship and effective communication style were crucial to
positive experiences. Women appear to benefit from having the midwife as a skilled
companion (Page 1993) who acts as a guide and counsellor as well as a friend and

known point of contact in the health care system.

Personal attributes or qualities are considered by many writers to determine the type of
relationship which is likely to develop between mother and midwife. Some of these
qualities include honesty (Demilew 1990, Troutt 1994), humility (Isherwood 1992),
gentleness (Manning 1994), kindness (Wang 1995), empathy (Schott 1994) and an
intuitive nature (Kitzinger 1988). In fact, Davis (1981) claims that the essence of
midwifery is 'being humble' and 'paying attention' (to women). Leap and Hunter (1993)
in their extensive interviews with handywomen / midwives practising in the early part of
the twentieth century in Britain quote some basic attributes which these midwives
believed to be important. These include common sense, understanding, ability to get
on with people, kindness, patience, the right attitude (have to be the mother's friend),
cheerfulness, tact and sympathy. The picture of the midwife created through the words
of all of these authors is one who is nice to the women she cares for and who is willing

to develop a friendly and understanding relationship with them.
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Reciprocity

Fleming (1998) defines the concept of 'reciprocity’ in the midwife / woman relationship,
an interdependence including attending (paying attention to) and prescencing (being
there). She undertook her study in New Zealand where the partnership model between
women and midwives had been established and supported by the New Zealand
College of Midwives since the 1990 legislation, which guaranteed the right of midwives
to practice independently of the medical profession. The logo of the College is
"Midwives need women need midwives" indicating the interdependent and close
relationship aimed for by those setting the scene for the new model of midwifery
practice offered by the change in law (Bryar 1995). Fleming found that there was
difficulty in achieving the ideals of the College as true partnership requires both parties
to engage as equals. Despite the midwives in the study feeling that they were truly
sharing the experience, the women continued to feel that the midwives were the
'medical' experts. This did not take away from the experience for the women in this
study but the findings indicate the challenge for midwives to reflect personally on the
way they present themselves as well as acknowledging what women actually want in

the relationship.

Professional versus Friend

Walsh's (1999) ethnographic study of women's experiences of caseload midwifery
found that the relationship was the primary theme; the midwife's attitude and behaviour
helped in the development of a 'friendship' for the duration of the care period,
significantly contributing to a positive experience. The dimensions of the midwife -
mother relationship are explored by a number of authors in Mavis Kirkham's edited text
on the subject (Kirkham 2000a). In the chapters of that book, several key aspects of
the relationship are discussed including: the midwife acting as a 'professional servant'
(Cronk 2000), the need to move beyond professionalism to a more personal
relationship in order to truly relate effectively with women (Wilkins 2000) and the

crucial element of trust within the relationship (Anderson 2000b).

Edwards (2000) found in her research with women in Scotland seeking homebirths,
which was also reported in Kirkham’s text, that if a bond was formed between midwife
and woman, the midwife was seen by these women as 'being on their side’, having the

qualities of a friend and competence of a professional.
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A theme running through Kirkham’s book is the potential tension for the midwife as the
mediator between the individual woman and the organisation in which midwifery care
is delivered, as was discussed in the section on ‘bureaucracy’ in chapter two (page
39). The balance of meeting the needs of the employer and the profession alongside
those of the woman is identified as a key challenge, especially when midwives are
often in a relatively powerless position in large organisations. The dominant ideology of
the institution is likely to be one of effective use of resources and "when the service is
seen in such industrial terms, care becomes fragmented and conveyor belt-like, and
little attention is given to developing relationships between midwives and mothers”
(Kirkham 2000b:233). It seems likely that the organisational culture will have a
profound impact on the midwife - mother relationship, possibly of far more significance
than the personal attributes of the midwife. It may be very difficult to respond to women
appropriately, supportively and in a friendly way in a system where there is no |
opportunity to get to know the woman over a period of time, nor is there any priority
given to the importance of that opportunity in the face of efficiency within limited

resources.

It would seem that relationship is definitely a key theme in midwifery although the

current prevalent pattern and priorities of care present challenges for the development
of effective and fulfilling relationships. Studies discussed here have shown that women
value a positive relationship with the midwife; one important dimension of developing a

relationship is in the ability to communicate.

Communication

Another important concept within the theme of relationship is communication. This is
an important element in the building of a relationship; communication skills can
significantly contribute to a positive woman / midwife relationship. The ability to listen
and share without blocking women'’s feedback contribute to the concept of

communication.

Listening

When | ask you to listen to me and you start giving
advice you have not done what | asked ....
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-~ When you do something for me that | can and need
to do for myself, you contribute to my fears and
weakness ....
When | ask you to listen to me and you begin to
tell me why | should not feel that way, you are
trampling on my feelings ....
So please listen and just hear me. And if you want
to talk, wait a minute for your turn, and | will listen to you.
Anonymous (cited in Kenyon 1991:98)

In Kenyon's research on counselling in midwifery (1991), it was identified that there is a
growing awareness of the need for counselling / communication skills training for
midwives. She pointed out that although midwives normally give much advice to the
women they care for, less than 10% of the midwives responses demonstrated an
acknowledgement of the mother’'s message. Her conclusions suggest that a move
towards an empathic approach to care, in which midwives have the ability and desire
to listen, would improve the effectiveness of communication in the midwife - woman

relationship.

This concept of listening is reinforced by the research undertaken by Berg et al (1996).
One woman interviewed said "This was the first time | felt that someone listened to me
and not just to the baby's heartbeat". The women in this study also felt that the
encouragement by the midwife to listen to their own innermost feelings was a valuable
source of support. Butler & Jackson (1998) point out the distinction between hearing
(ability to receive sounds) and listening (receiving the sounds and interpreting them),
identifying barriers to listening which can interfere with effective communication. In
addition to environmental factors, attitudes, values, past experiences and poorly
developed skills can all get in the way of really being able to hear what women are

saying.

Blocking
Listening is one of many aspects of communication highlighted in the research

conducted by Kirkham (1989) but something which midwives do not always do. Her
study of the information which midwives give to women in labour illustrates the fact that
women have an intense need for information but midwives do not always help to meet
this need. Despite the virtually unanimous agreement by the midwives in this study that

women want and deserve information, a number of issues constrained their
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communication. These included the social class (and therefore perceived ability to
understand) of the women, hospital policies and the inexperience of the practitioner.
Midwives employed tactics which block effective communication, such as routine patter
and closed comments, which prevented contact with the woman's fears or wishes.
There were attempts to reassure the women but these were rarely based on clear
explanations of what was going on in the labour; the midwives appeared to try to
minimise the situation in order to prevent worrying rather than providing the information
which would enable women to understand the implications of it.

This 'blocking' was also demonstrated in Methven's (1990) work on the antenatal
booking interview. She found midwives routinely used closed questions, controlling the
flow of conversation in so doing. This may show ineffective communication skills in the
midwife or, in contrast, very effective skills in keeping the interview concise at a period
when time available for each woman in a busy antenatal clinic was constrained.
Maclintyre's work (1982) illustrated the way women could feel 'fobbed off' by routinised
use of language. In the current NHS climate, this may well be a coping mechanism for
busy, stressed midwives to be able to get through the work. Adams (1987) found in her
study that women preferred the educating / encouraging midwives' communication
style to that of direction. The Informed Choice study (Kirkham & Stapleton 2001)
highlighted how the system creates a 'right' choice for women, one that supports the
medical norm (as discussed in the section on Risk). The communication style may not
appear directive but it is very likely that the woman will be steered in her decisions by

what is presented to her as options.

Sharing

Hughes (1988) claims that midwifery practice is based on the two-way exchange of
information. Davis (1994) believes that women need to be well informed about the
range, quality and costs of services available to them as part of their decision-making
process. She continues to say that a change in the relationship between consumers
and professionals must take place from one of control over professional knowledge to
one of partnership where knowledge and decision-making is shared. Symon (1997)
supports the need for midwives to be able to clearly explain complex issues to women
in order to help them make choices and reduce litigation. In all of the 'Confidential
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Enquiry into Stillbirth and Death in Infancy' reports produced, failure to communicate

effectively has been implicated as a major contributor to suboptimal care.

From the authors cited, it can be seen that the ideal communication between midwife
and woman is more than just information giving. It includes listening, empathising,
encouraging, sharing and supporting. Kirkham (1993:15) suggests that "good
communication is two way and likely to be aided by relationships of equality. We must,
therefore, aim to give care in such a way that women and midwives work in equal
partnership.... (and) we should avoid ways of communicating which reinforce power
differences." The opportunity to develop a continuing relationship over the childbearing
period can be helpful in providing opportunities for women and midwives to

communicate effectively and to share in decision making.

Continuity of Care and Carer

The issue of continuity is a 'hot topic' in the midwifery literature, recognising that in the
past a continuity arrangement between woman and midwife would have been the norm
(for example Allison 1994). In order to provide a concise review of the issues raised
and research undertaken, this section will succinctly address the main points under

debate as they are significant concepts being discussed in the literature.

Teams

Team midwifery was first described as an approach to maternity care by Flint et al
(1988). In their pilot project, a small team of midwives provided continuity of care
through pregnancy, birth and the puerperium to a defined group of low risk women.
The results of the evaluation of the project were very positive; both women and
midwives found this way of providing care substantially more satisfying than the
fragmented approach common in the British maternity services at the time. The
opportunity to get to 'know-your-midwife' early in pregnancy was valued by women to
such an extent that many other services piloted similar approaches leading to

increased client satisfaction in general.

Since that time, two main approaches to practice - team midwifery and caseload
practice - have become increasingly (but not uniformly or even predominantly)
prevalent. The 'Changing Childbirth' Report (DOH 1993) aimed to embed a scheme of
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continuity throughout the maternity services in the NHS (unfortunately this was
promoted as good practice but not financed accordingly). The main difference in the
two schemes relate to the notion of an individual carer (caseload) as opposed to a

consistent philosophy of care provided by a small number of midwives (teams).

Defining Continuity

Lee (1997) provides an indepth exploration of the differing interpretations of continuity,
identifying that there are notions of: providing individualised care; minimising the
numbers of carers a woman comes into contact within the maternity service; following
the woman's journey through pregnancy, birth and puerperium; building a relationship
of trust; a philosophy of consistency of policies, practices and individualised care
plans. She chooses to define 'continuity of caring' as processes of care and 'continuity
of carer' as the continuity of personnel within the structures of care. The literature
describes many of each scheme, several having been researched and evaluated.

The Benefits of Continuity

Two systematic reviews have been undertaken on continuity schemes. Hodnett (2001)
examined two large trials which compared outcomes for women in two groups, those
receiving continuity of care during pregnancy, birth and puerperium versus those
receiving 'usual' care by multiple care givers. The conclusions of the review were that
continuity of care shows beneficial effects (both physical and psychological) although
the reviewer recognises that it is not clear whether this is due to the continuity or to
midwifery led care. Waldenstrom & Turnbull (1998) systematically reviewed seven
randomised controlled trials of alternative maternity services characterised by
continuity of midwifery care. They also found beneficial effects in terms of lower

intervention rates in the continuity of midwifery group.

These reviews provide evidence of beneficial outcomes in continuity of care (i.e. team)
schemes. In addition, Page, McCourt et al (Page et al 2001, 1999, McCourt & Page
1996), the North Staffordshire Changing Childbirth Research Team (2000), Walsh
(1999) and Walker (1999) all found positive results in continuity of carer (caseload)
schemes. However, questions have been raised by Green et al (1998) following their
structured review of studies which looked at these new ways of organising maternity

services (both continuity of care and carer). This review highlights the lack of clear:
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definitions and descriptions in the various continuity schemes having been studied.
They conclude that the organisation is less important to women than the competence,
caring and communication skills of caregivers. The questions in response seem to be
‘are these not related in practice?' and 'why shouldn't both of these be available to
women?'- competent, caring midwives with good communication skills within a scheme

of continuity.

Criticisms of Continuity of Carer

There is a cbmmon criticism of caseload schemes in relation to the personal
commitment required by the midwife to be on call frequently for the women in her
caseload. Farquhar et al (2000) describe the problems encountered with achieving
good antenatal and postnatal continuity if midwives are also providing intrapartum
support. If midwives are trying to be available to all of the women in their caseload and
provide continuity throughout, it would seem possible that this could lead to stress and
burnout. However, Sandall (1999) undertook a survey of a 5% random sample of
midwives in England and measured occupational burnout. She found that midwives in
teams did experience high levels of burnout. In contrast she confirmed, by a multiple
site case study, that those holding an individual caseload (in which they had control
over their workload) were found to experience less burnout and a greater sense of

personal achievement than those in teams (Sandall 1997).

The opportunity to have control over one's own workload, to practice autonomously in
partnership with women, appears to be empowering and satisfying for midwives. The
evidence would seem to suggest that women also have a more positive experience
when cared for by midwives in a scheme of continuity. Continuity of care and carer are

two important concepts within the theme of relationship.

Choice and Control
The other two key features of the 'Changing Childbirth' Report (DOH 1993), in addition
to that of continuity, are choice and control. The aim of these 'three C's' is to create a

woman-centred maternity service which truly meets individual need. Many authors are
currently discussing these issues of choice (primarily in respect of place of birth and
main caregiver) and control, as the shift required within services and individual

practitioners is substantial in order to meet the ideal.
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Sharing Control

Cameron (1996) identifies the need for a partnership approach to care where the
decision making is shared between women and health professionals. This sharing
approach to care suggests a redress in the power or control of childbirth. As was
suggested earlier in this paper, the medicalisation of childbirth has largely removed
women's ability to play an active role in deciding where, when and how to give birth.
The Cumberlege Report (DOH 1993) has set an agenda for empowering women, or
giving them control over the issues they believe to be important, about their childbirth

experience.

Empowerment is a transactional concept (Gibson 1991); that is, it involves the
powerless taking control as well as the powerful releasing it. This construct may imply
that power is finite with an absolute quantity to be apportioned. Although this is not the
case, unless those in power are willing to relinquish control, there is a profound

challenge for the less powerful to achieve autonomy and authority.

In the literature, women are clearly identifying the advantages of feeling in control.
Bramadat (1993) found that even fifteen to twenty years after giving birth, women still
had vivid memories of the experience. "Those with high satisfaction scores could be
distinguished from those with low scores by their feelings of having accomplished
something important, being in control, having an experience that contributed to their
self confidence and self esteem" (Bramadat 1993:27). Cooke (1995) in her interviews
with women who had experienced continuity of carer during their pregnancy and birth
experience, found that making decisions in pregnancy and childbirth enhances a
woman's feelings of control and self esteem. The burgeoning profession of midwifery in
Canada (where until recently virtually all births were conducted by doctors in a hospital
setting) is based on a client empowered model where women are encouraged to
actively participate in their care and make informed choices (Farnsworth & Saxell
1993). Similarly the partnership model which has been adopted in New Zealand,
referred to earlier (Donley 1997), aims for a ‘woman who is in control of labour and
actively gives birth as she will be empowered, filled with a sense of well being and faith

in herself'.
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Information for Control

An essential prerequisite for women being able to take control of their experience is
having sufficient knowledge and understanding of both the system they are in and the
process they are undergoing. Therefore it appears to be fundamental for midwives to
be able to provide the information which women require to make appropriate choices.
"Women who are not informed or who are given inadequate information are unable to
be active participants during labour and therefore respond with fear and passivity"
(McKay & Yager Smith 1993:140). This belief is supported by Lovell (1996:268) who
suggests that "the prerequisite for being in control is having the power to make
decisions; and the prerequisite for decision-making is having full access to
information”. Both accessing and using this information must take place in a context. In
the maternity services, women are largely given information which relates to the
expected norm (as discussed in the sections on Communication and Risk). There is a
challenge in seeking out alternative perspectives; consumer groups, like the National
Childbirth Trust, have played important roles in helping to present women with
information and evidence about appropriate alternatives to the norm (Newburn &
Hutton 1996). Women can be considered as deviant if they are not happy to tow the
party line of the maternity unit (i.e. make the 'right' choices) and group support through
these organisations can provide confidence and a more powerful challenge to custom

and practice.

Confidence can come through positive experiences of birth even when things do not
go as planned. Through a phenomenological study of women's experiences of
complicated childbirth, Berg & Dahlberg (1998) concluded that recognition and
affirmation are crucial for the development of confidence. Women were found to need
'real’ dialogue with carers to ensure understanding and therefore increase their sense
of control. If they did not have their existence acknowledged effectively, it led to the

negative feelings of guilt, fear, shame and anger.

Lavender et al (2000) undertook a longitudinal study with 80 women in both the
antenatal and postnatal periods. They explored the timing, amount, content and format
of information giving through the childbirth period and found that women, generally, did
not receive the information to meet their individual needs as it was often given at
inappropriate times and may have been unrealistic in their context. This study identifies
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key issues for supporting women's needs for information as tools to help them feel in

control.

Levy's grounded theory study (1999) identified a core category in the processes
involved when women make informed choices in pregnancy. 'Maintaining equilibrium'
included the seeking and dealing with information to balance the interests of the
woman herself, the baby, her partner and significant others. The woman, having
acquired information, needs to regulate it, contextualise it and then take action to help
maintain her equilibrium. In order to be able to support the complex skills required to
undertake these processes, a midwife needs an awareness of her / his own biases and

a sensitivity to the woman's cues.

Language / Discourse

Another relevant issue in the discussion of women's access to information, in order to
take control, relates to the language used by health professionals. The medicalisation
of birth (discussed earlier) has led to the creation of a distinct discourse which is often
inaccessible to women. There appear to be two main aspects for consideration: a
patriarchal approach to women through the language used and the incomprehensibility
of the terminology. Leap (1992) cites a variety of examples of the patter used by
midwives around the time of birth which put women in a relatively powerless position.
In many cases, the choice of words used places the midwife and / or doctor in the
centre of the birth experience ('l delivered Mrs. X', 'l think | controlled the pain well').
The woman becomes the passive recipient of midwifery or medical action rather than
the person actively birthing a baby.

The medical terminology used in pregnancy and labour may also exclude the woman
from being in control of the situation. Bombarded with terms such as gestation,
trimester, fundal height, biparietal diameter and cephalic presentation, even from the
first antenatal appointment, women may feel powerless to control an experience which
they cannot understand. Hewison (1993) in a discussion of the discourses of childbirth,
suggests that the social construction of the whole birth experience is framed by the
terminology used in and around it. Scambler (1987) states that "it is quite inappropriate

that so many of the pivotal decisions surrounding the bringing of a baby into the world
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have been redefined as technical and usurped by physicians in their role as experts or

agents of formal knowledge".

The move to client held notes and negotiated parent education classes are two ways in
which the negative effects of language are being mediated by midwives. However
these means may not be sufficient to empower women unless there is a fundamental
shift in the underlying beliefs by health professionals as to who should be in charge of
the birth experience. Empowerment of women requires a release of control by the
professional group who has it. The historical review and issues discussed earlier in this
chapter have demonstrated that the control of childbirth by medicine appears to be on
the increase rather than the decrease, with midwifery continuing to be in a relatively
powerless position. There is a need to redress the balance in the maternity services

but this is a considerable challenge with many implications.

Choice and contro! are part of the rhetoric of current policy in maternity care; control is
clearly an important concept in midwifery. The ideal of sharing that control to empower
women is one which is not always upheld. Lack of information or inaccessible
language can interfere with women being able to take control of their childbirth
experience. However, midwives who also do not feel in control may find it challenging
to support this aim for the women they are supporting, as was widely discussed in
chapter two. Despite this, the concepts of choice and control are prevalent in the

midwifery literature as an ideal if not real issue in current practice.

Integrating the Concepts

Having reviewed a large body of literature relating to concepts of importance to
midwifery and structuring the review under the headings of ‘science’ and ‘art’ (as these
are used commonly in that literature), it would seem to me that possibly more accurate
titles would relate to the contrasting models of health discussed on page 60 - medical
and social. | would define the concepts of evidence based practice, risk and risk
management as medical and the key theme of relationship with the concepts of
communication, continuity, choice and control as essentially social. This review
highlights the priority for many midwifery writers on the social dimension of childbirth,
with the medical perspective in the literature having increased significantly through the

six years of this project.
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The changes taking place in and around childbirth, with technology and intervention
becoming more common each year, pose real challenges for midwives wanting to
prioritise the social dimensions of care for women. These social dimensions are clearly
important to women as has been demonstrated in this review. Cowie & Floyd (1998)
suggest that the concept of 'being with woman' (a concept which is implicit in much of
the literature but not made explicit by many) is harder to achieve with technological
advances. The heavy reliance on mechanical means of monitoring the fetal and
maternal condition in labour may lead to midwives who are de-skilled, losing the ability

to be 'in-tune' with a woman and aware of the significance of her behaviour.

The relative lack of reference to midwifery knowledge of physiology in the literature
appears to be a gap in key concepts which are important to the practice of being ‘with
women’. Physiology as defined by medicine seems to be the accepted as ‘scientific’
and considered as authoritative knowledge. The need to make explicit midwives’
embedded knowledge would seem a priority in order to prevent this knowledge being
lost as technological birth increases in prevalence and midwives have less experience
of non-interventionist birth. Similarly the lack of definition and discussion about
normality in the literature may create tensions at a time when cases of risk (or the
potential of complication rather than the diagnosis of a condition) are being considered

as medical rather than midwifery ones.

McFarlane & Downe (1999) describe the 'focus of midwifery principle' based on
research with midwives about the nature of midwifery. The dichotomy of 'supporting
the parent' versus 'managing a clinical event' remained a strong reality dividing the
midwives interviewed in their study. This research highlights the two perspectives and
the balancing act which midwives need to undertake to meet the needs of the woman
and those of the organisation (which is largely medically dominated in the NHS).
Despite the need to achieve this balance, the literature has little discussion about
effective ways in which midwives can work with other professionals to the best

advantage of women.

Page (1998) claims that the ‘art’ and ‘science’ of midwifery come together in evidence

based practice, which arose from a need to challenge the routines of a system that did
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not serve the needs of individuals. She proposes that evidence based practice alters
the balance of power to include women in the decision making, curtailing the clinical
freedom of practitioners who base care on custom and tradition. The art of evidence
based practice is all about balancing and interpreting a wide variety of sources of
evidence, effectively communicating this to women, listening to their needs, supporting
their choices and then helping them to have the experience of choice. Achieving this
balance effectively requires knowledge, self esteem, confidence, skill and good
working relations with colleagues. The position of midwives in the current hierarchy of

care may make it difficult for them to manage this challenge.

Summary

This chapter has considered the role of theory and explored many of the significant
concepts within midwifery in Britain in the late twentieth century, having previously
reviewed the historical developments and their impact on the occupation in chapter
two. Midwifery continues to be a significant occupation, playing an important
supportive role for childbearing women. However its position is relatively powerless in
the medical, management and nursing hierarchies in the National Health Service. The
current emphasis on safe practice, reduction of risk and evidence based practice has
led to protocol-driven services which do not always support the needs of individual
women using them. The midwife requires skills to be able to mediate the tensions
between meeting the needs of the woman and the organisation and the literature
suggests that these may often be at odds. This balance may be very difficult to
maintain when midwives themselves do not feel in a powerful position in the system of

care.

Many authors currently writing in the midwifery press appear to be focussing
substantially on the interpersonal or social elements of midwifery, the skills which can
help to provide support to women effectively, regardless of the context of care. |
suggest that the word 'relationship' would appear to be the pivot in the discussion, as
the other elements (communication, continuity of care and carer, choice and control)
all impact on the woman / midwife relationship. The development of a relationship with
women is crucial in providing effective support and can be the means by which women

achieve a satisfying birth experience in a large, impersonal maternity service.
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This chapter has also considered many of the implicit values which are learned by
students becoming midwives and identified some gaps in explicit midwifery knowledge.
The next chapter will review additional literature, that on how learning takes place, in

order to integrate the product with the process of learning to be a midwife.
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Chapter Four

Learning

Introduction

Having identified significant concepts from the literature relating to the practice of
midwifery (the 'what'), this chapter will explore issues pertinent to the process of
learning that practice (the 'how'). The expectations of programmes of midwifery
education, set by regulating bodies in Europe and the U.K., and current national
drivers will be reviewed initially. The process and some theories of learning will then be
discussed to set a context for the review of evidence in relation to midwifery education.
As the literature on theories of learning covers an enormous range, the first section of
this chapter will discuss selected concepts particularly relevant to the learning of a

practice based occupation.

The two subsequent sections present the findings from a structured review of research
undertaken in both midwifery and nursing education, primarily but not exclusively in
Britain, over the past ten to fifteen years (see appendix 2 for synopsis of studies; my
thanks to Sarah Beake who collated the findings from these studies so | could analyse
and use them in this review). The review was conducted using a variety of search tools
- MIDIRS, ENB Health Care, Ovid and BIDS IBSS databases were all accessed. The
key word 'learning' elicited several hundred sources on each database; this was
refined to 'practice' and 'learning’ which also generated a large, but somewhat more
manageable, number of articles. In addition, 'student midwives', 'socialisation’,
'professionalisation’ and 'apprenticeship' were entered. The abstracts for all of the
articles were examined to determine which were based on primary research. All of the
midwifery educational research as well as relevant nursing research has been used to

inform this discussion.

Themes in this research have been identified and the findings of the review will be
presented under the headings 'learning the trade' and 'learning to behave'. It is
recognised that these divisions are not definitive and there are issues which cross over
the two. However, the framework is one that is helpful to structure the findings of the

review in terms of their key significance for learning to be a midwife, as the research
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generally fits well into either one of these two categories. The exploration of this
evidence is a significant part of the preparation necessary to underpin a strategy for

learning to be a midwife.

Section One - Midwifery and Learning

Expectations of Programmes of Midwifery Education

The expectations or outcomes of programmes of education leading to registration as a
midwife in Britain were defined by the United Kingdom Central Council for Nursing,
Midwifery and Health Visiting - UKCC (now been superseded by the Nursing and
Midwifery Council - NMC). At the end of the course, the student will achieve the

following outcomes:
- the appreciation of the influence of social, political, and cultural factors in relation to health care
and advising on the promotion of health
- the recognition of common factors which contribute to and those which adversely affect the
physical, emotional, and social well-being of the mother and baby and the taking of appropriate
action '
- the ability to assess, plan, implement and evaluate care within the sphere of practice of a midwife
to meet the physical, emotional, social, spiritual and educational needs of the mother and baby and
the family
- the ability to take action on her own responsibility, including the initiation of the action of other
disciplines, and to seek assistance when required _
- the ability to interpret and undertake care prescribed by a registered medical practitioher
- the use of appropriate and effective communication skills with mothers and their families, with
colleagues and with those in other disciplines
- the use of relevant literature and research to inform the practice of midwifery
- the ability to function effectively in a multi-professional team with an understanding of the role of all
members of the team
- an understanding of the requirements of legislation relevant to the practice of midwifery
- an understanding of the ethical issues relating to midwifery practice and the responsibilities which
these impose on the midwife's professional practice
- the assignment by the midwife of appropriate duties to others and the supervision and monitoring

of such duties
UKCC 1998

In addition, the European Union makes explicit its expectations of all member states

through its Midwives Directives.
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"Member states shall ensure that midwives are at least entitled to take up and pursue

the following activities:

1. to provide sound family planning information and advice

2. to diagnose pregnancies and monitor normal pregnancies; to carry out examinations necessary
for the monitoring of the development of normal pregnancies

3. to prescribe or advise of the examination necessary for the earliest possible diagnosis of
pregnancies at risk

4. to provide a programme of parenthood preparation and a complete preparation for childbirth
including advice on hygiene and nutrition '

5. to care for and assist the mother during labour and to monitor the condition of the fetus in utero by
the appropriate clinical and technical means

6. to conduct spontaneous deliveries, including where required an episiotomy, and in urgent cases a
breech delivery

7. to recognise the warning signs of abnormality in the mother and infant which necessitate referral
to a doctor and to assist the latter where appropriate; to take the necessary emergency measures in
the doctor's absence, in particular the manual removal of the placenta, possibly followed by manual
examination of the uterus*

8. to examine and care for the newborn infant; to take initiatives which are necessary in case of
need and to carry out where necessary immediate resuscitation '

9. to care for and monitor progress of the mother in the postnatal period and to give all necessary
advice to the mother on infant care to enable her to ensure the optimum progress of the newborn
infant

10. to carry out the treatment prescribed by a doctor

11. to maintain all necessary records

*In present day practice in the United Kingdom, the midwife should not find herself in a position where
medical aid is not available for such grave emergency measures as manual removal of the placenta”
European Community Midwives Directive 80 / 155 / EEC Article 4)

These two sources have been complemented in the past with additional guidance from
the English National Board for Nursing, Midwifery and Health Visiting which expanded
on these expectations with more complete descriptions of the content of the
programmes. For example, the competencies in practice identified in the Midwives
Rules are extended to include issues relevant to the ethical nature of practice,
respecting diversity, working together with others, basing practice on evidence, using

information technology and auditing care (ENB 2001).
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Part of the research project undertaken by Fraser, Murphy & Worth-Butler (1997)
reviewed the curriculum documentation from twenty three long pre registration
midwifery programmes in order to determine their effectiveness. This work helps us to
understand whether the centrally dictated expectations are, in fact, embedded in the
programmes of education currently offered in England. A synopsis of the outcomes of
the programmes they reviewed identified three key themes which featured in all of the
courses and identified them as:

- the professional / friend approach (including issues of midwifery legislation,
attitudes and commitment, reflective practice, research based care, being
autonomous and accountable, confidence, lifelong learning skills, working in a
team)

- individualised approach (including issues of woman-centred care, needs - meeting
approach, assessing / planning / implementing / evaluating, holistic approach,
childbirth as normal and at risk as special cases)

- clinical competence (including issues of safety, competence; skills - clinical,
managing, teaching, education, counselling, researching and client advocacy;

sound, research-based knowledge base and the ability to apply it to practice).

This analysis indicates that the priorities defined by the European Community and the
UKCC do appear in midwifery curricula generally. Fraser et al's project (Fraser,
Murphy & Worth-Butler 1997) however did demonstrate a fair diversity of ways in
which these outcomes were expected to be met. This work will be discussed further

later in this chapter.

The Delivery of Midwifery Education

With so much guidance prescribed centrally, it would seem quite clear as to what a
midwife needs to know in order to be able to practice competently. However there are
challenges in organising this learning to ensure a consistency of output from
programmes of education. Currently midwifery education lies in universities in Britain,
with fifty percent of the learning taking place in the classroom and / or library and fifty
percent taking place in the practice environment. The learning which takes place in
either environment is generally facilitated by different staff. In the classroom, midwifery
lecturers (who may or may not be currently practising midwifery) help students to gain
the knowledge necessary to underpin safe and competent practice. This knowledge is
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largely based on the UKCC / EC / ENB guidance presented earlier. Teaching and
learning methods in the classroom are increasingly becoming student-centred and
interactive so students can participate in informed discussion about midwifery practice.
Often scenarios or case studies are used to help relate the underpinning knowledge to
practice explicitly. In addition, skills laboratories are often used to help students gain
confidence in basic caring skills before going into the real life situation in practice. In
my experience of midwifery education over thirteen years, this fifty percent of the

programme is normally well organised, controllable and largely predictable.

In contrast, the part of the programme experienced in practice is much less
predictable. Students are generally assigned to a mentor, or qualified midwife with
appropriate experience and basic teaching skills, to facilitate learning in practice. This
may be a long term relationship (for the entire period in which the student remains in
that area of practice, possibly weeks or months) or it may be on a daily or weekly basis
depending on the staffing levels and shift patterns of the qualified staff. The role of the
mentor is both to teach students and to provide moral support or pastoral care which
will help them deal with the reality of practice. The main functions of the mentor
include: to inspire the individual, to invest in her / his development and to support her /
him emotionally with reassurance to develop confidence (Darling 1984). Practice
mentors are often prepared for that role by undertaking a short post qualifying course
on teaching and assessing in practice, which gives them basic skills to support
learning. However this is not always the case; the turnover rate of staff in a maternity
service may mean that there are a number of midwives who have not undergone any
preparation. Even if they have had some basic training, midwives do not always enjoy
being mentors so may not invest any substantial energy in helping students to learn,
despite this role normally being part of the job description. In addition, many maternity
units are poorly staffed with qualified midwives and the pace of work can be quite
frantic. The priority in a very busy environment will normally be to provide the very best
care to the woman possible, with student learning taking a lesser place. The learning
which takes place in practice cannot be organised in advance with any degree of
certainty due to the unpredictable nature of childbirth. Therefore the two halves of the
programme of education are often quite different and do not always feel integrated to
the student (McCourt & Thomas 2001).
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There is a mechanism in place in many universities to help reduce this discrepancy.
Midwifery lecturers, who are employed to teach on programmes funded by Workforce
Development Confederations, are expected to spend twenty percent of their available
teaching time in the practice environment. Effectively that means that a lecturer visits
an area in practice to which she / he 'links' on a day per week basis. The activity
undertaken in that time is diverse and largely agreed between the university and
practice managers. The purpose of the 'link’ is to help prepare and support mentors, to
audit the quality of the learning environment in practice, to support practice
development initiatives from an educational perspective, to directly support student
learning (i.e. undertake seminars in practice or work side by side with students) and to
maintain personal competence in practice. Despite this appearing to be an effective
way to enhance integration between the university and practice, in reality students do
not always appear to feel the benefit of this arrangement. The pressure on lecturers
within the university (teaching, programme implementation and research demands)
may be such that they do not always manage to meet this obligation. They themselves
may feel inhibited about actually undertaking practice if they have been away from it on
a regular basis for any period of time. Even if they do manage regular attendance in
practice, lecturers may not appear visible to the students as a result of lack of

coordination between visits and the students’ shift patterns.

This context is an important consideration in determining a strategy for the education
of midwives. Despite there being lists of content to be offered in programmes of
education, the philosophy, values and priorities within the practice of midwifery will be
communicated alongside the formal, taught curriculum. This 'hidden curriculum' (Jarvis
1985) is likely to be as, if not more, important in determining the type of midwives who
exit the pre registration programme; the student will have experience of the 'hidden
curriculum' both in practice and in the classroom. Many of the issues discussed in the
previous chapters, which reviewed both the history of and current literature in
midwifery, are included in the content of midwifery course syllabi but not all of them are
listed in the activities defined by the WHO or UKCC. This allows for a diverse approach
to programme development and delivery which will suit the local environment and
resources; however, it may reduce the consistency of preparation both for and in

practice and may lead to midwives with differing values from different areas or
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courses. A clearer consensus on the less explicit components of the programme may

benefit both students and women in their care.

With this description of the common current pattern of midwifery programme delivery in
Britain established, some theories of learning will be discussed to consider their
significance to the midwifery context. The three theories, out of many possibles, have
been selected for discussion in this chapter as all relate to the education of midwifery
students. The choice of which theories to include in this discussion was based on a
number of factors. As an educationalist, | am very familiar with contemporary
educational literature and interest; from my reading, | feel that all three are considered
as important in current research and discussion. | checked out my assumptions about
the most relevant theories to include with the Head of the Centre for Learning and
Teaching at the university where | am employed to ensure she also supported my
selection. Earlier theories of learning (for example, behaviourist approaches — Watson,
Pavlov, Thorndike and Skinner; social learning theory — Bandura; assimilation theory —
Ausubel; discovery learning — Bruner; theories of teaching — Dewey) are not to be
dismissed as many provide the underpinning of contemporary understandings about
the way people learn. However, they will not be explicitly involved in the following
discussion as they are not currently reflected substantially in the literature around

nursing and midwifery education.

Adult Learning

The distinct elements of adult learning became a focus for educational theorists in the
early twentieth century. Prior to its inclusion in the study of learning, earlier theorists
largely focussed on learning in animals and children. Conditioning or stimulus-
response as a means to learning (for example by Pavlov, Guthrie, Skinner and
Thorndike) or cognitive theories involving insight or understanding as key (for example
by Piaget, Bruner, Dewey, Koffka and Kohler), emanating from the school of
experimental psychology, were prevalent from the middle of the nineteenth century
(Knowles 1978). In contrast, Lindeman in the 1920's identified that adults are thinking
beings, with valuable experience; they benefit from teachers who enable exchange
and interaction, with a sharing of authority between the teacher and student (Knowles
1978). Several authorities developed the theory considerably in the latter part of the
twentieth century. Two include Knowles, referred to as the ‘father of andragogy' (or
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adult learning) (Knowles, Holton & Swanson 1998) and Carl Rogers, a humanist
psychologist who believed in non-prescriptive freedom in learning (Rogers 1969). The
literature in this area is vast; its relevance to the discussion of midwifery education at
this time is twofold: students of midwifery are adults who bring varying backgrounds to
their studies, and teachers of midwifery are currently prepared for their roles with the

principles of adult education as the accepted theoretical basis to learning.

Therefore, one would expect that students of midwifery would be taught in ways which
reflect these elements as defined by Knowles (1984):

*setting the climate for learning

*involving learners in mutual planning

*involving learners in the diagnosis of their learning needs

*involving learners in the formulation of their objectives

*involving learners in the design of learning plans -

*helping learners to carry out their learning plans

*involving learners in evaluating their learning

There is a tension between this student-centred, self directed approach to learning and
the very prescriptive nature of statutory regulation, however. With the outcomes of the
programme quite precisely defined in order to ensure safe practice, the student cannot
decide their individual objectives unless they are closely aligned to professional
requirements. Current curricula are often divided into the content and the process; the
content is prescribed but there is some freedom in the method by which the learning is
achieved. Fraser et al (1997) found in their study, described earlier, that the content
and outcomes were quite closely related to the UKCC outcomes but that a variety of
teaching and learning methods were used to recognise the differences in the ways
which students learn. Many of these methods were self directed (diaries, journals,
reading weeks) and interactive (seminars, tutorials, workshops, placements and
projects), although they all included more didactic approaches like lectures as well. All
programmes set out student-centredness as one of the ideals, with the aim of
achieving personal development and awareness as well as high academic and
professional standards. The researchers found that Knowles’ approach of adult
learning was implemented in some way in all programmes, commonly through the use
of learning contracts or negotiated projects (Fraser et al 1997). However there was

96



also recognition that there are differences in students’ learning styles so a diversity of
teaching and learning methods were used in hopes “that by using a variety of teaching
methods, some match to learning style will occur, some of the time” (Fraser et al
1997:34). So, although the concept of adult learning was recognised and some attempt
made to use student-centred approaches to learning, there was little evidence that
students themselves would be encouraged to take responsibility for deciding on the
best way to learn given the context, content and goal of a particular part of the
curriculum. Adult learning appeared to be defined by the curriculum developers as

opposed to by the adult students in the programmes studied.

Adult learning, therefore, is part of the back drop of contemporary midwifery education
in the Britain. Students of midwifery are considered as adults (at least in principle) and
are actively engaged in their learning in some aspects of the curriculum, in an attempt
to meet the needs of students with differing learning styles. The most significant part of
that active learning may take place in their practice experience, that fifty percent of the

programme which is situated in practice.

Situated Learning

Lave & Wenger (1991) introduced a theory related to learning referred to as 'situated
learning'; it is considered to be a radical departure from traditional ways of conceiving
learning and the development of knowledge (Tennant 1997). Their basic premise is
that context is crucial in the development of knowledge, with learners participating in
'‘communities of practice' through 'legitimate peripheral participation' (Lave & Wenger
1991). They do not consider their concept as a theory of learning as such, but as "an
analytical viewpoint on learning, a way of understanding learning" (Lave & Wenger
1991:40). One of the case studies they used in their monograph was based on the
research undertaken by Brigitte Jordan on Yucatec Mayan midwives in Mexico; from
this research, they identified that the community of practice of midwifery involves much
more than the technical, knowledgeable skill involved in delivering babies.

A community of practice is a set of relations among persons, activity, and world,
over time and in relation with other tangential and overlapping communities of
practice. A community of practice is an intrinsic condition for the existence of
knowledge, not least because it provides the interpretive support necessary for
making sense of its heritage. Thus, participation in the cultural practice in which any
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knowledge exists is an epistemological principle of learning. The social structure of
this practice, its power relations, and its conditions for legitimacy define possibilities

for learning.
Lave & Wenger 1991:98

They explain that this participation starts as peripheral, increasing gradually in
engagement and complexity to full participation in the sociocultural practices of the
community. With the example of the Yucatec Mayan midwives, the apprentice is part of
the family in which the experienced midwife works, often a daughter. The apprentice is
not taught in any formal sense; she is not even likely to be identified as an apprentice
but becomes involved in midwifery work by helping her mother from an early age. By
the time she decides to become a midwife herself, she would already have substantial
knowledge and skill from this life experience. At that point, she will start to pay more
attention but will still ask few questions, taking on more and more of a workload as
time goes on (Lave & Wenger 1991). She will have moved from peripheral to
increased and then full engagement in the sociocultural practices of midwifery in their
society. This is reflective of the historical approaches to learning the practice of
midwifery discussed in chapter two, before the nineteenth century. Women became
midwives through an apprenticeship without formalised teaching, gaining knowledge
and skills through repeated experience of supporting labouring women.

In this perspective of learning, the role of the teacher is considerably less central than
in other theories of learning. "Legitimate peripheral practitioners need broad access to
arenas of mature practice and they need fewer demands on their time, effort and
responsibility for work than full participants" (Tennant 1997). This suggests that there is
little need for formal teaching, rather the context in which the learning takes place
needs adjustment to give the learner the capacity to engage mutually with those
experienced members and learn the norms of practice within the community. Wenger
(1998) considers 'education' in the communities of practice and suggests that teaching
does not cause learning, as what ends up being learned may or may not be what is
taught. Teachers and instructional materials become resources for learning; the critical
requirement in educational design is the opportunity for engagement. Education
"cannot be a closed system that shelters a well-engineered but self contained learning
process. On the contrary, it must aim to offer dense connections to communities
outside its setting" (Wenger 1998:275).
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In a research project undertaken by Burkitt et al (2001), the concept of ‘communities of
practice’ is used as a theoretical framework to interpret contemporary nurse education
in England. Their analysis supports the concept, identifying that, despite nurse
education having moved beyond the traditional apprenticeship model usually
associated with communities of practice, students experience similarities in the
significant proportion of the programme delivered in practice. The engaged and
embodied means of learning, which takes place in the practice environment, resonates

with Lave & Wenger’s viewpoint on learning.

Similarly there are synergies with the concept of ‘communities of practice’ and ‘situated
learning’ with contemporary midwifery education. Clearly midwifery programmes, like
nursing ones, do not take place in closed systems, as fifty percent of the programmes
take place within the university and fifty percent in the community of midwifery or
nursing practice. However, significant learning and socialisation into the occupation
takes place in the community of practice (to be further discussed later in this chapter)
and this is largely outwith the control of the educational institution. There is some
interaction between the university staff and that of the community of practice, through
the linking system described earlier, but the programme is not a self contained learning
process in either sphere and the regular opportunities for engagement in practice are
planned into the curriculum. This is necessary for the reproduction of the nursing or
midwifery community; as Lave & Wenger (1991) identify, reproduction takes place over
time by the gradual induction of new participants, or learners, into the ways,
knowledge, skills and values of that community. Students of both midwifery and
nursing require the opportunity for engagement offered through their experience in
practice to actually become midwives or nurses rather than just students of midwifery

or nursing.

Burkitt et al (2001) claim that student nurses, in reality, experience two communities of
practice: one in the school of nursing and another in practice. The potential in this
scenario, if the values of and in the two communities are not the same, is for
dissonance or a gap between the theory expounded about and the reality of the
profession. This is a common experience in student midwives; Billie Hunter (2002)

found in her thesis on the ‘emotion work’ of midwifery, that students experience
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profound and uncomfortable dissonance between the two spheres. Similarly, in an
evaluative study of a new curriculum in midwifery, colleagues and | found a similar
situation to exist in our own programme of education (McCourt & Thomas 2001). This
‘theory/ practice gap’ (for example Cooke 1991, McCaugherty 1991) has been well
described in the nursing literature and focuses on the differences between the ideal
and the real. The ideals of midwifery practice (for example, those presented in the
literature review of current concepts in chapter three) may not be the reality which
students experience in the community of practice.

Indeed, Wenger, McDermott & Snyder (2002) identify some important elements in
communities of practice that may not be the norm experienced by current students of
midwifery when in the practice environment. They discuss the energy in the
community, the need for passion in the core members in order for the community to be
attractive and stimulating to new members, making them want to be part of it. The
current culture of the maternity services, discussed in chapter two, is described by
Stapleton & Kirkham (2000) as one of powerlessness, with a resignation by midwives
to their lot, a low sense of self worth and an overwhelming sense of helplessness and
of low expectations. This is not likely to be the ideal of midwifery which students are
exposed to in the classroom setting and may contribute to the potential for dissonance.
With these as the cultural norms in the midwifery community of practice, it seems
possible that students may not want to become part of that community. If they choose
to remain, they may learn a pattern of behaviour which will perpetuate that
disempowered norm, having had their learning situated in a less-than-ideal community.
The ideal of an energy-filled and passionate community, which is exciting to new
members, does not appear to fit the real situation in the current British maternity

services.

Situated learning, as a learning approach, appears to have synergy with midwifery and
nursing education. Despite the move from a traditional apprentice style of learning, the
community of practice continues to have a significant impact on learning. This is
complicated by the current delivery of midwifery education in two parts, in the
communities of both the higher education institution and that of the maternity service.

Students can be caught between these two communities (Burkitt et al 2001); they need
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" to survive both in the university and the practice environments. However, Burkitt et al

(2001:32) claim that the

tension between the imagined community and the actual communities of practice is
a necessary, if uncomfortable one. Without the imagined community and its ideals,
nurses would have no reference point for a critique of the current health care
system and the restraints it places on the delivery of nursing care, nor would they
have a vision of what nursing care should be like.

The fairness of using students as agents of change must be considered in this context.
Although it may seem admirable that they are able to challenge the status quo, | know
of colleagues who consider students as troublesome or annoying if they are too
questioning. This may lead to tension between the student and her / his mentor in

" practice which is not productive. The challenge would appear to be in managing the
dissonance so that the discomfort does not prevent effective learning. This will need to
be set alongside maintaining sufficient ideals to ensure women receive the support and

care they deserve.

Social Constructivism

This third, and final theory for discussion in this chapter, relates to both of the previous
ones. Social constructivism is a philosophy of education which claims that all learning
is socially constructed, that is, based on the values and beliefs of the social
environment (or community of practice). It suggests that prior experience is an
important part of that social construction and adults bring significant experience to any

learning opportunity.

Renshaw (1995) suggests that this model of learning is based on the following
assumptions about teaching and learning:

* learning is a social activity

* teaching is a joint activity with students

* learning is interactive and co-constructive

* teaching is guided conversation

* learning is self-regulated group membership

* teaching is assisting joint constructions

* learning is evaluating shared ideas and values

* teaching is enacting and role modelling community values
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Similarly to the principles of adult education, social constructivism emphasises what is
happening to the learner rather than the teacher and focuses on interaction with the
environment as a key to learning. Constructivism is based on the belief that there are
many ways to structure the world (reality) and there are many potential meanings and
interpretations of an event or concept. Previous learning and experience on the part of
an individual will influence the way new events and experiences have meaning to each
individual. Learning is more than receiving, storing and retrieving information; it is an
internal process of constructing personal meaning in the mind and this takes place by
fitting new information together with what is already known and understood.

For the midwife, practice is a key place where expertise is developed and skilled
practitioners assist the learner to construct meaning through midwifery experiences. As
highlighted above, teaching includes enacting and role modelling values; the teacher
takes the role of one who creates and provides learning experiences and opportunities
that facilitate the natural development of learner's decision-making abilities through
various paths of discovery. Rather than the more passive approach highlighted in
situated learning theory, social constructivism incorporates an active teaching role
(although this does not necessarily conform to the traditional model of teaching). The
teacher facilitates the learning by creating structured group discovery activities and by

enabling students to construct their personal meaning from the situation.

Enquiry / Problem Based Learning

One learning and teaching method, which has social constructivism as its philosophical
underpinning and which is becoming increasihgly prevalent in midwifery, nursing and
other health professional education is enquiry based learning. Enquiry based learning
is an umbrella term for any teaching and learning method which uses the asking of
questions and active seeking of answers as its basis. Problem based learning (PBL) is
a specific method of enquiry based learning which has been considered as particularly
helpful in learning professional knowledge and skills. The aims of problem based
learning include the promotion of learning which is relevant to real life experience and
which can be used and retained well by the student (McCourt & Thomas 2001). It sits
in apposition to subject based learning in the sense that students are introduced to real

life (or quasi real life) situations or scenarios and are facilitated to explore the learning
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required to make sense of it. They learn about traditional academic subjects (e.g.
physiology, sociology, psychology, pharmacology, ethics) in the context of a real
situation rather than as a somewhat theoretical exercise, as may be in the case of
subject based lectures. This approach is said to lead to 'deep learning' (Entwistle &
Ramsden 1983) or learning which the student is actively engaged in and remembers

as a result of this engagement, to be used in other, similar situations in future.

The evidence in favour of using a problem based approach in health professional
education is impressive. It is not within the possibility of this chapter to provide an
exhaustive literature search although three meta analyses review the strengths and
weaknesses in depth (Albanese & Mitchell 1993, Berkson 1993, Vernon & Blake
1993). However, it is worth identifying some of the key points raised in the literature.

Sadlo et al (1994) review the positive outcomes of PBL which have been identified in
the literature and include:
* students find PBL courses interesting and relevant leading to high morale,
enthusiasm and motivation
* PBL promotes deep-learning approaches with improved command of subjects as
courses progress and retention once the course is complete
* critical reasoning is developed more quickly during work with problems and
students are more intellectually active during PBL sessions than many traditional
ones
* clinical supervisors tend to rate PBL graduates higher than other students
* PBL appears to produce superior outcomes in the areas of autonomy,
interpersonal skills, satisfaction and fieldwork skills
* tutors generally become excited and highly motivated using a PBL approach

These issues are corroborated in a number of other sources (Sadlo 1997, Murrell
1996, Creedy et al 1992, Boud & Feletti 1991, Mitchell 1988).

Problem based learning was first described in midwifery education in Britain by both
Pansini- Murrell (1996) and Wise (1996), who piloted its use in specific modules. | was
involved in introducing a whole midwifery curriculum using PBL (Thomas et al 1998)
and with an evaluation of the programme (McCourt & Thomas 2001). The evaluation
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highlighted the challenges involved in moving both students and lecturers to a
fundamentally different way of learning, but suggested that outcomes from the new
programme were at least as good as the previous one and recognised that this could

be seen as positive at a very early stage of implementation.

Although there remains a need for long term evaluation of PBL in terms of its effect on
midwifery practice, there appears to be evidence that it is at least as good as
traditional approaches to learning and teaching in the shorter term. Critics of the
approach raise some areas of concern; medical students have been found to score
lower on traditional basic science examinations and they perceive themselves to be
less well prepared in basic sciences than their counterparts on conventional
programmes (Albanese & Mitchell 1993). This may reflect the prevailing priority in
medicine given to the knowledge of science rather than actually having a negative
impact on the ability to use knowledge in practice. In our study (McCourt & Thomas
2001), some students became frustrated from having to rely on their peers in the
acquisition of knowledge; they felt there were gaps in their knowledge if their
colleagues did not pull their weight in researching topics. This can be a valuable
learning experience in itself, as working as part of a team is critical in current midwifery
practice, but it may feel negative to some students and interfere with their learning. In
addition, the students’ learning styles may or may not be congruent with this active

approach as some learners prefer a more traditional passive form of education.

Further research is required to determine whether PBL has the potential for far greater
benefits to practice in the longer term, when facilitated effectively, due to its synergy

with woman-centred values.

Summary of Educational Theories

These three theoretical approaches to learning and teaching - adult learning, situated
learning and social constructivism - all present relevant considerations for the
development of an educational strategy for learning to be a midwife. There is some
overlap in relation to the underpinning concepts; active engagement in learning, using
previous experience, engaging with the community of practice and learning from real
life scenarios. One significant challenge is that of dissonance experienced by students

between the ideal and the reality of practice. Despite this dissonance being a potential
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means to ultimately improving practice, the question of the fairness of using students
as change agents does arise. The rest of this chapter presents a review of the
research evidence in relation to midwifery education. This will identify whether the
experience of students on current programmes of education is satisfying, whether
these programmes are based on the theories described and which approaches are the

most successful in helping students to become midwives.

Section Two - Learning the Trade

The following two sections present research findings from a number of studies
undertaken, primarily in midwifery education but also from nursing, where particularly
relevant. The research studies which are discussed in this first section relate to the
learning which takes place in the practice environment (learning the trade). | have
grouped them into three categories; role models, apprenticeship and learning by
osmosis. These studies all consider the effectiveness of the learning which students

undergo while they are situated in their community of practice.

Role Models

Several researchers have focussed on the significant impact which the midwife with
whom the student works, her / his mentor, has in shaping the student. Both the specific
mentor and the other midwives practising in the environment provide role models of

both good and bad practice, from which the student learns.

Hi