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ABSTRACT

This Thesis is basedupona project researchingmidwivesconfidenceandcapability in

holistic assessmentfor 'normallabour'andthe developmentof these attributes asa

responseto learningto care for women.The project wasan exploratory qualitative

study uSinginterview, ethnographyandquestionnairesto collect data from three sites

in the UK. Qualitative data analysiswasadoptedto build theory andthis resulted in

the developmentof a project model(Figure 6.1:MidwivesAssessingIntrapartum

Progress)that represents the findings of the study.

Resultsidentify a rangeof diagnostic information that midwivescanconsider when

judging labour progressand identifies differences whenassessinglowrisk cases

betweenthose usinganactive managementstyle of assessmentandthose usingan

expectant managementstyle in the extent of makinguseof internal or external

indicators of progress respectively. Differences in interpreting information and

judgementsabout usingprocedures reflect a focus on childbirth andcare, learningfrom

experienceand influenceswithin the midwifery teamandorganisation.

Differences in understandingand in philosophicalposition towards childbirth interact

with capability resulting from experience,andthis interaction is expressed in the

degreeof discretion to practice holistic assessment,negotiated within the structures

andprocessesof the work place. To adopt anexpectant managementstyle of

assessmentfor normal labour midwivesmustsustain motivation. Motivation is

dependantuponunderstandingandcapability, both learned in practice, but not well

developedin manyof the respondents in the study.

Active managementcreates an illusion of accuracyandcertainty and this is not safe or

effective for midwifery diagnosis. It hasalso restricted midwivestolerance for

uncertainty anddecreasedthe credibility of lesstechnical information that is

important. A holistic approachto assessmentbasedon observation and complemented

by technologywhenrequired is a more effective diagnosticapproachwhenmidwives

spendsustained periods with womenwithout on-site medicalcover.
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PREFACE

:Most women's experience of childbearing in the UK today are medicalised. ...
Doctors may not be physically present in the room during actual labour, but
the maternity unit and the labour ward are their domain. The act of birth is
surrounded by all of the symbols of the medicalprofession and all that it
stands for - science, power and knowledge. '
(Henley-Einion,2003, p173)

The above quotation appears to reflect the reality of childbirth for most women in the
UK. Despite a focus on providing choice for women, includingan option to select care by
midwives if womenare 'normal' there is little evidence for a different approach to care,
and in particular little evidence of a different approach to labour assessment. This is
important as through the application of assessment methods the perspective of the
midwife towards childbirth is demonstrated. Unfortunately while midwives seem to be
attempting to provide holistic womancentred care their approach to assessment is
technocentric, this indicates a lack of confidence in the birth process and lack of
acceptance of the value of alternative midwifery assessment based on observation and
abdominal examination. Unfortunately womenare still subjected to invasive vaginal
examinations that reflect an active management approach to progress assessment.

Personal Standpoint on Care and Assessment in Labour
Personal standpoint to care and assessment in labour is relevant to this qualitative
study because of the influence on data analysis and also to explain the focus of the
project. The process of deciding what subject is worthy of study, an appropriate way
to explore the subject and interpreting particular meaning to be located in the data, is
influenced by the values, experience, skills and knowledge of the qualitative researcher.
To provide a degree of transparency about personal biases this section provides
information about personal experiences that have shaped my knowledge of and views of
that which is midwifery practice in general and in particular the relationship between
care and progress assessment in labour.

Having been employed as a Nursing Cadet, Student Nurse and Staff Nurse between
1969 and 1975 in the North East of England I moved to Shropshire in 1975 to
undertake midwifery training as a Pupil Midwife and complete the Central Midwives
Board examinations (Part 1and Part 2) and become a State Certified Midwife in 1976. I
remained in Shropshire, working as a Staff Midwife and Midwifery Sister in hospital
and community locations until 1980. I then moved to Cleveland as a Midwifery Sister as
I wanted to teach and wished to be seconded for a full-time Midwife Teachers Diploma.
I have been in midwifery education since 1980, at first in a School of Midwifery in
Cleveland and since 1986 in Higher Education at the University of Northumbria.

When I was learning and practicing midwifery at the Royal Shrewsbury Hospitals in the
1970's women booked with obstetricians had their labour actively managed. Partograms
were used to record labour progress on a graph as quality of contractions, descent of
the presenting part in fifths palpable abdominally and cervical dilatation. Vaginal
examinations were routinely undertaken after women had experienced 4 hours of
substantial uterine contractions and repeated 4 hourly. A normographs representing

- x-



the rate of dilatation for populationsof womenwasusedto comparedilatation and
medical(intravenousSyntocinon)andor surgical intervention (artificial rupture of
membranes)wasundertakenby medicalstaff if progresswasnot equivalent. Midwives
did not undertake artificial rupture of membranesor applyscalpelectrodes.

While active managementof labourwasprovidedfor obstetric cases,manywomenwho
were problemfree were bookedunder the care of GeneralPractitioners (GPs).Such
womenwere identified asnormalandunlessthey wishedto deliver in the consultant unit
they couldopt for a homebirth or deliver in oneof the GeneralPractitioner Units, in
which casemidwivesandGPsprovided care. Managementof labour that wasadopted
for homebirth andGPunit birth reflected a 'conservative'approach. Vaginal
examinationswere usedonlywhenrequired for exampleif abnormality wassuspected,
andwere not routine. Reflecting this difference the labour record consistedof clinical
observationsanddid not includea partogramas labour history, quality of contractions,
client reaction andabdominalpalpationwere generallyusedto diagnoselabour and
assessprogress. If maternalor fetal problemsdevelopedwomenwere referred to an
obstetrician andeither transferred to the consultant delivery unit or in somecasesGPs
on the obstetric register wouldprovide obstetric management.The aimof care wasto
achievea physiologicalbirth and midwivesdid not intervene to augmentor accelerate

labour.

As Shropshire provided a fully integrated midwifery service, I like most midwives
where I worked had a variety of experience. More than half of my experiencewasin
the consultant unit, where myallocationalternated every four weeksbetweenthe ward
for labour,delivery and theatre suite, anda ward for antenatal and postnatal care.
Eachfour-week rotation comprisedof three weeksof day duty andoneweekof night
duty. The remainder of myexperiencewasmadeupof allocationsof several months
duration at a time to three of the communitylocations. In two locationsI worked
predominantlyin the GeneralPractitioner Unit providing intrapartum andpostnatal care,
and in the other I worked predominantlyasa communitymidwife, only working in the
unit at night to provide intrapartum care for womengivingbirth in the unit and in the
community.

I think my midwifery training and experience in Shropshire was important in shapingmy
particular approachto andunderstandingof childbirth. Rotating to provide care in
labourand in the prenatal and postnatal phaseof pregnancyevery few weeks,and
allocation to different geographicallocationsprovided anoverviewof the experienceof
birth for individualwomen,increasedmyconfidenceandadaptability andrequired that
I work from principles, rather than cultural normsand I developedskills that couldbe
adapted to consultant or communitycare.

I wasfamiliar and comfortable with the work in the consultant unit and I had little
problemadapting to a more conservativeapproachto care whenappropriate. In part
this wasout of necessity linked to the realisation that I couldavoid potential problems
with maternal physiologyby providing care, support anda comfortable environment.It
wasevident that the type of birth processexperiencedby womenin the General
Practitioner Units appearedto be less painful and traumatic, and womenseemedto
adapt more positively to the birth processand the processof motherhood. Although in
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contemporarypractice continuity of caregiver is often a feature of this type of
environment,the positive effect I observedwas not a result of continuity of care giver;
as midwiveson the unit cared for womenthat they might not havemet until labour
commenced.Becauseof frequent rotation I generallycared for womenwhohadnot met
mebefore and it wasimportant to establish a positive helpingrelationship and learn
about womenby observingand listening to them. In somerespects it wasgenerally
easier to care for womenin labour in GPunits becausethere wasnoelectronic
equipment,infusionsor medicalstaff to attend to andwomenremainedmoremobile,
required lessanalgaesiaandwere more self-determined.

The major difference betweenthe consultant delivery area andthe delivery area onthe
GPunits was in the useof technology. In the consultant area Cardiff infusionsystems
were usedto administer an increasingdosageof Syntocinonin responseto internal
uterine pressure readings,there wascontinuousfetal heart rate monitoring,epidurals
and inductions;while in the GPareas there wasno electronic equipmentandclinical
examination,intermittent auscultationand client reactions were usedto monitor the
birth process. The absenceof technologyencouragedmidwivesto focus onand interact
with women,as talking to women,observingthem andexaminingthem wasthe only
sourceof information. Vaginalexaminationswere usedif necessary,but they were used
selectively and not considereda routine part of assessment.This seemsto be
important as the elementof labour managementconcernedwith judging progress was
integrated within an 'atmosphere'of care where it did not dominatethe birth process.

WhenI movedto the consultant unit in Cleveland,labourwasactively managedand the
approachto monitoringwassimilar to my previousexperienceof active managementand
felt familiar. Although slightly less technologywasavailableit wasconstantly in useand
in contrast to myexperiencesin Shropshire medicalstaff did not necessarilyattend
whenmedicalprocedureswere required; instead midwivescarried out artificial rupture
of membranesandattached fetal scalpelectrodes accordingto medicalprotocols. The
incidenceof artificial rupture of membranesseemedto be muchhigher in this unit, as
wasthe needfor analgaesiaandepidurals. It seemedthat in the Clevelandunit
midwiveswere more focussedon technical tasks.

The experiencesI havehadas a clinical midwife anda midwifery educationalist have
influenced myviewson labour care andassessment,andmy interpretation of research
findings and maternity statistics. My view is that for most womenpregnancyand
childbirth is generally unproblematicif left to proceedasa physiologicalprocess. In
this circumstanceI consider that care provided accordingto a midwifery approachhas
advantagesfor the processandoutcomeof birth. As problemsmaydevelopduring
labourand delivery it is important that labour is observedto detect such problems,
particularly to avoidprolongedlabour andwhere necessaryto refer womento an
obstetrician. If womenare free of medicalconditions,pregnancycomplicationsand
problematic birth history I believe it is desirable for midwivesto assumefull
responSibility for care in childbirth. Suchcare includesmonitoring the progress of
labourto identify that contractions, descent, fetal conditionand maternal response
developas expected for normalchildbirth. Whencombinedwith abdominalexamination
a thorough vaginalexaminationis anespeciallyvaluablediagnostic procedure for
midwivesto usewhenproblemswith the labourare suspected. However,I believe it is
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not necessaryto undertake routine vaginalexaminationsbecausea holistic approachto
assessmentandcare will detect andavoidproblemsand becauseunpleasantprocedures
shouldbe usedonly whenrequired. In particular I consider it preferable for midwives
to interpret women'sreaction to labourand in particular to focus on the discomfort and
involuntarypressureof uterine contractions, rather than basingcare and pain
managementon cervical dilatation. Labour is not a health care problemwhere midwives
haveto take over and investigate the process,rather as a physiologicalprocessit
shouldbe recognisedas exhaustinganddemandingof women'sability to adapt. Unlike
the role of medicalstaff midwiveshavean important role supporting womenin labour,
avoidingthe developmentof problemsandreducingthe needfor drugs or intervention
by providing fundamentalcare.

A lackof evidenceabout anyadvantagesassociatedwith active managementof labour
over a conservativeapproachpotentially provided by expectant managementcausesme
to concludethat expectant managementis the approachthat midwivesshouldusewhen
womenare 'normal'. With appropriate preparation andexperience midwivesshouldbe
able to demonstrate confidence in childbirth. Although casesidentified as obstetric
canbenefit from expectant management,medicalresponsibility maydetermine how
managementis providedandthe requirement for specific information necessitate
vaginalexamination.

There has beenan increasein the responsibility that midwiveshavefor normalbirth
but midwivescontinueto basediagnosison active management.The implicationsof this
is that midwiveswhocontinueto useroutine vaginalexaminationsandelectronic fetal
monitoringare not providingwomencentred midwifery, they are providingobstetric
management.However,I anticipate that midwiveswithout an opportunity to develop
confidencein maternal physiologyandan approachto assessmentnot oriented to
technologyandroutines mayhavedifficulty interpreting the nature of expectant
management,howthis canbe a different type of experience for womenand midwives,
understandinghowto usealternative skills andpossibly identifying suitable casesfor
midwifery care.

For meexpectant managementis part of a whole-package-of-belief about the role of
midwivessupporting normalbirth. I do not believe it is sufficient for midwivesto
assumeresponsibility for managing'normal' labourandcontinueto provide routine care
andassessmentdominatedby a technologicalviewof childbirth that denieswomen
powerwithin the childbirth experience. It is possiblethat routines of labour ward
practice havereplaceda thoughtful approachto care andassessmentinterpreted and
determined by individualwomen'sneedsandsituation. However,as learningto
undertake professional practice is reliant uponknowledgefrom theories and knowledge
from practice, I considerer it unrealistic to expect a changeof practice to follow
closelybehinda changein nationalpolicy or recommendations.
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CHAPTER 1: INTRODUCTION

The pressuresfor midwifery services to provide care that is client centered, rather

than technologydriven is in part related to a lackof evidencesupporting intervention in

normalchildbirth (Fraser et at, 1998)and becauseof this transition from active

managementof childbirth to expectant managementis beingencouraged(Department

of Health (DOH) 1993).

A fundamentaldifference betweenthe two forms of managementis in the degree of

confidence in maternal physiology. In active managementphysiologyis suspect, the

rate of labour progress is prescribed andcervical dilatation is plotted on a graph and

comparedagainstanexpected trajectory that represents 'normalprogress'. However,

for womengiving birth at term, whenthey are expected to havea vaginalbirth with

minimalassistanceexpectant managementdemonstrates greater confidence in maternal

physiology. Variation in progress is accepted as part of individualphysiology,andwhile

observationto detect pathologyis provided, the process is left to run its course.

Cervicaldilatation mayon occasionbe assessed,but there is no needfor regular routine

assessment.

The extent to which vaginalexaminationis used,in theory, shouldbe reduced when

expectant managementis used. This is Significant becausevaginalexaminationshave

traumatic associations,linked to discomfort, embarrassmentand emotionaltrauma. In

onestudy 100womenout of a sampleof 500 identified obstetric andgynaecological

proceduresas traumatising; of these 30 met criteria for a diagnosisof a posttraumatic

stress disorder (Menange1996). This type of reaction is particularly apparent when

womenhaveexperienced childhoodsexualabuse. In a study by Robolmand Buttengheim

(1996)survivors reported more trauma-like responses,overwhelmingemotionsand

unwantedunpleasantmemoriesthan controls. Menange(1996) concludesthat midwives

shouldunderstand that womenare vulnerableduring vaginalexaminationsand Stuart

(2000) believesvaginalexaminationis invasiveandthat midwivesshould rely to a

greater extent on other methodsof assessment. An awarenessof the effect on
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clients andevidencethat confidence in the findings cannotbe justified causedWalsh

(2000) to concludethat:

:.. routine repeated vaginalexaminationsin normal labour should be abandoned

untl'l research establishes their appropriate place.'

While it is believedthat midwivesshoulduseexpectant managementandavoid

unnecessaryvaginalexaminationsit shouldnot be assumedthat they havethe

knowledgeandskills to be able to do so,or that the working environmentwill support

sucha change. Prior to the 1970's midwivesusedalternative methodsand hadexpertise

that they coulduse, in particular the pattern of uterine contractions and the descent

andflexion of the headthat canbe assessedonabdominalpalpation. Stuart (2000)

whopracticed at a time whenreliance on vaginalexaminationwasminimal,wasable to

utilise vaginalexaminationwithin her practice if necessary,but she had substantial

confidencein alternative skills. She is concernedabout the inability of student

midwivesto useabdominalpalpationand their over-reliance on vaginalexamination. This

concernis shared by Magil-Cuerdon(2001) whohasnoticed, as I havethat essays

written by contemporarystudent midwivesrarely includedetails of abdominalpalpation

alongwith findings from vaginalexamination. Erosionof confidence in abdominal

palpationis demonstrated in the changeof emphasisin assessmentsince the early

1970's. This is evident in successiveeditions of Myles'Textbook for Midwives.With

confidencein the 1971edition Myles declares that' ...a vaginalexaminationshouldnot

be necessaryduring every labour'and emphasesfindings from abdominalpalpation

(Stuart,2ooo). The 1975edition reduces the importanceof abdominalpalpation' A

vaginalexaminationshouldalwaysbe precededby abdominalpalpation(Myles, 1975,

p246-7). By 1989 the reduced importanceof the abdominalexaminationis apparent

'with a combinationof external and internal findings the skilled midwife will havea very

detailed picture of progress in labour (Bennett & Brown,pI55).

It is likely that midwivesworking in an environmentwhere vaginalexaminationsare

performed routinely, andwhoprioritise cervical dilatation as a method of assessing

progress,maynot be skilled in abdominalpalpationor maynot be confident in what they

2
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find. There is a precedent for this in a study that comparedactive managementwith

physiologicalmanagementto deliver the placentaand membranes.Midwivesin the study

required instruction in phYSiologicalmanagementdue to inexperiencein physiological

management(Elbourne& Harding, 1989).

It is possiblethat routine over-reliance on cervical dilatation mayhaveinfluencedthe

ability of midwivesto developandretain confidence in other methodsof assessment.

It wouldseempresumptiveto believe that midwiveswouldfind it easyto changetheir

practice evenif they havethe skills, knowledgeandconfidence in usingfindings from

abdominalpalpationandcharacteristics of contractions to monitor progress. This is

significant as where assessmentis basedupona variety of information, of different

types, decisionsandjudgment is improved(Magil-Cuerdon,2001). As midwivesin the

past hadgreater confidence in usingalternatives to cervical dilatation to assess

progress, it is clear that these skills could be reintroduced, however it is important to

establish the practice knowledgebehind the useof particular assessmentat specific

times. It is necessaryto establish the knowledgeandskills that midwivesare usingto

assessintrapartum progress,howthis is linked to opportunities to learn,andthe effect

of organisationalandcultural factors on learningand developingpractice knowledge.

The aimsfor the research project are basedonthe factors discussedin the previous

section:

• To identify the rangeof knowledge,skills andassessmentmethodsusedby

midwiveswhenassessingprogress during labour.

• To identify practice knowledgeand its influenceon adopting particular

assessmentmethods in specific circumstances.

• To identify links between learningopportunities from 'doingwork' anddeveloping

knowledgeand skill in intrapartum assessment.

• To identify factors in the organisationandculture of the workplacethat havean

impact on the waythat intrapartum assessmentskills andknowledgeare

developedand used.

3
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Sincethe commencementof the project midwivesskills havebecomemuchmoreof an

issuebecauseof the drive to modernisethe maternity servicesandthe philosophyof a

service designedarounduser'sneeds. This is beingundertakenagainsta backgroundof

a predicted shortfall of senior medicalstaff that makesthe current configuration of

maternity services untenableandencouragesthe developmentof a modelthat makes

more effective useof midwivesskills with normalpregnancy. As anexamplea report

by the Maternity and NeonatalWorkforce Groupfor the Department of Health

Children'STaskforce (DOH,2003, P2, para.6) wasbaseduponwork in which the group

explored and identified key factors in maternity servicesstaffing, structures and

managementthat are necessaryto deliver a service which:

• ~Scentred around the needsand wishesof womenand their families and

communities,offering womenreal choicesabout their care

• IS clinically appropriate andcost effective for both mothers andnewborns,

according to the best avollableevidence

• IS safe, accessible, flexible and whereverpossible, local

• contributes to public health outcomesandreduceshet/lth inequalities

• provides set/mlesscare acrossprimary, secondaryand tertiary sectors

• usesand developsprofessional skills efficiently andeffectively

• works in partnership with other statutory and voluntary agencies.'

Implicit in this service is the developmentof communityservices for normalwomen

staffed by midwiveswhowill be working without onsite medicalcover while providing

care in childbirth. This placesmidwivesdiagnosticskills at the forefront of

developmentsof the restructured maternity servicesandplacesthis study within a

context of developmentsin maternity care. The followingsections present an overview

of the structure of the Thesis.

Chapter 2 providesa review of the literature in relation to two competingphilosophies

of childbirth and howthese create different perspectiveson uncertainty in diagnosis

and different responsesto labour care and labourassessmentthat reflect different

levelsof technology. The needfor midwivesto provide Q less technological form of
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care is discussedin relation to theories of learningwhere the difficulty in makingthe

transition to womencentred holistic care is acknowledged. In order to understandthe

implicationsfor midwivesof providingholistic care in labour the review considers

severalaspects that seemparticularly relevant. This beginswith a historical analysisof

the factors that influencedhowmidwiveswere to participate in labour care andthe way

in whichdrivers suchasavailability of hospital bedsand mortality statistics led to the

developmentof a hospital centred maternity service in the UK. An analysisof practice

drivers suchas anapproachto labour basedon technologyandactive managementis

usedto explain the processthat led to a partial deskillingof midwivesuntil in the

1990'swomen'sincreasingdissatisfaction with care anda re-evaluation of mortality

rates and birth outcomestatistics cast doubt on the effectiveness of childbirth

technology. The remainder of the review is concernedwith literature that charts the

debate within midwifery about demarcatingnormalchildbirth, howthis has led to an

exploration of alternative knowledgeandskills that midwivescanuseto provide an

alternative to active managementandthe role that experienceand the work

environmentplays in the developmentof appropriate alternative skills.

The review concludesthat alternative approachesrequire skills in expectant

management,increasedcollaboration with womenandgreater autonomyfrom medical

staff and there is evidencethat midwivesmaynot all possessthe skills andconfidence

to work in this way.

Chapter 3 provides a discussionof research methodologiesin relation to the project

anddescribes anddiscussesthe methods that havebeenadopted,samplesand ethical

issues. The project is exploratory and a variety of qualitative methodshavebeen

adopted in order to build knowledgearound profesSionalpractice and the influence of

work on profesSionallearning. Although three Midwifery Units were selected for the

study eachcontributed differently and oneformed the basisof a casestudy, where

multiple methodsof data collection were used(Interview, Field Study and

Questionnaires). At anearly stage in the data collection categories were identified in

the data anda modelwasdevelopedto test relationships betweeneachcategory.

Categoriesandearly modelsare presented in Appendix1. The project modelswere
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usedto decide onsamplesanddata collection - as data wasconsideredin terms of the

fit with the model- andwasusedto test andgraduallydevelopthe model. This wasalso

the basisfor selection of further Midwifery Units. A final project modelis presented

in chapter 6 (Figure 6.1). Analysishasconcentrated ontheory buildinganddevelopment

of conceptsthat are expressed in the project modelto relate them to midwifery

diagnosticprocess. The conceptsemergefrom the data andat the sametime are

connectedto the wider literature in a systematic way. The approachadoptedtypifies

the diverse, yet disciplinedproceduraldiversity of anadaptivetheory approachto

theory building (Layder, 1998). The perspectiveadoptedfor theoretical samplingand

analysiswasoneof reflective rationality that recognisesthe complexity of professional

action and takes into accountthe action context.

Chapters4, 5 and 6 present anddiscussthe results from the study usingthe project

modelto structure the discussionof data arising from the different methodsandfrom

the three Midwifery Units. Data from eachmethod is integrated within eachchapter

althoughresults from eachmethodare alsoconsideredin terms of similarity and

difference andwhere possibleexplanationsare provided to accountfor this.

Chapter4 is structured aroundand presents data that reflects the category Diagnostic

Processfrom the project model(Figure 6.1). Within the project modelthis represents

the type of Information Gatheringstrategies that midwivesadopt to obtain information

about labour progress in the form of DiagnosticIndicators, howmidwivesengagein

Information Processingin which DiagnosticIndicators are weighedfor relevanceand

during which midwivesconfront the uncertainty of normalchildbirth while resolving

eVidenceto arrive at a ProgressClassification that is subject to changeandthat drives

the next phaseof Information Gathering.

Analysishasrevealeda difference in prioritising external or internal signsof progress

asa feature of the assessmentstyle adopted by individualmidwives. Midwiveswho

prioritise routine assessmentand internal signsdo not all appreciate whendiagnostic

information is desirable. Routineassessmentbasedon the limited criteria of active

managementappearsto reduce effectiveness in assessmentand causesa failure to
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recogniseproblems. This indicatesthat it is necessaryfor midwivesto usea broader

rangeof skills and criteria basedonholistic observation.

Chapter5 is structured aroundandpresents data that reflects the category Diagnostic

Orientation (Figure 6.1). Within the project modelthis represents the approachthat

midwivesadopt whenassessingprogress. DiagnosticOrientation is comprisedof the

sub-categoriesActivity Style, Sphereof Practice andConfidence. Activity Style

represents an individualmidwife'Spreferred approachandConfidencein assessment

skills influencesActivity Style. Activity Style andConfidenceare both influenced by

the particular Sphereof Practice within whicha midwife is working.

Observationskills appearto be critical to midwifery care and form the basisof an

expectant managementstyle of assessmentbecausethey provide a more effective

meansof monitoring labourwhenpractitioners spendsubstantial time with womenin

labour. Despite this it appearsthat midwivesare prevented from developingskills in

observationby others working in their midwifery teams whospecify the type of

information in records andoral reports. As a result of this skills in observation are not

developedon the consultant labourwards. If they candevelopunderstandingof and

confidence in observation skills a few midwivesare motivated to resist pressure to use

anactive managementstyle of assessment.

Chapter 6 is structured aroundanalysisfrom Chapter 4 and 5 and the category Working

andLearningthat is developedwithin the chapter. A final project model is presented

in this chapter (Figure 6.1)representing the integration of factors that influence how

midwiveslearn to undertake labour progressassessment. In particular the development

of an Expectant ManagementStyle of Assessmentis discussedin relation to experience

andknowledge,the developmentof a Senseof Coherenceand the influence of

Communitiesof Practice.

Discussionfocuses on tolerance for the uncertainty of normalchildbirth and compares

howthis is expressedwithin the two mainapproachesto assessment,an expectant and

anactive managementstyle. The role of experience is examinedin relation to capability

7
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in expectant managementand this is linked to the developmentof a Senseof Coherence

for expectant management,and the role that Communitiesof Practice play in controlling

the enterprise andexperiencesof workers. In this study it appearsthat few midwives

havedevelopedan expectant managementstyle of assessmentand most demonstrate a

lowSenseof Coherencethat is related to an imbalancewithin the communityof

practice as reification exceedsparticipation. There is hierarchical distribution of

powerwithin the midwifery team that limits participation in labour assessmentto

technological,authoritative language.The communityof practice appearsto have

foregone the autonomyof individualmidwiveswithin a system that increasesthe

credibility of senior midwivesandpossiblyprevents medicalencroachment.

Chapter 7 presents the conclusionto the Thesis andalsoexaminesimplicationsfor

practice in which the desirability of a self-aware approachto midwifery practice is

proposedas the wayforward for progressassessment,by which to counter the

dominanceof the medicalmodeland its associatedtechnologies.

The conclusionthat accurate diagnosisis less likely if anactive managementstyle of

assessmentis adopted is important if midwivesare to work in situations without onsite

medicalcover. This hashugeimplicationsfor midwives'practice as they must learn to

useobservationskills for normalbirth andalsousetechnologywithin holistic

assessment,to confirm or exclude the existence of suspectedproblems. A minority of

midwivesin the study usean expectant managementstyle andhave learned to deal with

the inevitable variation anduncertainty of normal labour, to focus on physiologyand

individualwoman'sexperiencesof a normalbirth andto recognisesituations where

further information is required. These midwivesadopt an expectant position on

practice andusetechnologywhenit canmakea valuablecontribution to assessment.

However,the developmentof this ability is not linkedto experience in consultant units

as midwivesrefer to experience in communitymidwifery, in geographicallyisolated units

and in environmentswith a culture of midwifery where intervention wasavoided.

8
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The implicationsof the study are concernedwith creating anenvironmentfor midwives

andstudents where experiencefosters the developmentof capability in expectant

management.This has implicationsfor the waythat midwifery is organisedwithin

workforces andfor the developmentof a climate of participation, midwife autonomy

anda focus on women.In particular the importanceof clinical experience for midwifery

skill developmentis significant for the provisionof educationalprogrammesto prepare

midwivesfor practice. It is clear that most midwivesare lackingskills that are

fundamentalto anexpectant managementstyle of assessment.

9
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CHAPTER2: LITERATURE REVIEW

Literature presented in the review hasbeenselected onthe basisof relevanceto the

aimsandresults of the PhD. A broad baseof publishedwork hasbeenusedfrom a

numberof fields to providea context for the focus of the PhD,rather than beingused

to justify the focus. While a selective review canbe criticised for partiality, in the

caseof this study the valueof a holistic approachto labour care by midwiveshasbeen

acceptedat nationalandorganisationalleveland the review providesa historical

context for this andexplores the issuesinfluencing its implementationat an

organisationaland individuallevel. Selective literature in the review wasalsoa source

of 'orienting concepts'or ideasthat were 'constructed' during the processof 'homing-in

on particular features ...andexcludingothers' during data analysis. A selective review

reflects an adaptive theory approachin which (prior) theory and research data are

simultaneouslyprivileged in the emergenceof newtheory as a 'creative enterprise' of

searchingand construction (Layder, 1998,pl07).

Introduction

Childbirth is a social experiencethat reflects the expectations andcustomsof

particular groupsat points in time, includingwho, if anyone,will assist with the birth

and by what meansor authority. While it is true that in somesocieties (suchas the

KalahariJul'hoansi) womenremovethemselvesfrom the cultural group andgive birth in

isolation (Biesele,1997;Daviss,1997) in manysocieties womenhaveidentified the

benefit of experiencedcompanionshipto assist with the uncertainty, discomfort and

perceivedneedfor care (Daviss,1997). Traditionally this service wasprovided by

groupsof womenwhowere experienced in assisting with birth (Daviss,1997;Trevathan,

1997;Towler & Bramall,1986). While it is important to recognisingthe social

dimensionsof childbirth, howbirth is viewedas a physicalprocessand experience is

alsoof particular relevancefor womenandcaregivers. Childbirth is a phYSiological

processthat shouldbegin,proceedandresolvespontaneouslyandconcludewith a

healthy mother giving birth to a healthy baby. Evenif childbirth is defined by a .

particular cultural groupasa sociologicalevent with a physiologicalprocessandviewed

with optimism,there is the potential for problemsto developduring labour, with
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negativeconsequencesfor mother and baby. The uncertainty that confronts every

birth is that until the birth is completeit is not possibleto be entirely sure that

everything will proceednormally. This uncertainty hasresulted in two distinct schools

of thought about birth. Oneperspective holdsthat birth is a natural processthat

shouldbe accompaniedby a womancentred approachto care in which there is minimal

technical intervention unlessintervention is clearly indicated (Clements,1994; Down,

2001;Gould,2000; Stuart, 2000; Walsh,2000; Weston, 2001; Williams et al,1998;

Tew,1995). Alternatively the other dictates that birth is a processthat is inefficient

anddangerousthat requires an interventionist approachin which the physiologyof birth

is technically managedto prevent or reduce the uncertainty associatedwith natural

processes(Beazley& Kurjak, 1972; Friedman,1983;Ledger & Whitting, 1972;O'Driscol

et al,1973;Philpott & Castle, 1972;Sinclaire, 1999).

Although anywomanin labour maypotentially developproblems,the waythat

uncertainty about labour is expressedoften reflects a particular perspective. If birth

is seenas a natural processthen recognisingphysiologicalparameters, maternal and

fetal well-beingare recognisedas confirmation of a normalprocess. A normalbirth is

anticipated unlesssignsof pathologyemerge.If birth is seenasan inefficient,

dangerousprocessthen no matter hownormalthe physiologicalparameters maybe, the

birth processwill remainsuspectuntil it is complete. In the first casethe birth

processis recognisedas physiologicalor normalandthe care that is provided reflects

this. Suchcare maybe described as physiologicalmanagement,conservative

managementor expectant management,and is womencentred or focussedso that

confidence in the woman'sability to 'cope'is encouraged.In the secondcase'a birth is

only normalin retrespecr' and the care reflects this. There is a lack of confidence in

the womanand her body to resolve the birth in the absenceof medical investigation and

treatment. Obstetric managementviews labouras a medicalcondition and takes over

responsibility from the woman,engenderinga passive'patient' state. The womanis

proffered alternatives to copingsuchas epidural Gnalgaesiato remove'birth pain'that

is viewedas pathologicaland is hospitalised.

11
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An extreme form of obstetric care is 'Active Managementof Labour'(Llewellyn-Jones,

1982,pI24), in which the birth attendants monitor physiologicalprocessesusingroutine,

frequent invasiveevaluationof progressand imposeparameters of progress basedon

normalpopulationparameters. Theseare usedto direct intervention in the form of

surgicaland pharmacologicalaugmentationof labour. This view of birth represents a

biomedicalperspectiveand it opposesthe alternative biologicalview. A biomedical

approachis characterised by the predominanceof the ideologyof medicinein the birth

process,in contrast to a biologicalapproachthat recogniSesthe powerof maternal

physiologyandthe problemsassociatedwith disrupting the processunnecessarily. In

order to understandthe complexity surroundingthese two approachesit is necessaryto

review the historical developmentof midwifery practice within the context of health.

Conceptsof health reflect biological,psychologicalandsocial elementsof care andare

influenced by factors suchas degreesof client choice, legislationandethical issues

that bear uponthe childbirth process.

In order to locate the central debate in midwifery described above,this chapter will

beginwith an overviewof the historical developmentof midwifery andobstetric

services in westernised health care, focusing particularly on experiencesin the United

Kingdom.

The influence of practice environments,professional experiencesand the insecurity

surroundingthe managementof risk will be reviewed in order to describe howpractice

skills are developed,maintainedor lost over time. In particular the chapter will

considerthe increasingimportanceplacedon the vaginalexamination(Beazley& Kurjak,

1972;O'Driscol, Strange & Minogue,1973;Cardozo,Gibb, Studd, Vasant& Cooper,

1982;Tufnell, Johnson,Bryce & Lilford, 1989)as a method of assessingprogress in

labour,the reasonsfor this andthe alternative approachesto assessmentthat are no

longeras predominantas they oncewere. The focus of practice environmentsas a

context for learningraises important questionsabout the quality of those environments

andthe forms of knowledgethey perpetuate.

12
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After onehundredyears of increasingmedicalizationof birth, contemporarymaternity

servicesfavour the weight of evidenceanda morewomencentred approachto care and

a physiologicalbirth for the majority of women(DOH, 1993; DOH, 2003; Renfrew,

1995). However,there remainsa grey area as to whento intervene in the natural

processand by what criteria. Historical accountsindicate it is through the culture of

professional learningthat assessmentand intervention occur andnormsof professional

behaviourare established to provide a framework for addressinguncertainty. This

perspective is supported by experiencesof other cultures confronted by birth

technology. Daviss(1997) drawson the negativeexperiencesof the Inuit andthe folly

of imposingbirth technologybecauseit is believedto be superior to cultural practices.

This belief is basedona misconceptionthat scienceassociatedwith technologyreflects

what Jordan (1997) identifies as authoritative knowledgethat is consideredsuperior to

sciencebaseduponexperience. Recognisingthis misconceptionhas implications for the

developmentof frameworks for addressingor acceptingthe complexity anduncertainty

in normalchildbirth. It appearsthat a perceptionof certainty canbe increasedby the

useof technologyfor most births. It is arguedthat while technology causesproblems

for a few births these problemscanbe identified by the technologyand treated. This

approachto usingtechnologyto increasethe perceptionof certainty (Sinclair, 1999;

Stuart, 2000; Tew, 1986;Tew, 1995) is analternative to working with andaccepting

higher levelsof uncertainty (Sookhoo& Biott, 2002) anda reduced incidenceof

iatrogenic problems.

Contemporarymidwifery practice in the UKrequires midwivesto undertake most of the

intrapartum care neededby womenusingthe maternity service (Plummer,1996). At the

sametime, for uncomplicatedbirths, midwivesare required to offer holistic expectant

management.This alternative type of care is different from actively managed,highly

medicalisedbirth. Expectant Managementis dependantupondefining normal

parametersfor childbirth anda philosophyof care where birth is celebrated as a

normal life processthat needslittle intervention. This alternative perspective requires

midwivesto draw uponpractice knowledgeandskills that havebeenovershadowedby

the medicalisingandpathologisingof childbirth, incorporating routine vaginal

assessmentwhich wasgivenpriority over other methodsof assessment(Stuart, 2000).

13
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Both approachesto care pivot onmonitoring physiologyof labour (Walsh, 2000; Tuffnell

et 01, 1989; Sookhoo& Biott, 2002). Oneusessupportive non-invasivetechniquesand

the other introduces technologicaland invasivetechniques,thought to increasethe

accuracyof assessmentbut which might in andof themselveshavea detrimental impact

onandcreate problemsand then discover them.

Such invasiveprocesseshaveresulted in negativebirth experiencesfor women

(Clements,1994)and reducedautonomyfor midwivesin the care of 'normal women'

(Garcia,Garforth, & Ayers, 1985). Midwivesmayhaveadopted a biomedicalapproachto

birth from which transition to Expectant Managementis difficult as the monitoring

processis consideredto be lessprecise andtherefore creates greater uncertainty.

However,in order to fulfil the potential of their role midwivesneedto learn howto

identify, demarcateandcare for womenin sucha waythat physiological,psychological

andsocial processesare enhancedby their involvement. In particular midwives'must be

able to give the necessarysupervision,care andadviceto womenduring pregnancy,

labourandthe postpartum period, to conductdeliveries on their ownresponsibility and

to care for the newbornand infant' (UKeC,1998,25). The EuropeanUnionMidwives

Directive (80/155/EEC Article 4) requires that memberstates ensurethat midwives

are entitled to take upandpursuespecified activities. Including that they' .. care for

andassist the mother during labour andto monitor the conditionof the foetus in utero

by the appropriate clinical andtechnical means,to conduct spontaneousdeliveries...and

to recognisethe warningsignsof abnormality in the mother or infant which necessitate

referral to a doctor' (UKee,1998, 26). The MidwivesCodeof Practice clearly

recogniSes'a defined sphere of practice' for which a midwife is accountableas well as

the responsibility of individualmidwivesfor 'maintaininganddeveloping...competence'

(UKCC, 1998,27-28).

Since 1993whenthe ChangingChildbirth Report (DOH, 1993)waspublished,maternity

services havebeenencouragedto provide choice in services as analternative to the

almost 100%actively managedbirths of the 1980's. Midwiveswere required to adopt a

role as 'lead practitioner' for uncomplicatedchildbirth and provide more holistic care,

not basedonobstetric routines. However,the evidencefrom academicessays,clinical
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assessmentanddiscussionwith midwivesandstudents, suggeststhat midwivescontinue

to assessintrapartum progress in routine waysderived from interventionist approaches,

relying to a largeextent onregular vaginalexaminationto assesscervical dilatation.

This observation is supported by expert opinion(Magil-Cuerdon,2001; Stuart, 2000;

Walsh,2000) andresearch in the literature (Tindall, 1995; Williams et al,1998;

Sinclair, 1999).

This doctoral research study is concernedwith the approachadopted by midwivesto

assessprogress in labour. In addition the research focuseson howmidwiveslearn to

carry out intrapartum assessmentand in particular howthis is learnedwhile working

within maternity care services,with their organisationalstructures and priorities. As

holistic care andskills in Expectant Managementhavea knowledgebasein practice,

theories of learningmayprovidea meansof understandingwhat knowledgeis important

to intrapartum care andassessment,howpractice knowledgeacquisitiondevelopsand

howfactors influencing learningcan be controlled to provide maximumlearning

opportunities.

The review of the literature is divided into sections that deal with:

i) A Historical Evaluationof the Developmentof the Maternity Service in the

UKandthe Impact onParticipation of Midwives in Intrapartum Care,

ii) Practice Drivers for the Developmentof Intrapartum Care,

iii) The Debate on DemarcatingNormalChildbirth for Holistic Midwifery Care,

iv) Developmentof Midwifery Practice Knowledgeand Skills in Expectant

Management,and

v) Understandingthe Developmentof Midwifery Practice Knowledgeand Skills

from 'Doingthe Job'.
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i) A Historical Evaluationof the Developmentof the Maternity Service

in the UKandthe Impact on Participationof Midwivesin Intrapartum

Care.

The historical developmentof midwifery andobstetric practice are interrelated and

demonstrate a gradualdisplacementof culturally focused, female care provided by

midwiveswith interventionist, mechanistic,managedbirth supervisedby obstetricians

andprovided by obstetric teams. Thesedevelopmentsaccelerated in the 1960'sand

1970'sas a result of reports on the maternity services that successivelyrecommended

increasinghospital delivery. The drivers for the changewere the identified needto

reduce the mortality rates associatedwith childbirth and the hospital building

programmes,which culminatedin hospital delivery for almost all womenfrom the 1970's

onwards. The solutions identified were influenced by a changingphilosophyin which

pregnancyis regarded lessasanaltered physiologicalstate andmore as a medical

condition requiring intervention. Unsubstantiatedassumptionslinking medical

intervention and hospital delivery with improvingmortality rates remained

predominantlyunchallengeduntil the 1980'swhenevidenceof the detrimental influence

of routine obstetric care wasuncovered. This section charts the developmentsfrom

the 18thcentury until the middleof the 1980's. Duringthis time there wasa developing

trend towards consultant supervisedbirths and reducedautonomyof the midwife in the

care provided for uncomplicatedchildbirth.

In the 18thand 19th centuries midwivesprovided intrapartum care for most women,and

definitely for the poor although 'maleaccoucheurs'were often engagedto help more

affluent, healthy mothers. The interventions of accoucheur'sdid not makebirth safer

anda higher maternal death rate wasrecorded for the well-to-do womenthan poor

mothers attended by midwives(Towler cSt Bramall,1986;Llewellyn-Jones,1982).

There washowevera gradualfall in mortality rates from the 18th century that has been

attributed to improvementsin general hygiene,PublicHealth Legislationand the first

Midwives'Act of 1902that regulated the training andpractice of midwives(Towler cSt

Bromall,1986). In the first half of the 20th century womenin labour were for the most
16
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part cared for by midwiveswnowere subject to the requirement of the Midwives'Act.

The importanceof regulating the practice of trained health care workers in order to

improvemortality rates is generally recognised. Accordingto a statement by the World

Heclrh Organisation(WHO) in 1999: TnEnglandand Wales,significant reductions in

maternalmortality ...wasachievedonlyslowlyand the introduction of professional

midwifery wascorrespondinglydelayed'(p20).

The WHO considersthat improvementsin nationalmaternal mortality requires a

professionalservice. According to the WHO :. the key to these improvements

[maternal mortality rates in Englandand Wales]was the institution of fully professional

maternity care'(p20). Evidenceto support the importanceof midwifery services is

provided,by comparingthe Maternal Mortality Rate (MMR1)in 1930for Englandand

Wales,whicn was430 per 100000 births with the higher rate of the USA, which was

700 per 100000 births. Duringthese two periods there was little legislationor

regulationof medicalstaff participation in maternity care in either nation, but in

Englandand Wales,midwivesprovided most of the maternity care, andthey were

regulated. It wasa requirement of the MidwivesAct (1902) that midwiveshandedover

care whenlabour wasnot 'normal'and whenmidwivesdetected abnormality womenwere

urgently referred for obstetric care. There is evidencethat midwivesreduced maternal

mortality. Organisationsemployingmidwivesto care for the poor whohad bad health

and livingconditionshada Maternal Mortality Rateof half of the nationalaverage

between1905and 1925(Tew, 1986).

Although the Maternal Mortality Rate had reduced between 1900whenit was480 per

100000 maternities per year and 1910whenit was360 per 100000 maternities per

year, public concernthat maternal and perinatal death rates had not declined

proportionally with populationmortality since 1870 led to more allocation of resources

to maternity care. Extra resources mostly consistedof increasedparticipation of

doctors in maternity care, although there wasnoevidencethat medicalstaff improved

mortality rates. On the contrary the records from the QueensNursing Institute

1MaternalMortality Rate- maternaldeathsper 100000 livebirths.
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between1905and 1925demonstrate that the maternaldeath rate amongwomencared

for by midwivesaffiliated with the institute rose in step with the increased

participation of doctors (Tew, 1986;Tew,1995). This mayexplaina rising national

Maternal Mortality Rate between1920- 30 as the numbersof obstetricians involvedin

'complicatedbirths' increased.

Thesignificant decline in maternaldeaths prior to 1952and between 1952and 1965was

attributed to several factors. The discoveryof sulphonamidesin the 1930's(Tew,

1986)the discoveryof penicillin, improvementsin the bloodtransfusion service,

improvedobstetric training anda wartime food policywith extra rations for pregnant

womenwhomadethemselvesavailablefor antenatal care. Antenatal care led to early

detection of abnormalitiesandmedicalconditions in pregnancy(Llewellyn-Jones,1982).

A major changein childbirth services involveda gradual increasein the numberof

womenwhowouldgive birth in hospital. In 1910nearly all births took placeat home.By

1927there wasprovisionfor 15%of births to take place in hospital andby 1937

hospital births had risen to 34%. In keepingwith this trend there wasa continuous

rise in consultant hospital deliveries during the 1950'sand 60's whenmidwivesprovided

mostof the care andassessmentunder the direction of obstetricians. Duringthe

1950'sand60's midwivescontinuedto care for womenwho hadno medicalconditionsor

abnormalitiesor for those womenwhowouldnot deliver in hospital. Midwivesprovided

comprehensivematernity care in the homeand in maternity units, andattended in

childbirth where they monitored the progress of labourandassisted with birth. The

type of midwifery care provided was'conservativein that physiologicalprocesseswere

encouraged,andmonitoring involvedmidwivesin 'expectantwatchfulnus'(Llewellyn-

Jones,1982). The Central MidwivesBoard(CMB2)wasawareby 1954 that the numbers

of womenat childbearing ageby 1961wouldincreasedramatically (see Figure 2.1)and

they consideredit essential that a well-organiseddomiciliary service shouldbe

2 CentralMidwivesBoard- statutory body for midwivesset upundu the 1902MidwivesAct to
laydownregulations for the training of midwives,for admissionto a registu andfor framing of
rulesgovening their practice (Adams,1983).Replacedby the United KingdomCentral Council
for Nursing,Midwifery andHealth Visiting, in turn replacedby the NurSingandMidwifery
Council.

18



Chapter 2: Literature Review

maintainedto copewith the increasingnumberof births (Towler & Bramall,1986). In

1954the CMBsent a memorandumto the committee undertakinga review of the cost

of the first five years of the National Health Service (NHS). The memorandumwith

the heading: 'Proportion of Institutional and Domiciliary Confinements' includedthe

statement:

'Pregnancyand childbirth are physiologicalprocesses andapart from financial and
economicconsiderations it is, psychologically undesirable to associate such
processes too closely with establishments for tret1ting the sick '(Towler&
Bramall,1986,pp249- 250)

The CranbrookCommitteewasorganisedin 1956to review maternity services. They

identified a problemin the useof maternity bedsdueto poor selection, high-risk

mothers wishingto give birth at homeandthe increasedcost to the state of hospital

births. Evidencewaspresentedabout consultant hospital birth from women's

organisationsof casualtreatment, lessrest, the risk of infection, psychological

disadvantagesand the lossof a continuumof care previouslyprovided by midwives.

Theseorganisationsweregenerally in favour of homebirth. Towler & Bramall(1986)

report that the CranbrookCommitteewasof the viewthat:

:.. the advantagesof homeconfinement for the apparently normal caseoutweighs the
slight risk of unforeseen complications.'(Towler& Bramall,1986,p251)

Despite this the CranbrookCommitteeproposedthat consultant hospital maternity

services shouldbe expandedto providea 70% hospital confinement rate, which

supported a further reduction in homebirths. Nevertheless, the committee

emphasisedgreater co-operation betweenmaternity care providers and in particular

that:

'Nothing should be done to lessen the importance of the midwife. '
(Towler& Bramall,1986,p252)

According to Towler & Bramall(1986) although the CranbrookCommittee recognised

andagreed with the conclusionof the Working Party on Midwives reported in 1949:
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~.. that the midwivu three assetsof time,skill andattitude of mind were of immeMevalue
to her patient.' (Towler& Bramoll,1986,p251)

They proposedthat mothers whobookeda midwife at homeshouldalsobooka

doctor andthat care shouldbe shared (Towler& Bramall,1986). The factors that

appearedto drive the developmentof policy for the maternity services in the UK

to the greatest extent were the desire to reduce the maternal and perinatal

mortality andthe availability of hospital beds. Availability of beds reflects the

availability of care providedunder the supervisionof consultant obstetricians.

Thesetwo drivers are interrelated as onehasa positive or negative influence on

the other. The training of maternity servicesstaff is thought by the

Departmentof Health and the variousprofessionalbodiesto influence mortality

rates, and the training of midwivesandmedicalstaff is affected by the

availability of experiencecaring for womenin childbirth (DOH, 2003; Towler &

Bramall,1986). Birth in the homeis associatedwith experience in Expectant

Managementfor which midwivesrequire preparation. On the contrary birth in

consultant hospitals hasa tradition of beingmanaged,and experienceavailable

for medicalstaff and midwivesis largely that of intervention in birth processes

(DOH, 2003; Towler & Bramall,1986;Tew, 1995).

Policy Drivers: J Perifltltal Mortality Rotes

National concernwith maternal andperinatal mortality in the UK is significant in

understandingchangesin services provided for childbirth, and in turn the impact of

these services on mortality rates. In 1900the Maternal Mortality Rate was480 per

100000 births. This reduced to 360 per 100000 per year in 1910.The perinatal

mortality rate3 (PNMR)reducedslowly(by 6'0) between 1931and 1939. Howeverthere

were fluctuations, for exampleit washigher in 1935 than in 1921. Between1940- 48

whichwere years of war, rationing andseverely limited medicalfacilities for pregnant

womenthere wasa greater reduction in both Maternal Mortality Ratesand Perinatal

Mortality Rates. A reduction in the PerinatalMortality Rate of 33%wasachieved

3 PerinatalMortality Rate - the numberof stillbirths plus the numberof neonataldeaths that
occur in the first weekof life per 1000total births. Consideredas deaths purely dueto
obstetric causes(Adams,1983).
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during this period. Unfortunately, the rate of decline returned to pre-war levels(6'0)

in the first few years of the NHS.

The Confidential Enquiriesinto Maternal Deaths in Englandand Waleshasbeen

publishedevery three years since 1952,and it includescausesof deaths, rates and

suggestionsabout howdeaths canbe prevented. Figure 2.1showsthe Maternal

Mortality Rate andPerinatalMortality Rate for the years 1952- 1966 (DOH, 1969).

Maternal deaths declinedsignificantly by 1952to 67 per 100000 maternities and by 25

per 100000 by 1965.

The biggest improvementsin maternal mortality rates are demonstrated in the early

years of the twentieth century. There is variation in improvementand the periods of

greatest improvementsare between 1900to 1910,1930to 1939and 1939 to1952.

Betweenthese periods reductions averaged12,13.3and 19.5per 100000 births per

year respectively. From 1952- 1965the Maternal Mortality Rate has reduced more

slowly,by about 2.7 eachyear. Fig 2.1showsthat reductions in Perinatal Mortality Rate

between1952and 1966were not great. Since1965whenthe Maternal Mortality Rate

was26 per 100000 maternities reductions in maternal mortality havebeen lesswith

rates of 22 per 100000 in 1970and 11per 100000 in 1975(Llewellyn-Jones,1982).

F" 2 1 N be f Birth and ltd d th t f th 19526619ura " um ro s .... 0 e ea ra es or e.years -" " "
Year Total births MMR/ 100000 total MMRfrom abortion Total PerinatalM R'"/

births (excludingabortion) /100 000 total MMR 1000 total births
births

1952 689371 54 13 67 37.1
1953 700053 60 11 71 36.9
1954 689851 54 11 65 38.1
1955 683640 50 10 60 37.4
1956 716740 42 10 52 36.7
1957 739996 37 6 43 36.2
1958 757003 35 8 43 35.0
1959 764402 32 6 38 34.1
1960 800 824 31 8 39 32.8
1961 827008 27 7 34 32.0
1962 854 200 28 7 35 30.8
1963 869044 22 6 28 29.3
1964 890 518 20 6 26 28.2
1965 876566 19 6 25 26.9
1966 863066 20 6 26 26.3
(Adapted- Table 1:Report onConfIdentIalEnquIryInto maternal deaths in EnglandandWales
1964-66,DOH,1969, p5)
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Fig 2.2 providesexamplesof Maternal Mortality Ratesfor every third triennium for

the period 1955- 1987.

Figure 2.2: of 955-87.Statistics materna mortality and births in the UK 1
Triennium TotalBirths MMR/ 100000 total

births
1955- 57 2521804 67.1
1964- 66 3040378 33.3
1973- 75 2239233 18.2
1982- 84 2183 151 9.3
1985- 87 2293508 7.6

(Adapted - Table 1.3: Report on Confidential Enquiry into maternal deaths in the
UK 1985 - 87. DOH. 1991. p4)

Duringthe period of greater obstetric involvementin maternity care for the majority

of womenthe Maternal Mortality Rate for direct ceuses"reduced betweenthe periods

1970- 72 and 1973-75 from 15.45to 12.23per 100000 maternities. It could be

assumedthat obstetric involvementwasthe reasonfor the fall, but it canalso be

attributed to introducing abortion andcontraceptionservices. The availability of legal

abortion led to reduction in deaths attributed to abortion from 81 per 100000 in the

first period to 29 per 100000 in the secondperiod. Figure 2.3 showsthe reducing

Maternal Mortality Rateattributed to abortion between 1970- 87.

Figure 2.3: Direct deaths by cause, ratas per million estimated pregnanclas,
E I d cl W I 1970 87:nglan aas - .
Triennium Abortion Haemorrhage Sepsis Ruptureduterus
1970- 72 25.3 10.4 10.4 3.8
1973- 75 10.5 8.1 7.4 4.3
1976-78 6.0 10.3 6.5 6.0
1979- 81 5.5 5.5 3.1 1.6
1982- 84 4.4 3.3 1.0 1.2
1985- 87 2.3 3.8 2.3 1.0
(Adapted-Table 1.13:ReportonConfidentialEnquiryintomaternaldeathsin UK 1985-
87,15)

The availability of contraceptive services andabortion resulted in the gradual reduction

in parity, which increasesthe risk of manycomplicationsin pregnancyand labour. The

risk of maternal death for the fifth pregnancyis doublethe averagerisk (Llewellyn-

Jones,1982). Interestingly despite the reduction in parity the incidenceof deaths

4 DirectMaternalDeaths- deathsresultingfrom complicationsof the pregnantstate
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related to haemorrhagedid not fall between1970- 78 (Figure 2.3). Duringthe same

period deaths related to ruptured uterus increasedfrom 3.8 to 6 per million estimated

pregnancies(Figure 2.3).

Sincethe late 1980'sthere hasbeenvery little variation in Maternal Mortality Rate.

Figure2.4 showsthe Maternal Mortality Rate for triennium in the late 1980'sandearly

1990'sandalsogivesMaternal Mortality Rate for Direct Maternal Deaths. Theseare

deaths resulting from complicationsof the pregnantstate.

Figure2.4: Materna mortaity rates~r 100 000 maternities, UK 1 9
Triennium Total MMR/1ooooo MMR/1oo000 MMR for Direct

Maternities maternities (Known to maternities (Knownto Maternal Deaths / 100
Registrar General) the Enquiry) 000 maternities (Known

to the En_quiry)

1985 - 87 2268766 7.7 9.9 6.0
1988 - 90 2360309 7.2 10.1 6.1
1991- 93 2315204 6.4 9.9 5.6
1994 - 96 2197640 7.4 12.2 6.1

985- 6

(Adapted Table 1.2: Why Mothers Die - Report on Confidential Enquiries into Maternal Deaths in
the UK 1994 - 96. DOH, 1989, p5)

Concernto reduce these mortality rates haveprovided an incentive to examinethe

maternity services provided in the UKandproducechangesin both the locationof birth

andtype of maternity care.

In the last half of the 20th century surveysof perinatal mortality rates in Englandand

Waleswere demonstrating anoverall improvement(Figure 2.5). This improvementwas

attributed to increasingnumbersof consultant hospital births despite the perinatal

mortality rate for consultant unit births beinghigher than for other placesof birth

(Figure 2.5). Increasing the numbersof consultant unit births wasbasedupon

assumptionsabout probableexplanationsfor the data (Towler & Bromall,1986).

In 1970the PeelReport recommendedalmost total hospital confinement. The report

advocated100'0 hospital birth on the assumptionthat hospital wasthe safest placefor

birth. Yearly statistics from the first Perinatal Mortality Report, published in 1963,

showedthat as the numbersof hospital births increasedthe Maternal Mortality Rate

andPerinatal Mortality Rate fell.
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F 25 MMR dPNMRb f b' h 19611966igure . an ,y plQce 0 Irt -. .
Place of Delivery 1961 1962 1963 1964 196!5 1966
NHS Hospital 62.50 63.00 65.00 67.00 70.00 72.50

Other Hospital 03.00 03.00 03.00 03.00 02.25 02.00

At Home 32.50 32.00 30.00 28.25 26.00 24.00

Other 02.00 02.00 02.00 01.75 01.75 01.50

Total 100.00 100.00 100.00 100.00 100.00 100.00

MMR (maternal deaths per 100 000 34 35 28 26 25 26

total births)
PNMR(stillbirths + infants under 1 32.0 30.S 29.3 2S.2 26.9 26.3
week per 1000 total births)
(Adapted - Table 1: Report on Confidential Enquiry into maternal deaths in England and Wales 1964

- 66. DOH, 1969, p5)

A cause-effect relationship wasassumedby andaccepted by manyobstetricians, who

continuedto support consultant hospital birth (Tew, 1986). There wasan indication in

mortality statistics that consultant hospital birth wasnot safest for babies.A national

surveyof perinatal mortality rates had beencarried out in 1958,at a time when49'0 of

births took place in consultant obstetric hospitals. The perinatal mortality rate was

lowest for homebirths (19.8),slightly higher for GeneralPractitioner Hospitals (20.3'0)

andtwo anda half times higher for consultant unit births (50.0). However,an

assumptionwasmadeat the time that consultant hospital mortality reflected the

proportion of high-risk pregnanciesbeingselected for delivery under consultant

supervision(Towler & Bramall,1986).

Although there wassomescepticism that improvementin perinatal mortality rates was

dueto anythingother than improvedsocialconditionsand reductions in parity the

assumptionsmadeabout perinatal mortality rates supported the general trend towards

hospital birth and intervention in the birth process(Towler & Bramall,1986).

Po/icy Driwtrs: 2HDspito/ Bui/ding Programm~

Risingbirth rates in the late 1950'sandearly 1960'sresulted in a shortage of maternity

beds.The shortage of bedsand the preponderanceof outdated maternity facilities in

the country led to the buildingof better, newand bigger maternity units within the

following 10years. A consequenceof the buildingof manynewmaternity units wasthe

needto occupyall of the beds. The needto occupyobstetric beds waspartly

responsiblefor the almost 10010consultant hospital confinement rate in the 1970'sand
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later, and the inevitable involvementof consultant obstetricians in most births. At the

sametime smallcommunitymaternity units were closedor usedfor postnatal care. The

newplacesfor birth were called ConsultantObstetric Units andfor the most part,

consultants laid claimto the bedsandthe womenwhooccupiedthem. Prior to the

1970'splaceof 'confinement'for birth wasselected accordingto criteria where

individualswith medicalor obstetric problemsand primigravidawere givenpriority for

hospital consultant beds. Geographymadeit difficult for consultants to supervise

other women,however,whenobstetric bedswere availablefor 100'0of births, only

womenwhoopted out of consultant care were not supervisedby an obstetric consultant

team (Towler and Bramall,1986).

The link betweenthe availability of resources- in this casebedsandobstetric units -

andthe useof such resourcescanbe explainedas a circular causation. In this case

shortage of obstetric bedsat the time of a 'baby boom'in the late 1950'sand early

1960'smeantthat womenwhowere in needof a bed had to deliver at home. This led to

the buildingof modernobstetric units. When births returned to pre boomlevelswomen

were bookedfor hospital deliveries becausebedswere availablefor 100%of births.

Womenwhohadpreviouslybeenconsideredsuitable for homebirth had to justify their

suitability andopt out of a hospital birth. Most midwivesbecamepart of anobstetric

team with a ConsultantObstetrician at the head. Midwivespredominantlycarried out

the care womenreceived from such teams,while ConsultantObstetricians claimed

responsibility andoverall control of resourcesand cases. The developmentof such

teamswasaccompaniedby a philosophyin which 'birth canonly be defined as normal in

retrospect' that dominatedthe maternity servicesat that time (Towler cl Bramall,

1986). In suchcircumstancesit wasrare for midwivesto work autonomously.

The developmentof the maternity services in the UKhasreflected anattempt to

reduce mortality by increasingthe numbersof consultant unit births. This is affiliated

with a philosophythat birth is a hazard that resemblesa medicalcondition and as such

it requires managementandmedical intervention. The policiesand viewsof childbirth

reflect assumptionsmadeprior to the 1980'sabout the evidencefrom mortality

statistics. The following section examinesandevaluatesthis evidence.

25



Chapter 2: Literature Review

EVD/uoting the Assumptions ()f Moternity Ctl/Vl in the UK

It wouldbe expected that the sustainedtransformation of maternity care from a

communityservice provided mostly by midwivesto a hospital service supervisedby a

consultantobstetrician wouldbe baseduponsoundevidenceof improvedmortality

rates. Howeverthis is not the case. A medicalstatistician (Marjory Tew) has

systematically identified discrepanciesbetweenthe evidencein the form of maternal

andperinatal mortality rates, andthe policy for the developmentof the maternity

services in the UKexperiencedasa hospital birth associatedwith escalatingmedical

intervention (Towler & Bramall,1986;Tew, 1986;Tew, 1995).

There appearsto be statistical evidencesupportingthe links between medical

involvementand intervention in birth, and increasingmaternal mortality. However,

accordingto Tew (1986) doctors consistently rejected the evidencethat they were

havinga negative impacton mortality rates as 'repugnantto theoretical reasoning'.

Instead they explainedtheir failure to improvemortality rates as due to midwivese.g.

for callingthe doctor late. Instead of acceptingthat medicalcare wasnot beneficial

they arguedthat hospital bedsfor high-risk caseswouldmakeprompt intervention

more feasible andalso provide a better opportunity to train medicalstudents (Tew,

1986).

It is interesting that in the 1920'swhenthere wasnoevidenceto support the

effectiveness of medical intervention in reducingmortality rates that resources should

be usedfor obstetric beds (Tew, 1986;Towler & Brama", 1986). However,policy

makersat the time must havebeen influenced by obstetricians, whowere likely to site

reasonsfor failure on less powerful midwivesandthe needfor more effective training

of medicalstudents (Towler & Brama", 1986). This is anexampleof one kind of

knowledgegainingascendanceand legitimacy becausestructural superiority leadsto a

devaluingandevendismissingof analternative kind of knowing. It is accepted that in

the 1920'smedicinehada stronger power baseandas the alternative knowledge

systemsof midwivesand womenwasbasedon proximity, observation andexperience

whichwasnot accessibleto medicalmenthis knowledgewasdismissedas irrelevant
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(Mitchel & Oakley,1986;Hugman,1991). What midwivesor womenmayconsiderto be

important for childbirth is therefore viewedas 'irrelevant, unfoundedandnot to the

point'(Jordan, 1997,p56). Identification of obstetricians/gynaecologists as a branch

of medicineunder the 1858Medical (Registration) Act andsimultaneouslythe exclusion

of female midwifery (Witz, 1992)contributed to 'cultural authority' for obstetricians;

in that they cameto be in chargeof creating andrepresenting the facts (Jordan,

1997).

Despite resourcesbeingdiverted to obstetric care andtraining, accordingto

Tew (1986 & 1995)evidencefrom maternal mortality rates consistently

demonstrated that obstetric intervention resulted in greater mortality. This

fact wascloudedby other changesin socialcircumstancesor care provisionthat

influenced mortality rates in a positive way,suchas medicalabortion and

contraception increasinglyavailablefrom the early 1970's. For example,the

mortality associatedwith abortion fell from 25.3 per million estimated

pregnanciesbetween 1970-72, to 10.5between 1973- 75 and 6 between 1976-

78. The improvementsin mortality rates dueto these services and the falling

mortality associatedwith high parity maskedthe problemsof intervention, such

as increasingrate of deaths due to rupture of the uterus or haemorrhagein the

early to mid 1970's(Figure 2.3).

In 1970the PeelReport (Tew 1979)and in 1980the Social Services Committee(Chaired

by Short) (Towler & Bramall,1986)accepted the 'safety of hospital' for birth and they

anticipated that more obstetricians, paediatriciansandmachineswouldreduce the

PerinatalMortality Rate to almost zero. A medicalresearch statistician, Marjorie Tew

had discoveredthat the correlation betweenthe hospital confinement rate and

perinatal mortality rates wasso lowthat it wasnot statistically significant. The data

from the 1958Perinatal Mortality Report (Tew, 1986) demonstrated that the profile of

mothers bookedfor hospital delivery for high risk factors (e.g.parity, socialclassand

pre-eclampsia)wasnot significantly different to those bookedfor communitydelivery

in GeneralPractitioner Unit or home;yet the mortality rates in hospital were

considerablyhigher. Tew hadpublisheda paperto this effect in 19n. Shethen usedall
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availablestatistics, alsotaking into accountsuchvariablesas the actual placeof birth

comparedwith the intended placeof birth and concludedthat there wasnocausal

relationship betweenhospital birth and lower perinatal mortality rates. A paperwith

these results waspublishedin a medicaljournal in 1978. Tew wastherefore surprised

with the goalof 100%hospital confinement (Towler & Brammall,1986).

Accordingto Towler and Bramall(1986) in 1981Tewfound nostatistical evidenceto

support intensification of hospitalisation andsent a letter to the Guardiannewspaperin

whichshe reported that:

'Birth in an obstetric hospital is muchlesssafe not only for normalbirths, but also for
manybirths with somekind of abnormality' (Towler & Bramall, 1986, p283).

The data collected on perinatal mortality rates andplaceof birth between 1969-81

separately distinguishesconsultant hospitals. Analysisof the data in Figure 2.6 'shows

that the years whenthe percentage of births in [consultant] hospital increasedmost

were the years whenthe perinatal mortality rate decreasedleast and vice versa,so

that the statistical correlation between the trend is vel?'significantly negative.'There

is a correlation coefficient for this data of - 0.87 (P<O.OOI)(Tew, 1986).

Tew revealedthat the assumptionthat a perinatal mortality rate that wasgradually

reducingover time wasattributable to consultant hospital delivery and medical

intervention wasnot justified and there had beena failure to analysestatistics

appropriately to justify the assumptionsof policy makersand obstetricians. A gradual

fall in the perinatal mortality rate could be explainedby improvingsocial factors and is

also to be found in rates for the developingworld where medical intervention and health

care wasminimal(Tew, 1986). Giventhe improvedsocialconditions in the UK,Tew

arguedthat:

'ThePNMRwouldhavedecretJ$edmtJre if the proptJrfionof births subject to interVtJl7tion
hadnot increased.'(Tew, 1986)

The conclusionsthat were reached by Tew(1986) were similar to those of Ashford

(1979) whoconcludedthat increasesin hospital confinement rates after 1967were

counter productive to further reductions in perinatal mortality.
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Figure 2.6: Trends in perinatal mortality and hospitalisation, Englandand Wales

Perinatal mortali!X R!r 1000 births Births i!! consultant hosRitals
'Yo change 'Yo change
from year Rankof Rankof from year 'Yo of all

Year Actual before change change before births

1969 23.4 69.6
1970 23.5 +0.4 12 1t +4.9 73.0
1971 22.3 -5.1 7 5 +3.6 75.6
1972 21.7 -2.7 11 4 +4.2 78.8
1973 21.0 -3.2 9 3 +4.4 82.3
1974 20.4 -2.9 10 1t +4.9 86.3
1975 19.3 -5.4 5 6t +1.8 87.9
1976 17.7 -8.3 4 12 +.05 88.3
19n 17.0 -4.0 8 6t +1.8 89.9
1978 15.5 -8.8 3 8 +1.4 91.2
1979 14.7 -5.2 6 9t +1.2 92.3
1980 13.3 -9.5 2 9t +1.2 93.4
1981 11.8 -11.3 1 11 +0.9 94.2

Source:Registrar GeneralandBirth Statistics (Tew,1986)

Further evidencefor the risk of obstetric care camefrom the 1970survey of

British Births. A labourprediction score wasusedto identify degree of risk in

respect of factors suchas previousobstetric history, antenatal problemsand

problemsin the first stage of labour (e.g.previousCaesareansection,

antepartum haemorrhage,hypertension,andfetal distress). Eachbirth wasgiven

points, andthese were summedto indicate the overall risk for eachbirth. Births

were then classified into subgroupsof births with the samescore and then

subdividedto reflect the placeof birth. This madeit possibleto comparebirths

with the samepre-delivery risk but subject to different methodsof care

(Figure 2.7).

The results in Figure 2.7 showthat as the degree of risk increasedso doesthe

proportion of births in hospital. This finding reflected the then current maternity

services' policy of ensuringthat high-risk casesshouldbenefit from consultant unit

delivery. However,the perinatal mortality rate washigher in consultant hospitalsat

every levelof risk. The rate wastwice as high for very lowrisk, and muchgreater in

the low,moderate andhigh-risk group. It wasalso higher in the very high-risk group,

but Tewconcludedthat this might be due to chanceas only 15of the births were not in
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consultant hospitals. What wasintriguing wasthe PerinatalMortality Ratewas lower

for high-risk births in GeneralPractitioner Units andhomethan for lowrisk births in

hospital. It appearsfrom the similar perinatal mortality rate for levelsof risk very low,

lowandmoderate,that the care provided in GeneralPractitioner Units andhome

succeededin overcominga rangeof predicted risks. This is different from hospital

deliveries where the perinatal mortality rate multipliesas the LabourPrediction Score

increasessuggestingthat intranatal care usedin hospital intensify the risk (Tew, 1986).

Figure 2.7: Births and perinatal mortality rates by labour prediction score
(LPS) and place of delivery

All births i2 at egch !C2re PI:::YARll000 births
Level
Of Risk LPS Number Percent Hospital GPU& home Hospital GPU&
home

Very Low 0-1 7488 4!5.9 58.7 41.3 8.0 3.9-
Low 2 3723 22.8 68.8 31.2 17.9 5.2'''-
Moderate 3 2273 13.9 76.6 23.4 32.2 3.8--
High 4-6 2417 14.8 84.0 16.0 53.2 15.5**
Very High 7-12 417 2.6 96.5 3.!5 162.6 133.3
Levels of significance: - peO.05.-- peO.OO!5.-- peO.OOI.GPUand home includes GPbeds in consultant
units.

Source: British Births 1970 unpublished survey data (Tew. 1986)

The care provided in hospital is esseeletedwith intervention and there is evidencethat

this hasa detrimental effect on perinatal mortality rates. For examplethe increasein

the rate of induction that was13.4'0of births in 1964, increasedto 39.4%in 1974and

then maintainedlevelsof about 37%, decreasingto 18.8'0in 1982 (Tew, 1986).

According to T~wthe y~rs whenthe induction rate increasedmost wer~ usuallyones

where the perinatal mortality rate decreasedthe least. This impliesthat it wouldhave

decreasedmore if fewer births had beeninduced.

The earliest involvementof 'maleaccoucheurs'in the care of affluent, healthy mothers

wasassociatedwith higher maternal death rates than th~ maternal popUlationcered for

by midwives. Accordingto Tew(1986) this doesnot reflect the general experience

that mortality and morbidity ar~ associat~dwith pov~rty. Mortality rates for affluent,

healthy mothers shouldbe favourable if comparedwith their poor~r less h~lthy
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contemporaries,andas this is not the case,it canbeargued that the care provided by

'maleaccoucheurs'must havebeendetrimental comparedwith care provided by

midwives.It hasbeenwidelyaccepted that it wasnot medicalcare itself but rather the

skills that are usedthat contribute to higher mortality. As a result of this belief

developmentof the maternity servicessince the early 1900'shassupported better

training for medicalstaff andmidwivesin obstetric care as it wasbelievedthat this

wouldreduce perinatal mortality rates. However,despite intervention after 1969being

sophisticated, precise andhygienic,the effect of intervention on mortality rates was

the sameas in earlier periods; it canbe assumedthat intervention makesbirth lesssafe

than it wouldotherwise be. Tew believes:

Tt is intervention itself, andnot simply the qUQlityof it, which incrl!Dsesthe danger.'
(Tew,1986)

Interventions suchas inductionare frequently followed by other interventions suchas

analgaesia,epidural, fetal monitoringandsurgical delivery, which are also usedafter

spontaneousonset of labour. This explainsthe stronger negative correlation between

PerinatalMortality Rateandhospital delivery rate than between perinatal mortality

rate and induction. According to Tew,hospitalisation is the proxy for intervention as a

whole(Tew, 1986).

Tew'sanalysisof mortality statistics demonstrates that for the uncomplicated

pregnanciesthat makeup 75'0 of births, intervention in the childbirth processevenif

skilfully carried out increasesthe danger. Statistical analysisof the data published

from the 1958andsubsequentsurveysof perinatal mortality rates did not support the

assumptionthat higher hospital mortality reflected the proportion of high risk

pregnanciesbookedfor hospital birth. Instead analysisof perinatal mortality rates

confirmed evidencefrom Maternal Mortality Ratesof earlier centuries that mortality

is greatest whenintervention is most used(Tew, 1986). It seemsprobablethat the

existence of complicationsof pregnancymay justify obstetric intervention in the same

wayasother medicalpathologyjustifies medical intervention. However, it maybe

necessaryto differentiate betweencaseswhere complicationshavedevelopedand

treatment is indicated andthose in which complicationsare anticipated. This is because
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Tew proposesthat there is evidenceto indicate that at every level of risk the

perinatal mortality rate is higher in consultant obstetric hospitals,and that obstetric

methodsof intranatal care intensify risk (Tew, 1986).

The evaluationof mortality statistics undertakenby Tew doesnot identify improved

mortality rates with consultant unit delivery andmedicalintervention for women

without complications. Moreover, the group of lowrisk womenwhoare estimated to

makeupat least 75'0of the pregnantpopulationare subject to higher rates of

maternaland perinatal mortality as a result of consultantobstetric unit delivery with

its associatedintervention by the obstetric team.The historical evidencesuggeststhat

midwivescouldpositively influencemortality by providingintrapartum care that

supports the physiologicalprocessesof childbirth andavoidsunnecessaryobstetric

intervention associatedwith consultant hospital delivery. Tew's work emphasisesthe

importanceof interpreting evidencecorrectly whenplaningmajor changesin service and

beingawareof the profesSionalbias of individualwhoare interpreting evidence.

Understandingthe relative contribution of physiologicalmanagementto mortality rates

is a factor that shoulddrive the developmentof practice in the maternity service in

general,and in particular the type of service that midwivesprovide.

ii) Practice Drivers for the Developmentof Intrapartum Care

The reliance of midwiveson routine assessmentof cervical dilatation reflects an

approachto intrapartum monitoring that wasadopted in ConsultantObstetric Hospitals

in the late 1960'sonwards. Active managementreplaceda more conservativeapproach

that waslargely retained for useby midwiveswithin anever-dwindlingcommunity

practice base. As a result of gender powerdynamicsactive managementand medical

andscientific theories that accompaniedconsultant hospital managementof labour

graduallycameto dominatethe work area andthe educationof midwives. This change

appearedto be supported by evidencelinking improvedmortality rates with consultant

care, and becauseof this anda desire to reduce mortality further, a relative lack of
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powerandthe acceptanceof changeby society, midwivesadopted the newapproaches.

Ona caseby casebasisConsultantpoliciesbecamethe standard by which midwives

practised (Towler & Bramall,1986). With moreapparent choice in howto practice

(DOH, 1993; DOH,2003), contemporarymidwivesnowseemreluctant to give up routine

assessmentof progress(Mead,2003; Sinclair, 1999;Stuart, 2000; Sookhoo& Biott,

2002). This mayreflect localprotocols, pressuressuchas produced by risk

managementstrategies andNICe!5guidelines,or lackof confidence in alternative skills

(DOH,2003).

In the absenceof a full appreciation of the implicationof intrapartum intervention the

aimof intrapartum managementchangedduring the 1960'sand 1970'sto preventing

prolongedlabour by routinely reducing the length of labour for manywomen(L1ewellyn-

Jones,1982).Prolongedlabour requires medicaltreatment and intervention if the

health of mother andbabyare affected or if it is causedby obstruction (dueto

cephalo-pelvicdisproportion or malpresentation),in which casedelay canhaveserious

consequences,suchas rupture of the uterus andhaemorrhage.Historically it had not

beenunusualfor labour to last more than 48 hoursat the beginningof the 1900's,but

work undertakenonthe length of labourdemonstrated that a first labour usually lasts

13hoursandsubsequentlabours8 hours. According to Llewellyn-Jones(1982) by the

time 18hours havepassed85-95 '0 of primigravida6and 95-98 '0 of multigravida7 will

havegivenbirth. In the 1970's,18-24 hours in labour wasaccepted as prolonged. Even

if noobviousproblemswith mother and baby existed, womenwouldbe transferred for

consultantassessment,treatment andmanagementof labour. However, identifying

those labours that are outside 'accepted' duration andare therefore prolonged8,is

dependentuponthe observation skills of the birth attendant and becauseof the

!5 NICE- TheNationalInstitute for ClinicalExcellenceproducesgUidancethat representsits
viewof the evidenceavailable.Healthprofessionalsareexpectedto take it fully intoaccount
whenexercisingtheir clinicaljudgment(ClinicalGuideline13,CaesareanSection:quickreference
gUide,April 2004).
6 Primigravida- A womanpregnantfor the first time.
7 Multigravida- A pregnantwomanwhohashadoneor morepreviouspregnancies.
8 ProlongedLabour- If labouris prolongedit cancausematernaldeathdueto infection,shock
dueto traumaat delivery,ruptureduterus,andpostpartumhaemorrhage.Therisk of fetal
deathis greatlyincreasedandis associatedwith pneumonia,intra-uterine infection,hypoxiaand
traumaticdelivery.
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variableandunpredictablenature of childbirth, a diagnosisis only truly possiblein

retrospect.

Concernfor prompt intervention in casesof diagnosedprolongedlabour developedinto

obstetric practice whereattempts were madeto monitor the processof labour and

intervene in casesof slow labour, in order to prevent prolongedlabours. This is

referred to asactive managementof labour.Attempts to minimisereferral time have

had implicationsfor the choiceof birth locationandbirth experiencefor most women.

In the UKactive managementof labour wasinitially only appliedto clients defined as

consultantunit cases,i.e. those bookedin consultant unit for delivery (Llewellyn-Jones,

1982;Tew, 1995). Thosewomenwhoelected to receive care in the community,either

with delivery in their ownhomeor in a GeneralPractitioner unit, were managed

'conservatively'.

The late 1960'sand early 1970'swasa period of markedtransition as obstetricians

becameinvolvedin morecasesalthough midwivescontinuedto provide care and carry

out most of the deliveries. According to Towler and Bramall(1986, p259) 'a childbirth

revolution took place in the 1960'sandearly 1970's'. Changein hospital practice

resulted in midwiveswhotrained during this period seeingtheir role as 'that of an

assistant to the doctor, a machineminder or technologicalhtll7dmaiden'(Towler&

Bramall,1986,pp259-260). These changeswere linked to the developmentof a

biomedicalapproachto preventing mortality and morbidity, which reflected a transition

wherebyassessmentreplacedcare as the dominantform of health intervention. New

conceptsin the managementof labour were introduced in the form of active

management(Llewellyn-Jones,1982),which adopted cervical dilatation (Cardozoet al.

1982;Ledger & Whitting, 1972)as anobjective indicator of progress. It required the

useof tools suchas portogramsto monitor progressagainst population.norms (Philpott

& Castle,1972),and the intervention, augmentationor acceleration of labour by means

of Artificial rupture of membranes9and intravenousoxytocin whencervical dilatation

SI Artificial ruptureof membranes- surgicalprocedureto breakthe sackof fetal membranes.
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wasprogressingmoreslowlythan expected (Beazley& Kurjak, 1972; Fraser eta!, 1998;

O'Driscol et a!,1973).

A changedintrapartum experiencefor most childbearing womenwas linked to the

widespreadadoptionof charts that providedgraphic representation of dilatation rates

for the cervix of the uterus anddescent of the fetus though the pelvis. Usinggraphs

to plot cervical dilatation anddescent of the fetal headat frequent intervals in large

samplesof women,led to the developmentof expected labour trajectories that

incorporated phasesof cervical dilatation described as 'latent' (0 - 2 cm)and 'active'

phases(2 - 10cm). The 'active phase'incorporates phasesof 'acceleration' (2 - 4 cm),

'greatest progress'or 'maximumslope'(4 - 9 cm)and'deceleration' (9 - 10cm) (Beazley

& Kurjak, 1972;Philpot & Castle,1972). Thesegraphswere referred to as partographs

(Beazley& Kurjak, 1972) cervicographs(Philpot & Castle 1972) or partograms (Towler &

Bramall,1986). Progressof labour that includedobjective measuresandsubjective

responsesof the mother hadformerly beenrecorded in words and described, but with

the introduction of partogramsa graphical recording of physicaldata wasproduced.

This madea narrow viewof progress easier to seeat a glance,while at the Sametime

separatingoff progress from the reactions andexperiencesof the mother and the

midwife providing care.

This mechanisticapproachto monitoring progress was linked to an aggressiveregimeof

monitoringand intervention. Parametersfor labourprogress were identified with

limits (Figure 2.8) that represented 95 percentile cut off points, which wasthe

duration of stages of labour for 95% of the populationssampled(Friedman, 1983,p14):

Fi 2 8 Du ti f Labour PhIguN . rcl on or ases. .
PhaIa of l4bo&r NulliDClras10 Multiparas1l

Latent phase (in hours) 20.0 14.0
Maximum slope of dilatation (in cm I hour) 1.2 1.5
Deceleration phase (in hours) 3.0 1.0
Maximum slope of Descent (cm/hour) 1.0 2.0

10 Nullipara- a womanwhohasnevergivenbirth to a viablechild.
11 Multipara- a womanwhohasbornemorethanoneviableinfant.
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However,it wasrecognisedthat there is considerablevariation betweenwomen,for

example,Friedmanreports anaveragelatent phaseof 9 hours for nulliparas. In

addition the problemof accurately defining the commencementof labour, becausethe

cervix is usuallynot closedin a term pregnancyandwomenpresent at different times in

labourmakesit necessaryto adopt anarbitrary commencementpoint to begintiming.

Suchas from clinical history of commencementreported by the woman(Ledger &

Whitting, 1972), from the time whenthe womanis admitted to the labour ward

(O'Driscoll et01, 1973),or cervical dilatation of 2cm(Beazley& Kurjak, 1972).

Partogramsalsocharted descentof the fetal head,measuredby abdominalpalpationor

station of the headmeasuredon vaginalexamination. Descent is represented as the

amountof the fetal headpalpable12abovethe pelvic brim, andstation is the pOSitionof

the head in relation to the ischial spinesof the pelvis13.Gradualdescent occurs

throughout labour,and is more rapid towards the endof the first stage andthe second

stage of labour. For this reasonit is not so useful whenassessingthe progress of early

labour. Changesto the cervix that were readily discernablethroughout labour provided

information intermittently and reduced.relianceon the holistic observationalskills that

were associatedwith midwifery care andwhenthis technologywascombinedwith

partograms it provided a basisfor a newapproachto care in active managementof

labour.

Active MDlItlgement Df LDbour

Active managementwasthe dominantform of 'management'adopted in the 1970'sfor

womengiving birth in consultant units. This approachto intrapartum management

replacedcare that supported, encouragedand observedthe physiologicalprocesses,and

provided for physicalandemotionalneeds. Active managementis characterised by an

inherent belief that childbirth is inefficient andmust be managed,time limits for

progressbasedon populationnorms,reliance on measurementsthat are considered to

be scientific and more precise and intervention whenthe phYSiologicalprocessesof

12 Descentof the FetalHead- measuredin 5ths of the headpalpable.Asthe headdescends
intothe pelvis,lessof it canbefelt abdominally.
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birth do not keep pace with population norms. The purpose is to prevent prolonged

labour by identifying potential delay using routine examination of the cervix for

dilatation, plotted on a partograph and intervening early by carrying out Artificial

rupture of membranes and administering intravenous Syntocinon. Such proceedures are

frequently accompanied by electronic fetal monitoring as they lead to a cascade of

intervention and fetal problems.

Active management of labour was increasingly commonacross the UK in the 1970's and

this was influenced and encouraged by the reported success in the USA (Ledger &

Witting, 1972), Rhodesia, Africa (Philpott & Castle, 1972) and Dublin, Ireland (O'Driscoll

et01, 1973). A study in Queen Charlotte's Maternity Hospital, London, by Beazley and

Kurjak (1972) used information from obstetric records in a retrospective comparison of

pregnancy events and outcomes between 1971and 1972, when partograms were

introduced on the labour ward as part of active management. There was a considerable

reduction in the duration of labours between the two periods and 82.2% of primigravida

had their labour accelerated using oxytocin in 1972 compared with 8.8% in 1971. While

the changes in the incidence of Caesareansection, post-partum haemorrhage, manual

removal of placenta and fetal acidosis were not statistically significant, there was an

increased incidence. Between the periods 1971to 1972: Caesarean sections increased

from 2.6 to 4.7'0, forceps deliveries from 47.4 to 59.7'0 and fetal distress from 40.4

to 52.9'0. This study identified that there were statistically significant increases for

multipara, in the rates of depressed babies at birth and in the number of forceps

deliveries. It was proposed that in the multipara, oxytocin acceleration might allow

insufficient time for the normal mechanism of labour to occur.

O'Driscoll et0/(1973) reported on a study of labour conducted at the National

Maternity Hospital, Dublin, where expectant mothers were given assurance that their

labour would be actively managed,and would not exceed 12 hours duration. Cervical

dilatation was plotted on a graph and unless dilatation exceeded 1cm each hour, labour

was accelerated by artificial rupture of membranes followed by oxytocin infusion after

13 Station of the PresentingPart - Station zero is at the ischial spines. Station is measuredin 1
- 3 centimetresabove(-) andbelow(+) the spines.
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a further hour. This meansthat womenwere havingvaginalexaminationsevery hour.

Accordingto the authors in this hospital every labourwascontrolled andtreated as 'an

intensive care situation in which every patient has apersonal nurse: O'Driscoll et 01

arguefor the necessityof a 'personalnurse'to assist with pain,reduce emotional

traumaandmanagethe intravenousinfusions,andconsider that this is only possibleif

labour is concludedwithin 12hours.O'Driscoll et 01(1973) recognisedthat conventional

layandmedicalattitudes were basedonanassumptionthat labour is open-endedand

not subject to control, but their viewwasdifferent, as they state that: :.. almost all

the complications of labour are secondaryphenomena,themselvesproducts of passive

management.'This demonstratesa viewof birth asa medicalproblem in which medical

managementis essentialand this viewwasto dominatethe 1970's.

Concernedabout the diminishmentof physiologicallabour in 1974and the implications

for eroding the skill of midwives,the Central MidwivesBoard issueda statement of

policyandstressed that:

~..pupil midwivesmust receive instruction in the mafltlgementof flQtulYllbirth in addition to
active mt1I7t1fIementtechniques' (eMB cited in Towler & Bramall, 1986, p261)

Although providingcare in the communityfor physiologicalbirth wasstill important to

midwivesandgeneralpractitioners, active managementbecameacceptedas an integral

part of obstetric care. Most medicalstaff acceptedthat obstetric care was

contributing to improvedmortality rates (Tew, 1986)although there was some

scepticismabout the contribution relative to improvedsocialconditions (Towler &

Bramall,1986). Nevertheless the numbersof physiologicalbirths were reducingand

midwifery students were more familiar with managedbirth.

Bythe 1980'sobstetric care hadembracedactive managementand the useof the

partogram to plot the courseof cervical dilatation. Concernduring the 1980'swaswith

the reliability of tools to assessprogressandaccuracy,reproducibility of cervical

measurementsand the benefits and problemswith intervention in categories of delay.
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Identifying t!ysfunctiDlltlI lobour Qnd implementingin'terventiD/l

A study by Cardozo etal(1982) examined the outcome of 684 primigravid women

admitted in spontaneous labour according to their cervi metric progress during the first

stage of labour. Six classifications of progress were identified according to cervical

dilatation rates. Labour was identified as dysfunctional if cervimetric progress strayed

more than 2 hours to the right of the normogram14
. Labour was then augmented with

intravenous oxytocin after confirming the membranes were ruptured and excluding

malpresentation15 of the fetus. Of the 684 primigravida, 63.9 % (437) had a normal

labour pattern and of these 80.6'0 (350) had spontaneous vaginal deliveries. The

remaining 247 primigravida (36.1%) had intravenous oxytocin (Figure 2.9).

The 'normal patients' that did not receive oxytocin had a Caesarean section rate of

1.6'0' In the remaining groups that had oxytocin the operative delivery rate was higher.

The group with a prolonged latent phase had a Caesarean Section rate of 16.7% and the

highest rate (37.5%) of low Apgar scores16
(~ 6) for babies at 1 minute. The authors

conclude that a more conservative approach to care and monitoring may be required for

this group. For the remaining groups correcting cervimetric progress using oxytocin

reduces the length of labours, operative deliveries and is most favourable for babies.

This means that of 684 primigravida in the study 461 (67.4%) would be expected to

have better outcomes with 'conservative' rather that 'active' management of labour.

F 29 P tt of labour di i . h d ordiiguN . a erns st'nguiS e aee .ng to eerYImetrle t'" V!f' _So. .
Sroups No. 'I. of

total
TotalSampl£ 684 100.0
NormalLabourPattun 437 63.9
Labourpattun identified asabnormal& administu£d oxytocin 247 36.1

• Prolonged~tentphase 24 3.5
• Primarydysfunctional labour that respond£dto oxytocin 145 21.2
• S£condaryarrest that respondedto oxytocin 26 3.8
• Primarydysfunctional ~bour that did not respond£dto 35 5.1

oxytocin

• Suondary arrest that did not respond£dto oxytocin 17 2.5
(Cardozo et 01, 1982)

14 Normogram- of expected labourprogressdrawnfrom the labourstencil (Studd and Duignan,
1972)
15 Malpresentation- whu£ the leadingpart of the fetus is not cephalic (head).
16 Apgarseere- anassessmentof the condition of the babybasedon physiologicalcriteria
within a few minutesof birth, so that severeasphyxiacanbe diagnosedandtreated.
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Althoughthe authors arguethat 223 primigravida (32.6'0) that makeup the other

groupsbenefit from active management,52 (7.6%)did not haveimproveddilatation

with oxytocin. This meansthat only 171primigravida(25%) had an'improvedrate of

cervical dilatation' with active management.In contrast to the viewsof O'Driscoll et 01

(1973) the study by Cardozoetol(1982)demonstrates that 171(24%) womenappearto

havebenefited from oxytocin. Active managementdoesnot necessarilyproducebetter

results in this sampleof womenthan expectant managementif the group is considered

as a whole,howeverthere is the clinical issueof identifying risk for individualwomen.

This study raises the issueof the uncertainty about interpreting cervical dilatation. In

particular the group classified as prolongedlatent phase(24 cases)hada high rate of

surgicaldelivery and lowApgar scores. It is possiblethat this group couldhavebeenin

the early stages of a slower normalbirth processthan is experiencedby most of the

population. It is alsopossiblethat there were inaccuraciesin measuringcervical

dilatation.

Measuring cervical dilatation

Assessmentof the cervix is considered 'thecornerstoneof the managementof labour'

(Tuffnell et 01, 1989). The degree of accuracy in assessmentof cervical dilatation was

brought into questionby a study by Tuffnell et 01(1989) whocompareda group of 36

midwivesand 24 obstetricians to assesserror in and betweenobservers. Results

demonstrated that ona set of simulators noobserver wascorrect in every case,and

while there wasno significant differences betweenmidwivesand obstetricians,

midwiveswere more likely to be inaccurate by more than 1cm for dilatation and more

frequently inaccurate for effacement. Inaccuracy wasgreatest in simulators 5-7 cm

dilated. Consistencyin results for a singleprofesSionalwasachievedin 20 of the 60

examiners. According to these authors labour managementis basedonassessmentof

the cervix andthe results of the study suggest roomfor improvement.

This study highlights the difficulties of accurate cervical assessmentin active

managementof labour. However,I doubt that it is possibleto improveconsistency in

cervical assessment. As Figure 2.9 illustrates estimating dilatation of the cervix is

difficult. It becomesevenmore difficult as the cervix dilates andthe headdescends,
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whenit is only possibleto feel aroundthe head. According to Towler and Butler (1980)

it is impossibleto measuredilatation beyond6 cm It is not explained if this is

anatomicallyimpossibleor if reliability is questionable(See Figure 2.10). At this point

they say it is practice to record the amountof cervix that canbe felt as a 'thick rim' or

a 'thin rim', 'a lip' or 'nopart of the cervix canbe felt' (p325). When a partogram is

useddilatation is recorded and in order to accommodatethis an estimate is madeof

howmuchcervix remains,andthis is usedto estimate howmuchcervix must be dilated.

Giventhe unreliability of the tool it is not surprising that inaccuracyexceededlcm in

the study by Tuffnell et0/(1989) evenif a simulator wasused. Additional factors such

as levels,complianceandrelaxation on the part of the womanand the stretch of the

cervix influenced by the presenceandabsenceof uterine contractions are likely to

produceevengreater inaccuracyin clinical assessment.

Figure2.10 illustrates the difficulties inherent in measuringcervical dilatation and the

previousdiscussiondemonstrates that the problemswith active managementare

associatedwith acceptingthe difficulty of accurate cervical assessmentbasedon

subjective measurementand the problemof decidingwhenit wasnecessaryand

beneficial to intervene in the birth process.

Fi ra 2.10: Personalraflection on utimati cervicaldilatation
Themeasurementof howdilatedthe cervix is mustbemadewith the tips of two fingers(indexand
middle)that areof different lengthsandthat varyinsizebetweenindividuals.Duringa vaginal
examinationthe breadthof the fingersare usedto estimatedilatationandconvertedintoa metric
measurement.Thetip of mymiddlefinger is lcmandthe widthof both fingers together is 3cm.
TowlerandButler(1980)whodescribe3 finger breadthsasequalto 4.5cmand4 finger breadthsas
equalto 6 cmconfirmthis. Individualexperiencein carryingoutvaginalexaminationleadsto ways01
estimatingthis. Distancesabove3cminvolveanestimatebasedona perceptionof stretch
experiencedbetweenthe ligamentsof examiningfingers,indicatingthe distanceof the spread
betweenthemwhichis usedto estimatedilatation. From3 - 5cmmyfingersarenotseparated
much,at 8 emthere is uite a ull onthe Ii ments,but 6 and7 emare hardto disti uish.

EvtJlutlting and Implementing Expecftlllt Malltlgement in Infrtlptlrlum

Care fDr Low Risk Casu.

In the 1990'sactive managementof labour continuedto be the mainfocus for

intrapartum care, but there wasmuchmore emphasisonquestioningthe effectiveness

of the strategy. In part this resulted from a developingscepticism about the espoused
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benefits of intervention leadingto a different emphasisin analysingresults of studies.

This wasparticularly the casefor lowrisk womenand providinga different level of

intervention for this groupwasincreasinglyseenas feasible and desirable.

A review of the literature by Thornton (1996) refuted the claimsof proponentsof

active managementthat active managementof labour reduced Caesareansection rates.

Centresthat usedminimalintervention reported lower rates of Caesareansection than

were found in centres suchas Dublinthat hadanaggressivepolicy of active

management.Evidencefrom trials found nosignificant difference betweencasesin

active managementgroupsandgroupswith a selective policyof intervention. Thornton

(1996)advisedunits practising active managementto review their policy andonly

perform amniotomyandoxytocin accelerationselectively, if at all. He alsoadvisedunits

that were already usingaccelerationselectively to consider randomisinghalf of their

mothers to a genuinelyconservativeregimen. Concernabout the extent of intervention

andbirth technologywasbeingexpressedandexplanationsfor this were beingsought

(Tindal, 1995; Williams et o/,1998;Thornton, 1996).In particular alternatives to the

useof cervical dilatation were consideredby midwives(Byrne & Edmonds,1990; Hobbs,

1998;McKay& Roberts, 1990,Baker & Kenner,1998) becauseof the problems

associatedwith the intimate nature of vaginalexamination(Clements,1994; Kitzinger,

1997).

Twostudies in the 1990's investigated intrapartum intervention in lowrisk primigravid

women.The first wasa nationalstudy by the ClinicalStandards Advisory Groupon

Womenin Normal Labourcarried out on 5000 womenin consultant andgeneral

practitioner units across the UK(Tindall, 1995),and the secondinvolved2816 women

(Williams et al.1998). The combinedresults from these studies demonstrate a

substantial incidenceof intervention for lowrisk primigravida with spontaneousonset of

labour. Artificial rupture of membraneswasusedwith 5810of womenand oxytocin was

usedseparately or in combinationwith Artificial rupture of membraneswith 26.5%. In

the first study 2710of womenrequested Artificial rupture of membranesand 3410of

womenin the study had Artificial rupture of membranesat 4cm dilatation of the cervix

or less. Fetal monitoring (continuouselectronic or fetal bloodsampling)wasused in the
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first stage of labourwith 52.3%of womenand in the secondstage with 55.3'0. Reasons

givenfor this were fetal distress (41.5%),maternal epidural analgaesia(22'0),

augmentationof labour (17'0)andunit policy (11'0).Continuouscardiotocograph

monitoring is not recommendedfor lowrisk womenbecauseit restricts movement,

interferes with comfort and increasesthe risk of Caesareansection and operative

vaginaldeliveries (Williams et a/,1998).

In Tindall et als (1995)study the birth outcomefor the baby resulted in 3149 (99.7'0)

livebirths and 11(0.3'0) where the outcomewasnot reported, although there were no

deaths. By 10minutes96.1'0 of babieshadan Apgarscore of 9-10, meaningthat 129

(3.9%)babiesrequired someform of assistancewith adaptation to the extra uterine

environment.

CaesareanSection andepisiotomyrates from both studies were the sameat 6.2%(485)

and46% (3595) respectively. This meansthat of 7816womenin both studies 52.2'0

(4080) hada surgical incision. The Tindall Report (1995) indicated that 18.7%of women

hadanassisted birth involvingforceps or ventouseandas it is almost certain that they

wouldinvolveepisiotomy,this meansthat 24%of episiotomieswere associatedwith the

spontaneousvaginalbirths that accountedfor 74% of the total births.

The numberof vaginalexaminationsperformed is expected to be related to the

duration of labour.In the studies anassumptionwasmadethat eachwomanwouldhave

a vaginalexaminationonarrival to the delivery ward and then at 3-4 hourly intervals.

The minimumexpected numberwascalculated by dividing the length of eachwoman's

labourby 4 andadding1,to account for admissionexamination. Although the expected

numberscalculated reflect the minimumnumberof examinationsrequired within active

management71.5%(4071) of womenhad more than expected. In onestudy 20'0 had

the expected numberand9%had fewer (Tindall, 1995).In the other study the

proportions havingmore than 5 examinationsis 12%(338) and havingno vaginal

examinationsis only 0.6'0 (20) (Williams eta/, 1998). According to the Tindall Report

(1995) the mainreasonfor performing a vaginalexaminationwasto assessthe onset of
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labourandto assessprogress. A partogram wasusedin this particular study for 87'0

of women.

The results from the two studies (Tindall, 1995;Williams et al. 1998)demonstrate that

lowrisk womenhavehigh levelsof intervention in the physiologicalprocessof birth.

This is despite a lack of evidenceto support the benefit of active managementand

routine intervention in this groupof womenandthe indicationsthat conservative

managementmayproducebetter outcomesanda more positive experience for women

(Thornton, 1996).

Midwivestlnd Birth T~chnology

There seemsto be little evidencethat midwivesare resisting intervention and

technologyin childbirth. A study carried out in Northern Ireland by Sinclair (1999)

investigated midwivesperceptionabout the useof technology in childbirth and the

extent to which they feel competent in usingit. Methods incorporated observation of

17 induceddeliveries in 9 obstetric units anda postal questionnaireto all midwives

practising in Northern Ireland (1086) investigatingattitudes, competenceand patterns

of usage.The majority of midwiveswere comfortable usingtechnology in the labour

ward, especiallyCardiotocographs. They rejected ideasof over-dependenceon

technologyand that it underminedthe midwivesposition, rather it wasthought to focus

andsharpentheir practice. It wasseenas an electronic windowbetweenmidwivesand

women.The windowwason the body processesandwas'interpretative' and 'revealing'.

Midwiveswere awareof the potential problemsof technologyanda needfor training

wasidentified alongwith curriculum implicationsfor students. Sinclair (1999) considers

that I technologyputs midwives on a par with medical colletJgues'(p178)and becauseof

this and 'deskl1lingas a result of dependenceon technology'(p178) midwiveswere

reluctant to give it up. Deskillingwasconsideredto be Q reo! threat for some

midwives'(p 178),and Sinclair considersthat 'skl'llsinvolved in midwifery and obstetrics

mayactually bedeclining as a result of over dependenceon technology'(p 180). As a

result of usingtechnologyto suchan extent midwivesmayhavebeeen 'lessWilling to

make independent clinical judgements based upon their ownabilities and experience'

(p180).
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This study raises someinteresting issuesabout the importanceof experience in

intrapartum care andjudgement. However,observinginducedbirths mayincreasethe

observedincidenceof useof technologyby midwives. After all, inductionof labour

involvesthe useof artificial rupture of membranesandor intravenousoxytocin. These

obstetric interventions, evenif carried out by midwives,alter the processof birth by

augmentingthe physiologicalintrapartum process.In such circumstancestechnology

playsa greater role than wouldbe expected whenlabour is spontaneousandnon

augmented,andmidwivesare responsiblefor care. However,evidenceexists to

suggestthat midwivesmaybe resisting changesin practice that involvea reduction in

intervention. The extent to which labourward protocols are responsiblefor this is

unclear. Certainly the Tindall Report (1995) found most of the protocols for normal

childbirth reflected active rather than expectant managementof labour,and

prioritised progresSivecervical dilatation over other criteria. The level of intervention

reported in the study by Tindall (1995) is reflected in the protocols for normal labour

from the sampleof maternity units. All state that a vaginalexaminationshouldb e used

3-4 hourly to assessprogressandconfirm labour, to exclude cord prolapsewhen

membranesrupture and to confirm full dilatation of the cervix. First stage

managementhasvariation, but 73%adhere to a regime of active managementof labour.

WhenArtificial rupture of membranesshouldbe undertakenby midwivesvaries

between6-7cm (63%) and 3-4cm (a few). Continuousfetal monitoring is not considered

necessaryin normal labour in 80% of protocols except in caseof risk factors, sytocinon

administration or epidural analgesia.A table with criteria for diagnosinglabour

reflecting the 48 protocols in the study hasbeenproduced(Tindall, 1995,p4) (Figure

2.11):

Figure 2.11: Crit ....a for diagnosisof labour in primigravida

Regularuterine contractions (1 in 10minutesor more frequently)
Plusoneof the following:
• Spontaneousrupture of the membranes
• Cervix effaced (,takenup')and more than 3 cmdilated with or without a 'show'

(dischargeof mucusandsmallquantity of blood)
• Progressivedilatation of the cervix over 2 hours.
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As normalchildbirth is infrequently associatedwith early spontaneousrupture of the

membranesthe criteria requires midwivesto undertake vaginalexaminationto confirm

the onset of labour. This is an exampleof prioritising medicalcriteria within protocols

that direct midwifery practice. It is evidencethat midwiveshavelocalexpectations

that confine their freedom to developandusemidwifery skills that provide an

alternative type of care for womenin keepingwith expectant managementof labour.

The literature demonstrates that ConsultantObstetric Hospital birth and intervening

in physiologicalprocessesunnecessarilywouldseemproblematic. For example,

attempting to accelerate the courseof labour if mother and fetus are healthy andthe

mother is copingandconfident. That birth in a hospital is lesssafe for most women

doesnot meanthat there is no placefor highly technologicalintervention whenmedical

andobstetric complicationsare present. However,that highly technologicalcare is

more 'risky' for most womenis relevant in planningandproviding midwifery services.

The evidencesuggestsreluctance from midwivesto adoptinga more holistic approachto

intrapartum care that incorporates less invasivewaysof assessingintrapartum

progress. This may result from working in organisationsthat influence practice by

meansof policies,the availability of learningopportunities, in which active management

andthe proceduresassociatedwith it predominate,or a lack of clarity and confidence

about howto identify normal labourand provideexpectant management.

iii) The [)ebate on [)emarcatingNormalChildbirth for Holistic Midwifery

Care

Sincethe 1970'schildbirth hasbecomeincreasinglymedlcaltsed (Bates, 1998).This is

linked to the provisionfor almost 10010hospital births and the resulting direct or

indirect involvementof obstetricians whenmost womengive birth. Since the 1970'sthe

substantial interest in the perceptions of womenabout their childbirth experienceshas

led to a growingconcernfocusseduponthe placeof care and birth, the experience of

birth andthe negative influenceof invasiveprocedures. While health professionals
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agreethat the mainconcernis the well-beingof mother and babythere are differences

in viewsas to howthis canbe best achieved. This is particularly relevant in relation to

the issueof choicefrom anexpandingrangeof care options,and the needto consider

efficiency and resourcesof the maternity services (Audit CommiSSion,1997).

In 1975a study by the Associationfor Improvementof Maternity Services (AIMS)

found that over 80%of womenwhohad experiencedhospital andhomebirth, prefer to

havetheir babiesat home(Prince& Adams,1978). While this study wasconducted25

years agoit is relevant today, becausefew womenhavehadexperienceof homebirth

sincethis study wasundertaken. The National Childbirth Trust were particularly

alarmedby the communicationand information problemsthat womenwere experiencing

in hospital in the 1970'sandthe divorce betweenphysiologicaland psychologicalneeds.

PrinceandAdams(1978)proposedthat fear andanxiety are part of the hospital

experienceand that this hasan influenceon the efficiency of the uterine contractions.

Beingimmobilised,feeling trapped andbeingdependanton others to maintainnormal

bodyfunctions are associatedwith labourwards where mobility is restricted by

intravenousinfuSions,continuousmonitoring,drainingamniotic fluid following Artificial

rupture of membranes,high beds,few chairs, openbackedclinical gownsanddistances

to toilet and washingfacilities. In suchcircumstanceswomenmay becomeinhibited and

fearful. In contrast feeling in control, comfortable and independentare associated

with relaxation andmaternal andfetal well-being. Therefore, creating an environment

wherewomenhavelessto fear, andconsider themselvesto be in control seemsto be

important in reducingrisk. Creating an environmentof partnership betweenwomenand

carers instead of placingwomenin positionsas the object of observation wouldseemto

be important.

The 1990'swere markedby a growingawarenessin the midwifery press about the

impactof childbirth on women(Bates, 1993;Clements,1994; Menange,1996). While

the perspective of manywomenremainedunhappyanddissatisfied with the birth

experience in the UK,during the 1990'sthere wasa growingdissatisfaction among

midwivesin particular and health staff in generalabout the care options provided

(DOH,1993;Gibb, 1996;Whittle, 1994). While most womengavebirth in consultant
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hospitals,homebirth, DomiciliaryIn andOut (DOMINO), GeneralPractitioner Unit and

Midwifery Led Unit deliveries were provided for those whoopted out of consultant unit

care. Thesechangeswere linked to the developmentof consumer-basedcare and the

requirement to provide choice(DOH, 1993).

The ChangingChildbirth Report (DOH, 1993)maderecommendationsfor maternity

services. There wasspecific focus on ~"'formedchoke'that shouldbe provided in

respect of womendecidingwhere to give birth andwhich health profesSionalwould

assumethe lead in care. In addition clients were to be given information andchoice,

prior to medicalprocedures,to which they shouldconsent. Womenwhowanted a home

birth wouldbe cared for entirely by midwives,as wouldwomengiving birth in MidWifery

Led Units, andemergencycover wouldbe providedby consultant obstetric units.

Accordingto Gibb (1996) a ConsultantObstetrician there are obviousbenefits of birth

at homeas well as smallbut significant risk from abruption, cord prolapse,shoulder

dystocia, perinatal asphyxiaandpostpartum haemorrhage.There wasevidencethat 'low

risk women'bookedfor a GeneralPractitioner Unit in isolated rural areas had less

problemsthan individualsbookedfor consultant units. In a study reported by Baird,

Jewell & Walker (1996) of 530 womenbookedfor GeneralPractitioner Unit delivery

462 (87%) delivered there. The remaining13'0were transferred to a consultant unit

for care in labour. The rate of spontaneousvertex deliveries at the General

Practitioner Unit was94% (433/462). The CaesareanSection rate for womenwho

beganlabour in the GeneralPractitioner Unit was 3.6'0 (19/530) and the forceps rate

was510. The surgical delivery rate of 8.6'0 comparedwell with a rate of 16'0 for total

confinementsin the region.

The real thrust of the ChangingChildbirth Report (DOH, 1993) wasto provide an arena

for analternative holistic midwifery service for womenwhowanted holistic care.

Midwiveswere provided with the opportunity, if not the resources, to assumea role as

leadpractitioner for womendesignatedas lowrisk. Moreover, midwiveswere giventhe

autonomyto makethe risk assessment.
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A systematic reviewof the literature wasundertakenby Renfrew (1995) in 1992

comparingmidwifery versesmedical/shared care in terms of pre labour,delivery, and

postpartum,andPNMandphysicalandpsychosocialmeasuresof maternal and infant

morbidity. Four trials were included(two of lowrisk women).The results

demonstrated that care by midwivesis associatedwith lessnegativepsychological

outcomesandequivalentphysicaloutcomes. Renfrewconcludesthat there maybe

severaladvantagesto care by midwives. The care is as safe as that provided by

doctors andwomenprefer it. Midwivesalready provide most of the care within the

maternity services of the UK,evenin those casesof high risk bookedfor consultant

care. Therefore, midwivesassuminga role as leadpractitioners for lowrisk births

shouldrequire noadditional resources. This is dependantuponmidwivesbeinggiven

accessto existing resourcesof the maternity services,suchas maternity unit facilities

for their lowrisk clients. More flexible care provisionthan currently provided,suchas

increasedcare anddelivery in the communitywouldhaveresource implications.

The Audit Commission(1997) identified that beliefs about pregnancyhad consequence

for the organisationof the maternity service. That is if pregnancyis only deemed

normalin retrospect the services required will be different than if pregnancyis

perceivedas normaluntil it proves itself otherwise. The Commissionagreed that onlya

minority of womenneedto be identified as high-risk to ensuresafe delivery of mother

andchild andagree with the Houseof CommonsHealth Committee(Winterton Report,

1992)that pregnancyoutcomeis reliant on the woman'ssocialenvironmentrather than

medicalintervention. If a 'different service' that perceivespregnancyas normaluntil it

provesitself otherwise, is to be provided for womenwhoare not high-risk, then there

is a needto identify low-risk women.Although it wasrecognisedthat 'the majority of

womenwi'llbe cared for by midwives'and 'eachwomanshould have a namedmidwife.

throughout her labour'to 'enhancematerntll satisfaction' and 'reduce.. medical

interventlons'(Whittle, 1994), it wasrequired that midwivesadopt a role as lead

practitioners for low-risk women(DOH, 1993). In order to do this effectively

agreementonwhat constituted normalneedsto be identified in terms of women's

health status andalsothe type of care and progress evaluationthat midwiveswould
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provide. In this respect the RoyalCollegeof Midwivesin 1997 identified the needto

redefine normalchildbirth (Bates, 1998).

There wasconcernthat if normalbirths excluded those labourssubject to obstetric

procedures(episiotomy,artificial rupture of membranes,Prostin I Syntocinoninduction

andaugmentation,epidural,womenwith antenatal problemsand post delivery problems)

then casesthat were currently classedas normalandattended by midwivesat delivery-

that makeup 75'0 of all births - wouldbe less than at present (Plummer,1996).

Dissent to the viewof the RoyalCollegeof Midwiveswasin part due to the importance

placedon the role of midwivesto provide care for all womenduring pregnancy,birth and

in the babiesfirst month. This wasconsideredimportant if midwiveswere to 'be with

woman'(Plummer,1996). It is probable that comparingmidwifery in other countries led

to these concerns. For example,while in the Netherlands womenbookwith midwivesor

doctors, in the UKmidwiveshavealwaysmadea substantial contribution to the care of

all pregnantwomen.This care wasand is valuedandthere hasbeennosuggestionof

reducingthiS. Indeed obstetric casesconsumea great deal of midwifery time. The

real issuefor midwivesis howto identify those womenthat are lowrisk in order to lead

care; adopting lessof the interventions listed by Plummer(1996).

Midwivesmust be able to clearly identify those womenfor whomthey canassume

responsibility during childbirth. They must be able to 'defend the normality of labour'

within the 'culture and constraints of the organi$Qtion...'(Downe,2001) in respect of

adoptingandretaining a role as leadpractitioner for a particular case(DOH, 1993).

The experienceof individualwomenbeingcared for by midwivesis dependentto an

extent uponeachmidwife's viewof birth. While a dichotomyof beliefs between

midwivesandobstetricians is often accepted, there is evidencethat manyinterventions

usedwithin 'normalbirth' are carried out by or encouragedby midwiveswhohave

adopted the view that birth is normal in retrospect (Downe,2001). Perhapsthere are

those whoaccept intervention as usualand therefore normalwhenusedfor womenwith

no problems. If womenare to be provided with a service from midwivesthat doesnot

reflect active managementof labour, it is therefore not enoughto identify womenwith

no identified or anticipated problemswith childbirth, rather what constitutes a normal
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labourexperiencemustalsobe identified. Defining attributes of normal labour have

beenproducedfrom conceptanalysisanddescribed by Gouldin 2000 (Figure 2.12):

Figure 2.12: Defining attributes of normal labour
1. Physiologicallynormal labournaturally follows a sequentialpattern
2. The womanexperiencespainful regular uterine contractions stimulating progressive

effacement anddilatation of the cervix anddescentof the fetus, culminatingin the
spontaneousvaginalbirth of a health babyandexpulsionof placentaandmembranes
with noapparentcomplicationsin mother and baby

3. It is strenuouswork
4. Movementhasa crucial role

Within the description the physiologyof normalbirth is linked with natural sequential

processesincorporating uterine contractions, effacement anddilatation of the cervix

anddescent of the fetus. Normal labour results in a spontaneousbirth that is free of

complicationsfor mother andbaby. The womanexperienceslabouras hard work in

whichmovementof the fetus is producedfrom the work of the uterus experiencedas

regular uterine discomfort. The work of the uterus is assisted and the discomfort of

contractions is managedusingmovementof the body. Physiologicalnormal birth is

associatedwith anambulantactive labouringwoman.

Downe(2001) is critical that the attributes focus onlyon physicalprocessesas women

often focus on the psychologicaltransition experienced in labour. Downearguesthat an

apparentlynormalbirth can leavewomenwith emotionalscars, andshe presents a more

holistic viewof normal labourextracted from the 1993edition of Myles Textbook for

Midwivesthat wasedited by BennettandBrown:

', the physiological tf'Qll$ition from preglltlflcy to motherhood hertzltls an enormouschange
in eachwomanphysically andpsychologically ...every system in the body is affected and
the experience represents a major rite de fX14StJge in the woman'slife ....I (Downe,2001)

While the abovequotation providesa more holistic understandingof birth and conveys

the implicationsand meaningof birth for the woman,it is not specific about howbirth

is achievedby 'the body' in waysthat canbe accommodatedas guidelinesfor providing

care andmonitoring. The criteria producedby Gould(2000) incorporate freedom from

complicationsfor mother andbaby. This can be interpreted by midwiveswhoare aware
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of theories of individualsandgroupsas freedom from mental trauma, positive

memories,empoweringexperiencesin which the importanceof birth and the fears

about birth are integrated within midwifery care.

Howwomenare cared for must therefore reflect the emotionalas well as the physical

impactof birth and birth practices. This is expressed in Weston's (2001) view of

normalchildbirth:

:. a labour and birth in whicha womanis free to 'tap into her inner resources' of strength,
andher innate abilities to give birth without interventions such assyntocinon or an
epidural Thismeanskeepingintrusive vaginalexaminationsto a minimumand midwives
beingable to recogniseprogress of labour without them. Arbitrary time limits haveno
place in a spontaneousphYSiologicalbirth. '

Weston'sview of normalchildbirth specifically excludesthose interventions that typify

active management,incorporating minimaluseof vaginalexaminationanda greater

relianceonalternative methodsto identify progress. This is linked to rejecting time

limits, as without time limits 'precise measures'of cervical dilatation are not relevant.

The viewthat alternative methodsshouldbe usedto estimate progress hasgainedsome

support amongmidwives(Stuart, 2000; Walsh,2000).

The Audit Commission(1997) recommendedthat womenwhowere not high risk should

be identified and providedwith midwifery care andminimalintervention throughout

normal labour. The previousdiscussionis concernedwith the nature of normal

childbirth, and it is possiblethat womenwhohavea history of previousobstetric

complicationsor surgery andor medicalconditions couldalso havea normalbirth. While

midwivesmaycontinueto provide most of the midwifery care for such womenandwill

probablyassist with the birth it is important that anobstetrician provides a leadfor

maternity care. This interpretation is basedon requirements of Section 8,40 (Practice

Rules,Responsibilityand sphere of practice) of the MidwivesRules(UKCC, 1998):

'Except in an emergency,apracticing midwife shall not provide any midwifery care, or
undertake any treatment ...which is outside her current sph~ of practice. ' (40:2)

'In an emergency,or where a deviation from the norm which is outside her current sphere
of practice becomesapparent in the mother or baby during the antenatal, intranatal or
postnatal periods, apractising midwife shall call a registered medicalpractitioner ...' (40:3).
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An exampleof this is found in 'The Birth Centre' where womenpay for the private

servicesof midwives. Consultationwith obstetricians are accompaniedby midwiveswho

care for womenin labourwherever the venue(Flint, 2001).

iv) Developmentof Midwifery Practice Knowledgeand Skills in Expectant

Management

Awarenessof the negativeimpactof technologyandthe problemsthat women

experiencehas led to an examinationof the type of care andassessmentusedfor the

majority of women.In placeof active managementof labour, with time limitations, the

associatedalmost inevitable interventions androutine vaginalexaminationto assessand

predict progress, midwivesare to provide Expectant Managementfor 'normal

childbirth'. Expectant managementis associatedwith a more positive philosophical

belief in which childbirth is seenas a phYSiologicalprocess that canbe encouragedto a

positive outcomefor mother and baby.

The extent to which vaginalexaminationis used,in theory, shouldbe reduced when

expectant managementis used. Before the mid 1970'smidwivesuseda numberof signs

andsymptomsto monitor progress in labouranddevelopedexpertise in these methods.

Stuart (2000) for example,wasable to utilise vaginalexaminationwithin her practice if

necessary,but she hadsubstantial confidence in alternative skills.

~6~qDfMe~mwmat

Although midwivesmayappreciate the desirability of providing alternative care this

maynot be easy for them to achieve. Changeis required in relation to the development

of clinical skills, practice knowledge,a philosophicalapproachthat hasconfidence in

physiologicalchildbirth processesanda re-evaluation of relationships with medical

staff andwomen.
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The experiencesof consultantunit care andactive managementof labour of the last

forty years has left a residue in the form of a needfor midwivesto monitor labour in

waysthat were formerly not expected. The mechanisticscientific approachof

obstetrics andthe overconfidencein the ability to measureand predict progress

accurately, as dilatation of the cervix, is difficult to replace(Stuart, 2000). Policies,

casenote documents,progresssummarieson labourwardsandconversationsabout

womenin labour,emphasisecervical dilatation over other information availableto

midwives. Confidencein cervical assessmentis not supported by evidence,it is not

alwaysreliable (Tuffnell et 01, 1989)andconfidence in the findings cannot be justified

(Walsh, 2000). This is significant, becausevaginalexaminationshavetraumatic

associations,linkedto discomfort andembarrassmentandemotionaltrauma (Clements,

1994). Vaginalexaminationis consideredto be invasiveand it effects clients in

negativeways (Stuart, 2000; Walsh, 2000). Walsh(2000) states that:

~..routine repetlted vogifI(Jlexaminationsin normal labour should be abandoneduntil
resetlrch establishes their appropriate place.'

Expectant managementdoesnot meanthat midwivesare unableto undertake vaginal

examination,rather it meansthat they shouldbe able to justify a reasonfor

performing one,andthat they shouldnot undertake unnecessaryor routine

examinations. Instead they shouldrely onother less invasiveforms of assessmentto a

greater extent. Towler and Butler (1980) provide guidancefor student midwiveson

whenit maybe necessaryto perform a vaginalexaminationin labour:

'Vaginal Examination in Labour
It may benecessaryto examinethe patientper IItIginam,inthe following
circumstances:

1. Todetermineor to confirmthe presentingpart in casesof doubt;
2. Todeterminethe positionof the head;
3. Todeterminethe stationof the presentingpart in the pelvis;
4. Toassessthe state of the membranes;whetherthey haveruptured,andor if

they havenot,whethertheyare tenseandbulging,or flaccid;
5. Toassessthe progressof labour;

(i) Bythe degreeof dilatationof the cervix;
(ii) Bythe amountof descentof the presentingpart;
(iii) Bythe amountof rotation;

6. Wherethere isapparentdelayin labour;
7. Todecide,incasesof difficulty, whetherthe cervix is fully dilatedor not;
8. Beforethe midwifeindomiciliarypracticeleavesher patient:

(Towler& Butler,1980,pp321-322)
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This list of indications is comprehensiveand is broad enoughto accommodatea

philosophyof active or expectant management.In contrast the reasonfor performing a

vaginalexaminationprovided in Myles Textbook for Midwives(1975) placesthe

examinationin a context with other methodsof assessmentusedby the midwife:

:A vaginalexaminationshouldalwaysbepreceded by anabdominalexamination. The
presentation,position anddescentof the fetus canbe ascertainedby abdominalpalpation
during the first stage of labour,but there are occasionswhenit is imperotive that a
vaginalexaminationbe made. It is the onlycertain methodof determining the degreeof
dilatation of the cervix, whichis oneof the criteria by whichprogrus during labour is
assessed.'

(Miles, 1975, pp246-247)

This quotation providesa moreholistic viewof assessmentand howvaginalexamination

canbe accommodatedwithin clinical assessmentinvolvinga rangeof information on

progress.

ExploringAlterllDtiwe Assessmentfor Expectant Management

A desire to provide expectant managementhas led midwivesto examineapproachesto

monitoring intrapartum progress that do not require routine vaginalassessment(Byrne

& Edmonds,1990; Hobbs,1998). The quality of contractions (length, strength and

frequency) anddescent of the fetal headthrough the pelviscan be palpatedvia the

abdominalwall (Kitzinger, 1997)andth£ levelat which the fetal heart is heard best

usinga Pinards+etheseepewill descendwith the fetus. Suchmethods already havea

role in a scientific andobjective approachto monitoring labour progress, but they have

lessstatus as objective criteria andcouldbe givengreater emphasisin placeof routine

vaginalexaminations. Other alternatives to estimating progress usingan indirect

estimate of cervical dilatation havebeenproposedin the literature. Byrn£and

Edmonds(1990) and Hobbs(1998) hav£described a line of red I purple discoloration in

the natal cleft, that beginsat the analmarginandextends upwardsbetweenthe

buttocks as labour progresses.

Anassociationbetweenthe length of the line andcervical dilatation hasbeen

demonstrated in 91out of 102observationson48 womenin spontaneouslabour (Byrne &
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Edmonds,1990).Clinicalobservation indicates that the line one-quarter up the natal

cleft reflects 4 cm,three-quarters reflects 7 cmandat the napeof the buttocks, just

belowthe sacra-coccygealjoint reflects full dilatation (Hobbs, 1998). The line is

consideredto be dueto vasocongestion(Last, 1984)at the baseof the sacrumresulting

from increasingintra-pelivic pressureas the fdal headdescends.A significant

correlation betweenstation of the headandthe lengthof the line is explained

indirectly by its dependenceonstation of the head(Byrne & Edmonds,1990).The

importanceof the levelof the presenting part is significant in labour progress. Only in

rare circumstancesis decent not associatedwith cervical dilatation, but it is not

unusualfor dilatation and lackof descent.

Methods that do not rely oncarrying out anassessmentinvolveobservation of 'the

semblanceand behaviour of women'which 'appearto changein response to their labour'

which 'somemidwives use'to assessprogress in labour (Duff, 2002). It is possiblefor

midwivesto observesuch behaviour,as in contrast with obstetricians, they spenda

great deal of time with womenin labour. Duff explainsthat behavioursare different

during eachstage of labour,andshe providesexamplesof the behavioursfrom

publishedtext (Figure 2.13).

Fi re 2.13: Maternal Behavioursaccordi

First
Stage

Early labour 'chatty'
, womensum uite normal'

s of Labour (Duff, 2002)

Establishedlabour
cervix 4 cm

'womeninwardly focussed'
'sleepis impossible...the woman'seyes becomedilated andshe
becomessensitive to the movementof other eo le'

Phaseof transition 'womenmayshiver or vomit andoften want to give up'
'restlessness,complaining,a shift in focus, a lossof contror
'many womenshowa completechangein their mental state'
'th becomedemandi , abusiveor want to 0 home'

Duff (2002) usedmidwifery text (51)and medicaltext (21) to scanfor behaviours,

whichshe groupedinto four phasesof labour. In the midwifery text there were 830

descriptions representing early labour (152),active labour (200), transition (336) and

secondstage (134). Medical text revealedonly 8 behavioursfor the stages of

transition (1)andsecondstage (7).
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Manychangesobservedby midwivesare present as verbal changesandnon-verbal

sounds.McKtJyandRoberts (1990) conducteda study in the USA of secondstage

soundsandcaregiver response. Secondstage labourswere videotaped to study

caregiver behaviourduring the secondstage and interviews with mothers and nurse-

midwiveswere conductedas they viewedthe videos. Fromthe data maternal noises

were classified accordingto state, typical sounds,significanceand caregiver response

(Figure 2.14).

Figure 2.14: Classification of Maternal Noises During Second Stage Labour and
Significance for Caregivers (McKay cl Roberts, 1980)
State TypicalSounds Significance CaregiverResponse
1. Work/ Guttural; grunt, Expressionof effort /

effort: auhhh·;primal/pressure; efficient use
adaptive/ animalistic;(low of abdominals;arm
effective pitch) pushing.·

2. Coping:
adaptive/
self
comforting
/soothing

3. Childlike:
emotions
predominate
/nonadaptive

Sigh roh .: );
moan;groan;
(lowpitch)

Cry (like a
baby);whimper;
whine(like a
puppy);aowie·;
(high pitch)

Expressionof tension
relief / release;arm
coping.·

Pain/ distress; ait
hurts·; arm scared·;
arm goingto lose
controL·

Responsiveto maternalefforts
(non-interference andvalidation
with the labouringwomanthat her
soundsare related to the work she
is doing).
Responsiveto maternalefforts
(non-interference and reassurance
of the womanthat her sounds
assist with tensionrelief).

Becomesactive to avert more
pronounceddistress (reassurance
anddirection about coping
strategies).

4. Out-of-
control:
emotions
predominate
/nonadaptive

5. Epidural
analgesia:
body/mind
split

aEYYe-;holler;
yell; noisy,
overbreathing;
(very high
pitch)
Quiet / normal
conversation

Extreme pain/
distress / pain;ar can't
do this·; arve lost
hope.·

Expressionsfrom
womando not provide
data about physiologic
state; ar don't know
what is happening.·

Very active in directing behaviour
(Le.type of breathing, bearing
downefforts, or bodily activity)

Variable,from noactivity to highly
directive; maymisscuesbecauseof
incongruentmaternalphysiologic/
psychologicstates.

Thestudy demonstrated that nurse-midwivesmadeuseof the soundsto understand

howthe womanwascoping. Soundwasviewedas havinga purposeto help the woman

with the work andeffort of contractions and to provide comfort for herself between

contractions. Whenwomenproducedchildlike noisecaregivers often intervened, as the

womanwasperceivedas beginningto loosecontrol andconfidence. They attempted to

bring them into focus by breathing with them andmakingeye contact. Out of control
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noisesproduceda stronger physicalreaction from carers in which onerespondedby

'grabbinghold of the woman'sface, lookingright in her eyesandsaying, -listen to me. I

wantyou to breathe, I don't wantyou to loseit. It Howeachnoisewasinterpreted was

distinguishedby the stage of birth. Screaming,for example,wasviewedasa signof

beingout of control, especiallyif accompaniedby writhing. Howeverthe exception was

the birth cry/scream, that wasdifferentiated from other screamingbecauseof the

timing of its occurrenceand becausethe quality is probablysimilar to the soundsof

orgasm(McKay& Roberts, 1990).

McKayandRoberts (1990) study hasdemonstrated howmidwivescanusematernal noise

to understandhowthe mother is copingwith andprogresSingwith the secondstage of

labour. A study by Bakerand Kenner(1993) investigated the useof maternal soundas a

potential unobtrusiveaid to monitoring labour progress. Taperecordings of

vocalisations(oneminute) in childbirth were playedto 40 health care staff (38

midwivesand2 medicalofficers) whowere askedto associatevocalisationswith first or

secondstagesof labour. All of the vocalisationswere correctly asSignedto the

appropriate stagesof labourwith a greater than chancelevel. Before listening to the

tapes 34 of the samplebelievedthere were differences in the characteristics of

vocalisationsof first and secondstagesof labour, three disagreedand three were

undecided. A spectrographic analysisof the labourvocalisationswascomparedwith

normalspeechfrom the samewomenand identified greater frequency, increased

intensity, elongationof the vocalisationand a changeof contour shapeof the frequency.

Expectant Managementrequires midwivesto avoidroutine vaginalexaminationandrely

onalternative waysof assessingprogress. Vaginalexaminationremainsan important

diagnosticapproachwhenusedselectively but the previoussection hasdiscussedsome

of the alternatives that canbe usedin combinationwhencaring for intrapartum women.

Interestingly it appearsthat practitioners haveinsight into maternal behaviourthat

they are not currently fully awareof I although signsmay be incorporated into an overall

assessmentwhile not beingacknowledgedor reported. Information on suchmaternal

behavioursmayprovide a valuableresource for midwivesadoptingexpectant

managementandholistic care. Also important in understandingthe transition to
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adoptingexpectant managementandholistic care is anappreciationof the factors

influencingthe developmentof capability asa result of undertakingwork associated

with labour progressassessment.

v) Understanding the Developmentof Midwifery Practice Knowledgeand

Skills from 'Doing the Job'.

Midwivesusea variety of indicators to assessprogress in situations where 'normal'

labour is demonstratedandspontaneousvaginalbirth anticipated. While midwivesand

obstetricians haveavailableto them the samerangeof diagnosticproceduresto

evaluateintrapartum progress,howthey usethem maybe a reflection of 'case'

responsibility, prior learningandboundariesof practice. It is probablethat eachgroup

influencesthe practice and learningof the other. Understandinghowmidwiveslearn

about intrapartum assessmentwill facilitate effective organisationof resourcesand

improvelearningstrategies to enhancemidwifery skills in assessmentmethods

compatiblewith expectant management.

Developing decisitJII moking skills

Howmidwivesdevelopdecision-makingskills is partly explainedby theories of problem

solvingthat havebeenappliedto health care practice (Taylor, 2000). Decisiontheory

focuseson the decisionto be made,suchas judgement whenthe patient state is

unknownand must be inferred from cues(signsandsymptoms)or in relation to deciSion

makingin situations of risk. Information processingtheory examinesthe interaction

betweeninformation processingsystems(the problemsolver) anda task environment.

Taylor's (2000) discussionof variousstudies highlights:

• 'Selective attention to information.
• Hypotheses formulation Q/ldstrategy selection.
• Acknowledging cues as a basis for clinicol action.
• Judgements of nurses are comparable to f/lJQfltitatively derived preferred action.
• The complexity of nursing options, which are infrequently 'either-Dr', but often

combined,Q/ldrarely stable Dr concluded.
• The limits of humaninformation processing capacity in problem solving and

individUQIabl'lity to adapt to limitations. '
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Clinicaldecision-makinginvolvesinductive reasoning(arising from the generationof a

workinghypothesis).Accordingto Taylor (2000) there are indicationsthat problem-

solvingin clinical practice hasfour stagesof activity: (i) activation of hypothesisearly

in encounter,(ii) data collection, (iii) askinggeneralquestionsto seekout information

leadsand(iv) probingfor morespecific information.

/)evelopingpractice knowledge

Muchof clinical midwifery knowledgeis related to caringandrefined over time, it

informs decision-making.Decisionsabout assessmentform the basisof intrapartum

care and midwivesmust learn to usethe decisionskills they havedeveloped,andprovide

appropriate care (Cioffi, 1998). Giventhe previousdiscussion,it seemsprobablethat

the processwill take the form presented in Figure 2.15.

Howmidwiveslearn to makedecisionscannotsimplybe explainedby understanding

decision-makingskills. Understandinghowknowledgeis learnedand used is important in

developingstrategies to enhancelearningin clinical practice. There are studies that

examineprofessional learning(Eraut et at, 1997;Eraut, 1994;Rolfe, 1997;Price &

Price,1993;Walker & Sibson,1998;Radwin,1998)andhealth care professionals

learningat work (Eraut et at,1997).

Figure 2.15: ProposedDecisionMaking Processfor Midwives Intrapartum Progress
Assessment.
1. Forma workinghypothesisabout intrapartum status andcare needs.
2. Decidewhat information to collect to test this workinghypothesis.
3. Collect general information and onthe basisof results (generalphysiologicalsignsand

symptomssuchas posture, mobility ete.),
4. Developleadsabout what to investigate further.
5. Collect morespecific information (PhYSiologicalindicators suchas frequency, strength and

duration of contractions, levelof head,dilatation of cervix ete.),
6. Evaluatethe information in view of:

• Previousmeasuresof progress
• Client condition
• Fetal condition
• Socialand organisationalfactors

7. Confirm or refute the workinghypothesis:
• Decidefurther information collection
• Considercare management~tions
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Clinicalexpertise is derived from both experienceandformal education(Eraut 1994).

It is likely that 'knowledgeby acquaintance'(first handexperience) is important in

effective intrapartum monitoring (Rolfe, 1997).AssesSingintrapartum progress, is

concernedwith high levelsof indeterminate knowledge,which is generally less

assessablethan technical knowledgeand linkedwith experience(Walker andSibson,

1998). Experienceis associatedwith the developmentof three decision-making

attributes: i) patient centred focus, ii) confidence,and knowledgeof antecedentsand

iii) consequencesof specific patient situations (Radwin,1998). The latter includes

recognitionof patterns and trajectories, whichseemsapplicableto recognisingprogress

in labour.

Studies in problemsolvingprovide insight into the intuitive processesinvolvedin clinical

decisions,andthe heuristics appliedto the process(Cioffi & Markham,1997). The

complexitiesof assessingintrapartum progressor howmidwivesdevelopspecific skills

andknowledgeare not addressed.Howpractice knowledgeandskills are usedis

determined by the action context. In the, what ought to be doneenvironmentof

practice, knowledgereflects pragmatism,experienceand individuality, and is usedin

idiosyncratic ways,relying on implicit theory (Eraut, 1994). When the action context

reflects 'hot action' , where there is a lot of information to processandquickresponses

are required, habits androutines maybe usedto cope(Eraut, 1994)andshort cuts

basedon experiencemaybe usedto arrive at reasonablyaccurate decisions(Cioffi &

Markham,1997).

What is particular about howhealth care practitioners engagein decisionmakingis that

the 'imperative of practice', i.e. to provide necessarycare in many casesprecedesthe

resolutionof the decisionmakingprocess. In certain casesthe needto care may result

in short cuts within the processandthe care itself may get in the way of the decision

process. For example,midwivesmay be distracted by pressuressuchas extreme pain

reports from intrapartum women,socialpressuresfrom client's partners andfamily for

information andreassuranceandorganisationalfactors suchas competingcare needsof

other women.If midwiveshaveto shortcut the decisionmakingprocess,for example,
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from workinghypothesisto collecting specific information this mayinfluence the

woman'sexperienceof care. This is especiallythe caseif a midwife resorts to

performing a vaginalexamination. Short cuts in the decisionmakingprocessare an

alternative to suspendingthe later stages of the decisionmakingprocess,for example

by makingthe womancomfortable, providingdistraction, ensuringthe maternal and

fetal condition are good,andresumingthe processwhentime permits. The latter

fulfils the imperative to care andattend to competingpriorities, while not short cutting

the decisionmakingprocess. However,midwivesmayhaveexpectations placedupon

them that they shouldfinish the job. Solutionsadopted for suchdilemmaswill reflect

the individualmidwife.

The present study is linked to evidencebasedpractice (EBP)whichaccordingto

Sackett et 01 (1996, p71-72): :.. is the conscientious,expedient andjudicious useof

availablebest evidencein makingdecisionsabout the care of individualpatients. '

Evidencebasedpractice is comprisedof individualclinical expertise -proficiency and

judgement from experienceand practice - andthe best availableevidencefrom

research. Within the modelof evidencebasedpractice expertise decideson the

relevanceof evidenceto the particular client Situation,andhowit shouldbe integrated

into a clinical decision. This modelof evidencebasedpractice addressesthe complexity

of clinical practice andthe importanceof expertise over research in determining

clinical decision-making(Sackett et 01, 1996). It alsoaccommodatesindividuality that

midwivesexpress within their practice whenmakingclinical decisions. When directed

at the complexneedsof clients, this midwifery knowledgeinforms practice and mayalso

be associatedwith perpetuation of tradition andritual (Reed& Procter, 1993) that is

inextricably boundupwith the decisionmakingprocessand 'safe care'. Howmidwives

interpret progress mayincorporate physiologicalconsiderations,time constraints or

past experiencesof labouringwomen.Theories of clinical decision-makingwill

c,:ontributeto understandingof this process(Baker, 1997;Cioffi & Markham,1997).,

Accordingto Wenger (1998) the waythat individualswork is influenced by their

engagementin 'communitiesof practice'. Suchcommunitiesprovide the structure and

opportunities for individualsto engagein participation. Midwifery practice canbe
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determined to be site of participation for midwifery asa 'communityof practice', and

the methodsthat midwivesuseto assessintrapartum progresstake placeona boundary

with medicalpractice. Accordingto Wenger (1998) reification is about 'creatingpoints

of focus around which the negotiation of meaningbecomesotyQnised'(p58); in the

context of assessingprogress it canbe seenas a wayof interpreting' a client state.

Ambiguity permits reification to accommodatedifferent viewpoints,misunderstanding

andfailure to detect incompatibleassumptions.Audits of practice, clinical guidelines

andpoliciesto an extent attempt to avoidambiguity in the short term, by dictating the

site of decisionmakingby midwives. It is possiblethat prioritisation of particular

information, that is seenas objective or morescientific, concerningintrapartum

progresscanbe identified asa denialof negotiability about what progress meansto

midwifery andpossiblywomen.

Buildingknowledgearoundassessmentof progress in labour will provide information,

whichcanbe usedby midwivesto evaluatethe evidencebaseof their practice and the

influenceof the communityof practice to which they belong. It is also of relevanceto

curriculumdevelopmentas adequatepreparation for a role in midwifery hasbeenlinked

with curriculumstructure andappropriatenessandsupport in practice settings.

Student midwivesare not all equippedto deal competentlyand confidently in contexts

of uncertainty andchange(Fraser, 2000).

The literature provides examplesof research into professional learning(Altrichter et

01, 1993;Baker,1997; Eraut, 1994;Eraut et 01, 1998; Fraser, 2000), particular aspects

of midwifery practice knowledgerelevant to intrapartum care {Baker & Kenner,1993;

Byrne& Edmonds,1990;Cioffe, 1998;Cioffe & Markham,1997; Duff, 2002} and

frequency of and reasonsfor carrying out vaginalexaminationandother assessment

(Mead,2003; Sookhoo& Biott, 2002; Sinclair, 1999;Stuart, 2000; Walsh, 2000). What

is not availablein the literature is research on the breadth of information that

midwivesmakeuseof within intrapartum assessmentand howthey weighsuch

information whenmakingclinical decisions.
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An explanationof howmidwiveslearn to carry out intrapartum assessment,and the

factors that influence the developmentof similar and different strategies for

assessmentamongmidwivesis alsoabsent from the literature. A study by Eraut et a/

(1998) that includeda rangeof professional groups, lookedat professional learning in

the workplace. Eraut et a/developeda modelof professional learning (Figure 2.l6) to

represent learning in employment.

The study by Eraut et a/(1998) does not define a specific focus of learning, boundedby

clinical practice issuesthat demarcate breadth and type of work and learning,but it

doescontribute to understandinghowmidwiveslearn to undertake activities associated

with their role. In order to understand why midwivesappearto rely on vaginal

examinationwhendiagnosingintrapartum progress, rather than givingemphasisto the

extensive range of alternative, less invasivemeasuresavailableto them, it is necessary

to understand howmidwivesprioritise.

Figure 2.16: Developmentof Knowledgeand skills in Employment (Eraut et DJ,
1998)
WHATIS BEING HOWIS IT BEIN6 LEARNED FACTORSAFFECTING
LEARNED • Workingfor qualifications LEARNING
• Understandingof: • Short courses PersonalCharacteristics:

situations,colleagues • Specialevents • Confidence
andworkunit, own • Materials • Motivation
organisation,self and • Organisedlearningsupport • Capability/ Prior
strategy. • Consultationand knowledge

• Skills:technical, collaborationwithinthe TheMicroContext:
learning,interpersonal workinggroup • Howa personis managed
andthinking. • Thechallengeof the work • Themicrocultureof the

• Propositionalknowledge itself workplace
• Knowledgeresources • Consultationoutsidethe TheMacroContext:

andhowto access workinggroup • Theorganisation
them. • Life outsidework • ProfesSionalbodies

• Judgement.

It is often assumedthat involvementof medicalstaff in birth has resulted in active

managementof labour andthat midwiveswouldprovide different care for 'normal

cases'. However, there is little evidencethat midwivesare prioritising expectant

managementof labour over active management,or that they are resorting to less

intrusive assessmentfor 'normalcases'. Explanationsfor this includedirective unit
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policiesanda dominantmedicalmodelof care. There are other possibilities, suchas

attempts of service co-ordinators to monitor progressat a distance usingobjective

measuresobtained by individualmidwives. However,the developmentof knowledgeand

skills in employmentis alsorelevant. It is likely that midwivesin employmentlearn to

recognisepriorities, constraints and prejudices that imposeupontheir role. In

assessingintrapartum progress midwiveswill learn to appreciate what skills and

knowledgeare credible within the organisationto be documentedand 'talked about'.

This is a potentially uncomfortable issuefor midwivesbut is of interest to health care

researchers and midwives.

While an important focus of this study is to capture midwivespractice knowledgein

relation to assessingintrapartum progress, it is also important to understand howthis

is developedin practice. Understandinghowlearningdevelopsand the factors that

influence it mayilluminate the type of experiencesthat encouragethe developmentof a

rangeof less intrusive skills in intrapartum assessmentI and identify those factors that

encouragewider useof suchskills by midwives.

The modeldevelopedby Eraut etDJ(1998) providesa structure to examinemidwives

learningabout intrapartum progress. Recommendationsfrom Eraut etDJ(1998) for in

depth studies to refine the modelof professional learningin the workplace indicates

that this study canprovide a distinctive contribution to modelsof clinical professionals

learningat work.

Summary

Evaluatingliterature on the historical developmentsin maternity care has demonstrated

that concernfor maternal and perinatal mortality rates acted as a catalyst for

regulatingthe training andpractice of midwivesand implementingtraining for medical

staff in obstetrics. Improving national mortality statistics due to improvedsocial

conditions,were wronglyattributed to medicalintervention, while negative

consequencesof obstetric care wasmostly rejected until the 1980's. Hospitalisation

gainedincreasingmomentum;there wasgradualdominationof childbirth by obstetrics
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andthe developmentof a dominantviewof birth as dangerous.This viewwas

associatedwith active managementof labourandaccelerated birth in which hospital

midwivesincreasinglyparticipated as communitybirth reduced.

In the 1980'sthere waspressurefrom consumers,increasingrealisation of the failure

of obstetrics to makechildbirth safer, andgrowingawarenessof the hazardsof active

managementand negativechildbirth experiencefor women.This resulted in the

movementfor midwivesto provide intervention free birth that wassupported by

governmentreports onchildbirth. Midwivesbeganto examineclassification of

'normality' and developalternative waysof conceptualisingthe uncertainty of childbirth.

This required alternative approachesto intrapartum care that required skills in

expectant management,increasedcollaboration with womenandgreater autonomyfrom

medicalstaff. The evidencesuggeststhat midwivesmaynot all possessthe skills and

confidencerequired to undertake expectant management,becauseof the waymidwifery

practice knowledgedevelopsfrom 'doingthe job' andthe unavailability of experienceof

this type of managementin most hospital practice. In the developmentof intrapartum

assessmentskills by clinical midwives,individualpractice knowledge,local policiesand

systemsof collaboration with other midwives,womenand medicalstaff are likely to be

important.

The work of Eraut ata/(1997) and Wenger (1998) cancontribute to the developmentof

a framework for this thesis. Eraut et a/provide a modelto describe the development

of contemporarymidwifery practice knowledgethat canbe adapted as a framework for

depicting midwiveslearningaround intrapartum progressassessment. While the model

created by Eraut eta/makes it possibleto identify that the organisation in which

midwiveswork influences learning,Wengerprovidesa perspective on the

interrelatedness of the individualandorganisation in participation. Wenger's

contribution to a framework for this thesis is the recognition of reciprocity that is

likely to exist between individualmidwivesandothers in the 'communityof practice', in

whichopportunities to engageare presented and negotiability about meaningis

organised.
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CHAPTER 3: RESEARCH METHODOLOGY

This research is attempting to addressquestionsabout midwifery practice. As a

midwife undertakingthis study I wish to investigate the 'real world' of midwifery

practice and that involves'seekingto saysomethingsensibleabout a complex,relatively

poorlycontrolled andgenerally 'messy'situation' (Robson1993, 3). To contribute to

midwifery practice the research must havepractical relevanceto midwivesand other

stakeholders in the maternity services. Therefore it wasimportant to select a

research design,methodsof data collection and methodsof analysisandpresentation

for this study that are helpful in answeringthe research questions. In order to

achievethis the study focused on the practical importanceof the research results. For

whichqualitative methodsare appropriate becauseof the detail that they are capable

of generatingwithin the results (Robson,1993;Strauss & Corbin, 1990; Woods,1999).

The nature of the research question lendsitself to qualitative research, as it is possible

for an individualresearcher to uncover individualexperienceconcernedwith human

behaviourand functioning in a natural setting, in this casemidwivesassessing

intrapartum progress.Qualitative research providesthe meansto uncoverand

understandwhat lies behind the phenomenain terms of individuals,groupsand

organisations(Strauss & Corbin,1990). In this casehowindividualattributes,

experienceand learning,andclinical andorganisationalcontext influence howmidwives

carry out intrapartum assessment.

The componentsof qualitative research are the data, the analytical or interpretive

proceduresandthe reports. Qualitative researchers do not collect data that are

quantified andthe methodsof data collection normallyused includeobservation,

interview, documentsand reports. Analysisof data in qualitative research doesnot

employinferential statistics to arrive at findings although descriptive statistics maybe

used. Instead theory is generated usingnon-mathematicalanalytical procedures.

There are different perspectives about the amountof interpretation applied to

qualitative data suchas reporting unprocesseddata, accurate description of key data or

reducingdata andbuilding theory (Strauss & Corbin,1990). This study is concerned
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with theory buildingandthe developmentsof conceptsthat interpret reality (Woods,

1999). This reflects the requirementsof a programmeof research leadingto a PhDand

alsothe requirement to providea framework for action by employinga systematic

research processto build, synthesiseand integrate knowledgethat will in turn

contribute to midwifery practice development.

The type of theory generatedby this research is concernedwith clinical midwifery

practice. Suchtheory doesnot aspire to representing socialsystemsas a grand theory

but instead it reflects the day-ta-day behaviourof individuals. Groundedtheory is

theory that is groundedin the data, in that it is inductively derived from a study, which,

beginswith an interest, from which anarea that is relevant is allowedto emerge. The

theory is discovered,developedandverified through data collection andanalysis. This

approachto developingsubstantive theory is adopted in this study (Strauss & Corbin,

1990).

Skills required for undertakingqualitative research must be directed at collecting valid

andreliable data, recognisingandavoidingbias, thinking abstractly and critical analysis.

Accordingto Strauss and Corbin(1990, piS) lA qualitative researcher requires

theoretical andsocialsensitivity, the ability to maintainanalytical distance while at the

sametime drawinguponpast experienceandtheoretical knowledgeto interpret what is

seen,astute powersof observation,andgoodinteraction skills: These skills have

already developedto an extent as a result of work as a health profesSionaland

educator. They will be developedfurther during the research processas a result of

experiencegainedundertaking the research and becauseof contributions from

respondentsand membersof the supervisory team in the form of questionsand critical

feedback.

i) The RelationshipBetweenData andTheory

Qualitative researchers seekto generate theory from the data. This meansthat the

theory is groundedin the socialactivity it is attempting to explain. At the sametime
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assumptionsandwider literature are systematically identified and integrated within the

research process(Layder, 1998). However,it is important to recognisethat there is a

broad rangeof beliefs andviewsabout what type of qualitative research shouldbe

carried out. In particular there is a focus on methodologicalpractice by many

sociologistsattempting to establish rigour anddominantmodelsof practice in

qualitative research. Theseattempts havemet with limited success. However,such

commentaryrequires a responsein order to describe clearly where this research sits in

terms of methodology.

Within qualitative research a subject of contentionseemsto be whether prior theory

or data shouldgive shapeto the research. Alternatively, previouslygenerated theory

from a 'grand'or 'generaltheory' canbe usedas part of a middle-rangeapproachto

formulate a theoretical hypothesis in advanceof the research, guidethe processand

give shapeto any theorising oncethe data hasbeencollected. However,research can

commencewith as little pre-formulated theory as possibleas theory is generated

during the research. While both approachescangive rise to middle-rangetheory the

seconddevelopstheory that is substantively groundedin the data (Layder, 1998).

In undertakingthis research, the importanceof representing the perspective of the

participants wascentral. For this reasondevelopinggroundedtheory wasattractive

becauseof the links to interpretivism or humanisttraditions, where society is not

thought to modelitself on the natural sciences. This placesparticipants in a more

central role within research than just that of subject. As the theory is groundedin the

data anadditional advantageis that it is anticipated that midwiveswill identify with the

emergingtheories that represent their perspective on midwifery practice. The

alternative middle-rangeapproachappearedlessappropriate for two mainreasons. The

first is that there appearedto be very little theory developedon the progress

assessmentmethodsthat midwivesuse,howthey integrated these methods in practice

andthe factors that influenced their practice whenproviding intrapartum assessment

of progressas part of labourcare. The secondwasthat if the results of the research

are to havean impact on the practice theory that is developedthey must arise from a
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practice perspective. For these reasonsthe developmentof groundedtheory was

favoured for this study.

While a groundedtheory approachhasadvantageswithin this study, there are problems

with the relationship betweentheory andprocessrelated to the prior experiencesand

expectations of the researcher. The researcher is a midwife with knowledgeof

theories that bear uponthe research problem. The researcher is alsoa PhDstudent

whois required to undertakea comprehensivereviewof the literature prior to

undertakingresearch in order to justify the project, gainethical approvaland in this

casesubmit bids to external funding bodies. This presents problems in adoptinga

groundedtheory approachas prior theories can influencedata collection. However,

Layder (1998) believesthat all forms of data collection are influenced by prior

theoretical assumptionsin somewO!(andthat systematic identification of such

assumptions,andattempts at integrating them into the research processcanfacilitate

productionof moreadequateexplanationsfor data. What Layder (1998) refers to as

'the adaptive theory approach'is connectedto the wider literature in a wO!(that is

systematic, disciplinedandmore inclusiveof proceduraldiversity in theory generation.

The approachto analysisadopted in this project seemsto fit with what is termed 'the

adaptivetheory approach'(LO!(der,1998). The Project Model (Figure 6.1)wasdeveloped

asa result of modification andadaptation of earlier models(Appendix 1)that were

basedupondata from preliminary interviews anda framework (Developmentof

Knowledgeand Skills in Employment)developedby Eraut et0/(1998) andtransposed

into this research. This framework is summarisedin Figure 2.16. Modification to

earlier modelshasa resulted from a processof continual testing and reframing that

has led to the final project model(Figure 6.1). Testing and developingthe modelhas

provideda focus for analysisand theoretical sampling.

While this research is concernedwith midwives'learningandworking, andthe focus is

assessmentof labour progress, the orientation is towards learningand working with low

risk casesanddevelopingskills and knowledgeof expectant management.Factors that

influencethis developmentand limit it are alsoanarea of investigation.
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ii} Discussion of Data Collection Methods

An emergent research designwasadopted for this study as the adaptability and

responsivenessof this designlends itself to a changingcourseof action in order to

pursueleadsor contradictions in the data with a developingunderstandingof the field.

While a scheduleof research activity wasprepared for the purposeof addressing

logistics and convincingPhDsupervisorsand reviewers and the review processof the

Health Foundation(whoprovided mewith a Mid Careeraward) of the potential of a

particular strategy, this strategy wasof necessity revisited during the research

process. An emergent research designis useful as it canprovide rich data for

qualitative analysisandselection of methods is also important in this regard.

There is support for usingmultiple methodsof investigation in qualitative research to

overcomethe shortcomingsof a single method (Robson,1993;Denzin de Lincoln,1994;

Brewer de Hunter, 1989). Multiple methods revolvearoundthe theoretical conceptof

'triangulation' to overcomeinherent weaknessof a singlemethod (Denzin de Lincoln,

1994)that is limited in its power to fully answera research question (Brewer de Hunter,

1989). With multiple methodsthe results from onemethod canbe usedto corroborate

or contradict the results of another (Robson,1993).Triangulation is not therefore a

strategy for validation rather it is analternative to validation, where a strategy of

combiningmultiple methods,empirical materials, perspectivesand observers in a study

adds rigor, breadth anddepth to an investigation (Denzinde Lincoln, 1994). In

particular multiple methodsmayprovide a meansto learn about the waysthat

contextual factors influencemidwives'working and learning in relation to progress

assessment.Theseare someof the reasonsfor usingmultiple methods of data

collection within this study. Methods adopted for this study are individual interviews, a

field study phaseconsistingof a period of emersionin the field with data collection

from observation andprospective andsecondarydata from notes and labour records,

andqualitative questionnaires.

Eachof the methodsusedin the study hasstrengths andweaknesses,particularly in

relation to investigating anarea of midwifery practice. Investigating midwifery
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practice from anassumptionof reflective rationality requires an investigation of the

relationship betweenprofessional knowledgeandprofessionalaction (Altrichter, Posch

& Somekh,1993),while acknowledgingvariousdifferent relationships between

knowledgeandaction (Schon,1983). Typesof action knowledgeare comprisedof 'tacit

knowingin action', 'reflection-in-action' and 'reflection-an-action' and they have

relevanceto selection of methodsand interpretation of results. While recognisingthat

results from a different method canpossiblycorroborate or contradict the results

from a particular method,theories of reflexivity mayin somecasesalsoaccountfor

differences in results.

iii) Consideringthe Relative Value of Individual Data Collection

Methods

While methodsof data collection canbe adopted for usewithin a variety of different

types of research project there are particular reasonsfor adopting interview, field

study (observationand labour records) andquestionnairesfor this study. These

reasonsare explored within the following section in relation to eachmethod.

Observation

Accordingto Strong (1979) observation is 'asystematic recording of behaviour'(p226)

and in studying social rules there are advantagesover interview. This study is

concernedwith rules that influence midwivespractice around intrapartum progress

assessment,andobservation is therefore a useful approach. In particular this approach

wasconsideredessential for this study in order to gain insight into 'tacit knowing-in-

action' where thinking andacting are not separate, the professional is often unawareof

the sourceof practical knowledgeanda verbal description of this practical knowledge

maynot be provided in a verbal account (Altrichter etDJ, 1993). According to Eraut

(1994) habits androutines are usedto copewhenthere is a lot of information to

process,andwhile clinical deciSionsare reasonablyaccurate (Cioffi andMarkham1997),

practitioners maynot be awareof howthey makedeciSions.Giventhe reduced
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awarenessof participants concerningthinking andacting in practice and the focus on

learningwhile undertakingthe job of labour progressassessment,this meansthat it is

essential to useobservation.

There are howeverlimitations associatedwith observation. Detecting the particular

significanceof actions beingobserved in a specific context is a particular problem.This

raisesthe issueof the researcher havingstatus asan insider by virtue of professional

background.On the onehandthis mayhelp with determining the significance of actions

andon the other handit mayleadto misconceptionsby taking for granted a shared

insight. HammersleyandAtkinson {1995} identify the problemof 'goingnative' as a

result of the joy of participation. It wasa positive experiencefor meas a participant

observer, researchinganaspect of practice that had beenan important aspect of my

role whenin clinical practice. I did find it disconcerting howquickly I appearedto be

acceptedby midwivesandclients and howI had to resist attempts to involveme in

clinical care. It wasclear that I wasbeingjudged for my participation as oneG grade

midwife commentedthat I madea good labourward team midwife. I found it useful to

participate as it gavemeaccessto situations andconversationsI wouldotherwise not

haveobserved,andonestaff midwife commentedto a client 'She missesnothing!'so it

is clear that midwivesdid understandmy primary role. The issueas a researcher is

that I wasnot deviated from data collection or analysisor that analysiswasbiased

from 'over rapport' (Hammersleyand Atkinson, 1995). That the observation sessions

were inter-dispersed with periods of analysisand interviews washelpful in avoidingthis

affect, as eachperiod of observationwasspent with a different group of labour ward

staff. Additional problemswith observation are related to the high labour

intensivenessof the method,problemswith recording data, the influence of the

observer and in the caseof this study, the possibility of causingembarrassmentto

pregnantwomenbecauseobservation takes place in a private world, not generally

accessibleexcept to those on intimate terms with womenin childbirth and health care

professionals. For this reasonwhile observation wasimportant to the study it wasnot

usedexcessivelyor without justification.
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Prospective and SecDndary Data from LDbtJur ReCtH'ds

Datafrom labour records providesthe ability to generaliseand to verify findings

obtainedfrom observationand interview. In addition they provide a written record of

labourdiagnosticsthat providesinformation about what records are required by the

organisation. It canbe arguedthat if diagnosingis part of a processof 'tacit knowing-

in-action' records madeduring the diagnosisalsoreflect action. This is because

records maybe madeat 'the bedside'where the midwife is diagnosingandcaring for

womanand birth partners at the sametime. On the other handdecisionsbasedon

diagnosismaybe written upawayfrom 'the bedside'and in this Situation,where

midwivesare justifying decisionsthey havemadethey maybe 'reflecting-in-action' at

the labour ward station. According to Altrichter eta/(1993) this modeis apparent if

practitioners find themselvesin complexsituations that cannot be copedwith by

routine, andwhile record keepingis part of routine professional practice, justifying

decisionsin writing maynot be treated in sucha routine wayif the action has been

sloweddownby distance from the client.

Interview

Interviews elicit understanding,learningepisodes,memorableevents, examplesof past

cases,understandingabout the reasonsfor particular practice and changesin practice

that require adaptation. Interviews providea wayto samplemidwives'reflection-on-

action, that develops'whenit is necessaryto formulate knowledgeexplicitly and

verbally, to distance ourselvesfrom action for sometime and to reflect on it'

(Altrichter et ai, 1993p206). Reflecting slowsaction downand disturbs routines, but

on the other hand it facilitates careful analysisandplanningchanges,andalso makes

knowledgecommunicable.For these reasonsinterview is important for this study,

whichhasa focus on midwives'perspective, knowledgeand learning. According to

Strong (1979 p 227) 'Interview data ...containa strong bias against the routine andthe

non-eventful',not surprising as the routine andnon-eventful reflect tacit knowing-in-

action. As a result of this a problem with interviewing is that individualsoften fail to

notice what they do in practice, unlessthey are things of major and immediateconcern

to them. An additional problemis that interviews can lead to misinformation as
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respondentscansay what they think the interviewer wants to hear, or repeat beliefs

rather than practice. For example,in studies of doctor patient relationship, where

interview is usedexclusivelyas the methodof collecting data, the research hasbecome

a study of attitudes, with nonecessaryrelationship betweenwhat patients say they do,

andwhat they actually do. To an extent this effect dependsuponwhat questionsare

asked,who is askingthem andthe 'generalsenseof occasion'(Strong, 1979,p 226).

Questionnaires

Questionnaireshavea positive role in qualitative studies as they contribute to

fieldwork. According to Sieber (1973)surveyscontribute to data collection in

fieldwork in two ways:

,(J) they correct for the elite bias in the interpretation of events, and

(2) they provide information about the informants or subjects whowere

overlooked.'

Sieber (1973) arguesthat surveyscanalso contribute to the understandingof field

observationand in this waycontribute to analysisof qualitative field material. He

identifies four contributions:

yJ) correction of holistic fallacy, (2) demonstration of the generality of a

single observation, (3) verification of field interpretations, and (4) the

casting of newlight on field observations.I

An additional advantageof questionnairesin this project wasprovided by asking

respondentsto engagein diagnosticactivity baseduponvignettes of labour cases.

While responsesprovided data of knowledgebasedupon'reflection-on-action' for

vignettes and responsesto other sections of the questionnaire,responsesto vignettes

mayalso represent knowledgebasedon 'reflection-in-action'. As this wasa paper

exercise perhapsthis madeit a complexsituation for midwivesthat couldnot be coped

with by routine responses.
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iv) Designingthe Structureof the ResearchStudy

Sieber (1973) arguesthat the schedulingof fieldwork and qualitative questionnairesis

important as if fieldwork is to influence the theoretical structure of the questionnaire

it shouldbe undertakenfirst. However,if fieldwork is to clarify or extend findings

from the questionnaire,then it shouldbe carried out after the questionnaire. This was

recognisedin the designof this project as fieldwork wascarried out within a casestudy

prior to developinga questionnairefor distribution within the casestudy and to

participants outside it. Interviews andfield study were carried out after

questionnaireswere distributed but this wasnot to follow leadsfrom the

questionnairesthat hadnot beenanalysed,it wasa continuation of the processof

following leadsfrom interviews andfield study.

Case Study

Usinga rangeof methodsovercomeslimitations linked to a singledata collection

strategy within qualitative research as it enablesaccessto participant's interpretation

of prior eventsandobservationof current practice. According to Robsoncasestudy is a

'strategy for doingresearch which involvesan empirical investigation of a particular

contemporaryphenomenonwithin a real life context usingmultiple sourcesof evidence'

(1993,p146)from individualsandgroups. The designof a casestudy, elementsof which

often emergeanddevelopduring the study, is comprisedof a conceptualframework, a

set of research questions,a samplingstrategy anda decisionon research methodsand

instruments for data collection.

A casestudy designwas adopted in order to developdetailed, intensive knowledgeand

permit the flexibility to focus on current and past events of relevanceto the project

(Robson,1993). The methodsreflect the aimsof the study and the emergent research

design,in that they were selected to provide rich data for qualitative analysis. The

ability to usemultiple methodswithin a casestudy provided the potential to gainaccess

to all types of action knowledgewith relevanceto labour progress assessment.
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Observationenablesdata collectionabout what is, but not why, interview providesdata

onwhyandsecondarydata providescontext for generalisability. Qualitative

questionnairesprovide broad data that canbe usedto comparewith other results.

Resultsfrom the casestudy were usedto developan early model,basedon interview,

later tested and developedwithin the casestudy usinga rangeof results.

Researchin Other Settings

Qualitative questionnaireswere usedto check the model,developedfrom data in the

casestudy for fit or generalisability within the casestudy andoutside of the case

study. This is particularly relevant to ensurethat theory developedfrom the project is

relevant to midwifery practice in a rangeof locations in the North East of Englandand

the UK. A qualitative questionnaireis anefficient wayof increasingthe accessibility of

potential respondentswithin eachsetting. This method has beenusedsuccessfully in

studies undertakenon health care by the research team (Close& Proctor, 1999).

Interviews were alsoconductedona smallscale in onesetting outside of the casestudy

to follow up leads in the data from the casestudy concerningthe impact of contextual

issues,linked to working in different organisationswith slightly different expectations

for practice. This processalsoenabledverification of analysiswith experienced

midwiveswhowere not part of the casestudy.

Issues of SampleSelectitJII

Within this research project selection of sampleswasdetermined by theoretical

considerationson the basisof conceptsthat havetheoretical relevanceto evolving

theory. Samplingwasundertaken in a purposeful way in order to clarify conceptsor

lookfor differences whendevelopingcategories. This regime requires research to

follow leads,look for exceptions,pursueparticular skills in useandgenerally arrive at a

stage of completeness(saturation) where nothing newrelating to the developingmodel

is discovered(Appendix 2: List of respondent codes).
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v) ConsideringData AnalysisIssues

Qualitative analysisis usedthroughout to analysedata. Whenanalysingdata from field

study and interviews conductedearly in the research, an 'interpretive, naturalistic

approach'wasusedto identify themesand ideasprovided while trying to address the

researchquestionsfrom the perspective of the participants (Denzin& Lincoln,1994).

This created the opportunity to generate newideasabout midwivesworkingand learning

in relation to labour progressassessment,andresulted in the developmentof a

provisionalmodelto explainthis. In contrast, the questionnaireused in the study

presentedquestionsor statements to which respondentswere askedto reply. Someof

these questionswere very specific andothers oriented the type of responsesbut

permitted a responsein the form of ananswerthat wasat the discretion of the

respondent. As the research progressedanalysiswasmore structured andconcerned

with confirming, predicting and checkingout prior analysis. However,at eachstage

there wasflexibility for respondentsto take a leadanddetermine the focus of data

collection.

The desire to developgroundedtheory hasmotivated the approachto analysisused

within the project andaxial coding(Strauss & Corbin,1990) wasusedto make

connectionsbetweencategoriesand to examinethe phenomenon,in this case labour

progressassessmentin terms of causalconditions. Although groundedtheory methods

of codingdata were adoptedwithin the analysisandcategories ariSingfrom the data

were developedfrom the codes,previously learnedtheories andfirst hand

understandingof howmidwivespractice also influencedthe processof analysis. While

theorising wasgroundedin the data, becauseit arose from the data, it wasbeing

influencedby interpretation basedon knowledgeof prior theories and the contribution

of publishedwork in a related field that seemedsignificant to this study.

In particular the contribution of perspectivesonaction research provided an

orientation for the project towards reflective rationality anda focus on the action

context of knowledgein relation to labour progress assessment,rather than a technical

rationality orientation (research-development-dissemination)where the experience of
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practice is at the bottom of a hierarchy of credibility. Reflective rationality recognises

that professionalaction is complexand is influenced by the context of action

(Altrichter et 01, 1993). An exampleof this type of study is provided by Eraut et aI's

(1998)modelof practice knowledgeacquisitionthat wasdevelopedto represent the

work-basedlearning(what, how,factors affecting) of a rangeof professionalgroups.

Establishing Trustworthiness in Qualitative Research

For the qualitative researcher the issueof trustworthiness is associatedwith

persuadingthe audiencethat findings are worth attention. While the potential for bias

within the processis impossibleto avoidbecauseof the fallibility of the individual

makingjudgements (Robson1993),recognisingthe potential of bias helpsto guard

against it. The fallibility of humanjudgements in qualitative research identifies issues

associatedwith 'representativeness','availability' and 'weighting' (Robson,1993). If

representativeness is assumedwhenit is suspect,there may be over-reliance on

accessibleinformants andevents,which may not be representative of the group being

researched. Whenexaminingdata, explanationsprovided might weight certain

evidence,ignoringor diminishingthe importanceof evidencethat maynot fit the bias.

Selecting the evidenceto 'fit the picture' is consideredto be 'holistic bias' (Robson,

1993).

Qualitative research projects must address the issueof trustworthiness within the

project design,particularly as research carried out in naturalistic settings is often

criticised on the point of trustworthiness. LincolnandGuba(1985, p 290) provide

acceptablecriteria for establishingtrustworthiness in research with humansubjects in

the form of four questions:

1) Truth Value. Howcanoneestablish confidence in the 'truth' of the findings of a

particular enquiry for the personswith which,and the context in which, the

enquiry wascarried out?

2) Applicability. Howapplicableare these findings to another setting or group of

people?
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3) Consistency. Howcanonehaveconfidencethat the findings wouldbe replicated

if the study were repeated with the same(or similar) persons,in the same(or

similar) situation?

4) Neutrality. Howcanwe be sure that the findings are determined by the

respondentsand the situation andcontext, andnot by the biases,motivations,

interests or perspectivesof the inquirer?'

LincolnandGuba(1985)alsoproposefour alternative conceptsthat reflect the

assumptionsbehinda qualitative research strategy andestablish trustworthiness.

Theseare 'credibility', 'transferability', 'dependability'and'confirmability'.

Credibility

The intention is to demonstrate that enquiry is carried out, such that the subject of

the enquiry is accurately identified and described. Techniquesto enhancecredibility

includeprolongedinvolvement(time to learn the 'culture', test for miSinformation,build

trust andgo through the iterative procedures),persistent observation (sufficient

focused observationto bring depth to the study), triangulation (useof evidencefrom

different sources,usingdifferent methodsto collect data and different investigators),

peer debriefing (exposinganalysisandconclusionsto peers) and negativecaseanalysis

andmemberschecks(following upevidencethat goesagainst the picture beingbuilt up,

andcheckingthe conclusionswith the participants in the study). There is the needto

recogniseif all parties havean interest in presentinga misleadingcase.

In anattempt to developdepth within the study, one-to-one interviews andfield study

were adopted. Thesemethodswhencombinedwith follow-up interviews with individuals,

andthe useof client labour records, introduce triangulation and enhanceidentification

of misinformation. Misinformation may haveoccurred within interviews because

participants wantedto represent themselvesin a particular way. However,interviews

were important to gainan understandingof the knowledgeassociated with clinical

practice. Misinformation doesnot simply reflect deliberative strategies, rather it may

reflect habitual or routinised practice in situations where action is 'hot' and midwives

are lessawareof their decision-makingprocesses. The role of observation is to check
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for misinformation,andto gainanunderstandingof the complexities of the context of

practice. The contrast betweenresults from different methodsof data collection in

itself is of interest as it maybe a reflection of type of action knowledge,selected for

the circumstanceor of inhibiting factors in the context of practice that mayonly be

evident in specific circumstances.

Accordingto Robson(1993) relianceon 'the humaninstrument' is of central importance

in naturalistic enquiry,where the qualitative researcher defines the problemand

instruments, samples,collects andanalysesdata andwrites up the results andthe

process.The issueof representation of reality is important in conSideringthe

relationship betweenthe researcher andthe situation beingstudied. Qualitative

reseerch recogniSesthat there is not oneobjective reality. Representationof reality is

baseduponan interpretation by the researcher of the socialphenomenonbeingstudied,

andWoods(1999) identifies the insights that canarise from 'deepfamiliarity' (p3) with

the sceneand the individualstaking part. It is important that the researcher avoids

makingassumptionsin advanceof discoveringissuesin the data. In this respect Woods

(1999)speaksof makingwhat is familiar strange andavoidanceof taking things for

granted while questioningthe basisof action. Accordingto Woods,as knowledgeis

never total or certain there is nofixed truth in socialscience,but rigor in methods,

applicationandwriting cancommunicatea representation of reality that reflects

'critical', 'analytical'or 'subtle' realism'(Woods,1999,p3).

As a researcher who is alsoa midwife I recognisedthe potential to influence responses

of the participants whomayidentify with mein particular ways. Early interviews

established that the respondentshad assumptionsabout shared knowledge,viewsand

attitudes, and this seemedto shorthand their descriptions. The experience of these

early interviews was valuableas I developedinterviewing skills by which to obtain detail

andto draw the midwivesinto full description. Probing,challenging,encouraging,

paraphrasingandaccepting the position of the midwife were strategies that I adopted.

There wasthe potential of bias in the interpretation of responsesthat mayreflect

waysof viewingmidwifery practice into which I havebeensocialised. On the other

handprior knowledgecontributed insight into practice unavailableto other researchers.

81



3. ResearchMethodology

The methodologysoughtto promote partnership betweenthe researcher and

respondentsin the study andacknowledgedthat co-construction wasan inevitable and

positive factor in developingknowledgeof the action context.

Variouswaysof checkingout researcher interpretation of data were used. Transcript

material wasmadeavailableto individual interview respondents,and follow-up

interviews were conductedwith three intervieweesto enableconfirmation of

interpretation or reinterpretation where necessary. This procedure wasusedearly in

the project wheninterview wasbeingusedas the data collection method and this

providedan opportunity to check out conclusionsbefore multiple methods provided an

alternative methodof checkingunderstanding. Resultsandanalysishavebeenmade

opento scrutiny by peerssuchas project supervisors,a midwifery advisor, lecturers in

midwifery, within seminarsand conferencesattended by midwives,within lectures

attended by qualified andstudent midwivesand in a publishedresearch paper (Sookhoo

& Biott, 2002). Papersfor publication andconferenceswere subjected to a peer review

process(Appendix12).

TrtlIISfertlb,1ity

The responsibility for makinga generalisationor transfer lies with the personmaking

the decision(the user). The reporting of a study shouldbe such that sufficient

information is madeavailablefor the transferability judgement to be possible. This is

achievedby providinga 'thick description' in which everything that the reader mayneed

to knowto understandthe findings is madeavailable. This description is not part of the

findings rather they are interpreted in light of the description.

Dependability

Dependability is a necessarypart of credibility as a study that is credible is also

dependable.Dependability is concernedwith following and documentingthe research

processsuch that clarity andsystematic procedure is evident and bias is safeguarded

against.To addressdependability data in the form of audiotape recordings and

handnoteswere transcribed and these were examinedto identify codes (Appendix 3).
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In the early part of the study transcripts were examinedline by line to produceopen

codes. Thesecodeswere developedinto categories with dimensionalranges(Appendix

4) (Strauss & Corbin,1990). Categoriesprovided the basisof anearly project model

(Appendix1). Followingthis, codingwasappliedas a more selective processto test the

modelby identifying themesfrom the modelor relationships betweenelementsof the

modelin the data containedin transcript paragraphs(Appendix 5). A comparisonof

data againstthe modelof learning(Eraut et al,1998)wasmadein notes anddiagrams

during the processof the study in order to provide opennessfor scrutiny andto

identify targets for sampleselection basedon theoretical determinants. Provisional

analysiscarried out whenfive in-depth interviews were completed,waspresented as a

short paper to discusswith intervieweesduring repeat interviews (Appendix6). When

the project modelwasfairly well developedthe data from individual interview

transcripts wascomparedwith the modelsystematically. The descriptions (Appendix 7)

were usedto compareandcontrast individualparticipants within the casestudy (unit

'A') with eachother, andwith participants outside the case(unit 'B'). To clarify the

processof analysisandsynthesis during the project, in particular during the final

period of analysis,eachtype of data set waswritten up for eachunit sampledCA', 'B' &

'C) andthen integrated by unit anddata set to facilitate comparisonwithin and between

eachunit. This increasedthe transparencyof the processof analysisfor project

supervisors.In addition the frequency of responsesor participants characteristics that

are analysedare discussedand illustrated usingtables (e.g.Figures4.2,4.4, 4.9, 5.4&

5.5) and diagramsto demenstrcte the processof synthesis (e.g.Figures 5.6, 5.7, 5.8 &

6.2).

CtHlfirmqbilifY

This is present whensufficient information is availableto judge the adequacyof the

processandconfirm that the findings flow from the data. This requires the

availability of materials that canbe usedto assessthe processsuchas data in the form

of transcripts (Appendix 3), openandaxial codes(Appendix4), analysisin the form of

categoriesandmodels(Appendix 1),appliedto existing frameworks (Appendix 5) and

showingthe relationship betweenexisting framework and data (Appendix 6), memos
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(Appendix6.6), schedulesfor the research (Appendix8), and information for

respondents(Appendix11).

To addressconfirmability interview data has beencollected in the form of audiotape

recordings, later transcribed andobservation hasbeenrecorded as field notes or case

descriptions madeat the endof a clinical observation. Memosanddiagramshave

developedduring the analysisand demonstrate links betweendata collection, analysis

the next stage of theoretical sampling.

vi) Describingthe Project Process

This section provides information about the waythe project wasconducted.

SelectionDf Stlmples

Within this research project sampleselectionswere determined by theoretical

considerationson the basisof conceptsthat havetheoretical relevanceto evolving

theory. Samplingwas undertaken in a purposeful wayin order to clarify conceptsor

lookfor differences whendevelopingcategories. This regimerequires research to

follow leads,look for exceptions,pursueparticular skills in useandgenerally arrive at a

stage of completeness(saturation) where nothing newthat relates to the developing

modelis discovered.

Selecting the StlmpleDf Maternity Services

Three maternity services were selected for incluSionin the study. The first service

wasselected as the casestudy at the beginningof the project and two further services

were selected later in the study, basedupontheoretical issuesdetermined by results.

The maternity service that provided the casestudy (unit 'A') wasselected becauseit

seemedprobable that it wasrespondingto contemporaryrecommendationsfor labour

care, and that becauseof this it may provide insight into howintrapartum progress
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assessmentwasbeingundertaken in contemporarymidwifery practice. It was

anticipated that from the results of the case,conceptsof significance to undertaking

labourprogressassessmentand factors that influenced learning progress assessment

work wouldemerge,andthat these wouldrepresent midwives'attempts to provide

womencentred intrapartum assessment.

Althoughunit 'A' is a consultant obstetric unit, midwivesare given discretion by the

organisationand the obstetricians to refer womenin labour to obstetricians if andwhen

the needarises. Localpoliciesand proceduressupport referrals and decision-makingby

midwivesand there is no policy for routines of assessmentin labour for lowrisk women.

The maternity service (unit 'A') hassponsoredthe autonomousmanagementof

intrapartum care for lowrisk casesby midwivesandmedicaldirection is thought locally

to be lessapparent than in other maternity units. For these reasonsthe maternity

service is consideredanappropriate setting to explore howmidwives learn to undertake

intrapartum assessmentfor lowrisk caseswhenthey are given the discretion to do so.

Unit 'A' is a district hospital andcommunitymidwifery service in the North East of

England.The service employsabout 85 midwives(hospital, communityandmidwifery

bank)andprovides care for 1650womengivingbirths eachyear (2002: 1641),of which

70'0 (2002: 1142)are vaginalbirths assisted by midwives. About 36% (2002: 591)are

lowrisk, term pregnancies(37-42 weeks)whodo not require epidural or inductionof

labourandwhodo not havemedicalconditions:although 10%(160) of lowrisk cases

weresubject to augmentationof labour in 2002. The unit's Caesareansection rate of

20'0 is comparablewith other units in the UK(DoH, 2004). The unit haseight labour

delivery roomsandanadditional room with six beds for womenin early labour. On each

shift the labour ward has4 midwives(1Ggrade) andonehealth care assistant on duty.

The samenumbersof midwivesare availableon the postnatal/antenatal ward at any

onetime.

Unit 'A' was identified as the midwifery service for the casestudy becauseof its

profile that wasanticipated to be positive for the purposeof building knowledgearound

the research question. However,unit 'A' maynot reflect midwifery practice knowledge

in general.This is not necessarilya problem in qualitative research, as if a casestudy is
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adequatelydescribed the individualsreading the results are able to form an impression

ongeneralisability themselves. However,a meansto evaluatethe 'generalisability' or

'applicability' of the findings to other settings and to contrast suchsettings with the

casestudy is useful in developingmidwifery practice knowledge.

Validity and reliability were tested in the study by exploring howfar the modelof

progressassessment,developedfrom the results of the casestudy (unit 'A'), was

typical of midwifery practice within the NHS maternity services basedon a consultant

unit andcommunityservices in the North East of Englandanda Midwifery Led Unit in

another part of the UK. Units were selected to reflect differences in size, caseload,

casetype andapparentvariations in midwifery autonomy. Unit 'B' is located in the

North East of Englandand is alsoa consultant unit with communityservices. This unit

is a very similar size to unit 'A', with similar numbersof midwivesas employees(74) and

deliveries per year. The unit wasselected becauseof the apparentsimilarity with unit

'A' except that unit 'B' hasa policy that requires midwivesto undertake an active

managementstyle of labourprogressassessment,every four hours for high risk and low

risk cases. In this respect it appearsthat midwiveshavelessautonomythan in unit 'A'.

An additional difference is that unit 'B' hasa practice developmentmidwife with an

educationalqualification.

Unit 'e is a smaller maternity unit with less midwife employees(25) that provides

hospital and communitycare for lowrisk women.This unit is basedin a rural location in

Walesand is not provided with medicalcover. Womenwhorequire obstetric care have

to be transferred to a localconsultant unit. A developmentin Wales prior to collecting

data from unit 'e wasthe introduction of the All WalesPathwayfor Normal Birth. This

unit wasselected becausemidwiveswork in isolation from obstetric staff and unlike

midwivesin units 'A' and 'B' they havea low risk caseload,as opposedto a mixed

caseloadof lowrisk and high risk cases. It wasexpected that the different levelsof

autonomyconcerningprogressassessmentfor lowrisk casesbetween units would

provide differences in results and that midwivesfrom unit 'A' wouldpossibly report less

useof routine assessmentthan unit 'B'and unit 'e mayreflect evenlower use. Although

midwifery led units were consideredin principal to havegreater opportunity than unit
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'A' to avoidroutine assessmentof progress, the potential impact of the recently

introduced care pathwayfor normalbirth wasunknown.

The Sample Sizes for Each Method

Within the casestudy (unit 'A') a broad rangeof data collection methodswere employed

andsampleswere selected on the basisof theoretical development. In unit 'B'and 'e

questionnaireswere distributed, and in unit 'B' interviews were alsoused. This process

will be described later in this chapter but the following list provides the resulting

samplesize for eachmethod of data collection within eachunit. The project

incorporates 30 hoursof taped interview, 200 hoursof field study (including 100hours

of caseobservation)anddistribution of 180qualitative questionnaires.

Qualitative Questionnaire- Distributed to all of the midwivesemployedin unit 'A'.

Unit 'B'
Individual Interviews - There were 4 interviews.
Qualitative Questionnaire - Distributed to all of the midwivesemployedin unit 'B'.

Unit 'C
Qualitative Questionnaire - Distributed to all of the midwivesemployedin unit 'C.

The CaseStudy (unit 'A')
Individual Interviews -

Field Study:
Observationof
Cases-

LabourRecords-

There were 15 intervieweesandasthree respondentshad
repeat interviews the total numberof interviews were 18.

This wascarried out with sevenwomenexperiencing
spontaneouslabour whowere identified as lowrisk and
suitable for midwifery care andexpectant management
and the midwiveswhowere providingcare andcarrying out
progress assessment.

Secondarydata from a sampleof 29 midwifery records of
labour of womenwhohadgivenbirth in 2003. This sample
is madeupof 7 prospective entries madeduring the field
study phasein respect of the casesthat were observed,
and 22 additional retrospective entries for lowrisk cases
giving birth in unit 'A'.
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S.lecting the StImplefrom within the Cue.

Selectingthe samplefor interview andobservationduring field study within the case

(unit 'A') conformedto principlesof theoretical samplingandthis section discussesthe

process.

As interview makesknowledgecommunicableit wasdecided to begin the study using

this method. There were additional practical reasonssuchas familiarity andskill with

this method that the researcher had developedwith previousstudies, the opportunity

to gainanappreciationof the culture of the unit andto obtain a focus before engaging

field study methods. A table with codesfor intervieweesandobservation respondents

is provided in Appendix2.

At first two midwiveswere identified as participants for interview (IAl & IA2) on the

basisof senior grade, responsibility, experienceandknowledgeof the maternity unit.

The biasat this point was that I selected them becauseI knewwhothey were andwhat

their roles were within the organisation. Havingconductedthese two interviews the

secondrespondentat the endof the secondinterview gavemethe nameof another

senior midwife andadvisedthat I should interview her becauseof her years of

experience,and becauseof her understandingof why practice haddevelopedas it had

within the unit. I carried out an interview with this midwife (IA3) but havingconducted

three interviews I wasawarethat the midwivesI had interviewed were all senior (G

grade or above) in the organisation.

Data indicated that seniority andexperience might influence the waythat individual

midwivespractice andI discussedthis with the third respondent. We identified two

further potential respondentswhowere employedasstaff midwives. This fulfilled the

seniority element andas onehadmanyyears of experienceand the other wasrelatively

inexperiencedin caring for womenin labour this provided anopportunity to consider

experience.Both of these midwiveshad recently beenre-allocated onto the labour ward

andI anticipated that this wouldbe reflected in their recognition of howthey were

practicing. The lessexperiencedmidwife was interviewed next (IA4) and the
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experiencedmidwife completedthe batch of interviews (IA5). These interviews were

completedbetweenJune 1998andJuly 1998.

The intention wasto interview eachof these midwivesindividuallya secondtime andto

present results to them for them to verify. Interviews were conductedwith three

respondents(lAir, IA2r & IA4r), but two of the respondentshad taken early

retirement (IA3 & IA5). A decisionwasmadenot to contact the two midwiveswhohad

retired andnot to carry out follow up interviews with them unlessthey wanted the

opportunity. They were providedwith their owninterview transcript andgiventhe

opportunity to request further involvement,howeverthis did not happen.These

interviews were completedbetweenApril 2000 andMay 2000.

A decisionwasmadeto concludethis phaseof interviewingandanalysethe data from

the three remainingrespondents.Later in the study replacementmidwiveswouldbe

recruited. Difficulty in recruiting individualswasnot anticipated; on the contrary, at

this point no onehad rejected the opportunity to be interviewed. Recruiting new

participants wasthought to provide anopportunity to present the analysisof data and

the emergingmodelof progressassessmentfor their criticism. An additional benefit

wasthe opportunity this presented to recruit respondentsfrom communitypractice.

This hadnot beenconsideredessential previouslyas it wasanticipated that the

assessmentstyle described by midwivesworking in hospital wouldbe varied, however

this variation wasnot particularly apparent in results and I neededto lookfor cases

that were exceptional in that a holistic assessmentprocesswasusedfor lowrisk cases.

Communitypractitioners were consideredto be the most likely source.

The field study phaseof the research study includedobservation of midwivesproviding

clinical care and engagingin labour progressassessment. Selecting care episodesto

observereflected variouscomplexfactors suchas the availability of womenin labour

from which to select, the type of case(low risk, spontaneouslabour) and elementsof

opportunity. It wasdecided that there wasan increasedopportunity to observe

midwivesproviding lessroutine and more holistic care during the night, as most normal

births occur at this time andmedicalstaff are less likely to be aroundand influencing
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care. Havingplannedto observeduring the night the intention wasto observe during

the day to witness howplannedinductions,medicalroundsandelective procedures

influencedmidwivesassessmentstyle. However,as routine assessmentwasadopted by

midwivesprovidingcare during the night andthere wasnoobservedvariety between

individualmidwiveswhenassessingprogress,day-time observation wasrejected as

superfluousto theory building.

Eight, twelve hour shifts onnight duty were selected for observation and inclusiveof

breaks this accumulated100hoursobservingclinical practice. This wasundertakenas

four blocksof two night observation.This modelwasselected to provide sufficient

emersionin the field, created by the different teamsmakingup the care network for a

blockof night duty, while realistically recognisingthe constraints of longduties on

recording episodesandanalysingdata. The first block of observation beganon night of

the 30thMay until night of the 311tMay 2000.

Field study involvedspendingtime (about 200 hours) in the maternity unit where I

attended meetings,had informal discussionwith staff, collected information from case

notes, the birth register, white board in the office, and workedon the labour ward to

observeintrapartum care andassessment. In January (14th
, 15th& 22nd)2003 I spent

time (16hours) in unit 'A' familiarising myself with the unit andcollecting data

retrospectively from client notes and labour records. Twenty-two sets of labour

records were examinedfor normaldeliveries in the preceding4 weeks. In addition

sevencasesthat were part of the observationelement (25 Jan -1 March 2oo3) were

alsoexamined. Thesetwenty-nine casesrecords includedwritten entries madeby 30

different midwivesabout laboursignsanddiagnosticprocedures.

Three further blocksof observationwere completedon:

• night of the 24thJanuary and night of the 25th January 2003

• night of the 18th Februaryandnight of the 19th February 2003

• night of the 28th February andnight of the lit March 2003
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Thesampleof night duty includednights during the weekandnights at weekendsand

wasconsideredrepresentative of the changingworkingconditions during the week.The

actual nights includedwere Tuesdaynight (2), Wednesdaynight (2), Friday night (2) and

Saturdaynight (2). Thesenights are consideredrepresentative in that they reflect

the numberof lowrisk casesexpected eachshift in a consultant unit that has in the

regionof 1600deliveries a year. The representativenessof the shifts selected has

beenverified usingbirth register information, whichprovide comparablenormalbirths

and lowrisk cases.

Duringthe field study phasea further ten midwiveswere interviewed. Seven

intervieweeswere selected and interviewed for approximately 30 minutesas part of

the processof understandingmidwives'progressassessmentin a context of the case

study and to askquestionsthat emergedfrom observation(IA6, 8,10,11,12,13 & 14).

Three of the interviews were to gainanoverviewof the service andanappreciation of

how,if at all, assessmentwasdifferent in the community(IA7, IA9 & IA15). Two

intervieweeswere communitymidwives(IA7 & IA9) andonewasresponsiblefor risk

managementprocedureswithin the maternity service (IA15).

Qualitative questionnaireswere distributed as a censusto all of the midwivesemployed

in the casestudy (85) in April 2003 and21completedforms were returned. Wide

accessto respondentscompensatesfor the effect of potential bias in selecting the

sampleof respondentsfor interview andobservationand madeit feasible to establish if

the modelwasrepresentative of midwifery practice within the casestudy. It also

providedan opportunity to check for discrepanciesor follow newlines of enquiry that

emergedfrom the questionnaires,with further interviews.

Selecting~ SgmpIu""", tIIlI'lide 1M cu. £Iudy In ",,;'Is '8' and t"'

Qualitative questionnaireswere distributed as a censusto eachof units 'B' (74) and 'e
(25). In addition taped interviews lasting two hourswere conducted with midwivesfrom

unit 'B' (IB16, 17,18, 19). This wasto discover the impact of obstetric unit policy on

developingknowledgeandskill in progress assessment,in particular if an expectant

managementstyle of assessmenthad developed,and to determine if assessmentwas
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viewedin similar waysbetweenmidwivesin units 'A' and'B'. There wasthe possibility of

difference resulting from a history of educationallinks with different Collegesof

NursingandMidwifery. In particular the relationship betweendevelopingskills in

abdominalpalpationwere explored. In addition to the potential difference that could

beascribed to context of work area, two intervieweesselected were alsoqualified

Midwife Teachers;oneemployedwithin unit 'B'with a responsibility for practice

development(IBI6) and the other employedin a University with a role as clinical Link

Tutor for unit 'B' (IBI9). Oneinterviewee hadworkedwithin unit 'A' prior to movingfor

promotion(IBI8).

Applying Data Collection Methods within the Study

The casestudy (unit 'A') wasusedto derive knowledge,and multiple methodsof data

collection are usedto achievethis. This wastested for fit within the casestudy andin

settings outside of the case(units 'B'and 'C), USinga qualitative questionnairethat was

distributed as a censusof midwivesin eachidentified maternity service. Limited

interviews were alsousedin unit '8' to investigate contextual effects on decision

making.This section discussesandprovidesa rationale for the waythat data collection

methodshavebeenappliedwithin the study.

CaseStudy Methods

Within the casestudy (unit 'A') a focus on theory buildingwasassociatedwith an

attempt to interweavethe variousdata collection methodsmakingup interview, field

study andqualitative questionnaireover the duration of the project (Woods,1999).

This provided the opportunity to developthe theoretical structure neededfor the

qualitative questionnaireand then follow up findings usinga limited amountof field

study and interviews within the case(unit 'A'). A Scheduleof ResearchActivity

(Appendix8) wasusedto guidedata collection, but wasinterpreted flexibly and

adaptedduring the research process.

1. Individual in depth Unstructured Interviews.

All interviews carried out within the study were audiotaped,transcribed, and presented

to participants to verify the accuracyof the transcribed material andsatisfy the
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participants that they hadnot beenmisrepresentedby themselvesor the processof

transcription.

Elevenof these interviews were carried out with respondentsfrom unit 'A'. The first

interviews were carried out with five individualmidwivesandwere conductedas semi-

structured discussionsthat lasted about two hours. This approachwasusedto

encourageintervieweesto provide narratives aboutassessingintrapartum progress.

Respondentswere encouragedto describe their practice in terms of assessinglabour

progress,describe anddiscusstheir experiences,developmentof expertise and to

share knowledgeand insight into the relevanceof information whenmakingan

assessment.Encouragingthe useof examplesof 'real cases'to explain meaningor

developclarity waspositively received by participants. The interviewee wasencouraged

to take a lead in decidingwhat is important about assessmentandthe researcher

reacted by developingquestionsfrom the stories andpositionspresented, either

seekingclarification or checkingfor generalapplicationor specific useof particular

methodsof assessment.

While the assumptionsof respondentsabout the priority and importanceof particular

information andpractice wasof importance,the researcher had also developed

preconceivedideasabout what wasrelevant to the study. The areas of interest that

hadbeenidentified were prepared in advanceof these interviews andwere shared with

the respondentat the beginningof the interview (Figure 3.1). At the endof the

interview this list wasusedto confirm that the areasonthe list had beencovered or as

a tool usedto explore anyof those aspects that had not emergedor beenfollowed up

by the researcher during the interview. In general,the items on the list were thought

to havebeenfully explored at the endof each interview. A full transcript was

preparedfor eachinterviewee andthey were giventhe opportunity to commentfurther

if they wishedor to identify if they thought they were misrepresented in the

transcript.

Duringeachinterview a reflective approachwasadopted to facilitate the processand

accessinformation. As a result of experience in education,from usinginterview skills
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within research andother aspectsof professionalrole I wasable to focus lessonsome

aspectsthe interview process(tacit knowing-in-action)while focussingto a greater

extent uponthe information provided by respondentsandselecting interview strategies

to follow leadsandcheckout perceptions. This relied uponanalysiscarried out during

the interview (reflection-in-action) that directed the process,but it wasrecognisedas

provisional,with the purposeof implementinglinesof enquiryduring the interview.

Followingeachinterview analysiswascarried out on the transcripts andreflection on

the processof interview wasalsousedto makedecisionsabout the subsequent

interview processand issuesof samplingin order to build theory. Analysisof the data

transcripts wasalsoundertakento build theory andthis is discussedin a later section.

Figure 3.1: Areas of Interest Identified by Researcher

• Information usedby the participant to assessprogress in labour

• Methods of assessmentusedto collect information

• Howall the information andmethodsare combined,and if someinformation or results

are prioritised

• Whena particular type of assessmentmethod is selected in preference to others

• The processesinvolvedin developingthe skills and knowledgeconcerningassessment

• The influencesof individualsor circumstances(positive or negative)on knowledgeand

skills

• Environmental(includingeffect of colleagues)influenceson how knowledgeis used in

practice

• Are someforms of knowledgeor information givenmorestatus than others?

• Are sometypes of information or practice suppressed,hiddenor shared with particular

individuals?

• Are intrapartum womenawareof the different waysmidwivesmay assessprogress?

Three of the first five interviewees took part in a secondin-depth individual interview.

This interview had more structure than the first interview, as the purposewasto

generate data, but also to validate results andcheck the developingmodelfor

authenticity with the intervieweeswho hadprovided the data in the first place.
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Interviewees were providedwith a transcript of their first interview before the repeat

interview. They were askedat the beginningof the repeat interview if the transcript

represented their viewsaccurately. All participants acceptedthe transcript asa

reflection of the interview. The next part of the interview required the participants to

read a short paperthat summarisedthe analysisfrom the initial five interviews, and

that they commenton the paper(Appendix6). Someof the responseswere general

responsesto the paperandsomewere specific to sectionsof the paper. Handnotes

were madeof these comments,howeverthe remainderof the interview wasaudiotaped.

Discussionin the interview wasbaseduponclarifying understandingof the handnotes

and following upareasof interest. The samereflective processwasfollowed during the

interview andanalysiswasundertakenafter eachoneandon the batch whenthree had

beencompleted.

In-depth interviews were suspendedafter this phaseuntil field study began. During

the field study a further three midwiveswere recruited for in-depth interviews. These

interviewees hada semi- structured format. Respondentswere askedto present their

perspectives,talk about their practice, useof andapproachto labourassessmentand

preliminary results were discussedin relation to contextual issues. In particular

discussinghowan approachto assessmentwasbaseduponparticular types and locations

of experienceand howcontextual issuesin the workplacehad an influenceon care.

2. Field Study

This consistedof observingcritical events,opportunistic interviews betweenepisodes

of care andexaminingcompletedlabour records in casenotes andon the labour

summaryboard. The developingmodel(Figure 6.1" Appendix1)wasusedto frame

observationand identify what to observe. This wasdiscussedwith midwivesat the

beginningof eachshift to identify the most appropriate clinical casesfor observation.

The decisionwasmadeto observe midwiveswhenthey examinedwomento makean

intrapartum assessmentof progress (examination,recording, discussing,reporting and

information givingand negotiation with clients andcolleagues).This wascarried out on

the labour I delivery ward where intrapartum care wasprovided andrecorded as hand
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notes. Sevenlowrisk caseswere observedover eight night-shifts, andas I was

confident at the endof this period that I wouldnot detect anynewleads,as variation

in assessmentstyle wasnot witnessed,I concludedobservationof casesanddid not

carry this out on day duty. The first block of caseobservation (night of the 30th May

until night of the 31st May 2000) wasusedasa preliminary introduction to the areaand

wasanopportunity to try out prospectiverecording of casedetails and to negotiate and

explore what it meantto adopt a role as participant observer. I discoveredthat making

handnotes at the time got in the wayof observationandgot in the wayof expectations

that clients had that I engagewith them at the levelof participating in their

experience,eventhough they recognisedI wasnot fulfilling a role as a clinical midwife.

It wasmorecomplexto explainto midwivesandwomenwhat role I wasadoptingthan

anticipated. I had discussedmy role in the clinical area with a Supervisorof Midwives

andagreedthat I wouldnot undertake midwifery duties, except in an emergency.

BecauseI waspresent in the labour roomwith the womanin labour, the midwife

providingcare and in most situations oneor two birth partners, a secondmidwife did

not attend for the birth. It wasthe usualcasethat a secondmidwife wasnot present,

but whenthe midwife was distracted with instrumental aspectsof care andassessment

relatives and clients frequently expected interaction. I avoidedundertaking a clinical

role andclarified that I wouldnot carry out clinical intervention (e.g.giving

intramuscularSyntometrine), but I did engagein housekeepingsuch as bed-making,

cleaningandmakingtea, whenthere wasnoclinical care beingundertakenwith lowrisk

women.In part this wasto gainacceptancebut it also increasedthe opportunity for

observingdiscussionbetweenstaff, staff andclients or relatives.

In three subsequentcaseobservation blocks betweenJanuary and March 2003, hand

notes were madebetweenepisodes,notes were madefrom labour records and these

were typed upas casesretrospectively at the endof the shift. These casedetails also

incorporated insight gainedfrom opportunistic interviews that were usedfor

clarification anddetails from contemporarymidwifery casenote entries of progress. I

alsoobservedandaudio-tapedreports givenat handover to the team of midwives

beginningthe newshift. Thesedetails alsowere incorporated where relevant within

the caserecord that I made.

96



3. Research Methodology

Duringfield study taped interviews lasting 30 - 45 minuteswere conductedwith

midwiveson the labourward. These interviews were either usedto follow upspecific

leads,clarify or understandwhat washappeningor why particular decisionswere made

during practice or to gainan ideaof the extent that the practice I wasobservingwas

generallyrepresentative of the type of practice adopted by midwiveson the labour

ward. Sevenshort interviewswere conductedwith midwivesin unit 'A'.

3. Qualitative Questionnaireswithin CaseStudy

Qualitative questionnaireswere usedwithin the casestudy. The questionnaire

(Appendix9) incorporatedquestionsabout:

• OrganisationalFactors.

• Individual Profile.

• DiagnosticProcessesincorporating openendedquestionsabout assessment

technique,andvignettes requiring anopenendedresponseor selected response

with rationale.

A major advantageof this method is that it accessedlarge numbersof respondents,in

this casethe wholepopulationof midwivesemployedin the Trust. This wouldnot have

beenpossibleusinganother method. Questionnaires therefore were a check on the

generalisability of other findings within the case,and in addition they provided a profile

of midwivesandorganisationthat could be usedto compareother units for contextual

issuesthat mayhaveresulted in different practice.

In this project questionnaireswere usedoncesufficient clarity about intrapartum

assessmenttechniquesin usehad beendevelopedandwhensufficient focus was

developedabout which leadsshouldbe followed. Insight camepredominantlyfrom in

depth interviews, althoughan initial block of field study had bun completedand insight

hadbeendevelopedat this stage of the research about the dominantform of practice

within unit 'A'. It wouldhavebeendesirable to completemore field study prior to

designingquestionnaires,unfortunately the time frame for ethics application did not

permit this andcompletequestionnaireshad to be providedfor three LocalEthics
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CommitteesandResearchCommittees. Leadsfrom field study that were not fully

exploited in questionnaireswere followed upusingfield study and interviews.

R~s~QrchM~thodsU$~din Oth~r Settings

Methods usedto collect data in settings outside of the casestudy were qualitative

questionnaires(units 'B'and 'C) and individualin depth interview (unit 'B').

Thesamequestionnaireform wasusedfor eachunit permitting comparisonof unit

profile for analytical purposes. Individual interviews were used in unit 'B' andthis

providedclarification about certain practice issuesandprovided verification for the

data collected in unit 'A'. Resultsfrom field study carried out within the casestudy

(unit 'A') had confirmed that labourprogressassessmentwascarried out asa routine,

baseduponlimited external and internal criteria of progress. This confirmed what

interview subjects had proposedas the wayprogressassessmentwascarried out onthe

hospital labourward. Respondentsrecognisedthat in the communityassessmentwas

different and this wasalsoconfirmed by interviewing and in addition two midwives

described usingan expectant managementstyle in hospital. As the midwiveswho

worked in unit 'A' consideredtheir practice to be more midwifery oriented andclient

centred I wonderedhowtheir practice wasdifferent from assessmentwork in other

consultantunits. Interviewing within unit 'B' providedanopportunity to investigate this

andto explore issuesfor educationandtraining (seepage86 for a description of

Maternity Units).

vii) Approach to Data Analysis in the Study

Qualitative analysishasbeenusedwithin this project. Rawdata from the casestudy

hasbeentranscribed into notes andobservation incidents havebeendistinguishedfrom

the practice context (Silverman,1997). The relationship betweenthe categories found

in the data wasinterrogated for comparisonwith a modeldevelopedfrom the data and

subjected to testing during the research process. Duringdata collection enquiry
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focuseduponsearchingfor 'negativecases'whichdo not quite fit or whichcontradict

the modelandfor information that addedto its completeness.This processled to

additions to anddevelopmentsin the modelandwasrepeated until nofurther

information or negativecaseswere found andanalysiswascomplete. Usingdifferent

methodsof data collection within the project (triangulation) increasedthe chanceof

discoveringdiscrepanciesin the data whenidentified, contributed to theory testing and

building. Whendifferent sourcesof data give the sameresults they crossvalidated

eachother andwhendifferent results were obtained explanationswere lookedfor in

the research process,in contextual factors and in terms of the type of knowledgeand

the context of use.

Analysiswascarried out after eachinterview or observation,this wastransferred into

memosto capture the processof breakingdownand buildinganddirecting the sampling.

Diagrams,charts anddescriptions or explanationswere usedto record results of

analysis. The processof research conformsto proceduralexpectations linked to the

demonstrationof trustworthiness in qualitative research (Sanger,1996;Sarantakos,

1998). To makethe processmore transparent, memos(Appendix10),diagrams

(Appendix1)and tables that developedduring the analysishavebun shared with

supervisors. These demonstrated the links betweendata collection andanalysis,and

determined theoretical sampling.

A desire to developgroundedtheory has motivated the approachto analysisusedwithin

the project. For the first five individual interviews the approachto theory building

described by Strauss andCorbin(1990)wasused. Full transcripts of eachtwo hour

longinterview were analysedline by lineafter eachinterview to identify 'opencodes'in

the form of concepts,representing discrete eventsor phenomena.Conceptswere then

examinedandcomparedandgroupedinto categoriesandsub-categories. The

properties of categories were explored in terms of attributes anddimensionswithin

memos(e.g.uterine contractions). Theseproperties were usedto developthe project

model,to makeconnectionsbetwun categories of the modeland to examinethe

phenomenon,in this caseprogressassessmentin terms of causalconditions (needto

distinguish onset of labour),context (availableinformation, practice knowledge),
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interveningconditions(clients socialcircumstances,responseto pain,policies),

strategies for action interaction (methodof assessmentadopted,collaborative working)

andconsequences(outcomeof diagnosis,levelof intervention, learning). Variouslevels

of conditionwere identified during the analysis,which created initial problemsin

organiSingthe conceptsand relating the categories.

Althoughgroundedtheory methodsof codingdata were adopted within the analysisand

categoriesarising from the data were developedfrom the codes,previously learned

theories andfirst-hand understandingof howmidwivespractice influenced the process

of analysis. Theorisingarosefrom the data andwasexpressedas opencodesandaxial

codes(AppendiX4), comparisonof interview transcripts with Eraut et ai's (1998)

Frameworkfor ProfessionalLearning(Appendix6) andcategories andmodelsshowing

relationshipsbetweenthem (Appendix1). Groundingin data suchas interview

transcripts andhandnotes from observation(Appendix3), is demonstrated in an

examplewhere categories of transcript content are inserted into a section of interview

(Appendix5). As theorising wasbeing influencedby interpretation basedon prior

theories this raises the questionof researcher bias. However,the groundedtheory

perspectivethat explanationsshouldmakesenseto those that are beingstudied was

demonstratedwhenparticipants verified analysis. This wasachievedby carrying out

repeat interviews during whicha draft paper(Appendix6.12)and diagramsof labour

trajectory (Appendix10)basedon interim analysiswasusedto structure diSCUSSion,

andby makingavailablememos(Appendix10.4)andtranscript summaries(AppendiX7)

to supervisors. In addition Verification of analysisby participants andother groupsof

midwivesandresearchers formed part of the iterative processthat wasusedto

developthe thesis.

In addition to the prior practice knowledgeof the researcher, the contribution of

publishedwork in a related field seemedsignificant to this study. For example,Eraut

et0/ !r(1998) modelof practice knowledgeacquisition,developedfor a range of

profesSionalgroups,that lookedat professional learning in the workplace(what, how,

factors affecting). This study adopted Eraut eto/!rgeneric modelas a framework for

analysis. The model,which identifies professional learningandpromotes evidencebased
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practice neededrefinement in order to applyto midwives,in respect of a particular set

of skills andpractice knowledge.The modeldevelopedwithin this study addressedhow

skill andcompetenceare influencedby the context of care, includingaccessto

technology. This modelwasparticularly useful in organisingthe data and identifying

meaningfulrelationships betweenconceptsandcategories. Followingthe initial five

interviewsa provisionalproject modelwasdevelopedwhich demonstrated how

categories related and identified the conceptsmakingupeachcategory (Appendix1).

This modelwasusedduring the remainderof the processto guide research and provide

a focus for analysisandthe developmentof the final Project Model (Figure 6.1).

Analysiswascarried out concurrently during the study for the purposeof directing

data collection andsampleselection. This involvedidentifying the emergingissuesand

testing them against the modelfor fit. Whenfit wasnot present data collection

concentrated on providingan explanationfor this. This process led to decisionsabout

selecting respondents,movingbetweendifferent types of data collection anddirecting

the focus of the enquiryduring the data collection episode. What I choseto pay

attention to wasa feature of selectivity, baseduponinterpretation of data and its

relationship with the model.

At the endof the project analysiswasrevisited andwasconducted in a systematic way.

Eachset of results from the casestudy (unit 'A'), representing eachmethod of data

collection wasdescribed andanalysedin relation to the project model. Followingthis,

analysisof results from eachcasestudy data set (interview, field study and

questionnaire)were combinedand comparedagainstthemes from the project model.

This processwasrepeated for data from units '8' and 'e so that the data became

increasinglyintegrated. The result of this processis that while systematic analysishas

beenundertaken,analysisof eachtheme from the model incorporates data from each

data set, and is integrated rather than segregated. This hasfacilitated the

examinationof the validity of findings acrossthe data sets.
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viii) EthicalConsiderations

Ethical approvalwasobtained from the three LocalEthics CommitteesandResearch

Committeesinvolvedin the study. Sheets givinginformation about the project were

distributed prior to eachresearch phase,andprovidedfor respondentsat the time of

verbal explanationwhenobtaining consent(for the research andfor quotation in

publishedwork). Written consentwasobtained from a" participants, includingclients

observedduring field study caseobservation(Appendix11).

There are ethical considerationsinvolvedin observingintapartum care andassessment,

which involvesconversationsandexaminationsabout which the client maybe sensitive

andfeel vulnerable. For this reasonhandnotes, rather than an audiotapewere usedin

the vicinity of clients. Clients were selected for involvementas participants in this

research during the birth processandat a point in their labour whenpainor opiate

analgaesiamay havedistracted them. This is not alwaysthe case,but whenit is the

ethics of obtaining informed, written consent is dubious. In sucha situation verbal

consentwasobtained following explanationandwritten consentwas obtained as soonas

there wasunderstanding(assessedby midwife) as to what they are consentingto. In

order to avoidthis problem, information about the research wasmadeavailableto

clients whenthey were admitted to the labourward. Although difficulties in obtaining

consentfor data collection were antiCipatedthis did not occur. On the contrary clients

and relatives were very acceptingof mypresenceandsomewere interested andasked

questionsabout the study and myrole within midwifery.

There are ethical considerations in respect of the subject of the research and the

methodsof data collection that were used.There wasthe particularly sensitive issue

concernedwith the possibility of observing'badpractice' and the possibleconflict

betweenmyrole as a midwife anda researcher. Practice that wasobserved did not

placeclients at risk, other than the risk of potential problemscauseby birth

technologyusedwithin the unit. On two occasionsI madea verbal contribution based

on profesSionalknowledge:in oneinstanceto adviseon the labour mechanismbecauseof

the implicationsfor the delivery of the shoulders(whena midwife failed to anticipate
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the direction of restitution of the fetal head),and in another whenI was directly asked

to recommendanyfurther 'first aid' action in a caseof fetal bradycardia in the second

stage of labour (I recommendedthat the womanturn onto her side). I had to be

particularly careful that clients understoodthat I wasnot attending them as a clinical

midwife andthat mystatus wasthat of researcher. This wasimportant because

clients, relatives andmidwivesseemedto identify with mystatus as a lecturer in

midwifery or as a midwife andthis perceptionseemedto increaseduring field study as

a result I clarified mynon-clinicalrole with clients andexplainedthat collecting data

wasthe primary reasonfor my presence.

A particular concernis with the representation of practice in anarea subject to power

relations betweencompetingprofessionalgroups(Hugman,1991). The research hasthe

potential to maketransparent profesSionalpractice that may makethe job more

manageablebut at the sametime it is sometimesobscuredby deliberative strategies

from those whoare not part of the culture becauseit doesnot represent current ideas

of goodpractice. As a midwife researcher I wasless likely to be blind to possible

contradictions in practice and the needsof individualclients. It is also difficult not to

vocalisecontradictions betweenthe waysthat midwivespractice andwhat are

consideredto be positive for womenor midwives. It is therefore important to be

sensitive whenreporting results that mayshowmidwivesin a less than positive light and

where possibleit is important to provide explanationsfor the practice that is observed.

Despite the sensitivity anddifficulty of someresearch results it is important to report

in anauthentic andconstructive way. This wasthe approachusedthroughout the

project andmidwiveswhoparticipated in the project continuedto be openabout their

practice.
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CHAPTER 4: ANALYSIS OF RESULTS -

THE DIAGNOSTIC PROCESSIN LABOUR ASSESSMENT

The modelof MidwivesAssessingIntrapartum Progressproducedfrom this research

incorporates the DiagnosticProcessthat midwivesapplywhenassessinglabour progress

and providingcare. This modelincorporates elementsof anapparently seamlessprocess

within which midwivesgather information as clinical signsand processthis information

to arrive at a decisionabout labour progressandrequirementsfor care. The diagnostic

processrepresents the work that midwivesundertake in order to fulfil the

requirementsof the job. Psychomotorandcognitiveskills contribute to the diagnostic

processthat is subdividedartificially within the modelinto Information Gatheringand

Information Processing.Information Gathering is concernedwith information that is

availableand recognisedby midwivesas signsof progressand Information ProcesSingis

concernedwith howmidwivesweighvarious information in terms of relevance,the

inevitable locationof uncertainty in diagnosticsand in the resolution of the process

whenarriving at a classification of progress. This chapter presents the data that give

rise to three categories: Information Gathering,Information ProcesSingandProgress

Classification. Thesecategories are located in the project diagramunder Diagnostic

Process(Figure 6.1). The diagramshowshowdiagnostic information inputs into the

processwheninformation is gathered. Within the diagram(Figure 6.1)diagnostic

information is labelledas DiagnosticIndicators and those that havearisen from the

data in this project are presented as a detailed list in Figure 4.1and discussedwithin

the early part of this chapter. Categoriesthat makeup the DiagnosticProcessthat are

identified within the project diagram(Figure 6.1)are presented and discussedin

relation to findings, forming the sections of this chapter. They are:

i) Information Gathering.

ii) Information Processing.

iii) ProgressClassification.
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i) Information Gathering

The results of this study demonstrate that Information Gathering is the processof

collectinga rangeof information USingobservation,interpersonal skills andclinical

midwifery assessmentskills. This section considersthe methodsusedandstructures

the presentation anddiscussionof results usingheadingsthat reflect the types of

DiagnosticIndicators represented in the results.

DiQgntJstic Indicators

A variety of information is usedby midwiveswithin their diagnosisof progressand this

is identified in the results of this study. As midwivesusethis information to assess

labourandas a basisfor diagnosisthe term DiagnosticIndicators hasbeenadoptedas

a label for this information (Figure:4.1).

F 4 1 1)1 1 Ind.'gure . lagnost c cators. .
ext.mal Signs Intemal S!9!!s
• Uterine contractions • Maternal condition • Cervicaldilatation

• Relationshipof the fetus andresponsesto • Cervicaleffacement
to the maternal pelvis: labour: • Positionof Os
Descent of fetal head PhySiological and • Station of PP
Fetal position emotional condition • Presentationand position
Flexion Reactions
Visualising the fetal head or Pain response • Flexion
distension of the perineum. Posture • Moulding

• Vaginaldischarge: Breathing noises • Caputsuccedaneum
A 'show' (blood stained • History of childbirth • Fetal membranes
operculum) or amniotic fluid and labour

• Fetal condition As maternal experience
From records

Oneway that DiagnosticIndicators canbe subdivided is to represent the sourceof

information. For examplesignsfrom generalobservationof maternal reactions and

maternal reporting of symptomscanbe differentiated from midwifery clinical

assessmentthat relies on inspectionandpalpationto identify signsand maybe

distinguishedfrom signsthat are availableonly whena vaginalexamination is carried
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out. The diagnostic indicators present in the results havebeen labelled respectively as

External SignsandInternal Signs(Figure.4.1).

While the diagnostic indicators presented in Figure4.1represent the results from the

study, respondentsdo not report that they useall of these signs. Varioustypes of

information canbe usedto indicate the commencementof labour andarrive at a

diagnosisof labourprogressor provide information of parameters for labour to be

categorised,for exampleas 'LowRisk'or 'Normal'. Midwivescangather available

information in a numberof waysthat demonstrate differences in level of investigation,

reflecting varyingemphasison proximity, identification with maternal experience,

clinical skills andprocedural investigation.

There are differences in the numberof references to andthe detail that midwives

provideat interview and in questionnaireresponsesabout usingparticular diagnostic

indicators. This difference appearsto reflect preferences that individualmidwives

havefor particular external signsor reported symptoms. Howeverwithin unit 'A' the

preference apparentfrom interview is not supported by evidencefrom casenote

entries or from observationof midwivesat work undertakingprogress assessmenton

the labourward. Comparingresults from the different methods hasrevealedthat the

mostapparentdifference is in the relative reporting and useof external and internal

signsof progress. While interview (Units 'A' and 'B')andquestionnaireresponses(units

'A', 'B'and 'C) emphasisedthe importanceof external signs in low risk casesby the

frequency of reference to them comparedto internal signs,casenote entries and

observation (unit 'A') revealedprioritising of internal signsover most external signs. In

addition specific external signsthat midwivesemphasisedas important during

interviews and in justifying diagnosiswithin questionnaireresponsesare commonly

absent from labour records andare infrequently identified from observation of

midwifery assessmentpractice. The following section will focus on the waysthat

midwivesappearto focus onparticular signsfrom the rangeof Diagnostic Indicators

availableto them. This will be achievedby presentingand discussingthe reliance on

signssequentially,in sections that deal with External Signsand Internal Signs.
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External Signs

External signsof progressare directly availableto midwivesif they are able to examine

andpalpatethe pregnantabdomen(contractions, descentof the fetal head,positionand

flexion of the fetus and fetal conditionas fetal heart sounds). External signsof

advancedlabourcanbe alsobe identified directly by visualisingthe perineum(fetal

head,gapingof vulvaandanus). Thesesignswere described in interviews and in

questionnaireresponses,andmidwiveswere lookingfor them during the observation

phase. A show(bloodstained discharge)or drainingamniotic fluid can be visualisedon

the maternity pad,however,both these signscanbe present whena client is not in

labour. Although a heavyshowandspontaneousrupture of membranesin late labour is

often a sign that labour is advanced.

Womenexperiencepainfrom uterine contractions andpressure from the descentof

the fetal headas symptoms. Thesesymptomscausematernal behaviouralchangesthat

canbe interpreted by midwivesas indirect signsof progress. In early labourmaternal

behaviouris producedin responseto painfrom uterine contractions and it is evident as

intermittent helpseekingor basedon copingstrategies that diSSipatebetween

contractions. However,the instinctive maternal behaviourand noisesthat are more

obviousin the later stage of labour result from expulsiveefforts of the uterus and

descentof the fetus. While physiologicalprocessesandchangesare experiencedas

symptomsfor women,midwivesinterpret maternal reactions to these experiencesas

signs.

Eachtype of external sign is represented in results from units 'A' (Casestudy madeup

of interviews, field study andquestionnaires),'8' (interviews andquestionnaires)and 'e
(questionnaires). Theseare presented anddiscussed:

Uterine Contractions

Interviews andquestionnaireresponsesidentified that 'Uterine Contractions'were an

important sign of labour and labour progress,with progressionof contractions

identified as a feature of escalatinglabour. Progressionof contractions was described

as a reduction in interval, with anassociatedincreasein intensity andduration;
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presented in the order of importanceattributed from the data. Midwivescandirectly

assessthe characteristics of uterine contractions by palpatingthem through the

maternalabdominalwall, but maternal reaction and interpretation is another indirect

wayof evaluatinguterine contractions. Indirect evidenceis availablein verbal histories

of escalatingcontractions providedby womenduring telephoneconsultation prior to

admission,reported duringadmissioninterview by womenandtheir relatives, observing

the impact of contractions onmaternalactivity and reactions in comparisonto

behaviourin the period betweencontractions.

Retrospectivedata from entries in casenotes in unit 'A' (includinglabour record)

confirmed findings from interview that uterine contractions are important to midwives.

There wasa high incidenceof recording uterine contractions as contraction interval,

strength and duration (Figure4.2), in written form on the admissionsheet and labour

record, and in diagrammaticform on the record of labour. With the exception of one

casewhere there wasadmissionanda rapid birth there were multiple records of

contraction interval on the admissionsheet and labour record. The numberof entries

for contraction interval wasthe highest, followed by strength andduration. While it is

clear from written record and labour charts that interval entries havebeenmade,it is

onlypesslbleto distinguishstrength from duration in the written record madeat the

time of admission. This is becausestrength andduration are combinedas diagrammatic

entry and it is not clear howthis shouldbe interpreted. According to one interviewee

[IAIO] (see Appendix2: Table with Respondent Codes) entries should reflect a

combinationof strength andduration usingprescribed variable density, but midwivesdo

not completethis entry correctly or on the wholespendlittle time measuringduration.

Midwivesdo not palpatecontractions for longperiodsand this is supported by the

observation phasein unit 'A' where palpationwasobservedandwhere information about

contractions wasreported in handover (of care) at changeof shift. As a result

diagrammaticentries on the labour record havebeeninterpreted as strength

estimations,although it is recognisedthat this is in conflict with instructions provided

by Bennett and Brown(1999,P407). Very few casenotes hadwritten records of

contraction duration, but this maybe underestimated becauseof the interpretation

(Figure 4.2).
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Figure 4.2: Client labour Ne contractions as Interval, "1I~_l!flh and duration.
Records of c:ontractIons Inter¥al Intawf stNngth stNngth Duration Duration

{number of {entries In (number of {cntrl .. In {runber of (entries In
dlarts) records) dlcnts) records) clients) NCOI'ds)

None (1) (1) (1)

1Recording 9 9 7 7 7 7
2 Recordings 7 14 10 20 0 0

3 Recordings 6 18 7 21 1 3
4 recordings 6 24 2 8 0 0

Total 28 26 8
6!5 !56 10

ords of

Duringobservationof clinicalassessmentin unit 'A' the six midwivesinvolvedrecorded

'Uterine Contractions'onthe partogram in terms of duration andstrength. Four of the

midwiveswere alsoobservedpalpatingcontractions for several minutes [OAl, OA2,

OA5, OA7] at the time of initial assessmentonadmissionto the labour ward and during

labour,particularly whenclients were approachingthe secondstage of labour. At the

sametime questionswere askedabout clients' perception of contractions. Twomidwives

[OA3, OA4] were not observedpalpatingcontractions, howeverthe three clients [e3,

C4, C5] were observed in advancedlabourwhenclients reactions provide an indirect, if

lessaccurate indication of contraction interval andstrength. In addition onemidwife

[OA3] providingcare (at different times) for two of the women[e3, e5] seemedto be

focussedon administering intramuscularanalgaesiaandgetting ready for the imminent

delivery, andanother midwife [OA4] wasrespondingto fetal bradycardia (Appendix2:

Tablewith RespondentCodes).

The importanceof progressionof contractions asa feature of escalating labour was

apparent in the questionsaskedby three midwives[OAl, OA2, OA6] in responseto

client's reactions to painandpressure,andthe care responseprovoked in the midwife

by escalatingcontractions experiencedby oneclient who wasadmitted in advanced

labour[C4 /OA4]. However,with two clients [C 3, C5] progressionof contractions,

accompaniedby extreme changesin behaviour,did not seemto be promptly registered

in a responseto care from the midwife providing care [OA3]. Results from

questionnairesincorporate a description of contractions whenmidwivesare justifying a

diagnosisin labour vignettes.
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Relationshipof the Fetus to the Maternal Pelvis:

Whenassessingprogressmidwivescandevelopanappreciationof the processby

determining the relationshipof the fetus to the maternal pelvisduring examinationand

palpationof the maternalabdomen.This is expressedas lie, presentation, attitude

(degreeof flexion), positionand levelof the presenting part (fetal head)that remains

palpableabovethe pelvicbrim that is usedto determine the degree of descent. During

interview most (12/15) of the respondentsfrom unit 'A' andall from unit 'B' (4/4) said

that whenassessinglabourprogress they identified 'Descentof Fetal Head',andjust

over half identified that measurementsare in 5ths of the fetal headpalpated

abdominallyusingeither bimanualexamination,Pawlixgrip or both.

Duringobservation I wasable to witness onthree occasionsthat descentof the fetal

headwasassessedusingabdominalpalpationwhenclients wereadmitted in labour [C2, C

4, C5]. I found evidencein the client records that this hadalsobeencarried out with

the other observationcasesat the time of admission. However,noneof the casesthat

were observedwere palpatedagainor had entries for repeat assessmentsin the labour

record. Descentof the headcanalsobe visualisedby observingthe perineumfor

displacementduring the expulsivephaseand intervieweeswhodescribed the second

stage referred to this sign, in the six caseswhere I observedthe expulsivephases

midwiveslookedfor this signandseveralquestionnairerespondentswantedthis

information to confirm their provisionaldiagnOSiSof transition or secondstage in

respect of Vignette 1(Appendix9).

Twothirds of intervieweesidentified 'Fetal Position'as progress, linked to rotation and

flexion, and important for optimumfetal positioning. This is diagnosedon palpation,on

admissionand must be determined to auscultate the fetal heart usinga stethoscope. I

observedthat 'Fetal Position'wasdiagnosedon admissionwhenclients were in labour.

In most casesthe position identified in the original diagnosiswasconfirmed at the time

of delivery by the poSitionof the occipital protuberanceat emergenceandat

restitution of the fetal head. Howeverit is probable that the positions identified for

two cases[C6, C7] were not correct.
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In onecase[C6] the positionof the fetus wasdiagnosedas Right Occipito Anterior

(ROA17) onadmission.However,there were indicationsthat a posterior position of the

occiput wasmore likely:

'Duringthe pushingphaseI noticed a dip in the abdominalwall below the umbilicus
[commonwith occipitoposterior positionJ that diSt1ppearedlater. Whenthe fetal head
restituted after it emerged,in order to alignwith the fetal shoulders the occiput wason
the left. Themidwife wascertain that the originalposition of the occiput wason the right
andit ispossible that it mayhaverotated from ROp8to LOA!9,...during the labour,but it
isprobable that the originalposition wasLOPand it rotated to LOA.' [e6: 36-41J

This wouldexplainthe fairly longsecondstage of labour for a 'multigravida' (lhr

17mins). In the secondcasethe:

:. client hada relatively rapid labour despite the fact that the fetal position was occipito
posterior throughoutand the delivery wasa Persistent Occipito Posterior. She copedwell
with contrtlctions despite early SROAfi' [often indiCtltiveof difficult /tJbourwith
malpossitonor malpresentation). On abdominalptt/pationwhenshe wasadmitted the fetal
position was identified as OK!. A full ptt/pationwasnot repeated during labour,although
the contrtlctions wereptt/patedand [the J fetal heart [wasJauscultated. Vaginal
examinationsdid not provide contrtJdictory information, and alsoconfirmed theprobability
of an OAposition beCtlUSeof the extent of cerviCtlIdilatation on first examination,
combinedwith the client's ability to deal with discomfort. Thepicture presented wasone
of an easy/tJbour. Therewere indiCtltionsfrom abdominalinspectionand theposition of
the fetal heart that the occiput wasposterior, but at the time I observed this the
midwife wasdistrtJcted by and dealingwith suddenfetal brtJdycardia. Thisseemsto be a
caseof selective inattention to factors that do not fit with the viewadopted for the case,
that of a strtlightforward labour.' [e 7: 110-122J

:. the client wasreporting occasionalrectal pressure. Thiscouldbe explainedby increasing
descentof the headin transition to the secondstage,but premature pushingurges are
[alsoJfound with occipitoposterior positions. Interestingly I noticed ... that there was a
lot of fetal movement[from limbsJin the left fundalarea[seen whenthe limbsare
anterior inposterior positions of the occiput], ...[e 7: 47-53].

In both casesthe possiblemisdiagnosisdid not appearto havehad a health consequence

for mother and baby.

17Right Occipito-Anterior positionof the denominator(occipital protuberance of the fetal head)
in relation to maternalpelvis.
18 Right Occipito Posta-ior - occiput on right side of the posterior part of the maternal pelvis.
19 Left Occipito Anterior - occiputonthe left side of the anterior part of the maternal pelvis.
20 SpontaneausRuptureof [Fetal] Membrana
21 Occipito-Antuior - occiput directly anterior.
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Despite the importanceattributed to flexion, position anddescent during interview,

observationdid not reinforce that these indicators were usedafter initial progress

assessment;other than feeling uterine contractions abdominalpalpationwasnot

observedafter clients were admitted. The observationthat abdominalpalpation is used

infrequently is supported by findings from retrospective data collection from client

records. Of those womenin the samplewhosecasenotes had recordings from palpation

most (IS) had oneentry, generallyat the time whenwomenwere admitted in labour.

There were frequent examples(S) of caseswhere nopalpationswere recorded, andfew

cases(3) where two recordings (2) or three recordings (1)had beenmade(Figure 4.3).

Resultsfrom questionnairesdemonstrate that midwivesdo consider information on

descent important, and information on position slightly lessso.

FI 4 3 Recordl f Abdo i I P I ti i C NotIguN . IftgS or mna Q~ ons n ase as. .
AbdoInInoI Palpations PrIInlpara Multipara Total MuttIpaN Total NCOI'dIngs foro Sroup
record&d and PrImipara

None (3) (5) (8) _i81
lRecording 5 13 18 18

2 Recordings 1 1 2 4
3 Recordings 1 0 1 3
Total . . 21 25

Fewermidwiveswhowere interviewed referred to the attitude of the fetus (flexion)

than other signsand it waslessfrequently identified in questionnaireresponses. In

addition two midwivesfrom unit 'B' volunteered that they were unableto assess

attitude [IB16, IBIS]. This is more likely to be the casewhenmidwivesdo not report

usingbimanualexaminationof the fetal head.

Fetol Condition

Most interviewees (12) identified IFetal Condition'in relation to labour progress.

Although this is not a signof progress it is required as justification for the status of

labour to remain in a lowrisk category. Fetal heart soundsare investigated

intermittently usinga fetal stethoscope (Pinnard)or a doptoneand continuously

electronic fetal heart rate monitoringonadmission. Guidelinesof unit lA' recommenda

30-minute electronic fetal heart rate recording onadmissionand this may be preferred

practice in the unit, as evidencefrom the printout is alwaysrequested during

retrospective risk assessmentof cases. Midwivestended to useelectronic monitoring
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onadmissionalthoughth£y reported that they were flexible if a client objected. For

example,if the abdominalbelt that securesthe lead is uncomfortable the duration of

the procedurewasreduced if the fetal heart wasnormal. Midwiveshavebiasesabout

fetal heart assessmentandare sometimesvery critical of continuouselectronic

monitoringduring labourwithout a specific indication,and either report that they

dislike usingthe fetal stethoscopeor prefer it to electronic methodsof checkingthe

fetal heart. Resultsfrom questionnairesdemonstrate differences betweenthe units in

requirementsfor them to follow a protocol or a policy for continuousfetal heart rate

monitoring. While three quarters of respondentsfrom unit 'B'andalmost all of

respondentsfrom unit 'e disagreedthey wer£ expected to follow a protocol, more than

half from unit 'A' (13/21) agreedthat they were expected to.

Duringthe observation phaseof the research the 'F£tal Condition'wasalwaysassessed

usingelectronic continuousmonitoringfor 30 minutesonadmissionand then

auscultationevery 15minutes(5 minutes in the secondstage). Frequentuseof

electronic monitoring was confirmed from retrospective data in caserecords. When

fetal heart assessmentwasnot completelynormal in three of the casesthat were

observedmidwivesreverted to continuouselectronic monitoring [Cl, C4, C7]. Meconium

stainedamniotic fluid is alsoan indication of fetal distress. On oneoccasionwhenf£tal

bradycardiawasdiagnosedartificial rupture of membraneswascarried out to see if

meconiumstaining waspresent (andto accelerate labour andexpedite delivery).

Maternal Condition and Ruponsu to Labour

This represents general physiologicalparamet£rs associatedwith well-beingand

observablechangesin maternal reaction andcopingthat are sometimesexpressed

verbally, in non-verbalsoundsand breathing noisesand in changesto posture and

movement. Maternal condition is related to well-beingand this is observed in maternal

behaviourand reaction to labour that canbe usedto guide care, particularly in r£lation

to dealingwith painby providingadvice,support andanalgaesia.It wasconfirmed by

observationthat midwivesassess 'Maternal Condition'with a full clinical examinationon

admissionthat incorporates physiologicalobservations(Le. temperature, pulse,

respirations, blood pressureand urinalysis)and repeat this at intervals throughout

113



Chaptv 4: Analysis of Results - The diagnostic process in labour assessment

labour. Questionnaireresponseto Vignette 4 confirmed that midwivesconsider

maternalandfetal well-beingwhenmakinga diagnosisandwhendecidingon management

of the labour (Appendix9). Maternal reactions in the early stages of labourseemto

provokecaring directed towards attending to clients comfort andadministering

analgaesia,while in the late stagesof labour they also provokepreparation for delivery

responses.

Twothirds of midwivesthat were interviewed referred to 'pain'assessmentas a

diagnosticof labour. It wasobservedthat painassessmentwasusedas a diagnostic

of labour to a varyingextent. Not all womenin labourneedanalgaesiabut most

require someform of painmanagementsuchasdistraction, warmbaths, mobilisation,

andEntonox(self administered inhalationof 50'0Nitrous Oxide and 50% Oxygen).

Intramuscular analgaesasuchas PethidineandMorphineare required by most

'primigravida'. Respondentswhowere interviewed said that they administered

analgaesiaaccordingto the stage of labour (2) or accordingto client need(4).

Interestingly onerespondentdoesnot needto use intra muscularanalgaesiafor

homebirths. All of the womenI observedusedself-administered Entonoxfrom the

time of admissionto the labourward for the duration of labour. All but three women

[Cl, C 4, C5] alsohad intramuscular Pethidineor Morphineadministered. Thosewho

did not havean injection were multiparousandtwo of these were admitted in

advancedlabour.

Just less than half of interviewees (8) consideredthat maternal posture is an indicator

of progress. Posture is related to painandpressuresymptomsand may affect normal

activities. Changesto posture canbe seenparticularly whenthe womanis walkingor

kneelingduring a contraction.

Several interviewees (7) andquestionnairerespondentsthought that breathing noises

were useful in assessmentas an indication of maternal responseto the strength of

contractions andpressure from the descendingheadoncethe cervix is dilated. In

advancedlabour this is expressedas 'puffing', 'panting'and 'grunts' andstrong

contractions can influencevocalisationaudibleon the telephonewhenclients telephone
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a midwife for adviceabout labouror to negotiate accessto midwifery care. All but one

[OA3] of the midwivesobservedseemedto respondto breathing noisesas an indication

of maternal responseto the strength of contractions andpressure whenlabourwas

advancedalthough they did not makea record of this. Midwiveswere observed

requestingthat womenshouldcometo the telephoneand talk eachtime there wasan

enquiryabout labouror whenconsideringcominginto hospital. One interviewee was

clear that as well as reassuringthe womandirectly she usedthis opportunity to listen

for maternal reactions to contractions, to gaugethe interval and the impacton

communicationand breathing. Midwiveswere not observedto rely on breathing noises

andavoidvaginalexaminationwhenbreathing wascharacteristic of 'heavy'labour unless

changesin breathing followed recent routine vaginalexamination. In onecase[EC3] the

midwife [OA3] confirmed secondstage by performing a vaginalexaminationabout 15

minutesafter the last examination. This responsemay reflect inexperienceas

questionnairerespondentsusedthe 'grunting' noisesdescribed in Vignette 1as a

justification for diagnosingtransition or the secondstage of labour.

Recognisingmaternal responseto labourasan indicator of progresswasobservedin the

reaction of a Ggrade midwife [OA2] whoobservedtwo womenwalkingdownthe

corridor towards the midwivesstation. Shedirected these women- whoshe knewto be

'multigravida' from their pregnancyrecords - directly to the delivery roomand

bypassingthe room in which newadmissionsare generallyexamined. Onemidwife

allocated to care for oneof the womenseemedto recognisethe reactions of the woman

shewasgreeting assignsof advancedlabour as she providedassistanceandorganised

her delivery trolley [OA4]. However,there was little indication that the midwife

allocated to care for a secondwomenrecognisedthe significanceof the maternal

responseto contractions andwhat wassoonconfirmed to be advancedlabour [OA3].

History of Labour

The previousdescriptions are of information gainedat the time that midwivesare

caring for womenin labour. Midwivesalsocollect information about past pregnancies,

current pregnancy,past laboursandcurrent labourfrom caserecords andfrom

information provided by the womanor her family. To an extent midwivesare dependant
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uponother peoplesrecord keepingandcommunicationskills in obtaininga history. The

importanceof history is emphasisedin interviews andmidwiveswere observedspending

time talking with womenandaskingquestionsduring admissionandscrutiniSingcase

records. Womenandtheir relatives were forthcoming about experiencesof previous

birth andbirth experiencedby relatives. In particular onemother volunteered that

shealso hadexperiencedanoccipito posterior position in oneof her laboursand

becauseof this she wasconcernedfor her daughter, whowasexperiencinga labour

with the fetal occiput in the posterior position [C2].

The records that midwivesmakeduring labour care andtheir recollections of the

developmentsform a history of an individual labour. This history seemsto influence

further information gathering. Questionnairerespondentsincluded information on the

trajectory of labour in their diagnoses,to identify escalatinglabour (Vignettes 1& 3),

to comparepreviouswith present symptoms(Vignette 2) andto explaindevelopments

and identify significant information from the communitymidwivesrecord of labour

(Vignette 4) (Appendix9).

Midwivesappearto makeuseof external signs in combination. For examplechangesin

maternal reaction that indicate advancedlabour were frequently observedto follow

with visualisationof the perinealarea by the midwife. This wasconsideredessential in

responsesto Vignette 1to confirm maternal responsesthat reflected advancedlabour.

Noneof the midwivesinterviewed suggestedthat maternal reactions were used in

preference to clinical assessmentand this wasnot observed. However,onemidwife

reported a casewhere it wasnot possibleto carry out a clinical assessment,where

maternal responsesto labour had to be usedbecauseof non-complianceby the womanin

labour:

'Iknowshe wrJSprogressing well in labour becrzuseof her regularity of contrtlctiDM, and
the strength of CtJI1trtJctitJll$.That tIIId her retlctiDM to the contrtlctions. And I couldn't
retlily do an abdomilltll palpation, I couldn't do anything to this one ...She just Wtl$

completely out of ctJfltrol She never sttJDdstillltJf19 entJughfor you even to spet1kto her.
She paced up and downandwhen she got CtJI1trtlctitJfl$she banged her htJad(laughter).
71ratwasit. Eventually wepet"$Ufldedher to let us listen to the fetal htJart so we would

get a doptone andget it on the abdt»nen. Youwould hl!tlr '8 dump,b dump'andshe WDuld

116



Chapter 4: Analysis of Results - The diagrlostic process in labour assessment

$Wipeit off, ""d that was it. ThDtwas it ....50 shepacedCII7dpacedCII7dI knDwshe was
progressing. I knewbecausethere was het/vyshow,emthere was her reaction: Th~
contractionsnever vr:tried""d sheprogressed. She did very well' [IA22: 322-348J

This quotation is a goodexampleof Q midwife interpreting extreme maternal reactions

to gainan understandingof the physiologicalprocesses.

Internal Signs

Midwivesobtain internal signswhenthey investigate usingvaginalexaminationwithin

their clinical examination. Midwivesreported during interviews that they usethis

investigationat regular interval andduring field study this wasconfirmed during

observationof the assessmentprocessand by examiningprospective and retrospective

labourrecords. There is a tendency for midwivesto identify that the procedure is

required without necessarilyspecifying the internal signsthat will be 'lookedfor'. For

examplein questionnaireresponsesto vignettes nineof the fifty-three occasionswhere

a vaginalexaminationwasconsideredimportant did not specify whichsignsshouldbe

lookedfor; evenwhenspecifically askedto indicate essential information. As well as

internal signsindicating degreesof progresswith the labourvaginalexaminationscan

alsoconfirm that there are no problems,for examplethat the relationship betweenthe

fetus andmaternal pelvis is normal. As in the caseof anabdominalexaminationthat is

carried out in totality andthe various information identified for its relevanceandused

to determine progressandconfirm a normalset of circumstances,a similar approachis

usedwhencarrying out vaginalexaminations. In contrast to interviews where

respondentswere encouragedto identify the signsof progress for relevanceand

observationwhere what wasrecorded for particular caseswasextracted as data,

questionnairesrequested information on signs(information) that midwivesconsidered

essential in specific clinical situations that were presented in vignettes (Appendix9).

Cervical dilatation

About onethird of intervieweesdescribed dilatation of the cervix and in the

observationphaseall of the respondentsmadea record of cervical dilatation in client

labourrecords. This wasalso the casewith secondarydata from client records.

Responsesto questionnairevignettes (1, 2 cl 4) included12references to dilatation and
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a further 26 responseswheredilatation is the basisfor the classification of labour

identified: established labour,progress,onset, or indicating that the cervix wouldneed

to be examined(cervix). Interviewees identified that the OS22of the cervix is slightly

moreopenin the caseof a 'multigravida' [multips Os] before the onset of labour. This

placesdilatation in a context of parity, whichmidwivesneedto consider whenmaking

assessments.

Cerwca/effacement

About onethird of intervieweesandmost labour records alsodescribed effacement of

the cervix (shorteningandthinning), consistency(softness) andapplication(proximity

of the cervix to the presentingpart). However,effacement of the cervix was

identified onlyoncein questionnaireresponses. Figure4.4 explainsthe physiological

changesin the cervix during labour.

in the cervix
Three centimetres dilatation of the Os of the cervix is consideredto be established
labourand is the phasewhere accelerated dilatation is expected. Before this clients in
unit' A' are identified as being in the latent phaseof labour. Effacement of the cervix
generallyprecedesdilatation of the cervix in a primigravid uterus but not necessarily in
a multigravid uterus where the two processesare often simultaneous.A soft cervix will
generallyefface anddilate morequickly than a firm resistant cervix. A cervix that is
well appliedto the presenting part will be dilated moreeffectively during contractions.
A poorlyappliedcervix is an indication of a fetal headthat is high in the pelvis that is a
malpresentationor malpositionwhenlabourhascommenced.The relationship of the
fetal presenting part to the maternal pelvisasstation, presentation and position is
determined to diagnosethe above.

Position of Os

The position of the cervix wasreported on two occasionsin labour records. This was in

relation to a malpositionof the fetal headthat is associatedwith unevendilatation as a

result of the direction of fetal axis pressure in the cervix.

Station of the Presenting Part

Station of the fetal head in relation to ischial spineswasrecorded in client labour

records following vaginalexamination. However,this sign wasidentified on only three

22Os - the openingof the cervix.
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occasionsas station anda further five occasionsas descent or to excludearrest (of

the fetal head) in responsesto vignettes. Not surprisingly on five occasionsthis wasin

respect of Vignette 4, where failure to progresswasaccountablefor the external signs

that were described.

Presentation and Position

Information about the relationship of the fetus to the maternal pelvis is described by

interviewees in terms of presentation andfetal position identified by landmarks. In

addition ten questionnairerespondentsconsideredinformation on presentation and

position important. In contrast, fetal position wasonlydescribed in prospective client

records on two occasionsandthere wasonlyonereference to a landmarkon the fetal

skull.

Fetol Membranes

The presenceor absenceof fetal membraneswasidentified in labour records andwas

also identified on two occasionsin responseto Vignette 4. In this situation the

presenceof fetal membranesmayprovide the potential to intervene in the labour by

performing artificial rupture of membranes.

There was lessrepresentation of someinternal signs,which were only present in

questionnaireresponses:flexion (1), mouldingof the fetal skull (2) and caput

succedaneum(2). In eachcasethese were identified in relation to Vignette 4.

Responsesfrom questionnairesprovide the type of information that midwives

consideredimportant to confirm their diagnosesin respect of eachof Vignettes 1,2

and4. In eachVignette a midwife was in attendance. Midwivesprovided reasonsfor

carrying out a vaginalexaminationor provided the specific internal sign that they

consideredrelevant (Figure 4.5).

Oneinterviewee stated the importanceof alwayslistening to the fetal heart after a

vaginalexamination. Shealso described a mnemonicshe usesto describe internal

findings; EDAM: Effacement, Dilatation, Application,and Membranes.
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Figure 4.~: Essential Internal Signs for Vignettes (1, 2 and 4)
Vignette 1 2 4 Total

Vaginal Examinations 11 14 28 53
No specific indicators 2 4 3 9
Cervical dilatation 4 4 12

Established 2 5 11 38
labour!Cervix!progress! onset

Cervical effacement 0 0 1 1
Position of Os 0 0 0 0
Presentation and position 3 0 7 10
Station of PP 1 0 2

Descent!Exclude arrest 1 4 8
Fetal Membranes 2 2
Flexion 1 1
Fetal skull - Moulding 2 2
Fetal skull- caput 2 2

Rather than emphasisinginternal signsof progress midwivestend to focus on the

situations where vaginalexaminationmaybe used. Nearly all interview respondents

provided information about the situations where they wouldundertake a vaginal

examinationto ascertain 'Internal Signs'of progress. However,labour records of the

observationcaseswere not specific about the justification for this investigation other

than assessingprogress, perhapsbecausevaginalexaminationis carried out in sucha

routine way. Without a needto justify usingYQginalexaminationmidwiveseither do not

seemto focus on the information that they need,or they assumethat everyone

understandshowmeasuresof progress are assessedand howpotential problemswith

labourare identified or excluded.Observingthe practice I wassometimesawareof a

reasonfor carrying out an examinationother than following a routine of assessment,

although I did not observespecific indicationsstated in casenotes or explainedto

clients. The reasonsprovided by intervieweeshavebeencomparedwith reasonsfor

carrying out seventeenvaginalexaminationsperformed on the sevenwomenin the

observation phase.

One interviewee said vaginalexaminationswere performed to find out if clients are in

labourandmore than half (9) said it wasusedas part of a routine assessmentprocess

where vaginalexaminationis usedonadmissionandevery 4-6 hours. Observation

revealedthat more than half (11)of YQginalexaminationswere carried out routinely [Cl

/ OA1,C2,OA2, OA21 OA2, C21 OA2, C41 OA4, C5/ OA3, OA61 OA5, C71 OA6,
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C11 OA1,C 21 OA1,C6/ OA5], and in two casesthis wasassociated with artificial

rupture of membranes[C 2 / OA2, C 6 I OA5] in the absenceof clinical indications.

Fi 46 Incid f V i I E f Nt R ref19ure . eneeo raglna xam nations rom case oe eco s. .
Vaginal Examination by Number of PrImipara Multipara Total for
order Women Group

None Admitted in advanced labour 1 0 (1) 0

1" VE • on admission - 25 28 11 17 28
• 1hour after admission - 1 100% 94'. 97' •

2nd VE 20 9 11 20
81'Y. 61'Y. 69'.

3rd VE 11 IS 6 11
46'Y. 33'Y. 38'Y.

4th VE 7 4 3 7
35'Y. 17% 24'Y.

29 37 66

Retrospective data from casenotes and labour records (29) from unit 'A' provide a

record of the incidenceof vaginalexaminations(Figure 4.6). Onewomandid not havea

vaginalexaminationandthe majority had betweenoneand four. The wholegroup had a

total of sixty-six vaginalexaminations. There were eighteen 'multipara' in the sample

(onedid not havea vaginalexamination)andeleven'primigravida'. The group of

multipara had total of thirty-seven vaginalexaminationsand the group of 'primigravida'

hada total of twenty nine.

Indications for carrying out vaginalexamination,that were provided in labour records

(unit 'A') are described in relation to the sequenceof vaginaexamination in the following

section.

RtlD$DII$PrtJvided'Dr P""(JlYflinq Vqqilltl/ ExDmilltltitJll$.

First Vaginalexamination

Of the twenty-nine womentwenty-seven hada vaginalexaminationon first contact with

a midwife as part of the first labour assessment.Oneof the womendid not havea

vaginalexaminationonadmissionas she wasexperiencingrectal pressure [CC 8], a sign

of transition to the secondstage, andanother woman[CC 18] had a vaginalexamination

1hour after admissionto assessprogress in relation to painrelief.
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Midwivesjustified most of the vaginalexaminationsas assessmentof progress in

relation to decisionsaboutadmissionor analgaesia.However,in two cases[CC 11,CC1]

at the time of examinationthere were irregular uterine contractions, generallynot

acceptablefor a diagnosisof labour. In six other cases[CC 5, CC17,CC19,CC3, CC5,

CC7] there wasevidenceof spontaneousrupture of membranesaccompaniedby

contractions. Thesetwo signsoccurring together are generallyacceptedas sufficient

evidencewith which to diagnoselabour. Oneof these clients wantedepiduralanalgaesia

[CC 19] and this influencedthe decisionto carry out a vaginalexamination,however,she

progressedrapidly andthe epidural wasnot administered. In two casesnoreasonwas

givenfor the vaginalexamination(CC6,13] and in another case [CC 20] the reason is

unclearas the client is reported to haverefused to agree to a vaginalexaminationand

wasnot copingwith labour. Three vaginalexaminationswere carried out in the clients

home(plannedhomebirths) [CC 3, 4,16] to diagnoselabour [CC 3,4] and inform the

secondmidwife to attend for the delivery [CC16].

Second Vagintl/Examination

Twenty of the twenty-nine womenhada secondvaginalexamination. Progress

assessmentwasgivenas the reasonin thirteen cases[CC 1, 3,4,5,14,15,17, Cl, C2,

C3, C4, C6, C7] that wasalso linked with a needfor analgaesia(3) [CC 1, C6, C7],

requestingthe attendanceof a secondmidwife at a homebirth [CC4], assuming

responsibility for a case [CC 14], discharginga client from the labourward whowasnot

in established labour [CC2], possibleproblemswith fetal well-being (2) [CC21, C4],

associatedwith artificial rupture of membranes(4), either respondingto a client's

request for artificial rupture of membranesandanalgaesia[CC 2, C6] to rupture bulging

membranesvisible at the introitus just prior to delivery [CC 7] and in a caseof fetal

distress [C4]. In three casesvaginalexaminationwaslinked to preparingfor delivery

or providingguidancefor womenabout the commencementof the secondstage, and in 4

casesit wasusedto confirm full dilatation [CC 16, Cl, C3, C7].

Third VaginalExamination

Elevenof the twenty ninewomenhada third vaginalexaminationand in ten cases

reasonswere provided for this, related to managingpain(4) [CC 1,2,5, C2], routine
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assessmentof progress(3): to diagnosedelay in labourafter 20 hoursof labour for a

plannedhomebirth whowastransferred to hospital [CC4], to attach a fetal scalp

electrode where the fetal heart wasirregular [CC15]and to carry out an artificial

rupture of membranesbecausepushingefforts were ineffective [Cl].

Fourth Vogino/Examtnarion

Sevenof the twenty ninewomenhada fourth vaginalexamination. Onewascarried out

by the doctor on referral to hospital [C4], onewascarried out to pushbacka lip of

cervix [Cl] andone in relation to fetal heart decelerations[CC13] in all likelihoodto see

if the cervix wasfully dilated. The remainderwere to assessdilatation whenclients

reported or displayedanurge to push(3) [CC15,21,C2] or pushingwas ineffective.

Lookingat the indicationsfor carrying out vaginalexaminationwritten in casenotes has

identified fourteen examinationsthat seemto be justifiable on clinical grounds. This

canbe contrasted with three quarters of vaginalexaminationsrecorded in the case

notes that appearto havebeenwere carried out asa routine, or linked to analgaesia

administration.

The frequency that vaginalexaminationwasperformed on the twenty-nine womenin the

casenote samplewascomparedto a calculatedfrequency, basedona schedulesof

active managementof labour (every 4 hours with anadditional oneincludedfor onset

assessmentXThornton,1996). The observedfrequency (66) for the samplewasslightly

less(6 examinations)than the expected frequency for the sample(72) with a regime of

active management.Most individualwomen(14) experiencedthe numberthat was

expected,six hadmoreand ninehad lessthan expected.

Whenanexpectant managementapproachis adoptedthe needfor and frequency of

vaginalexaminationreflects casespecific events that determine andjustify the way

individualmidwivesresort to vaginalexamination. It is difficult to predict a numberof

vaginalexaminationsthat wouldbe carried out whenusingexpectant management

althoughthe frequency wouldbe expected to be lessthan with active managementas

routine four hourly examinationswouldbe avoided.
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Th~Eff~ct of Parity

Of the womenin the casenote sampleeighteenwere 'multigravida' andelevenwere

'primigravida'. The total numberof vaginalexaminationsperformed on 'multigravida'was

thirty-seven andthis is equalto the expected numberwith active managementof labour

(formula: four-hourly vaginalexaminations,plusanextra oneonadmission). This

demonstrates that the groupof 'multigravida'had the numberof vaginalexaminations

expected for active management.

Elevenof the womenwere 'primigravida'andthe total numberof vaginalexamination's

carried out on this group wastwenty-nine. Whenthe formula reflecting active

management(every 4 hours plusanextra onefor admission),is comparedwith the

length of labour to calculate the frequency of vaginalexaminationsfor this group, the

result is thirty-four. This meansthat the groupof 'primigravida' havefive less vaginal

examinationsthan expected.

Multigravida in the samplehad laboursof shorter duration (lhr 45 min- llhr 10min)

with the exception of one'multigravida'whohada 23hour 40 minutesduration,

comparedwith primigravid laboursof longerduration (4hr 50 min- 20 hr). All but one

woman(a 'multigravida') hada vaginalexaminationonadmissionandone'primigravida'

hadthree vaginalexaminationsassociatedwith admission. Five 'multigravida' completed

labourwithin 4 hours of commencement,six more 'multigravida' delivered within 5 hours

andone'primigravida' hada labourduration recorded of only 4 hours and50 minutes.

Despite the short duration of labourall but onewomenwassubjected to vaginal

examination(s).

More than onethird of the womenin the samplewhoexperienced labour that lasted

lessthan 5 hours hada routine vaginalexamination.It is possiblethat if vaginal

examinationshadnot beencarried out routinely onadmissionthese womenmaynot have

hada vaginalexaminationfor the duration of their labour. However,two 'multigravida'

were described as distressed and in these casesvaginalexaminationmayhavebeen
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linkedto painmanagement,as both were administered Pethidine by intramuscular

injection.

Resultsfrom observationandcasenote entries indicate that midwivesin unit 'A' focus

their clinical examinationto a greater extent ongathering information about uterine

contractions, cervical dilatation, station andfetal condition. More assessmentactivity

is directed towards vaginalexaminationthan abdominalexaminationand palpation,even

though clients are lowrisk andsuitable for expectant managementof labour. This

finding is supported by data from interviews, where the majority of midwivesdescribe

routine vaginalexamination. However,questionnaireresponsesto vignettes provide a

different result. As for normalcasesonly a minority of midwivesneed information

from vaginalexaminationto confirm their diagnoses.Whenthis wasthe case

information on dilatation of the cervix wasrequired. More respondents identified that

if signsof the secondstage of labourwere not visible (Vignette 1)(Appendix9) a

vaginalexaminationwouldbe required. Interestingly in responseto Vignettes 2 and4

(Appendix9), information from abdominalpalpationwasidentified by about half of the

respondents.

Midwivescoulduse information from abdominalexaminationand palpationas an

alternative to routine vaginalexaminationin manycases. Interview responsesindicate

that palpationis an important part of progressassessmentin units 'A' and 'B'and

questionnaireresponsesfrom the vignettes support this while observation and

retrospective labour records do not. It is generallyaccepted that abdominalpalpation

will precedeeachvaginalassessment. In addition whenactive managementof labour is

specified, entries on the partogram (unit 'A') require anentry for dilatation of the

cervix anddescentof the presenting part (in fifths palpable). Although the frequency

of abdominalexaminationsare not specified, it seemsreasonableto assumethat when

vaginalexaminationsare not carried out routinely (every 4 hours) alternative

information from abdominalpalpationwill be required. According to McCormick(2003,

p 445) 'abdominalexaminationmaybe repeated at intervals in order to assessdescent

of the head.' Thesefindings are comparedwith 'observationsmadeon admiSSion[that]

form the baselinefor those carried out throughout labour.' It wouldbe reasonableto
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assumethat with active managementthe numberof abdominalexaminationswouldat

least equalthe numberof vaginalexaminations,andexceed them if expectant

managementis beingused. In contrast the data from casenotes demonstrates less

frequent entries for information availablefrom palpation(25) than entries of

information from vaginalexamination(66). Abdominalexaminationand palpationhasa

frequency of onethird of that of vaginalexamination,eventhough the current view is

that 'A vaginalexaminationshouldalwaysbe precededby an abdominal

examination...'(McCormick,2003, p445).

Lessfrequent entries for abdominalpalpationin casenotes could be explainedby

failure to record results of the examinations,but observationdoesnot support this.

Onthe contrary, abdominalpalpationwasnot repeated following admiSSionassessment,

whilevaginalexaminations,contractions andfetal heart assessmentswere carried out

routinely and recorded. Of the midwivesinterviewed whoprovided information on

'Information Gathering',few either basetheir assessmenton the needfor care or the

needto determine care usingvaginalexaminationas required and most carry out

assessmentincludingvaginalexaminationin a routine way. Questionnaire responses

mostlyagree (35/52) that midwivesare required to follow a policy or protocol that

specifies regular assessmentof cervical dilatation. There are differences between

units 'A' (13/21), '8' (13/15) and 'e (9116). Similar results are provided for regular

assessmentof the station of the presentingpart anddiagnosisof labour basedon

contractions, cervical changesor spontaneousrupture of membranes.That most

midwivesfrom unit '8' agree reflects a policy where lowrisk womenare actively

managedandnot recognisedas midwifery cases. Howeverin units 'A' and 'e lowrisk

casesare acknowledgedas midwifery cases. Despite routine vaginalexaminationthere

waslittle emphasison locating landmarksonthe fetal headto determine fetal position

during the observation phase,instead emphasiswasplacedon consistencyanddilatation

of the cervix, station of the headandpresenceof fetal membranes. According to

8ennett and 8rown(1989) fetal poSition,mouldingandpelvic capacity shouldalsobe

recorded.
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Thefocus of observedandrecorded 'Information Gathering'on uterine contractions,

cervical consistencyanddilatation, station of the headandfetal condition; together

with the frequency of vaginalexaminationsindicates that 'Information Gathering'

strategies reflect active managementof labour. Data from interviews supports this

assumptionfor most midwives,while data from questionnaireVignettes showthat for

normalcasesfew midwivesneedto useinformation from vaginalexaminationto diagnose

labourand labour progress(from Vignettes). However,the requirement to completea

graphof cervical dilatation wasconfirmed by questionnaireresults (48/52) from units

'A' (20/21), 'B' (13/15) and 'e (15/16), andthe requirement to inform doctors about

progress,wasnot confirmed, as most (46/52) disagreedthat they must keepmedical

staff informed on the progressof womenin normallabour. Interestingly interviews

from unit 'B' report that medicalstaff are more involvedin the progress of labouring

women:

:.. a registrar knockedon the door, camestraight in,... Tm in charge this afternoon ...
Hello. ... rve just comein to see... I just need0ptIrtogram to write in the notes.~.'[IB18:
461-472J

'Medicalstoff will ask for progress reports. ' [QB 12J

In contrast with the perceived lackof involvementof the medicalstaff most (44152)

considerthat the midwife in charge expects to be kept informed of the progress of all

labouringwomen.

'71reGgrade expects a regular hondovet'of 'progress'i.e. finding ona 4 hourly VE:' [QA
20J

ii) Information Processing

This reflects the cognitive processof comparingandprioritising information during the

assessmentprocesswhenattempting to diagnoselabouronset or progressive physiology.

Assessmentforms the basisof maternal care andensuresthat maternal and fetal

health and labourphysiologyare observedcarefully to avoidor diagnoseproblems.

Havingprocessedinformation it is possibleto arrive at a diagnosisor to identify that

more information is required to either makea diagnosisor substantiate a tentative
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hypothesis. Information processingis concernedwith weighinginformation, handling

uncertainty about labourtrajectory andarriving at a diagnosisuponwhich to base

midwifery care.

Information Weighing

In the samewaythat individualmidwivesdemonstrategreater emphasisin collecting

different types of information, midwivesmayexhibit differences whenit comesto

recognisingthe relative importanceof information. Somemayplace little emphasisupon

information that is readily availablefrom generalobservationwhile others focus uponit

extensively. Somemidwivesmayemphasisecollection andspotlighting of the type of

information that requires investigative proceduresthat other midwivescollect in a less

habitual wayandto it attribute lessauthority.

Midwivesmakeuseof the signsof progress in waysthat are particular to themselvesas

practitioners andaccordingto the context of a particular case. In situations where

midwivesare able to determine the approachto assessmentfor lowrisk casesroutine

useof vaginalexaminationmayindicate either a selective useof progress signsor a

holistic assessmentthat requires all availableinformation. The latter is possiblya

feature of lessexperiencedmidwiveswhoare lessconfident in their skills of

assessment:

'Jt [vaginalexamination}can.. reinforce whatyou think you knowso, therefore, doyouget
to the point over .. time [where} you are able to recognisewhat'sgoing on withDut the need
[fDr a} vaginalexamination.'[IA7: 6J9-622}

As most of the midwivesinterviewed in this study are experienced it is probable that

routine vaginalexaminationreflects selective useof particular progress signs. About

onethird of intervieweessuggestthat they usevaginalexaminationto obtain

information of internal signsselectively aspart of holistic assessment. There were two

occasionsI observedwhere vaginalexaminationmayhavebeenpart of a holistic clinical

assessmentrelated to fetal bradycardia anda premature urge to push [C4/0A4,

C7/0A7].
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Data from interview suggeststhat most midwiveshaveadopted a routine to labour

assessmentandundertakevaginalexaminationseventhough they seemto haveskills

andknowledgethat couldbe usedasanalternative in somecases. This alternative

knowledgeis apparent in questionnaireresponsesto vignettes in which midwiveswere

required to provide a diagnosison the basisof information supplied,which did not

includeinformation from vaginalexaminationundertakenwithin four hours. Almost all

of the respondentsarrived at a correct diagnosisfor vignettes 1,2 and 3, basedupon

external signsfrom maternal reaction to labour andmaternal reports and information

from previousabdominalpalpation(Vignettes 1& 2).

Undertakingvaginalexaminationbecauseof a needfor more information is often

explainedby intervieweesin relation to client socialcircumstancesand clients wishing

more information to managefamily situations. However,I did not witness women

requesting information of a particular type, although I did observea relative ask if

artificial rupture of membraneswouldbe carried out during the next vaginal

examination. This mayreflect anacceptanceby womenof vaginalexaminationas the

definitive source of information on progress. Vaginalexaminationwasalsoobserved

beingusedto confirm the secondstage of labour [C3/0A3] andprior to administering

intramuscularanalgaesa[C31 OA3].

Information from questionnaires,as responsesto Vignettes included indications for

carrying out vaginalexaminationswhenrequired to form a diagnosisbasedupon

information presented in the four Vignettes within the questionnaire,respondentswere

askedif they required further information if so what this wasand to provide

justification for needingadditional information. In the caseof Vignettes 1,2 and4

several respondentswhorequired more information (19/52, 29152, 39/49 respectively)

wanted information provided by a vaginalexamination(14/19, 15129,26/39

respectively). Vignettes 1and 2 described completelynormalsituations and Vignette 4

described a casewhere there wasa strong potential for obstructed labour. In the

latter casethose whowantedfurther information from vaginalexaminationwanted to

assessprogress. Respondentsidentified types of information they needed:dilatation

[of cervix], [fetal] position,station [of the presenting part] 1descent [of the fetal
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head],moulding[of the fetal skull] andcaput [succedaneum].As Vignettes 1and 2

presented 'normal'casesquite a few of the rationales referred to confirming the

provisionaldiagnosisespeciallyif there is doubt or signsare ambiguous,prior to

administeringanalgaesia,to determine the onset of labour,and if there wasfetal

bradycaridia. Oneof the respondentswhowantedto usea vaginalexaminationto

determine the onsetof labouralsowantedto be able to usethe results asa basisfor

further assessment.In the responsesto Vignette 1,sevenrespondentssuggestedthat

a vaginalexaminationwouldbe necessaryonly if external signsof progress did not

confirm the secondstage of labour.

Contractions,descentof the fetal headandmaternal reaction and levelsof distress

wereusedto justify diagnosesin eachof the normalcases. About half of the

respondentswantedfurther information (Vignettes 1& 2) from external signsthat

couldbe observedor obtained from abdominalpalpation. Information required for

Vignette 3 wasto excludepossiblealternative diagnosisandensurematernal andfetal

well-being. Fewmidwivesrequired a vaginalexaminationfor Vignette 1(7), although if

external signsof the secondstage were not apparenta further respondents(7) would

then require information from a vaginalexamination. Perhapsthis is because

exaggeratedreactions from clients are expected in the secondstage of labour but

otherwise this is a signof problemswith labour or with client coping. More (15/29)

required information from vaginalexaminationin the caseof Vignette 2, where

justification wasrelated to confirming labour onset, establishing dilatation for future

comparisonor in relation to analgaesia.Midwiveswere more likely to rely on external

signsfor Vignette 1than Vignette 2. The type of indicator mayexplain this as

visualiSingbulgingof the perineumor visualisingthe fetal head is evidencethat the

cervix hasdilated completely,and this is analternative to measuringcervical dilatation.

Although midwivesin eachcaserefer to indicators from abdominalpalpation it seems

that vaginalexaminationis prioritised, particularly as descent of the fetal head

(measuredonpalpation)is more indicative of progress than station (measuredon vaginal

examination),this supports the emphasisin information weighingon dilatation of the

cervix as a measureof progress.
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Vignette 4 presents a casethat is initially normalbut with developmentsthat indicate

the possibility of obstructed labour. This is a plannedhomebirth andbecauseof this

novaginalexaminationswere mentionedin the vignette andno internal Diagnostic

Indicators are includedin the casedescription. It is interesting that only seven

midwivesconsideredthe possibility of mechanicalproblems(obstructed labour: cephalo-

pelvicdisproportion, malpresentation,malpositionand large baby)anda further nine

identified the consequenceof this (failure to progress,arrest of the fetal head or

decreaseduterine activity), andninemidwivesidentified possibleexhaustionandor

ketosis. However,almosta half of the midwives(21149)explainedreduced contractions

that had lasted for more than onehour as a familiar feature of normal labour,and more

than onequarter (14/49) did not require further information. Although this was

sometimequalified by waitingan hour to see if contractions resumedandwhile maternal

andfetal condition remainedgood. Most respondents(39/49) did want further

information from abdominalpalpation(10)andvaginalexamination(26) and information

about previousclinical signs(7).

Responsessuggest that midwivesunderstandhowto useexternal signsto diagnose

labourand progressandthat with the exception of a few they do not need information

from vaginalexaminationfor normalcases. More than half of the midwiveswanted

information from vaginalexaminationfor Vignette 4; but morewantedother

information includingthat from abdominalpalpation. This wasnot meant to be a normal

case,but as quite a few midwivesdid not consider the possibility of obstructed labour

they therefore did not indicate a needfor further information. Perhapsexperience of

routine vaginalexaminationin labour hasunderminedmidwivesalertness for signsof

potential abnormality. This is interesting, as routine vaginalexaminationhas been

perceivedas a quality assurancemeasureto ensureabnormality is detected and is

acceptedas suchby someinterviewees (IA2). However,active managementthat relies

on restricted criteria of progress is likely to detect the consequencesof abnormality as

a failure of labour to progressrather than the causeof the failure to progress. Along

with psychOSOCialinfluenceson physiology,mechanicalfactors suchas cephalopelvic

disproportion or malpossitioncancauseproblemsanddelay in labour. The potential for

these situations to present in labourmakesit necessaryfor midwivesto usea more
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holistic examinationthat relies on broader skills andcriteria than those that seemto

beadoptedwhenanactive managementstyle of assessmentis used. Therefore, an

active managementstyle of assessmentthat focuseson restricted criteria of progress,

in particular usingroutine vaginalexaminationis an ineffective approachfor midwivesto

usewhencaring for womenwhoare experiencinga normalbirth processand it doesnot

in itself reducerisk (lA 7).

While most of the respondentsto the questioMaires appearto diagnoseconfidently

without requiring information in the form of internal DiagnosticIndicators for normal

cases,in contrast all of the midwivesin the processof caring for womenon unit 'A' were

observedcarrying out routine vaginalexamination. When the admissionprocesswas

observedvaginalexaminationwas integrated within a comprehensiveassessmentof the

health of the client andfetus and the status of the labour. With expectant

managementa provisionaldiagnosisis possiblefollowing an initial assessmentinvolving

client information andresponsesandclinical examinationthat incorporates abdominal

inspectionandpalpation. Responsesto vignettes indicate that midwivesare able to

diagnoseusingthis information. If necessarywhensignsare unclearor potential

problemsare detected there maybe justification for vaginalexamination. More than

half of the intervieweessuggestedthat findings are comparedwith other information

obtained from external signs,most often to confirm a provisionaldiagnOSiSor

sometimescontrast with a provisionaldiagnosis.

Midwiveswere not observedrecording findings from abdominalexaminationprior to

performing a vaginalexamination,andthis wouldbe expected if it were other than

routine. In addition whenthe admissionprocesswasnot observed it wasclear from

caserecords that midwivesdid not delay carrying out a vaginalexamination. There was

noevidencefrom observationthat a provisionaldiagnosiswasdevelopedprior to vaginal

examinationasa diagnosisof labouror progresswasnot recorded until after each

vaginalexamination. Whenclients hadsubsequentvaginalexaminationsnoneof the

midwiveswere observedcarrying out anabdominalexaminationbefore-hand and there

wasnorecord of this beingdonein the caseswhere I did not observe the examination.
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Obstetricians share the viewthat abdominalexaminationshouldprecedevaginal

examination:

:..perform anabdominalpalpation to assessthe nature of the controctions, the size of the
baby, the position and the degreeof engageml1lltof the htJQd,and the attitude, should the
htJQdbe palpable...""1111perform the IIrIginalassusmlJllt... to confirm what was deduced
from the abdominalpalpation.'(Fay,200J, p20)

The needto maintainwhat Fay(2001) refers to as clinical skills in abdominal

examinationis just as relevant to midwivesas it is to obstetricians, and it canbe argued

that midwives'clinical skills wouldneedto be lessreliant uponvaginalexaminationif

they are to provide expectant management.

A combinationof evidencewasconsideredimportant in clinical diagnosisby interviewees

(19),which, they interpret as holistic assessment.Holistic assessmentseemsto be

interpreted as usingexternal indicators from abdominalexamination,maternal

reactions and reporting andinternal indicators from vaginalexamination. In addition an

indirect wayof obtaining information is electronic equipment(fetal heart rate,

frequency andstrength of contractions) andthis is considered lessreliable than clinical

examination. However,in addition to information from electronic fetal heart rate

monitors, that were usedfor all cases,midwiveswere observedusinga combinationof

evidencesuchas clinical signsfrom external examination,symptomsreported by a

client and reactions to uterine contractions combinedwith information from regular

vaginalexaminations. In general information from vaginalexaminationappearedto be

prioritised in information gathering, information weighing,reporting progress and

influencingcare. However,questionnaireresponsesto vignettes provided diagnosis

baseduponmaternal reporting (telephonecali), evaluationof reaction anda combination

of maternal reaction and information from abdominalexamination.

Anappreciationof a normal labour trajectory is apparent in interview, questionnaireand

observationdata, as recognisingescalatingexternal signsandsymptomsor as a more

narrow appreciationof progressive dilatation of the cervix. Although external signs

tended to be expressed in documentationonadmissionand in the secondstage of

labour. The former appreciationof trajectory is described during interview where

midwivescomparea clients reaction againstexperienceof other casesor experience of
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this particular client to events in pregnancywithin a modelof expectations for normal

labourtrajectory that mayincorporate anappreciationof the changeslinked to parity.

Almost all of the midwiveswhowere interviewed (13) identified that maternal condition

wasimportant in progressassessment.This includedmaternal reactions to labourand

contractions, suchas reported pressuresymptomsand'...Iegsgoingstiff' [I05: 575]

that are thought to be signsof the secondstage of labour. Onemidwife identified that

suchreactions are signsof advancedlabour that canbe usedas analternative to a

vaginalexaminationto confirm the secondstage of labour. Interestingly, questionnaire

responsesusedmaternal responsesdescribed in vignettes as justification for diagnosis

in eachcasewhere maternal behaviourwasusedin the description of advancedlabour

(Vignette 1)andan early labour telephoneconsultation(Vignette 3). Advancedlabour

wasdiagnosedon the basisof maternal noise,involuntarypushingandsignsof maternal

distress, while in the early labour diagnosisthe client wascalmand coping.

An indicationof the importanceattributed to different types of information is

provided in the attention midwivesdemonstrate in includingit in record entries.

Uterine contractions, cervical dilatation, the station of the presenting part andfetal

heart rate seemto be prioritised in client records andare repeatedly referred to

during interviews. Midwivesare responsiveto clients reactions, well-beingand in

particular the needfor analgaesia.Attention is givento locationandseverity of

discomfort with contractions. This is in relation to painmanagementandalsooneof the

determinants of fetal position that hasan influenceon labour trajectory. Despite the

importanceattributed by midwivesto individualclient's reactions to pain,midwivesalso

emphasisedthe variation in women'sreporting andwomen'sresponseto painthat

reducedthe reliability of this as a measureof progress.

Figure4.7 showshowDiagnosticIndicators of the strength of contractions, directly

availableto midwives,either visuallyor usingpalpationas well as from awarenessof

maternal reaction andperception, feature in midwivesoverall evaluation.

134



Chapter4: Analysisof Results- The diagnosticprocessin labourassessment

Figure 4.7: Evaluating Uterine Contractions
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Figure 4.7 shows how DiagnosticIndicators of the strength of contractions, directly

availableto midwives,either visually or usingpalpation as well as from awarenessof

maternal reaction and perception, feature in midwivesoverall evaluation. Figure 4.7 also

showshow the effectiveness of contractions are available from signs during external

palpationor visualisation of descent or changingstation of the fetal head from vaginal

examinationas are internal signs of dilatation and effacement of the cervix.
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Althoughfetal presentation,positionanddescentwere assessedby abdominalpalpation

onadmisSion,nofurther checksof this were observedandthere are no records of this

onthe labour record. In addition very little attention seemsto be givento the position

of the fetus onvaginalexaminationas no fontanels were palpated andthere were only

three references to a suture (a landmarkon the fetal head). Relative inattention to

fetal pOSitionmayexplainwhythere were two caseswith probable misdiagnosisof fetal

position. Although fetal malpossitionfrequently hasnoserious consequencefor labour

there is a higher potential for problems. Howeverwhile it is important to diagnose

correctly if usingexpectant management,it seemsthat vaginalexaminationis already

being incorporated routinely andtherefore the potential for slow progress to be

diagnosedis increased. However,results from this study provide indications that

diagnosticskills are not adequate. This mayexplainthe relative confidenceof

respondentsto questionnaireswhenthey are providedwith diagnostic indicators as part

of vignettes comparedwith midwiveswhowere observedcaring for womenin labour who

haveto identify these indicators usingtheir owndiagnosticskills. It is possiblethat

midwivesare not confident to diagnoseUSingexternal signsbecausethey doubt their

skills, becauseothers doubt their skills or becausethe context of care increasesthe

pressureto be perceivedto be accurate.

The observationphaseindicates that although information from abdominalpalpationis

incorporated into early labourassessment,oncethe admissionexaminationis complete,

midwivesmakegreater useof symptomsreported by client. For example,interval and

strength of uterine contractions, cervical effacement and dilatation, station of the

presentingpart and fetal heart measurements. This changesduring the secondstage

of labourwhenperinealdistensionandvisualisingthe fetal headcanbe usedas

indicators of dilatation andstation.

InftJrlflQtiDII Uncertainty

Midwivesmust learn to processinformation by weighingvarious types of information

from a variety of sourcesto arrive at a diagnosisof progress. Any diagnosiswill consist

of a snapshotalonga continuumof labourandwill be subject to changebecauseof

advancesalongthe labour trajectory due to the physiologicalprocess,deviations or
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halts due to abnormality. Physiologicalprocessesare subject to substantial variations

betweenindividualswhoare normal. Acceptanceof normality is to an extent dependant

uponthe willingnessto recognisethat uncertainty is a feature of normal labour.

learning to accommodateuncertainty in assessmentof progress is necessaryif

midwivesare to engagein expectant management.

Of the midwivesinterviewed in units 'A' and'8' just lessthan half seemedto deal with

uncertainty by recognisingit is not alwaysa problemas it maynot influence the care

that is provided. A midwife mayaccommodateuncertainty by alwaysexpecting the

unexpected,which canbe interpreted, as beingprepared,alert and responsive,in sucha

caseuncertainty is not particularly stressful. Alternatively, expecting the unexpected

is related to not understandingwhat might happenor why,andas a result uncertain

situations mayrepresent partial understanding. Onemidwife whostates: '...nothing

surprises me. I amalwaysprepared ...' did not conveyin her accountof a casean

understandingof the variation of labour trajectory [IA4: 241-255]:

~.. a lady 2days ago... it WtlS her third pregnancy... she Ctlmein previfJusly that morning at 8
O'clfJck,with a very 1Df1!J,U7effaced cervix. Had gonehfJme. CfJmeback... mid afternDfJIl.
She WtlS fully effaced, but stilI just Ius than 2 cm dilated. Not uncomffJrtable at all But
I kept her here ...And as it happened, after about an hour and a half, her Wtlters went, and
she just had this VfJICtlIIicshfJw,and I delivered her half an hfJur later. '

In this situation an uncertain rate of cervical dilatation, which is more often the case

after womenhavetheir first child, wasnot built into the diagnosis. Another of the

interviewees thinks that midwivesshouldrecognisethe potential for labour to be rapid

and the importanceof listening to womenandrecognisingtheir instincts about labour:

~.. when they do !JD in {to the haspital labour wardJ they'rtJ fully dilated, SfJthey probably
shfJuld'vegMe in {at the time fJfJ... the first phfJlle Ctlll{to the labfJur ward fDr advice fJI7

coming inJ ... IN shfJUldknfJW that that can happen.' {IA9: 460-464J

This is about identifying the variability in labour trajectory and clients' variable

responsesto contractions. However,the previousinterviewee [IA4] did not consider,

or at least did not think it important to mentioneither the station of the fetal head,

which is ascertained onvaginalexaminationat the sametime as determining dilatation,

or descentof the headthat is palpated. This is an important sign of progress,
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particularly after the first birth whenthe fetal headusuallyengagesduring labour in

contrast with first births whenthis generallyhappensbefore the onset of labour.

Observationrevealedthat midwivesneededto makedecisionsabout client care suchas

locationfor the stage of labour(homeor labourward), prescribing andadministering

analgaesiaor advisingon distraction to dealwith discomfort, undertaking labour

assessmentandcategorisingfindings, and preparingself, client and relatives for the

birth of the baby. In undertakingthis work the types of potential uncertainty, that

were apparentare:

o Knowingif labour hasbegunor not

o Knowingwhat the outcomeof the labourwill be

o Knowingwhenthe labour processwill end

o Arriving at a diagnosisandsharing it in records or verbal reports

o Diagnosingpotential abnormality with the labour

Eachof these areas requires a processof clinical decision-makingand there is the

potential to get it right or wrongandthe potential for the situation to change.

For somemidwiveswhowere interviewed uncertainty is problematic and they attempt

to reduce this by usingall of their diagnosticskills to create as completea picture as

they are able of labour. No assumptionsare madeabout normality unlessthey have

doneeverything possibleto excludeabnormality. Eachmidwife observedcarried out an

admissionassessmentthat includedvaginalexamination,and it cantherefore be argued

that there is uncertainty about relying uponother clinical skills, or arguingthat

alternative diagnostic indicators are adequatefor lowrisk cases. Observation revealed

that other clinical skills were not fully usedto determine external signsof progress

while repeat vaginalexaminationwere. Most midwiveswhowere interviewed express

uncertainty as a problemfor them becauseother peoplerequire specific information

about eachcase. Thesemidwivesinsist that other peoplesinformation needsare more

of a problemthan the actual labour,and there is an expectation that they must meet

these information needswith more detail than stating that a womanis in labour because

of expectations that dilatation is established (measured). Responsesin the

questionnairesupport that midwivesare able to accept uncertainty and basediagnosis
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of progressonexternal signs. This suggestsit is factors other than diagnosisthat

result in routine vaginalexaminationsfor all but a few midwives.

If dilatation is not measuredat intervals it is unlikely to affect client care unlessthere

are problemswith the labouranda caseis rapid or prolongedand is subjected to risk

managementprocedures. Defensiverecord keepingis a possibleexplanationfor

conformingto proceduresthat do not necessarilymakea contribution to client care.

Duringvaginalexaminationit was unusualto observemidwivesdetermining or declaring

in the records anythingother than the state of the cervix andstation of the presenting

part. This doesnot indicate a desire to be thorough, but it mayimplya lackof

diagnosticskill or confidenceto report alternative types of findings. This may be

explainedby a failure to understandthe importanceof information from abdominal

palpationor vaginalexaminationabout fetal poSition,descent andattitude, or that

specific information is givenpriority in labour records. Interval andstrength of uterine

contractions, cervical effacement and dilatation, station of the presenting part and

fetal heart rate and rhythm are required for the partogram (labour record) and the

'white board' (labour summary)in the office. Midwivesmayexperienceuncertainty if

they do not carry out a vaginalexaminationbecauseof the perceivedrequirement to

provide progressassessmentsummariesthat are basedon limited criteria, including

cervical dilatation. This focus appearsto be associatedwith a failure to record other

information, eventhough labourswere observed [C 2, C5, C7] where such information

might be more important in understandingthe care and managementrequired.

Interestingly, respondentswere able to integrate alternative signsmore fully within

questionnaireresponses. While somemidwivesmayprioritise information required in

labour records, especiallyinformation from vaginalexamination,there are other

explanationsfor this. Onemidwife whowas interviewed describes herself as curious

and wantingto know,and wantingto be able to predict (IA2). This particular midwife

canprovide care without vaginalexaminationbut she usesthis investigation routinely,

andby the questionshe asksencouragesother midwivesto do the same.

While uncertainty is possiblyunacceptableto midwivesbecauseof their ownpreferred

wayof workingor becauseof expectations others haveabout information it seemsthat
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unwillingnessor inability to accommodateuncertainty is associatedwith routine vaginal

examination. Most intervieweesdo not attempt to accommodateuncertainty andwhile

the policy in unit 'B' prevents this, this is not the casein unit 'A'.

Evenfor those intervieweeswhocanaccept uncertainty about labour trajectory under

most circumstancesthat they wouldconsidernormal,there are situations where

uncertainty becomesproblematic. The types of situations identified by interviewees

are presentedandthese situations are discussedin relation to data from the study.

The situations are:

a. Whenthere is conflict betweenclinical signsandextreme maternal reaction

b. If there is suspicionof abnormality

c. Whenanticipated events (in the labour process)do not materialise

d. Analgaesiamanagementis not necessarilya problemwith uncertainty

• Unlessanalgaesiamanagementis linkedto dilatation

• Whenthe needfor analgaesiaseemsexaggeratedrelative to clinical

signs

e. Whenrapid diagnosisis required for client care or conflicting responsibilities

Questionnaireresponsesto Vignette 1suggestedif external signsof progresswere not

visible then a vaginaexaminationshouldbe carried out. This reflects situation 'a' in the

abovelist of indications. Whenextreme maternal reactions are apparentat intervals it

is probablethat they coincidewith normaluterine contractions andcanbe

differentiated from other potential causesby changesto a calmerstate between

contractions. As maternal reactions to contractions anddescent all exhibit

intermittence:

~.. it's naturol in /Qbourto scream.... if you broke your legyou'dshout wouldn'tyou? You'd
hoveapain in your leg....Theintensity of that pain mokesyouscreamand then it goes off
and you havea normalconvet'Stltion,she'sasking for a cupof tea.' [IB17: 756-7601

Intermittence is an important characteristic in differentiating normal labour from

alternative pathologicalconditionssuchas urinary tract infection, placental abruption

or appendicitis.
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The painfrom uterine contractions wasthought by intervieweesto producematernal

effects and copingbehavioursthat are meaningfulin diagnosis,if slightly lessreliable

than clinical examinationbecausematernal reactions canbe extreme relative to the

strength of contractions, andpossiblybe influencedby factors suchas the pre-labour

preparation of the client (Figure 4.7). In addition midwivesneedto learn to interpret

maternalreactions in a context of other information that is available. For example,at

the stage of transition womenoften loosecontrol andpleadfor help. During

observationwhenonewomanhavingher fourth babyexhibited this type of behaviour

she [e5] grudginglyagreedto havean injection that she did not want and in the end

she did not havebecausethere wasnot time to administer it before external signsof

the expulsivephasewere obviousandshe wasgivingbirth. It appearedas if the

midwife [OA3] did not perceivethis woman'sreactions to pain in a context of escalating

labourand insteadshe focused onthe reaction to painandhowshe wouldalleviate it,

eventhough there were obvioussignsof transition to secondstage that this midwife

did not seemto recognise.

Howmidwivesrespondto maternal paincanhaveconsequencesfor the physiologyof

labour. A midwife from unit 'B' described howclients couldbe helpedto copewith pain,

rather than resorting to drugs andepidural immediately:

', they've{midwivu} got to recognise that this womenis tI lowrisk womontIIId the Ct1re
dou not htlve to be intense. But that dou not m«lll the midwife htlsn't got to be thee
with the womon....It's a CtJSeof being in that room with your womont1IIdoffeing he the
retzSSurtlfIcetlnd Ct1rethat she needst1IIdtrying to reduce he need for ...pain relief, which
might help he, Sftzy mobilisedso she'snot lying on the bed, which moku labour
10nger....Ietting her use the bath for ptIin relief, letting her husbandrub her back...
Encourtzginghim to ttlke ptzrt... I {IB17: 404-415}

However,if womendo needanalagesiaand if this is linked by midwifery practice or

policyto dilatation of the cervix, womenwill experiencevaginalexaminationsin order to

haveparticular types of painmanagement.This represents situation 'd' on the list of

indications.
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Vignette 4 on the questionnaireset upa casethat represented situation 'c' on the list

of indications. About half of respondentssuspectedabnormality (situation 'b') and

slightly more wantedto carry out a vaginalexamination. Someof those whowantedto

carry out a vaginalexaminationfor Vignette 4 alsowantedto usevaginalexaminationin

Vignettes 1and 2, whichwere normalsituations. While almost half of questionnaire

respondentsseemable to identify an indication for carrying out vaginalexamination,

almostonethird of questionnairerespondentsdid not recognisethat information on

dilatation (andother information to identify obstruction) washighly desirable for a

diagnosisfor Vignette 4. This indicates that there maynot be anappreciationof

situations where it couldbe consideredadvisablefor midwivesto carry out a YQginal

examinationto confirm a diagnosisof progressor abnormality.

It is possiblethat results maynot represent midwivespractice in clinical situations as

somequestionnairerespondentscommentabout the lack of information that providesa

holistic picture of a case:

It is very difficult to assessand commentoncasu, it is muchetlSierwhenyouare looking
at a WOmtlfl, as it is individUtJIand circumstantial' [QA 21}

'It is very difficult to just define likelyprogress without beingable to useDther
knowledgeyou hoven'tprovided and intuition, gut feeling abDutQ knownWOmtlfl. ' [QB 4]

However,in Vignette 4 midwiveswere required to considera clinical situation from

information over the telephone,provided by a communitymidwife, where first hand

visualandauditory observationof the client was not possible. Twoquestionnaire

respondentsidentify the needto involvethe womanand to usea rangeof diagnostic

information andskills:

'Alwaysinvolve the women.' [QA 14}

'I wouldc()fl$iderso manyother things that are not stated in the f/uestion,lie tlfIdposition
of the fetus, decent,etc. Anything whichempowersmidwivu to really use their skills will
begreat. '[Q84}

While the results appearsto support a dynamicbetweena midwife anda womanin

creating optimummanagementfor a case,they alsoemphasisethat midwivesmaynot

appreciatesituations where information from a clinical examination,includingvaginal
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examinationis advisable. This is important as it builds a picture of practice in which

the understandingof somemidwivesabout the circumstancesin which diagnostic

information is required for effective managementdoesnot seemto be adequate.

Needfor a rapid diagnosis,is identified by intervieweesas a causeof uncertainty

becauseof pressurefrom womento provideaccurate information so that they can

managetheir socialsituation. This represents situation 'e' on the list of indications.

Observationdid not support the fact that birth partners needto knowif womenare in

labour,but in eachof the casesobserved it wasobviousfrom the reaction of the woman

to contractions that labourhad begun,or in onecasewhere it wasnot clear there were

maternal health problemsthat require that the womanstay in hospital. Some

intervieweesbelieve that womenexpect to havevaginalexaminationsand usedilatation

of the cervix as a measureof their progress. Information provided in the pre-natal

period educateswomenabout progress in labourusingdilatation as evidenceof progress

(Bounty2002, National Health Service 2001,Northumbria Healthcare NHS Trust

2002) so it should be nosurprise if this is the type of information that womenexpect.

However,noneof the communicationabout labour progress that I observed included

prompts from womenfor specific information about cervical dilatation. On the contrary

womenseemedto be passivewhenreceiving information about dilatation and most of

their concernswere moregeneralandrelated to care. Womendo want to knowthat

they are in labourand needto be reassuredthat everything is progresSingandnormal,

but it is perhapsreassuranceand care that they needrather than specific information.

It is interesting that onemidwife believesthat womencanbe persuadedto accept

alternative information to dilatation evenif they askspecifically for dilatation initially.

It is reasonableto assumethat most womencouldbe easily convincedthat they are in

labour if they havecometo the labour ward. Undertaking vaginalexaminationin early

labour is possiblyrelated to midwivesreluctance to admit womenwhoare not in

'established labour',women'sreluctance to go homeunlessthey are convincedthat they

will not deliver outside of the hospital andmidwivesneedto documentthat the cervix

wasnot 3 cmdilated whenthe womanwasadvisedto go home.
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iii) Progress Classification

ProgressClassification is the culminationof information gathering and processing

resulting in a diagnosisof labouror labour progress. The diagnosistakes the form of a

provisionalhypothesis,that if accurate at the time is subject to changeasa result of

anescalatingandvariable labourtrajectory. A provisionaldiagnosismight require

modification whenadditional information from intermittent assessmentduring labour is

not confirmatory and insteadpresents conflicting information. Sometimeslabour

appearsto be effective with regular, strong contractions of goodduration, but doesnot

escalateaccordingto expectations about normalprogress. In suchcircumstancesa

provisionaldiagnosisof effective labour mayrequire review. Sometimesa provisional

diagnosismight be partially correct. It is possiblethat a provisionaldiagnosisthat

labourprogress is advancingis supported by escalatingsignsof labour andconfirmed at

the expulsivephase,while at the sametime a provisionaldiagnosisof fetal presentation

or position is shownto be incorrect at the time of birth. Whena provisionaldiagnosis

that categoriSeslabouras 'lowrisk' or 'normal'is demonstrated to be incorrect (e.g.a

mal-presentation is diagnosed)or to changeduring the labour process(e.g.the duration

of labourexceedsthe expected duration) this is an indication for a medicalreferral.

The information that midwivesuseto arrive at a diagnosisinfluencesthe waythat the

diagnosisis expressed. Fourof the midwiveswhowere interviewed reported during

interview that they did not useroutine vaginalexaminations. Instead they report that

they rely predominantlyon holistic assessmentthat equateswith Expectant

Management,and is baseduponclinical signsfrom external examinationandsymptoms

reported by clients, includingreaction to uterine contractions. Although I did not

observethese midwivescarrying out assessmentI did observemidwiveswhoreported

during interview that they did useroutine vaginalassessment.Abdominalexamination

and palpationcanconfirm a normalpresentation anddiagnosefetal poSition,flexion,

levelof descent of the fetal headand the parameter of uterine contractions. Maternal

symptomsandreactions mayhelp to verify this information. Labour is diagnosedby the

presenceof regular, moderate to strong contractions of reasonableduration, that
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generallycausea degreeof discomfort and there maybe evidenceof a 'show'or

drainingamnioticfluid. Progressis interpreted in terms of contractions that escalate

until they are regular lasting every 2-3 minutes,strong and lasting 40 -50 seconds,

accompaniedby rotation anddescent of the fetus; maternal andfetal condition must

remainnormal. Lackof progress is suspectedif labourdoesnot appearto escalateor

there is anabsenceof the signsof transition to the secondstage after severalhours

of goodcontractions (strong contractions every 2-3 minutes). In suchcircumstances

midwivesmaysuspectthe possibility of a delay in labourand usevaginalexaminationto

confirm a provisionaldiagnosis,excludeabnormalityanddecide uponfurther

managementor referral to anobstetrician.

Interviews, observationandsecondarydata from client records has demonstrated that

almostall midwivesin unit 'A' arrive at a provisionaldiagnosisafter comparing

information from client's reactions andreported symptomswith information from

regular vaginalexaminations. AIthoughwhenwomenare in early labour andwhen

midwiveswant to establish parameters of uterine contractions abdominalexaminationis

alsoused. Assessmentof progress is generallybasedon contractions, dilatation of the

cervix, station of the headandfetal condition.Labourdiagnosisis baseduponuterine

contractions andeffacement and dilatation of the cervix. A diagnosisof labour that is

possiblefrom external signsis supersededby a diagnosisof 'established labour' that is

recognisedwhenthe cervix hasdilated to 3cm. Before this labour is classified as

latent andnot subject to routines of care andmonitoring. Progressis interpreted as

progressivedilatation of the cervix, anddelay represents a failure of dilatation to keep

upwith expectations for dilatation rate baseduponpopulationstudies. In unit 'A'

progressshouldalsobe basedon descent of the fetal head,but as abdominalpalpation

wasnot witnessedprior to vaginalexaminationsis probable that the station of the head

is assessedonvaginalexamination,intervieweesfrom unit 'B' confirm that station is

measuredduring vaginalexaminationanddescent is measuredon palpation. Lackof

progresscanbe suspectedif labour doesnot escalateand is demonstrated by slow

dilatation betweenvaginalexaminations. In suchcircumstancesmidwivesmaysuspect

the possibility of continuingdelay in labourandundertake a referral to an obstetrician

or usea prescribed obstetric regimenof intervention.
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Reasonsthat intervieweesgivefor usingvaginalexaminationin preference to relying on

abdominalexaminationare: to justify decisions,to diagnoseestablished labour before

commencingthe partogram,for information on the stage of labour, it is expected every

4 hours,before administering intramuscularMorphineand prior to dischargefrom

labourward whenwomenare not in established labour. The last two reasonsare related

to practice guidelinesin unit 'A', andunit 'B' haspellelesthat require regular vaginal

examinations. The first three reasonsthat intervieweesprovide for undertaking

vaginalexaminationsrelate to diagnosisof labour, labourprogressand labour care.

Midwiveswhouseexpectant managementwouldhaveto usealternative information to

justify decisions,a diagnosisof established labour cannotbe basedondilatation of the

cervix and the partogram wouldhavenoentries for dilatation. Usingexpectant

managementmeansthat a midwife cannotverify that the cervix is dilating andunless

there is an indication to carry out a vaginalexaminationthere will be noconfirmation of

progressuntil the secondstage of labour. While descentof the headis a reliable

indicator of progress it is lessdiscernableuntil the later part of the first stage and

the secondstage of labour. Midwiveswhouseexpectant managementhave learned to

dealwith uncertainty about the processof labour, to focus on the end target of a

normalbirth and to recognisesituations where further information is required, while

midwiveswhohaveonly useda routine of assessmentbasedon the criteria of active

managementmight not havedevelopedthis recognition. Midwiveswhocarry out routine

vaginalexaminationshavefrequent feedback on the courseof labouranduncertainty is

lessof a feature with their approachandthey maynot learn to tolerate it. In unit 'B'

onemidwife hasexperienceof expectant managementbut is prevented from usingthis

approachunlessclients refuse vaginalexaminations,while in unit 'A' there is no written

policy but most hospital midwivessupport routine vaginalexamination. In addition it is

possiblethat focussingona more limited rangeof indicators reduces the complexity of

the diagnosticprocessandmakesthe unpredictability of labourmore certain but less

accurate. This maybe acceptable if the certainty wasalsoa reality but in truth it is

not. As an exampleof the waythat appreciationof signs is related to time with women,

onemidwife [lB17] describes howmedicalstaff cannotunderstand most of the signsof

labour progress that midwivescanuse:
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'theydon't spenda lot of time with the women.Theyonlyever comein if there's aproblem.
Theydon't comein and lookafter a normal labourer. Theissuewith medicalstaff I think is
they don't IIIderstand normal in midwifery at all Theyjust understand the abnormal
becausethey alwayscomein for the abnormal'[IBJ7: 167-171]

This is seenas inevitable becauseof the reduced proximity medicalstaff havewith

womenunlesscalled to intervene. However,an illusionof a simplified modelof progress

canbe achievedat the expenseof failing to acknowledgethe complexity of the

physiologicalprocessandthe variability between individualsthat is only understoodasa

result of sustained interaction, observationandassessmentin a context of identifying

birth as potentially lowrisk. Midwivesare alsovulnerableto developingan

oversimplified, or problematisedallUSionof childbirth if they adopt a medicalapproach

where more technical indicators are measuredintermittently rather than relying more

uponintuitive indicators that only developasa result of experiencing labouras

proximity with women:

~.. midwivesdo havean instinct. rm sure nursesdo ...whereever they're working,whether
it's in ITV, whenthey lookafter patients for a while,aninstinct sort of develops...you...
knowwhensomethingisgoing to htzppen.Youcan.. anticipate this is what isgoing to
happen ....YouCtII'I ••• ful it .... whichyoupick up becauseyou're there with thtJt woman.And
the longeryouare a midwife, the t/uickeryoupick up the subtleties ...' [IBJ7: 9~1-9~9]

In order for midwivesto useexpectant managementthis interviewee considers

midwivesmust spendtime with womenin labour:

'Thenagainthe midwife isgoing to ht1Veto learn to spendmore time with the women...'
[I817: 364-365]

Whenbirth is identified as potentially lowrisk it is possiblewhile sustainingphysiology

to weighindicators within a processof 'vigilant watchfulness'and 'experienced knowing'

where midwivesuse less intrusive methodsfrequently to ensurethat the processof

birth reflects expectations baseduponexperienceof varied cases. It is particularly

problematic that abdominalpalpation is not generallycarried out prior to vaginal

examinationin unit 'A' because:

• Information on presentation andposition of the fetus is availableandmore easily

distinguishedusingpalpation.
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• Diagnosingpresentationandposition of the fetus onabdominalpalpationcanguide

the search for the positionof sutures andfontanelles on the fetal head.

• Descentof the head is a more reliable indicator of progress than station of the

head,that canbe misleadingbecauseof caput succedaneumandmoulding,and

comparingdescent andstation canprovidean indication of the degreeof moulding.

As well as carrying out abdominalpalpationbefore undertaking vaginalexaminationit

alsoseemsgoodpractice to makea record of the results. Fay(2001, p20) considers it

important to 'Record the findings. .. 'of the abdominalpalpationas a :..f/UQlitycontrol

exercise: This wayof working is consideredto be important if obstetricians are not to

:..Iose ... clinical ski/ls! the samecanbe said for midwives. It is alsouseful to reflect

uponthe findings from abdominalpalpationandproducea provisionaldiagnosisthat can

be verified by findings from vaginalexamination. This is a useful processto develop

diagnosticskills, in particular when learningto recogniseprogress in a variety of ways.

Whenmidwiveshavedevelopeddiagnosticskills andhave learnedto recogniseprogress

recording evidencefrom abdominalexaminationandproducinga provisionaldiagnosis

mayconvincethem that it is possibleto provide adequateandacceptableandcare for

lowrisk womenwithout resorting to vaginalexamination. Midwivesappearto focus on

care andthis is prioritised in communicationover diagnosis.

Duringobservationnoneof the midwivestalked about or reported posture at the time

of assessmentbut midwives[OA1, OA2, OA6] encouragedchangesin position to aid

rotation andto help with discomfort andtwo midwives[OA5, OA6] encouraged

mobilisationearly in labour. Although midwiveswere not directly askedabout care and

managementa few questioMaire responsesadvocatedmobilisationand changein

position in early labour (Vignette 3) and whencontractions that had beenstrong and

frequent reduced several hours afterwards (Vignette 4). As well as beingan indicator

of progress,posture is considered important in normal labour to help with optimumfetal

positioningandbecauseof this mobilisationor avoidingsupinelying pOSitionsmaybe

encouraged.This responseindicates that midwivesemphasisecare over diagnOSiS,

particularly in situations where secondhandinformation is provided as the client is at
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home. Mobilisation assists the physiologyof labour,encouragesfavourable rotation of

the fetal occiput, descentand improvedcontractions.

Oneinterviewee puts progressdiagnosisin perspectiveandconsiders the valueof

measuresof dilatation in normal labour:

~...you canobservea lot by th« woman'spostir« and th~ waysh~ is respondingto
contractions and...if you'renot bother~d about th« rate of progress ...what or~ you
actuallygainingby doing that initial Vr:Jgifltllexamination,not 0 lot I don't think retllly or~
you? It's onlywhenyou ful bound.... to a rate of progressandyou wont to establish that
sh~'s in labournowat 6 o'clock~CQUS~that's th~point wher~rll start th~portogram ...
but by doing that you'r~ committingher from that point to 0 rate of progress and th~
possibility of intervention aren't youb~CQus~..". Sosh~might hav~CDm~in ond th« cervix
might be2cm,3cmdi/at~d, it might hov~beenlik~ that for a coup/~of w~eksyou knOw. '
[I819: 600-611J

Resultsfrom questionnairesindicate that midwivesare capableof identifying lowrisk

casesanddiagnosingthe stage of labouron the basisof maternal reactions.

Most midwiveswanted further information from clinical examinationandabdominal

palpation,but few required a vaginalexaminationto confirm their diagnosis. Midwives

do not perform so well diagnosingor suspectingproblemsin labour that result in

diminishedcontractions. This has the potential to be problematic, as expectant

managementrequires that midwivescan identify the needfor specific assessmentand

provide justification. This is necessaryto recogniseif altered physiologydevelopsfor

mother and fetus or whenmechanicalproblemseither exist or should be suspected

from developmentsin the trajectory of labour. However,just as important as

diagnosingproblemsis that midwivessustain normalbirth phYSiology.Results indicate

that there are particular strategies involvingmobilisation,favourable positions and

nutritional intake that midwivescanencouragewomenthat are lowrisk to adopt, that

reduce mechanicalproblems,aid efficiency of uterine contractions and empowerwomen

to deal with discomfort.

Summary

While results discussedin this chapter build a picture of practice in which a dynamic

betweenmidwife and womanis optimumfor casemanagementthe understandingof
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somemidwivesabout the circumstancesin whichdiagnostic information is required for

effective managementdoesnot seemto be adequate.

Midwiveswhouseexpectant managementhavelearnedto deal with the inevitable

variation anduncertainty of normal labour,to focus on phYSiologyand individualwoman's

experiencesof a normalbirth andto recognisesituations where further information is

required. In contrast, midwiveswhoare familiar onlywith a routine of assessment

basedon the criteria of active managementappearto be missingthis recognition, while

at the sametime frequent feedback on the courseof labour may makeuncertainty less

of a feature andthey maynot learn to recogniseit as suchor to tolerate it.

Focussingon a limited rangeof indicators usedin active managementmay alter howthe

complexityof the diagnosticprocessis perceivedandmakethe unpredictability of

labourappearmore certain but lessaccurate. This inaccuracycould be considered

acceptableif the certainty wasalsoa reality but in truth it is not and it may be

associatedwith a failure to recogniseproblemsor potential problemswith consequence

for the processandoutcomeof labour if it hasunderminedmidwivesalertness for signs

of potential abnormality. Despiteactive managementbeingperceivedas a quality

assurancemeasureto ensurethat abnormality is detected, in itself it is likely to detect

the consequencesof abnormalityas a failure of labour to progress rather than the

causeof the problem.

The potential for abnormality in labour makesit necessaryfor midwivesto useholistic

examinationthat relies on broader skills andcriteria than those that form the basisof

an ineffective active managementstyle of assessment.However,results from this

study indicate that midwivesmay not consider that their diagnostic skills are adequate

for them to useexpectant management.It is possiblethat midwivesare not confident

to diagnoseusingexternal signsbecausethey doubt their skills, others doubt their

skills or the context of care increasesthe pressurefor them to be accurate.

Unfortunately this misleadingperception of accuracyis supported at the expenseof

holistic assessment.
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Most midwivesbasetheir assessmentof progresson limited diagnostic information

from vaginalexamination. While midwiveswhouseexpectant managementreserve the

useof vaginalexaminationfor situations whenother information providesan inadequate

holistic assessmentandthey requires information from vaginalexaminationto complete

the imageof the labourprocess.

All midwiveshaveavailableto them holistic information but most in the study regard it

as lessrelevant for diagnosis.A difference in realisingandprioritising external or

internal signsas diagnostic indicators appearsto be a feature of the assessmentstyle

adopted by individualmidwives. This difference is explored in Chapter 5, in which the

results are usedto examinethe waysby which an individualmidwife's diagnostic

orientation hasimplicationsfor the wayin which the DiagnosticProcessis expressed.
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CHAPTER !5: ANALYSIS OF RESULTS -

DIAGNOSTIC ORIENTATION IN LABOUR PROGRESSASSESSMENT

Themodeldevelopedfrom this study andpresentedwithin this Thesis (Figure 6.1: Midwives

AssessingIntrapartum Progress)reflects the findings of this research about the approach

adoptedby midwiveswhenthey are assessingprogress in labour. This approachis giventhe

headingDiagnosticOrientation within the modeland is comprisedof categories developedfrom

the results andtested for fit against the project model. The sub-headingsin this chapter

reflect categoriesof DiagnosticOrientation. As illustrated by the project model(Figure 6.1)

individualmidwivesexpress a particular DiagnosticOrientation asa result of learningto

practice midwifery and provide womenwith care in labour;part of this involvesparticipating in

the DiagnosticProcessandassessinglabourprogressand reflecting on performance in

classifyingprogressandeventualbirth outcomes. The DiagnosticOrientation adopted by a

midwife influencesher partiCipation in the DiagnosticProcess(Figure 6.1),which wasdiscussed

in Chapter4. Categoriesthat makeup DiagnosticOrientation are identified within the project

diagram(Figure 6.1)and giventhe labelsActivity Style, Sphereof Practice andConfidence.

Theseare presented belowanddiscussedin relation to findings within the chapter:

(i) Activity Style as individualmidwivesexpress their approachcanbe groupedto reflect one

of two overall approachesto assessment:either anactive managementstyle or an expectant

managementstyle of assessment;the latter style is lesscommon.As Activity Style is

interpreted as a multifaceted phenomenon,in order to structure Q discussionof the findings

that are relevant to it sub-headingshavebeenadopted (Figure 6.1):

• The evolutionof the hierarchy of knowledgeandskills,

• Comparinga predictive activity style with a confirmatory activity style for progress

assessment,

• The role of experience in developingknowledgeandskills for casespecific

assessment,and

• Organisationalandsocial factors assumingpriority over client care.
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(ii) Sphereof Practice reflects the work-basedlocationof midwivesin the communityor

hospital,their grade or seniority andthe influenceof this on their viewandapproachto

labourprogressassessment.Sphereof Practice influencesConfidenceand Activity Style

(Figure 6.1).

(iii) Confidenceis associatedwith andappearsto be vital within anexpectant management

style of assessment,andas it is madeupof three distinct but related componentsthese are

presentedas sub headingsaroundwhicha discussionof findings is organised:

• Motivation that is further subdividedinto the impactof vaginalexaminationfor

womenandprovidinga positive experiencefor clients

• Understanding

• Capability

Thesecategories form the basisof the discussionpresented in this chapter.

(i) Activity Style

Activity Style represents competingknowledgeand competingperspectiveson labour progress

andit developsin a context of professionalmidwifery experiencesand competingpriorities

betweenwomen'sneedfor care andthe influencesof the work placethat factor in learning

what is important. As well as the elementsthat form the sub-categoriesof Activity Style and

influenceActivity Style two other categories within DiagnosticOrientation; Sphere of Practice

andConfidencealso havean influenceon the developmentof individualmidwivesActivity Style

(Figure6.1).

Activity style reflects anapproachto assessment.While there are degreesof variation, most

midwivesadopt a style oriented towards active managementof labourand measurementsof

cervical dilatation. A few midwivesdifferentiate lowrisk casesfor which they orientate

assessmentto a broad rangeof diagnosticmethods broadly reflective of an expectant

managementstyle. In this case.vaginalexaminationis usedaccordingto casespecific

requirementswhenmidwivesare concernedabout the.progressof labour, maternal or fetal
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conditionor suspectabnormalpresentations. In the active managementstyle, midwivesuse

dilatation of the cervix as a basisby which they canpredict the duration and outcomeof labour,

baseduponpopulationstudies of rates of dilatation. In this caseexpectation about outcomeis

baseduponpopulationparameters,where phYSiologicalextreme is poorly accommodated.In the

expectant managementstyle midwivesusea wide rangeof skills and indicators to confirm or

disconfirm their expectation that normal labour is progressingandmother andfetus are well.

In this casethe expectation about outcomeis baseduponphysiologicalcircumstancesfor

individualcasesandphysiologicalextremes are better accommodated.

Resultsfrom this study indicate that opportunities to developknowledgeandskill in labour

progressassessmentappearto focus predominantlyona limited rangeof criteria andto

incorporateroutine 'measurement'of the degree of dilatation of the cervix. While this

information is very important in specific circumstances,its frequent USewhenevaluating

progressfor lowrisk casesmayreflect an emphasisthat exemplifies a hierarchy of knowledge

andskills.

The Evolution of the Hierarchy of KlIDWledgeand Skills

There appearsto be bias in favour of anactive managementstyle of assessmentbasedupon

what is consideredto be 'technical', 'quantifiable' criteria of progress. This seemsto be

favoured over anexpectant managementstyle of assessmentanda knowledgebasethat is

associatedwith 'female wisdom'or 'experiencedknowing'.This secondtype of knowledgebase

emergesfrom extensive proximity with womenin childbirth where care is also interpreted as

'vigilant watchfulness'and 'supportivecompanionship'as a replacementto intervention or

investigationin the form of serial vaginalexamination. While it is important to identify the

valueof 'beingwith' over the moreauthoritative 'doingto' work style, it is also important to

counter the devaluingof midwifery knowledgeand the absolute legitimacy of authoritative

knowledgethat is pervasive,as it 'seemsnatural, reasonableandconsensuallyconstructed'

(Jordan, 1997,57). An expectant managementstyle of assessmentis equallyscientific in the

broadest senseof measurementandobservation. Observation traditionally hasbeena hallmark

of sciencebut hasnot adopteda reductionist stance associatedwith the useof statistical

parameters. This is in contrast with active management'sadoptionof the partogram by which to

graphicallyrecord cervical dilatation of individualwomensequentially to compareprogress

154



Chapter !5: Analysis of Results - Diagnostic Orientation in Labour Progress Assessment

againstrates of expected progressbasedonpopulationparameters (Beazley& Kurjak, 1972).

Observationis the basisof expectant managementand the associatedknowledgebaseis

therefore claimedasanalternative scientific perspectiveon labour progress.

To establishnormality andprogressmidwivesneedto palpatethe abdomento verify among

other things the position andflexion of the fetus and the level of the presenting part in

relation to the pelvic brim. While effacement anddilatation of the cervix are also indicators of

progressit is not necessaryto undertakea vaginalexaminationto obtain this information

routinely (McCormack,2003). It is unnecessaryto undertake vaginalexaminationto determine

the levelof the presenting part as 'descent canbe followed ...Byabdominalpalpation'

(McCormack,2003, p. 462). This is also the casefor pOSitionand flexion. Uterine contractions

are a goodindicator of labourcommencementandcontractions that increaseor sustain

frequency,strength andduration indicate labourprogress. Although midwivesin the study

mostlyemphasisecervical changesas evidenceof progress,midwivescaring for healthy women

experiencingphysiologicallabourcanuseinformation from client reaction and the level of the

presentingpart as evidencethat progress is beingmade. This is supported by an entry in

Baillier'sMidwives'Dictionary (Adams,1983,p225):

'Progress of Labour: this is QSSessedby descent of the fetal htllJd. This is now commtJIIly
determined by fifths which remain ptJlpable above the pelvic brim. '

Until the interval betweencontractions reduceswomencanbe reassuredand madecomfortable.

50 longas contractions increaseor sustain there is noclinical advantageto knowexactly what

progresshasbeenmadeunlessa problemwith labour is suspectedor the womanwill not have

accessto a midwife.

If midwivesdid not useregular vaginalexaminationthey wouldbe required to use indicators

that dependeduponexternal signsand informed observation rather than what is accepted as

'scientific' knowledgeobtained from investigation. According to Baillier's Midwives'Dictionary

(Adams,1983,p224):

'An experienced pers()fl can!JtIuge the progress of hbour sufficiently acculY1tely by observtltion of
the patient, ...'
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Midwiveswouldhaveto be preparedto classify labouras normal,whenin the absenceof

abnormalitythey predict a normalbirth, andunlessproblemsare suspectedexperienced

midwiveswouldbe prepared to wait andsee. The sameneedfor acceptanceof observationand

external signswouldapplyto pregnantwomenandtheir birth partners, whoneedto develop

attributes suchas patience. In contrast, 'clients' are currently provided with information that

educatesthem about the processof childbirth from a perspective,basedpredominantlyupon

changesto the cervix, and inculcatedwith the perceptionthat childbirth is precisely

unsurprising.This simplification of childbirth is in contrast with the view of profesSional

practice in which the context within which profesSionalspractice is recognisedas complex

(Altrichter et 01, (1993).This view is oriented towards a perspective basedon reflective

rationality, where the experiencesof those involvedin anaction context are the focus for

study. Eraut et ai's (1998) framework for work-basedlearningrecogniSeswhat individuals

learn,howthey learn andthe factors that affect this learning. This may explain whyan

approachfor labourassessmentthat is suitable for medicalpractitioners is lessappropriate for

midwives.

Accordingto McCormackwhenmidwivesare caring for 'lowrisk' women'it is not essential to

examinewomenvaginallyat frequent intervals' (2003, p 463). The reasonfor this is that

midwivesare able to usealternative information that is readily availableover a sustainedperiod

of observationwhile they provide care for womenin labour. This sustained observation is not

availableto medicalstaff becausethey do not spendtime with womenin labour. A feature of

maternity care in the UK is that midwivesprovide care andcompanionshipand medicalstaff

attend at the request of the midwife or at intervals. Therefore, not only do they fail to observe

for themselves,but also if midwivesreport observedchangesto them they are less likely to

understandthe relevanceor significanceof the observation. Altrichter et ai's(1993)and Eraut

et ai's(1998)perspectiveon action knowledgeprovide insight into the reliance onscheduled

vaginalexaminationand technical information by medicalstaff. As a result of not beingpresent

to observe,or learn the significanceof what canbe observedmedicalstaff prefer midwivesto

producerecords they canunderstandandthat will be availablefor them whenthey visit.

Examplesof this are recording of dilatation and station on the graph of a partogram anda 'print

out' showingelectronic fetal heart rate and contractions. Howeverthere are times when

midwivesmay needto usevaginalexaminationbecause,'... it maybe useful to do so when
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progressis in doubt or another indicationarises. When this is necessaryprogresscanbe

established...' (McCormack,2003, p 463).

Howeverif the risk of problemshasbeenevaluatedas low,care andassessmentcanreflect

this:

:.. they've[midwivesJgot to recognisethat this womenis a lowrisk womanand the care doesnot
haveto be intense.But that doesnot meanthe midwife hasn'tgot to be there with the woman.' [G2:
404-406J

Part of successfullyadoptinganexpectant managementstyle is knowingwhenit is necessaryto

undertakea clinical assessmentandwhenthis should incorporate a vaginalexamination.

Midwifery textbooks were consultedto identify the circumstancesin which they recommended

that midwivesmight find it necessaryto carry out vaginalexaminations. In order to understand

vaginalexaminationswithin a historical context older editions of textbooks havebeenconsulted

(Myles1975,Towler & Butler 1980,Bennett & Brown1989,Bennett & Brown1999). Most of the

indicationslisted in Myles Textbook For Midwives(Bennett and Brown,1989,p155;1993,p159

and1999,p401-402) (Figure. 5.1)were represented in results from this study.

F !5.1 : Indications for V lnal Examination
Accordingto Myles Textbook for Midwives edited by Bannett and Brown, a vaginal examination
may be performed to:

• 'To makea positive diagnosisof labour
• To makea positive identification of presentation
• To determine if the headis engagedin caseof doubt
• Toascertain whether the forewaters haveruptured or to rupture them artificially
• To excludecord prolapseafter rupture of the forewaters, especiallyif there is an ill-fitting

presentingpart
• Toassessprogress or delay in labour
• *To applya fetal scalpelectrode
• To confirm full dilatation of the cervix
• *In multiple pregnancyto confirm the lie andpresentation of the secondtwin and in order to

puncturethe secondamniotic sac.'
kMett cl Brown 1989, 1"; Cassl , 1993, 1!59and Cassl

This wasalsothe casefor indications in anearlier midwifery textbook (Figure 5.2) by Towler

and Butler (1980, 321-322). It is worth noting that there are slight differences betweenthe

lists from eachtextbook. However,most of the indications listed are represented in the data

from this study. In particular the eighth indication provided by the earlier textbook by Towler

and Butler (1980)Seemsrelevant, in this caseprior to a womanleavinghospital. There were
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items in the list from Mylesnot identified in the study r)andthe study provided anadditional

indicationfor vaginalexamination;prior to administering intramuscularanalgesia.

Figure 5.2: Indications for Vaginal Examination
'VaginalExaminationin Labour

Itmaybe necessaryto examinethe pati£nt per vaginam,in the following circumstances:
1. To determine or to confirm the pres£ntingpart in casesof doubt;
2. To determine the positionof the head;
3. To determine the station of the presentingpart in the pelvis;
4. Toassessthe state of the membranes;whether they haveruptured, and or if they have

not, whether they are tense andbulging,or flaccid;
5. Toassessthe progressof labour;

(i) Bythe degreeof dilatation of the cervix;
(ii) By the amountof descentof the presentingpart;
(iii) Bythe amountof rotation;

6. Where there is apparentdelay in labour;
7. To decide, in casesof difficulty, whether the cervix is fully dilated or not;
8. Before the midwife in domiciliarypractice leavesher patient:

(Towler and Butler, 1980,pp 321-322)

In contrast to the lists of indicationsprovided post 1980'sanearlier edition of Myles Textbook

for Midwives(Myles, 1975)providesan insight into midwifery practice prior to the widespread

implementationof birth technologysuchas ultrasoundandactive managementof labourand

prior to the virtual eradication of communitybirth attended by midwivesand General

Practitioners (Figure 5.3). In particular it is worth noting that in midwifery practice in the UK

indication4 rarely appliestoday as enemasare nowinfrequently usedand indication 9 is unusual

as these conditionsare generallydiagnosedusingultrasoundscreeningin the antenatal period.

What is interesting about the list from the earliest edition of Myles is that vaginal

examinationsare identified for caseswhere accurate monitoringon cervical dilatation is

required suchas 'high risk' cases,whenlabour is accelerated and whenepidural analgesiais used

(Myles 1975).

It is clear that the authors of these textbooks consideredthat alternative information could

be usedto assessprogress. In the edition edited by Bennett and Brown,Cassidy(1999, 155)

states that:

'Themidwife should reolise that a vrzgintlleJtamintltionis IIDt always the only way of obtaining this
infortTltltion and that Ctlreful. continuousobservation of the hbouring mother will ent1bleher to
avoid IIf(lkingunnecuStJry vrzgintlleJtamintltions.'
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Figt,ft !S.3: Indications for Vaginal Examination
'Indications for Vaginal Examination

Vaginalexaminationsare nowbeingdonemorefrequently in order to monitor cervical dilatation more
accuratelyin casesof 'high risk' andto diagnoseprolongationof the latent phase:e.g.(a) during
accelerationof labourand(b) epiduralanalgesia.
1. To decidewhether the womanis in labour.
2. Whenthere is doubt regardingthe presentation,as mayarise in a primigravid patient with rigid

abdominalwalls.
3. In an obesepatient, to determine whether the headis engagedor not.
4. Before givingan enemato a multiparouspatient havingstrong contractions in caseshe is nearingthe

secondstage.
5. Whenin doubt as to whether the secondstage hasbegun,e.g.perSistent pushingat the endof the

first stage.
6. To determinethe causeof delayandto report suchfacts as the levelof the presentingpart, size of

the caputandthe degreeof mouldingto the doctor.
7. Whenprolapseof the cord is likely to occur:

(a) After the membraneshaveruptured in polyhydramnios.
(b) After the membraneshaveruptured in a breech or face presentation.
(c) After the membraneshaveruptured in a multiparouspatient whenthe headis not engaged.
(d) Duringlabour inducedbyamniotomy.

8. If there is doubt regarding the lie of the secondtwin, or in order to puncture the secondbagof
membraneswhencontractions havenot recommencedafter 5 minutes.

9. Whensomeabnormality of the fetus is suspected,e.g.anencephalyor hydrocephaly.'
(Myles, 197!5, pp247-248)

There is an interesting developmentin the most recent edition (Edn.14)of Myles T£Xtbook for

MidwiveswhereMcCormack(2003, p.445) adds '...whichshouldbe kept to a minimum'to the

statement in the abovequotation. In this edition of the textbook indications for performing

vaginalexaminationsare different from those in earlier editions, as two havebeenomitted

from the list eTo makea positive diagnosisof labour'and'To applya fetal scalpelectrode').

This may reflect changingviewson labour monitoringor different viewsheld by the author of

the recently updatedchapter in the bookandthe neweditors (Fraser & Cooper,2003). There

are several factors that might explainwhy most midwivesin this study usedilatation of the

cervix asa measureof progressand vaginalexaminationas a procedure routinely. It is possible

that effacement anddilatation of the cervix are identified as the definitive signof labour and

labourprogress. This is definitely true in unit 'B' where policy requires regular vaginal

examinations.While midwivesmayuseother waysof identifying or evaluatinglabour these

alternative methodsare possibly lesscredible. Credibility is pOSSiblyreduced for various

reasonssuchas:
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• cervical dilatation is recognisedas a moreobjective measurebecauseit is expressed

numerically,as a series of incrementalincreasesthat changedthe focus of labourduration

from that of a maximumpermissibleduration to comparisonwith a meanduration for each

stage that is basedonpopulationmeasurements(Llewellyn-Jones1982),

• dilatation of the cervix is evidenceof the effectiveness of uterine contractions, before

external perinealsignsare present,

• vaginalexaminationcouldpossiblybe consideredas a high status examinationbecauseit

appearsa more technical or biomedicalmethod to obtain information, which is only usedby

medicalstaff andmidwives,

• vaginalexaminationis a difficult procedure to learn andrequires a lot of rehearsal andfor

this reasonit mayassumeoverstated importancerelative to other examinationmethods that

canalsobe employed.Midwivesstill developingtheir skills maywant to carry out as many

vaginalexaminationsas they can,and those whohavedevelopedtheir skills mayexperience

reluctance not to usethem whenthe chancepresents.

Althoughmanyof the motor skills that midwivesuseare difficult to learn, vaginalexamination

canonly be usedandpracticed during labour,while skills suchas abdominalexaminationand

palpationare also usedandpracticed during antenatal care andthe methods usedare described

in the section onantenatal care in Myles Textbook for Midwives(McCormack,2003). There is

muchmoreopportunity to developanduseother skills whennot caring for womenin labour and

becauseof this it is possiblethat vaginalexaminationis symbolicallyassociatedwith labour

wardwork.

While somemidwivesmayuseother information extensively, the dominant knowledgebasefor

reporting labourassessmentappearsto be cervical dilatation. All other indicators assumea

placeas the supportingact to which changesin the cervix hasthe staring role within formal

information exchangesabout progress (handover,white board information and labour record) as

the dominantdiscourse. While it canbe argued that a medicalizedview of the childbirth

incorporating the mechanismof childbirth hasrelevancefor midwives'knowledgebase,the

aspectsof medicalizationthat involvetechnologyand intrusive curiosity about the internal

functions of the uterus andfetus predominateover understandingand explainingthe processof

birth, that usesignsthat are availablefrom external examination,palpationand the reaction
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andbehaviourof the pregnantwoman.This medicalizedknowledgebasecanexplain the

apparentcontradiction of doinga vaginalexamination,havingalready diagnosedlabour because

of the conceptof 'established labour'. This is generallyacceptedwithin a medicalmodelof

progressbasedon populationparametersto be the stage that marks the beginningof the

acceleratedphaseof cervical dilatation (3cm). What is not accommodatedeasilywithin this

modelis the time taken for this marker to appearand the relationship betweenthis andother

signsof progress,suchas descent,changingfetal position resulting from rotation, flexion and

maternalresponseto contractions. This modeldiminishesthe importanceof client reaction and

the role of midwivesprovidingcare andencouragingcopingskills, instead often relegating early

labour(the latent phaseof dilatation) to the informal care andsupport systemsof the family.

Comparing a Predictive Activity Stylll with a CDllfirma1'Dry Activity Sty/II for

I'rogtYss Assusment.

The results of this project indicate that the waythat most midwivesgather andprocess

information about labourprogressdoesnot differentiate the type of information or howthis is

weighedbetweenhigh risk and lowrisk cases,andalmostall questionnairerespondentsthought

they were required to useroutine vaginalexaminationfor lowrisk women. There is an indication

in the results that midwivesdifferentiate assessmentby placeof birth rather than by type of

case[IA4, IA7, IA9], andmidwivesseemedunclearabout the type of casesI wanted to

observewhenI informed them I wasfocussingon 'midwivescases'. Uncertainty about

differentiating casesfor Expectant Managementmaypartly explain why most hospital midwives

appearto be unableor unwillingto rely on information comprisedof external indicators.

However,over-reliance on cervical changesis possiblyrelated to a relative lack of confidence in

observation. Midwivesgive attention to contractions, particularly whenthey are frequent, but

there is little evidenceof decisionsbasedondecent of the fetal headand it is the station in

relation to the ischial spinesthat is often recorded; despite the partogram designfor recording

descentandthe reported [MI5] difficulty of this estimation.

Althoughwomenhaveabdominalexaminationwhenthey arrive on the labour ward, there is little

evidencein the form of estimations of descent of the head,or diagnosinga vertex presentation
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byabdominalpalpationfrom observationor entries in casenotes. Onerespondent [IA2] said

moretime wastaken with palpationif clients refused vaginalexamination,which meansthat

vaginalexaminationmust generallybe usedto establish positionandstation, although these are

muchharder to estimate vaginallythan abdominally. It is possiblethat palpation is thought

superfluousif vaginalexaminationis beingused. McCormack(2003) amongother authors insist

that abdominalpalpationshouldalwaysprecedevaginalexaminationbut it is possiblethat some

midwivesdo not havesufficient skills andconfidence in abdominalpalpationto baseprogress

assessmententirely onthis. Most of the midwiveswhopracticed prior to wholesale

implementationof active managementof labour havenowretired. Although contemporary

midwivesmight havebeensupported in the clinical area by midwiveswhohada more rounded

repertoire of assessmentskills, the dominantpractice anddiscourseof active managementand

routine vaginalassessmentin consultant hospital care is likely to haveinfluenced the

developmentof their skills in assessment.Onemidwife [IB16] explainedthat she had always

usedvaginalexaminationfor all types of casesin all types of context, and two [IB16, IB18]

admitted they had never beenable to assessthe attitude of the fetus on palpationand had not

beentaught this during preparation for practice.

Respondentswhoprefer usingvaginalexaminationpoint out the importanceof the procedure in

managingclient care. One interviewee [IA2] consideredthere are two situations whenvaginal

examinationis important. Onesituation is if there are possibleproblemsduring labour.

Resortingto vaginalexaminationwhenproblemsare suspectedor identified usingother

diagnosticmethods is compatiblewith care basedonan expectant managementstyle. In such

circumstancesa midwife wouldneedto investigate problemssuchas failure to progress.The

other situation that the interviewee identified wasonadmissionto the labour ward to diagnose

labourand excludeabnormality.Malpresentation anddisproportion cangenerally be diagnosed

by abdominalexaminationmore effectively than vaginalexamination,especially in the early part

of labour. If abnormality were suggestedas a result of generalandabdominalexaminationthen

it wouldbe important to corroborate this with information obtained on vaginalexamination.

Whenwomenare admitted, labour hasgenerally beendiagnosedusingother signs before vaginal

examinationis performed. This meansthat vaginalexaminationonadmissionis not clinically

required for lowrisk cases,but results indicate that midwivesconsider it is important or is

required. Onerespondent [IA4] explainedthat she must establish dilatation in order to start
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usingthe partogram(graphwithin labour progressdocumentation). In reality a partogram can

beusedbefore cervical dilatation is established if the characteristics of uterine contractions

reflect that labourhascommencedandescalatingcontractions are strongly suggestiveof

advancinglabour. Confirmationof the effectiveness of contractions is provided by descentof

the fetal headanddilatation of the cervix, whichcanbe plotted on the graph [IAl]. Dilatation

andor descentare useful whencomparedwith effective uterine contractions (McCormack,

2003). Triangulation is moresensitive as it is morecomprehensiveand this is the reasonfor

investigatingdilatation andcomparingthis to other progresssigns if problemsare suspectedor

antiCipatedeventsdo not materialise. Relianceondilatation without due regard for other signs

of progress is lesssensitive. A belief that cervical dilatation is the basis for commencinglabour

documentationrepresent that anaccurate diagnosisof labourand labour progress is required,

andtriangulation is beingappliedto diagnostics,howeverthe absenceof abdominalexamination

andpalpationpost admissiondoesnot suggestthis is the case. Rather it suggeststhat

dilatation andstation of the presenting part are replacingdescentas a sign of progress,which

hasimplicationsfor diagnosingthe causeof delay in labour if it is related to disproportion as

wellas for women'sexperienceof labour. This appearsto be the caseon occasionswhen

information from abdominalpalpationwasobservedto be particularly relevant andmore critical

for client care than the state of the cervix but abdominalpalpationwasnot carried out. An

exampleof sucha case[C7,OA6, OA7] is presented in Figure 5.4

Midwivesmayhavebecomeso accustomedto orientating their managementstyle on cervical

dilatation as part of the regular assessmentof active management,that it is difficult for them

to view labourprogress by other means. Possiblybecausethey havelearned to dependupon

cervical dilatation and to view labour and labour progress in terms of what is happeningwith the

cervix at intervals. Predicting dilatation rate andmeasuringthis at intervals is anapproach

wherethere is regular feedback and if progress is lessthan anticipated the causeof this canbe

investigated.

This canbe contrasted with anapproachbasedonconfirming physiologyusinga range of

information andexaminationsto exclude factors with implicationsfor progress. In the latter

casediagnosticskills are usedmore holistically andshoulddetect potential problems.If

everything is normalthen waiting for signsthat are less immediatethan dilatation is necessary

to confirm progress. However,in the abovecase[C7] only oneabdominalexaminationwas
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carried out, althougha client experiencinganurge to pushwithout external perinealsignsof

secondstage is an indicationof a posterior position of the occiput. However,the midwife had

determinedthat the cervix waswell dilated earlier in the labour andwasanticipating good

progress.

Figure 5.4: Observation (hand notes) of Client [C7] cared for by two midwives [OA6 cl
OA

13.10Progressedto a normaldelivery. The position of the fetal headat delivery was direct occipito
osterior OA7: 103-104 .

Whenthe client wasadmitted to the labourward anabdominalexaminationwascarried out at 5.1Oam.
The lie of the fetus waslongitudinal,the position was occipito anterior, andthe cephalicpresentation was
115palpable[OA6: 18-19].
A vaginalexaminationwas alsocarried out becausethe client waspossiblyin labour.
Thecervix was thin andeffaced. The Os was 6cm dilated andwell appliedto the presenting part. The
presentationwas cephalic,andwasat the [level of the] ischialspines[OA6: 28-30].

At 7amthe contractions werequite strong andthe client wasreporting occasionalrectal pressure. [This
couldbe explainedby increasingdescentof the head in tranSition to the secondstage, but premature
pushingurgesare found with occipito-posterior pOSitions.Interestingly I noticed at this stage that
there was a lot of fetal movement(from limbs) in the left fundal area [of the uterus], and that the hand
helddoptonewasmost effective in producinga fetal heart onthe right side, mid waybetweenthe flank
andumbilicus...] [OA6: 47-53].

08.15There wasa changeof shift anda secondmidwife assumedresponsibility for care [OA7: 65-66].
At this stage the client waspushingwith contractions, but there were noexternal signsto indicate that
the cervix wasfully dilated. The sister in lawexpected the labourto be endingsoon(becauseof her own
birth experience)and encouragedthe client to pushwhenevershe complainedof pressure. The midwife
did not stop her pushingbut neither did she encourageher actively. The cervix may havebeenfully
dilated but there was little indicationof this.

I ended observation (Record obtained from case file):
At 08.15there was not record of anabdominalpalpationbut a vaginalexaminationwas carried out. The
midwife reported that it wasdifficult to assessprogress becausethe client was uncomfortable. A rim of
cervix was palpated. The presentationwascephalicat the levelof the spinesbut the position wasnot
defined [OA7: 74-76].

Another indication that anurge to pushwasdue to position rather than progress were signson

inspectionof the abdomenthat fetal limbs were anterior. Although abdominalpalpationwasnot

repeated, vaginalexaminationwasperformed by both midwives[OA6, OA7] and in eachtime the

positionof the fetus wasnot determined. This indicates that there wasa focus on progress as

expressedby cervical dilatation anda failure to look for reasonswhy the client wanted to push

prematurely. Perhapswhenmidwivesfocus on restricted and routine criteria they are less

likely to try to or are lessable to detect abnormallabour becausethey fail to consider all of

the relevant signsand fail to becomealerted. Alternatively it is possiblethat they are
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misleadinglyreassuredby (as in Figure 5.4) information ondilatation that indicates good

progress. It seemsthat midwiveswhoappearto havea graspof the knowledgebaseconcerning

labourprogressnever the lessdemonstrate little ability to usethis within diagnostics. This may

reflect the experiencethey havehad in midwifery.

The Ro/e of Experience in ()eve/oping Know/edge and Skills for CQse Specific

Assusment.

Resultsindicate that while most midwivesuseroutine assessmentbasedon vaginalexaminations,

somemidwivesprovidea less intrusive form of assessmentfor lowrisk cases,unlessproblems

develop. It appearsthat there are differences in knowledgeandskills betweenthe two 'groups'

that reflects a difference in emphasisgivento particular signs,to prioritising clinical care and

supportingmaternalphysiologyover other factors. Resultsfrom interviews explain these

differences by providing insight into the role of experience in the developmentof knowledge

andskills in assessment.

Interview transcripts provide an impressionof the knowledgeandskill attained by each

individualmidwife in a context of assessinglabourprogress, in particular that which leadsto

the ability to identify lowrisk clients and that, which supports expectant management.It is

apparentthat knowledgeandskills developedby midwivessince qualifying andalsoduring initial

midwifery educationcontinuesto be an important influenceon current practice. Researcher

bias is impossibleto avoidwhenmakingsuchjudgementsandtherefore transparency about the

basisof judgement is provided. This is basedon usingconstituents of knowledgeand skill

expressedassix attributes reflecting the aimsof the research project and the modelof labour

progressassessmentdevelopedfrom and beingtested against project data (Figure 6.1). These

attributes: Propositionalknowledge,Practice knowledge,Experiencein Years, Experience in

Type,Rolein Changeand AvoidingRoutines,havebeenusedagainstwhich to comparetranscript

data to evaluateknowledgeandskill from a perspective of expectant management.

In order to comparetranscripts, eachattribute hasbeenallocated three criteria andan

associatedscore againstwhich each interview transcript has beenevaluated (Figure 5.5).
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Scoresreflect a bias,with higher scoresrepresenting characteristics of expectant

management.

Figure !5.!5: Attributes of Knowledgeand Skill
Practice Propositional Avoiding experience Experl.nceln Rol. In Change
Knowledge Knowledg. Routln •• In v..... T'ype

EXTENSIVE A critical Varied in depth Routine > 20 years Consultant Changing own
appreciation knowledge that assessment unit + practice +

3 of the directly bears upon not part of community providing a
perspectives, Intra partum care. care. birth I MLU model for holistic
skUls and practice
Issues.

MODERATE Thorough Discussion of When there Is 10-20 > 1Consultant Changing own
knowledge relevant knowledge no years unit I non NHS practice I

2 with some that seems broad organisational creating change
critical Insight. and relevant. pressure towards medical

model
LIMITED Focused on Description of rules Not at all < 10 years Consultant Following custom

doing job as I poNcies to explain unit & practice
1 specified by practice

workplace
rules.

Transcripts from individual interviews with midwivesfrom unit 'A' are allocated a score in

respect of eachattribute of knowledgeandskill (Figure 5.6). Scores for eachattribute when

addedtogether producea total score for eachinterview transcript, which has beenallocated a

rank usedto compareknowledgeandskill in assessmentbetween individualmidwives.There are

a few interesting observationsin the order of ranking. As expected, midwivesreporting that

they useexpectant managementfor lowrisk casesI all obtained a high rank (ranks 1, 2, 2, 5);

three havehigh scores for all attributes but the fourth has lowscores for experience.

FiGure!5.6: Scores,and ranks of SCONS, for individual Attributes of Knowlcd§~ and Skill.
Practice Propositional Avoiding Experience Experience Role In TOTAl RANK
Knowledge Knowledge Routines In Years In Type Change INDIVIDUAL
Score Score Score Score Score Score SCORE

1A1 3 3 2 3 2 3 16 2
lA%" 2 2 1 2 1 2 10 8
1A3- 2 2 1 3 1 1 10 8
1M'" 2 2 1 1 1 1 8 13
lAS" 2 2 1 2 1 1 9 10
1M. 2 2 1 1 1 1 8 13
1A7 3 3 3 2 3 3 17 1
lAS 2 2 1 3 2 1 9 10
IA8 3 2 3 3 3 2 16 2
1A10 2 2 2 2 2 2 12 5
1A11 2 2 2 3 1 1 11 7
1A12' 2 3 3 1 1 2 12 5
1A13" 2 2 1 3 2 1 9 10
1A14'" 2 2 1 1 1 1 8 13
1A1,. 3 2 1 3 2 2 13 4
AttrIbute 34 33 24 33 24 24
.cont

166



Chapter 5: Analysis of Results - Diagnostic Orientation in Labour Progress Assessment

Of intervieweeswhodo not useexpectant management,except for one 2 whoattained rank 4,

nonewere rankedhigher than midwivesusingexpectant management.Three with the lowest

rank (rank 13)eachhad less than oneyears experienceon the labour ward '. Lowranks were

alsoattained by those with extensiveexperiencewhowere alsoanticipating retirement 4 (ranks

8,10) or for whomretirement wasimminent5 (ranks 8, 10).

Combininginterviewees'scores to producea groupscore for eachattribute, results in scores

for PropositionalKnowledge(33), Practice Knowledge(34), and Experience in Years (33) that

are higher than scoresfor Experiencein Type (24), Rolein Change(24) and AvoidingRoutines

(24). Highscores for Experiencein Years, PropositionalKnowledgeand Practice Knowledge

reflects the substantial experienceand knowledgeof labourassessmentof this group of

interviewees.

PropositionalKnowledgeand Practice Knowledgeare improvedas a result of study on courses

related to midwifery, especiallyafter registration. Nine of the twenty-one questionnaire

respondentsfrom unit 'A' obtained a diplomaor degreeat registration andall but one

respondenthasundertakenpost-registration educationsincequalification, most non-accredited

but also(14)at undergraduateor postgraduate level. This amountof participation indicates the

probability that respondentshaveadequatePropositionalKnowledgeand the level of study

indicatesadequatePractice Knowledgefor effective decisionmaking.

Experienceis believedto be important in the developmentof Practice Knowledgealthough

specifics of experienceas duration or as focused involvementin a particular type of activity are

not differentiated (Eraut et aI1998). Interviewees in unit 'A' haveabout 240 combinedyears

of experiencethat rangefrom 0.5 years to 31years andanaverageexperience of 16years.

Most either havemore than 20 years (6) or 15- 19years (5) experience. The remainder (4)

havelessthan 4 years experience.Of the 240 years of experience, 193years has beengained

within unit 'A', this reflects a very stable workforce, especiallyas 32 years of experience

elsewherecanbe accountedfor by two of the midwives,and ninemidwiveshaveonly worked in

unit 'A' sincequalifying. Duration of experiencefor questionnairerespondents from unit 'A' is

similar to interview respondentsfrom unit 'A'. Twenty onemidwivesfrom unit 'A' haveaccrued

203 combinedyears of experience,although most (18) haveless than 15years of experience.
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Theseresults from questionnairescomparewith educationand experienceduration from

interviewees,as do questionnaireresults from units 'B'and 'C.

Despitethe amountof experiencethere is little evidenceof intrapartum care experienceof

different types. Two intervieweeshadworkedfor other employersandoverseasbut mostly in

hospitalmidwifery. Of the 193years combinedexperiencegainedby the interviewees in unit 'A'

mostwasin hospital midwifery, andthere appearsto be lessthan 25 years of experiencegained

in the communityafter qualification. Twoof the midwiveswere selected for interview because

they work in the community.

Of twenty onequestionnaireresponsesfrom unit 'A', eighteenmidwiveshad completed81-100'0

of experiencein consultant units andvery few had the samedegree of analternative

experience. Alternative experience,that reflect experiencein the community,midwifery led

units, generalpractitioner units or overseas,is not so represented in questionnaireresponses

than the interviewees. Resultsfrom unit 'B'are similar andunit 'C hasa muchhigher proportion

of time in alternative experience,unsurprisinglyas this is a midwifery led unit. Results indicate

that there is stability of workforce in eachof the units and this combinedwith the duration of

experienceindicates that challengesby the workforce to longestablished waysof workingare

probablyat a low leveland infrequent.

Similargroupscores for attributes Experiencein Type,Rolein ChangeandAvoidingRoutines,

suggestanassociationbetweenthem, and the samelogicsupports an associationbetween

PropositionalKnowledge,Practice Knowledgeand Experiencein Years. The combinedscores for

all intervieweesfrom unit 'A' is high for attributes PropositionalKnowledge,Practice Knowledge

andExperiencein Years (Figure 5.7a)and there is not muchdifference between the combined

scoresfor the four intervieweeswhouseexpectant managementandthe combinedscores for

the elevenintervieweeswho do not or the combinedscore for the wholegroup. This canbe

seenmoreclearly if groupaveragescoresare compared(Figure 5.7a).

Combined Average
Score Score
100 6.6
69 6.3
31 7.8
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Combinedscoresare lower for attributes Experiencein Type,Rolein ChangeandAvoiding

Routinecompared(Figure5.7b) with the previouscategories (Figure 5.7a). However,in this

casethe subgroupof four intervieweeswhouseexpectant managementhavea high combined

scoresfor Experiencein Type, Rolein ChangeandAvoidingRoutinecomparedwith the combined

score of the remainingelevenmidwivesandthe combinedscore for the wholegroup. This can

be seenmore clearly if groupaveragescores are compared(Figure 5.7b).

F' 57b.gurc .. .
6roup scores for experience In type, role In change and avoiding Combined Average
routine, Score Score
Whole group (15) 72 4.8
Active management group (11) 42 3.8

Expectant management group (4) 30 7.5

It seemsthat while ExperienceasYears is associatedwith developmentof midwifery

PropositionalandPractice Knowledge,AvoidingRoutinesin labourassessmentis more closely

associatedwith Experienceas TypeandRolein Change.In particular the type of experience

that canbe linked to developingskills and knowledgerequired for expectant managementis not

associatedwith consultant unit team work. In the samewaya role in changecan lead to

midwivesadoptinganexpectant approachto labourassessment,if the changerole is associated

with developinga holistic womencentred approachto care andassessmentand is not subject to

hierarchy within the midwifery team. It appearsto be difficult for midwivesto changetheir

practice, evenwhenthere is evidencethat this is appropriate if the practice they wish to adopt

is different from the usualpractice of co-workers. An exampleof this is provided in handnote.!

madeduring the observationphasein unit 'A': A midwife reported that she hadattempted to

modify her practice andavoid routine admissionelectronic heart rate monitoring, but she had

beenadvisedagainst it:

:..Themidwife thought it was Ius importtUlt to ovoidroutine VE'sthtUIroutine CTG'sandsh~Md
undertaken0 study... andMd the support of the Headof Midwifery to chtJng~her practice,
howeverthe diniCtlIdirector advisedher against it Q$ th~practice in th~ unit was to undertake this
routinely. If there were0problem it wouldbe difficult to support her different practice. Sh~ was
aware that the recent NICe guidelinu (2001) donot support admissionCTG'stUId thtlt her practice
couldbe criticised outsid~ of the Trust for continuingto use them,howeverwithin th« trust th~y
werestill accepted. '{eM 8, htll7dnotu 41-51J

This is anexampleof howlocal expectations may not reflect either a national viewor current

research basedguidelinesabout appropriate practice.
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In unit 'A' localexpectationsappearto dominatecurrent ideasof goodpractice andthis mayin

part be anexplanationfor routines of assessmentandthe failure of most midwivesin unit 'A' to

adoptanexpectant managementstyle. Figure5.8 illustrates howexperienceof labour

assessmentin situations where 'medicalmanagement'predominatesis not associatedwith

rejection of routines for lowrisk casesand insteadanactive managementstyle of assessment

persists. This appearsto be the caseevenwhenmidwifery knowledgeis substantial, although

this is possiblylinkedwith an extensive knowledgebaseoriented to a viewof birth asa risky

conditionthat required investigationandpotential intervention.

Just as midwifery knowledgedoesnot seemto influencethe approachto assessmentadoptedby

most midwives,it mayalso be the casethat individualmidwivesvaried experienceand in

particular experience in the communitydoesnot leadto the adoptionof anexpectant

managementstyle. One interviewee hashadanextremely varied career andhasdevelopedkeen

Figure 5.8: Active Management Style Adopted
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skills of observationand despite this she continuesto useanactive managementstyle of

assessment.However,what appearsto be different is that this midwife usesskills in

observationand routine vaginalexamination. She considersthis to be a holistic approachto

care andthis type of approachdoesprovide plenty of information for diagnOSiS,howeverit fails

to recognisethe potential problemsof vaginalexaminationsfor women(Menange,1996),and to

recognisethat there are situations where the procedure is unwarranted.
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Of the intervieweeswhouseanexpectant managementstyle, three [IAl, IA7, IA9] spent a

substantial time on the consultant labourward in unit 'A' during the early part of their career.

For these midwivesskills andknowledgerequired for an expectant managementstyle developed

later in their career. This seemsto haveresulted from participating in organisedpractice

changebasedon womencentred communityteamcare from whichor during which they learned

to avoidroutines of progressassessment.Although, two of these midwivesalsohad undertaken

a detailed study of intrapartum care as part of a practice changeproject that led to the English

National Board (for Nursing,Midwifery andHealth Visiting) 'Higher Award'. Figure 5.9 shows

howa Rolein Changeprovidedanopportunity to evaluatethe type of assessmentthat midwives

canusefor lowrisk cases. In this situation experienceas type in medicalmanagementhas

contributed to Practice Knowledge,andhastherefore indirectly influenced the Rolein Change.

Rolein ChangeinfluencesExperiencein Expectant Management,which is also influenced by and

influencesPractice Knowledge.In this wayExperienceas Type in Expectant Management

contributes to the developmentof the type of Practice Knowledgerequired in order to avoid

routines in labour assessmentthat is expressedas anExpectant ManagementStyle of

assessment.

Figure 5.9: Expectant ManagementStyle Adopted as an Adaptation
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Twomidwivesfrom unit 'B' describe howthey developedan expectant approachto assessment

during work experiencethat required them to work in waysthat were different to the

experiencethey hadbefore.
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T'd neverbeenexposedto the idea that there might be analternative to just doingthings
routinely every 4 hours,youknow,becausethat was... the componentof my...midwifery education
...youdo vaginalexaminationsevery 4 hours...Nowalthough there was emphasisonabdominal
examination,you utilised that but you confirmedeverything with a VE: I [I817: 47-54]

TnBangladesh,... Thehospital ...had its owntrainingprogramme,...Sopresumablythat's the way
they'dbeen taught by the other expatriates whohad lived there. Nowjust thinkingback, the
personwhotaught thembefore I went, ...hadbeenin Bangladeshfor almost 20 yetlrs, so ....she
musthavedoneher midwifery in this countryat a time whenperhapsmidwiveswerenot doing
thingsroutinely andshe'll havehada lot of communityexperiencewhenthey'd beenat home. So
that's whereshe'll havedevelopedher skills.'[I819: 99-108]

While three interviewees from unit 'A' who adopt an expectant management style for low risk

cases had substantial experience before engaging in practice change, one in this subgroup has

been qualified as a midwife for less than one year [IA12]. She reports that she learned about

expectant management during midwifery education, especially during a negotiated elective

experience in the community where she attended a number of home births. Figure 5.10 shows

how experience in Expectant Management has influenced Practice Knowledge development so

that Routines are Avoided. Since qualifying this midwife has been involved in the care of high

risk and low risk cases on the labour ward and she attempts in each case to differentiate

between the cases to determine the most appropriate style of assessment.

Figure5.10: ExpectantManagementas Midwifery Care

PropoSitional
Knowledge

~ ~pr_a_ct_ic_e_K_no_w_le_d_ge ~ c==~t> Expectant
Management
Style
Adopted
(Avoiding
Routines)Experience

As Type in
MidWifery ¢
Management
for low risk
cases

Experience
of Midwives
Rolein
Change

Experience
As Years

The community midwife who was the role model for this midwife during her student elective

placement provided a womancentred approach to care. This midwife was not part of the

interview sample, but she had provided care for a client included in the sample of case notes and

labour records that made up the retrospective data sample. This midwife and a second midwife,

in
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whowasinterviewed [lA 7] andwhoreports that she usesexpectant management,cared for the

client. In contrast with other labourrecords examinedthese includedvery detailed reports of

findings from abdominalpalpationandvaginalexamination;as well as details of client state and

reactions to labourthat were usedassignsof progress. In addition information wasincludedon

copingposltiens andmovementpatterns adopted by the client. As a result of anextended

communityexperienceworkingwith a midwife who is providinghomebirth that is women

centred and tuned into the significanceof maternalbehaviourfor progressassessmentand

well-being,this intervieweeappearsto havedevelopedconfidenceanda broad understandingof

progressthat is not basedon routines of assessment.As a result she is able to provide

expectant managementof labourfor lowrisk cases.

The results from interview indicate that midwiveswhouseanexpectant managementstyle have

hadexperienceprovidingcare for womenexperiencinglow risk birth. The location in which this

experienceis gainedis either outside of the consultant labour ward or on the consultant labour

wardwhile they are not part of the team of midwivesprovidingcare for consultant cases. It

seemsthat whenmidwiveshaveworkedwithin the midwifery labourward team for a numberof

years they require a period of changewithin which to learn to avoidroutines or unlearnroutine.

However,the experiencesof oneinterviewee suggeststhat it is possiblefor student midwives

to learn to avoid routines before registration, if there is an opportunity for them to practice in

this waywithin a supportive environmentprovided by midwiveswhohaveappropriate skills and

knowledgefrom whomthey can learn.

A line of investigation pursuedin questionnaireswasto discover if midwivesunderstandthe

significanceof external signsof progressandwere able to diagnoselabour and labour

progressfrom a variety of indicators. Responsesto caseVignettes demonstrated this was

generallyso. As previouslydiscussed(section on Information Processing),diagnostic

responsesto Vignettes indicate that respondentsdo recogniseindicators for their

significance in most situations. However,intervieweesalso recogniseindicators for their

significancebut most describe howthey alsocarry out routine vaginalexamination. Because

of this it wasnot clear if midwivesrealised what wasdifferent about expectant management

of labourfrom active managementof labour and if midwiveswere competent to usethis

approach. Questionnaire respondentsagreed that expectant managementrecogniSes
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progressasquality of contractions, descentof the fetal headandclient reaction and that

with expectant managementvaginalexaminationis usedselectively and most consideredthat

midwivesare competent to useskills of assessmentin a non-routinewayandprovide

expectant management.Interestingly oneof the intervieweesfrom unit 'B' recognisedthat

she did not understandhowlabourprogresscanbe assessedif vaginalexaminationis not used

[IBI8].

Rather than viewingchildbirth as pathological,questionnairerespondentsprimarily interpret

information from the perspectivethat the processof labour is variable and normal,with the

exceptionof Vignette 4, for which a surprising numberof respondentsdid not recognisea

strong potential for abnormality. It wasnot possibleto determine how intervieweeswhousean

expectant managementstyle respondedto Vignette 4 as questionnairesmaintainedthe

anonymityof respondents. The reasonfor this reaction to Vignette 4 is not evident but it

might be becausefew respondentshaveworked in the communitywhere this casewas located.

It mayalsobe due to insufficient emphasisondifferentiating between pathologyand physiology

during formal and informal learningduring pre and post-registration midwifery courses. It is

clear that midwivesrecords predominantlyomit specific indicationsfor undertaking vaginal

examination.It is possiblethat this failure to be specific causesdifficulty for midwivesand

students understandingpurposelywhy in the circumstancesof eachcaseit was considered

necessaryto 'assessprogress' by vaginalexamination. It is often appropriate for midwivesto

confirm that uncertainties about labour (malpresentation,malposition,excessivemouldingetc)

whenabnormality is suspected,havebeeninvestigated andexcluded or referred to medical

staff, in whichcaseit is important that this is recorded in casenotes.

There are indicationsof anassociationbetweena routine predictive assessmentapproachanda

reducedability to distinguish lowrisk andhigh risk caseseither in demarcatingcasesfor

expectant managementor diagnosingproblemsexcept in terms of failure of dilatation of the

cervix to keepupwith population'norms'. Midwiveswhohavein the past or do still provide

expectant managementfor lowrisk casesappearto havea greater understandingwhenit comes

to diagnosingprogressor problemsusinga variety of information, and in identifying the

situations where vaginalexaminationis required.
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Organisationaland Social Factors AssumingPriority over Client Care

All of the midwivesfrom unit 'A' whowere interviewed provided information on how

Organisationalandsocietal factors influence the assessmentof labourprogress. Several

interviewees identified managersandconsultantsas influential andmostly supportive. There

wasreference to blameculture, but managerswere not identified as perpetuating this andonly

oneinterviewee implicatedconsultants. Observationwascarried out on the labourward at night

andmedicalstaff that were present had respondedto a request by a midwife that they attend.

Whenthey were present they did not encouragemidwivesto undertake specific assessmentor

questionmidwivesassessmentactivities or diagnoses.However,this is not surprising as labour

ward midwiveswere not observedavoidingor delayingregular frequent vaginalexaminations.

Riskmanagementwasnot reported as havingas great an impactonassessmentasworkloadand

volumeof work and the conflicting care needsof clients. However,while volumeof work varied

during the observation phaseit wasnever particularly heavy. This observation is supported by a

viewfrom an interviewee whohasworked in severalother units:

T don't think you couldcategorise it as 0 really busyunit. ' {IA8: 613-614]

In anyevent regardless of the volumeof work assessmentmethodsremainedconsistently

orientated to routine vaginalexamination.

In respect of risk managementthere were several references to usingvaginalexaminationin low

risk casesto exclude possible,rather than suspectedabnormality:

~..when... they refU$e[vaginal e)(aminotionj,you think to yourself' your dependingonyour other
things like palpation andeverything' andjust think' I just hopeits not a compoundpresentation or
maybeevena breach or something'you knowit couldbe on undiagnosedbreach.' [IA2: 265-270]

And providea record of dilatation of the cervix:

Tf I wasto bring somebodyin anddeliver them 2hours lofer without doinga vaginalexamination
andsomethingwent wrong I wouldbe asked 'whydid younot do a voginalexamination?'So wedo
them!'{IA2: 128-131]

Neither explanationseemsaffiliated with confidence in alternative midwifery skills or the

organisationas a supportive institution and they mayinstead represent a blameculture. As this

doesnot appearto be fostered by managers,it couldpossiblybe perpetuated within the

midwifery team. This finding is important as it illustrates howhealth professionals trap

themselvesby fostering andupholdinga culture of professionalworking within which
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practitioners identify as both potential victims andoppressors. Sucha culture is often

associatedwith practice baseduponsuperstition rather than understanding,and this is an

explanationfor a failure to distinguish betweenactual andpotential risk asa result of their

partial understandingof the criteria usedwithin local risk managementprocesses. The potential

for midwivesto becomevictims of clients' attempts to uselitigation against them maypartly

explainthe emphasiswithin labour records onrecording that clients haveconsentedto vaginal

examinationwhile the specific reasonfor doingone is rarely provided:

:.. not all of the patients, someof them it is 'HowcanI get somemoneyout of this....?' or 'Whocan
weblame?' for what ever hashappened.And the midwivesunfortunately are now trying to protect
themselves.Its true ...rve never been taken to court but I countmyself lucky. Oneof the other
midwiveswas. ...A case that she had elevenyears ago She'sretired ... certainly if yougo through
that kind of experienceyouaregoing to think twice its happeningmore and more often. '[IAJ3:
809-8J9}

:.. but thenyousee it's the fear of litigation. Not just for the doctors but for other colleagUtlS.'
{IA J:25-26}

It may alsoexplainwhy somemidwiveswill undertake vaginalexaminationor artificial rupture of

fetal membraneswhenthere is noclinical indication, becausewomenrequest that they do so:

'7heyare the ones{clients} asking for ARM's. You'vegot to remember their mothers are saying to
them 'Haveyou're wrztersbroke! Get them wrztersbroke!' So of course the girls comein andsay T
wouldlike my wrztersbroke.' Now that's patients choicesoyour handsare tied. If she's in labour
andyou're sayingto her 'Your3 - 4 cm.' if she saysshe wrzntsher wrztersbroken you'veretJllygot to
do it. Becauseour handsare tied. .... Yesit's a medicalprocedure. But if I got the doctor he would
sayyes do it.' [IA3: 273-283]

The aboveexampledemonstrates how relatives mayinfluence labour ward casemanagement

basedupontheir ownexperiencesof childbirth. The populationof womenserved by unit 'A'

appearsto haveadopted a medicalapproachasthe preferred wayto labour. It also

demonstratesthat lackingclear casedemarcationmakesit difficult for midwivesto resist

client choice,evenwhenmidwivesmaybelievethat makingsucha choice is not in the women

best interests. An interviewee from unit 'B' explainedhowrelatives becomestressed when

womenare in labour:

:.. they don't understandat all And it's difficult to watch somebodythat you Ctlreabout be in pain.
And that's hard for the relatives and that's why they keepbringing them back {into hfJS!Jitalin etlr/y
labour] becausethey don't knowwhat else to do with them.Becausethey CtlII'toffer anypain
relieve. Or they don't think they can. 7here is the back rub, the paracetamol, trying to talk them
round but they don't knowhow to do that and it sCtlresthem....Soit's a bit st!Y1llge.Often the
relatives are thepeopleyou haveto spend the mast time with becausethey are verydistressed.
Becauseonceyouget the womanunder contro/, ... talk her roundandcalmher down,it's the
relatives whoare pacingupanddown.'fIBJ7: 541-552]
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Relativesalsoexpect midwivesto intervene by either providingpainrelief or accelerating

labourbecausethey find the situation distressing:

:.. I canunderstandbecausethey seeyougo in andyou do what ever youhave to andyou'vecome
out, she'sstill crying. 'Youhaven'tdoneanything for her. Whatare yougoing to do?" [IB17: 560-
562J

Althoughvariousexplanationshavebeenprovided for routine vaginalexaminations,most

intervieweesin unit 'A' identified team workingandthe co-ordinating activities of Ggrade

midwivesas the most important influenceonassessment.During interview andwithin the

observationphaseof the study Ggrade midwivesconfirmed that vaginalexaminationis carried

out routinely. This doesappearto be an expectation of Ggradesas I did witness a Ggrade

askinga midwife if she had donea vaginalexamination. However,it seemsthat Ggrade

midwiveswhomanagethe midwifery team are expected to accountfor their clinical actions to

consultantsonoccasions:

:..peoplewere 'Shehada secondstage of what?'Makingmeexplainmyself. And I said well there
wasno foetal distress, the mother wasfine, there wasnosignsof obstructive labour or anything
like that, I said 'it...just, .. took its time. ....becauseI kneweverything wasall right .....I had to
explain to the consultant.' [IAJO: 5J2-524J

All intervieweesreferred to organisationalinfluencesontheir ability to determine an

approachto assessment.Observationconfirmed that there are expectations that midwives

will carry out someaspectsof assessmentaccordingto a routine. In the caseof electronic

fetal heart rate monitoring onadmission,dischargeassessmentandassessmentfollowing

inductionof labour practice guidelinesexist in unit 'A' that recommendspecific activities. In

situations not covered by practice gUidelinesthe factors that influence progress assessment

andcare for lowrisk womenare less tangible, andare described by interviewees in unit 'A' as

a culture that reflects a medicalapproachas the preferred wayof assessing.Pressureson

midwiveswere observed,suchas expected forms of record keepingand the needto provide

feedback in particular waysthat promotes routine vaginalexamination.One interviewee

suggestedthat indoctrination into dominantcultural valuesdevelopedwhenmidwiveswere

learningthe job [IA15]. This is highly significant for midwifery educationas - while support

from a particular mentor wasidentified as positive by oneinterviewee while she was

developingskills in expectant management- it is feasible that a mentorship system for newly

qualified midwives(as well as student midwives)mayhelp to transmit andsustain more
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habitual, establishedpractice styles. Howevermost midwivesfrom unit 'A', whocompleted

the questionnaireconsiderthat in their placeof work they are expected to provide

expectant managementfor those womenwhoare designated'normal'or 'low risk'. This is in

contrast with work placesthat havepoliciesfor routine assessment.Two intervieweesfrom

unit 'B' recognisedthat while they hadexperiencein usingexpectant managementandwere

positive about usingit for lowrisk casethey conformedto unit policies unlesswomen

objected:

~..youget lots of ladieswhodon't really want VEsandTmmore thanhappy to lookafter themif
they don't want VEsand havedoneona numberof occasionswhenthey've been victim of violence,
particularly, in childhoodor domesticor they'vebeenraped. Theydon't particularly wantyou to doa
vc. Sorm not that bothered about doinga vc. It's not like T need to do it: .. '[IBJ7: 71-78J

One intervieweedoesnot agree that the organisationdeterminesan approachto assessment,as

there are nopolicies for lowrisk cases,rather she consideredthat there has beenthe

developmentof a culture of routine assessmentin unit 'A'. As this interviewee usesexpectant

managementwheneverpossible,onecanconcludethat she is not particularly influenced by the

culture of routine assessment.Three midwivesreferred to 'client ownership',which reflects

someof the issuesof hospital working. In this caseownershipis associatedwith profesSional

responsibility to decidewhat assessmentandcare is necessaryfor a particular client, On one

shift a groupof staff midwivessaid they had to carry out routine vaginalassessment,otherwise

the Ggrades'got on to them', This wassupported by a commentin a questionnaireresponse:

'The ~'grade expects a regular handoverof 'progress'i.e. finding ona 4 hourly vc.' (QA 20)

In addition to the influenceof this culture of assessmentonmidwivesin unit 'A' it alsoappears

to be influencingthe expectations of clients, and intervieweesreport that clients ask for

vaginalexaminations. I did not observea client or relative askingmidwivesfor specific

information about progress,although onemother wasencouraginga midwife to carry out

artificial rupture of membranesto speedup labouras she thought her daughter wouldtake a

longtime otherwise. Another client said she wantedartificial rupture of membranesbecause

the labourwaslasting longerthan she expected, In eachof these casesit appearsthat women

want to bring the processof birth to a closeas soona possible, This may reflect a meansto an

endapproachto childbirth, where the experienceof birth is not especiallyvaluedand the focus

for the mother is a product, the baby.
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In eachof the caseswhenartificial rupture of membraneswasperformed labourwas

proceedingnormallyfor a lowrisk caseandcervical dilatation had increasedsignificantly since

the precedingvaginalexamination. The justification for altering the processof birth wasclient

choice. However,in both casesbirth wastaking placeduring the night and there were multiple

family memberswaiting to witness the birth or to greet the newbaby. In addition, in eachof

these casesthe midwife whowasprovidingcare for the client had initiated the possibility of

artificial rupture of membranesshortly after a previousvaginalexamination. Despite midwives

asserting that womenwant to knowabout progressas cervical dilatation and that they want to

havelabouraccelerated, it is not altogether clear that womenare able to choseaccordingto

their preference if the implicationis that family membersare inconveniencedby the courseof

a physiologicallabour. While analternative with which they are presented, or they have learned

about from popularculture appearsto be a comparablesubstitute to a physiologicalbirth. It is

insightful about the perspective on lowrisk care in unit 'A' that midwivescontemplate the

possibility of accelerating phYSiologicallabourwithout clinical cause,useroutine vaginal

examinationand obtain evidencethat the physiologyof labour is progressing,then at the 'clients

request' they are willing to perform a surgical procedurethat hasa risk of fetal compromisein

order to accelerate the processof labour. This impliesthat normal labour maybe considered

suspector inefficient andthis perspective is consistent with a biomedicalviewthat childbirth

canbe managedand improvedupon.

While midwivesprovide contradictory viewsof the approachof G grades as tolerance to change

andresistance to change,what is clear is that Ggrades onthe hospital labour ward are not

supportingor leadingchangetowards expectant management.This is probably linked to the way

midwifery care is organised. There appearsto be evidencethat the organisationof midwifery

care within unit 'A' is hierarchical rather than beingvested in the professional who is

accountablefor eachclient. The exception to this is found in communitymidwifery where the

ability andwillingnessto provide autonomous,justifiable care appearsto be in stark contrast to

hospital team working. Oneexplanationfor hospital midwivesaccepting constraints of

hierarchical workingwithin the midwifery team is that this is preferred comparedto boundary

disputesbetween individualmidwivesand medicalstaff:

:.. if th~y{m~dicalstaff] try to interfer~ with a midwif~,rll saythat midwif~will/~t youknowif
sh~n~~dsanything.rll say Tmlookingafter her,notyou!' ...rm not nastywith themyouknow,I
just hate th«doctorsto interf~re. AndnowaywouldI tet a housemaninterfer~.'[IA3: 389-394J
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Communitymidwivesare not subject to the samedisputesas consultant unit medicalstaff are

not involvedin communitybirth andthere is nocompetition in the location.

What wasstrange giventhe generalcooperationof midwivesin unit 'A', and my explicit interest

in expectant management,is that noneof the midwivesI interviewed volunteered information

about colleagueswhodo not conform to routine vaginalexamination. Perhapsthis is anarea

wheresubversivepractice that might challengethe authority of the Ggrade midwivesin their

control of the midwifery team is playeddownandattention is diverted awayfrom it.

(ii) Sphere of Practice

The previousdiscussionsuggeststhat locationof work andseniority andgrade appearsto have

an impacton midwivesDiagnosticOrientation. The employingorganisationand professionalbody

both influence Sphereof Practice andsometimesthere is conflict between the expectations of

the two. On the wholemidwifery bodiesprovideguidelinesand'midwivesrules' directed at

autonomouspractitioners, that do not fully recognisethe complexity of beinga professional

midwife at the sametime as beingan employee.Whenanorganisationadopts a particular

position that takes the form of policies,protocols or guidelinesthese are subject to

interpretation by different individualmidwives. However,within a system of administrative

seniority (the gradingof clinical responsibility) it is often the casethat professional authority

is assumedrather than a collegiate system of professionalworking. In this waythe grade at

whichmidwivesare employedhasan influence on their Sphereof Practice. The other important

influence is the placewhere midwives'do the job', as midwivesproviding intrapartum care in

hospital work as part of a team within a hierarchical structure, while midwivesworking in the

communityhaveindividualcaseloadswithin a team that hasnohierarchical structure. It canbe

arguedthat grade andplaceof work are important componentsinfluencing the Sphere of

Practice of individualmidwives.

The Ggrades that havecommunitymidwifery posts eachhavean individual caseloadexcept for

the occasionswhenthey comeinto hospital for skills updating. Hospital midwivesare subject to

'work allocation'during a particular shift andGgrades will determine workload and case

responsibility accordingto the humanresourcesavailableandthe needsof the clients on the
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labourward. In the observationphase(unit 'A') a team of four midwiveswasavailableonthe

labourward eachshift, plusa support worker, onall but oneoccasion. Three Ggrade midwives,

two staff midwivesandtwo bankmidwivesbecamepart of the sampleof 'labours' that were

observed. Ggrade midwiveswere observeddetermining the workloadand caseresponsibility of

eachteam memberat the beginningof the shift andwheneverthere wasanadmission.

Althoughthere wasflexibility, negotiatingandmidwivesvolunteeringto take difficult cases. As

expectedstaff midwiveswere more likely to be providing individualcare and Ggradesare more

likely to be providinga coordinatingrole, especiallyat the beginningof the shift, but Ggrades

frequently take responsibility for individualcases. On two shifts, Ggrade midwivesprovided

moreclient care than staff midwives.This mayhavebeenan effect of havinga researcher

present.

Staff midwivesworkingnight duty commentedas a groupthat Ggrades were alwayswantingto

knowabout dilatation, andaskingthem if they had donea vaginalexamination,or why they had

not doneone. Interestingly this information wasdisclosedwhena Ggrade midwife was present,

andsheagreed that this wasthe case. Managingresourcesrequires anoverviewof the

demandsfor care, equipmentand midwives,from which decisionscanbe madeabout prioritising

particular circumstances. For example,providingcare for womenin spontaneouslabour may

meanpostponingplanned,non-emergencyinductionof labouror elective Caesareansections.

This is not a feature of work during the night, where observationwascarried out, but in the

samewaythe needsof individualclients mayconflict with the needsof the total client

workload,includingobstetric emergencyandsurgery. Resourceimplicationsof oneto onecare

mayexplainwhy almostall of the casesobservedand those recorded in casenote sampleshad a

vaginalexaminationonadmission. There appearsto be evidencethat the waythat partograms

andthe white board summaryare usedin unit 'A' requires that cervical dilatation is prioritised

whenassessinglowrisk cases. This alsoappearsto be the casein units 'B' and 'C. It is the

point in unit 'A' where resource implicationsincreaseaswomenin labour are monitored at

frequent intervals andare provided with oneto onecare from anallocated midwife:

'Iwouldneed to stort her onapartogram, listen to the fetal heart as well every 15minutes.
Whereasif she wasn't in labour well obviouslyI don't have to do that. I think that's quite crucial
and time consuming.And it's ourpolicy isn't it?' [IA4: 182-185]
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Asstaff midwivesare more likely to be providingcare for individualwomenin labour andas G

grade midwivesare more likely to be providinga coordinatingrole there is pressure for

midwivesto keepthem informed about individualcases. Onthe other hand,staff midwives

insist that they are not often askedto leavea client they are caring for, for exampleto go to

theatre for an emergencyCaesareansection. This must meanthat with rare exceptions G

gradesare not juggling resourcesto suchanextent that they wouldneedto knowthe dilatation

of womenin normallabour. An interviewee employedin unit 'B' who is currently an acting G

grade,explainshowit is difficult whenshe doesnot knowwhat is happeningwith eachcase:

~.. doingthis this co-ordinatingjob,... I find I find it quite hard,...finding out what'shappeningin
the rooms. Youre left out there ...sorting out the workload...rve been in that sitUtltion {where I
haveasked the GgradeJ 'whatdoyouwant? Everything'sfine, wedon't needyou rll comeandget
you if I wantedsomething.' But now,sincerve beendoingthis I cansee the other side of it and...
well I don't ...know,...what'sgoingonin there. ' [IB1S: 50S-521J

This is anartificial situation created as a result of a hierarchy of midwifery posts. Seniority

however,seemsto be associatedwith increaseddiscretion that mayreflect time spent doing

the job. In the caseof senior midwives,discretion to useexpectant managementof labour may

havebeenachievedonmanyoccasionswhenthe assessmentstrategy they want to use has been

justified anddefended with different colleaguesandconsolidatedover time. Eventually

justification is no longernecessary,as everyonewhomaywant to challengeexpectant

managementof labour hasdoneso ineffectively in the past. This meansthat the freedom to

useexpectant managementof labourprobably requires lessmaintenanceon a day to day basis

for midwiveswhohavebeenpracticing this Waf for a numberof years than is the casefor staff

midwives. It seemsthat newlyqualified midwivesneedto negotiate eachcaseor each

diagnosticprocess. This ma( explainwhy, of the four midwivesin unit 'A' whouseexpectant

managementof labour,three are Ggrade or senior. In addition three of the midwivesare not

nowpart of the consultant labourward team andhaveleft hospital practice. Working in an

environmentwithout a dominantculture of assessmentmayprovide sufficient opportunity for

reinforcement of expectant managementof labourasappropriate and safe for low risk cases.

The exception is a recently qualified staff midwife whoexpects to leaveunit 'A' in the future.

Interestingly another staff midwife whowouldprefer to useexpectant managementof labour is

unableto negotiate discretion despite substantial experiencein midwifery. This midwife

demonstrates lowconfidence,perhapsas a result of beingdominatedby a hospital culture of

assessmentin conflict with her ideology. Howeverdespite this midwife feeling strongly about
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the type of assessmentandcare shewouldprefer to use,she was unableto put together a

rationale to support her preferred wayof workingthat wasas powerful and informed as the

other midwiveswhohaveachieveda levelof discretion to useexpectant management.Two

interviewees[IBI7, IBI9] not employedin unit 'A' described howthey were able to and

preferred to useexpectant managementfor lowrisk cases,but in situations where there is

hospital policyfor regular vaginalexaminationsthey conform to this. It appearsthat seniority

andplaceof work influencesmidwivesability to adopt anExpectant ManagementStyle of

assessment,possiblylinked to lackof confidence in autonomouspractice.

(iii) Confidence in PhysiologicalBirth

This reflects the motivation, understandingandcapability associatedwith confidence in caring

for andassessinglowrisk cases. Midwivesneedto be able to sustain maternal andfetal well

beingand recognisewhenprogress is normalandalso to be able to discriminate between

physiologicalsignsandprogress andpathologicalchanges.Confidenceis also required in the

ability of clients to cope,interpreted as a belief that most womenhavesufficient physicaland

emotionalresources,andhavehadadequatepreparation or canbe provided with adequate

support during labour to adapt to the processof physiologicalchildbirth.

MtJtlVtltion

This is associatedwith a senseof purposethat is oriented towards providinga positive

experiencefor clients that wheneverpossibleshouldalsobe empoweringfor them andthat

midwivesshouldbelievethat this is achievable. Appreciating the impact of vaginalexamination

onwomencanmotivate midwivesto provide expectant management,and this is reflected in the

participation in learningprojects to enhanceunderstandingof physiologicalbirth andcapability

in a broad rangeof diagnosticskills.

TM Impact D( Vqqilltll EXtlmllltltitJII (Dr Women

The feminist literature providesevidencethat as with other obstetric procedures,vaginal

examinationis problematic for womenbecauseit is unpleasantand intrusive (Clements,1994;

Menange,1996;Robolmde Buttengheim,1996). This is especiallythe case if womenhave

experiencedrape or sexualabuseas children but manywomenwith no memoryof suchevents
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report negativeemotionalconsequencesof suchprocedures. Midwivesthemselves,as women,

understandthe experienceof vaginalexaminationduring childbirth, and in relation to family

planningassessmentandroutine cytologyscreening. Interview respondentsexpress recognition

of the unpleasantnessof the procedure:

~..a not verypleasantprocedure.'[IA7: 685-686]

~.. wouldhaveopted for no VE'swith ownbirths if this hadseemedanoption.' [IA2: 378-379]

~ smetlr test is ...no worse thanQ VC, they are both horrible ..' [IA2: 370-373]

'Theyounggirls are the most terrified of them.'[IA2: 375-376]

Midwivesrecognisethe role that women,includingthemselveshavein perpetuating the frequent

useof the procedure:

'Yet I do it to womenall the time.It's horrIble. It's dreadful that I feel like this anddo them. But
womenexpect them.'[IA2: 373-375]

Midwivesalsorecognisethat vaginalexaminationcanhavea negativeeffect on the labour

experience:

:.. it interferes with the woman,...somebodythat's ...really distressed, ...a vaginalexaminationonly
appet1rsto add to that distress.' [IA1: 61-63]

However,most midwivesbelieve that womenaccept this intrusive procedure without resistance

andonemidwife is clear that she hasnever knowna womanrefuse to havea vaginalexamination:

Tve never ever hadanybodywhowon't havea vaginalexamination.' (IA9: 655-656)

This is supported by observation,where womenwere not observedto object or question the

reasonfor havinga vaginalexamination. The sampleof casenotes provide a single entry where a

womanrefused a vaginalexamination,but later must haveagreedbecausethere wasanentry

for dilatation of the cervix madein the record. In contrast with the minority of womenwho

refuse, in interviews midwivesemphasisethat womenare askingmidwivesto assessprogress

usingvaginalexaminations:

:.. hilt. VE"sbut when...pregnant ...expected them.'[IA2: 369-370]

:.. on DCCtJSions... they'll askyou to do another examination.Tosee how things are progressing.'
[IA9: 663-664]
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'Womlmsometimesask for VFs. Theyare moreeducatedandwant this information. '
[IA3: 503-5051

:..they want the feedback, they want to knowhowthey are doing. And if anything they wouldpress
you into doingit morefrequently.'{IA4; 286-2881

It seemsto be interpreted by midwivesas reassuring,that womenfind vaginalexamination

uncomfortable but necessaryin monitoringthe progressof labour. This evidenceis in contrast

with the viewsof feminist writers on the problemswith the procedure. As a result of the

complacenceof midwivesabout usingvaginalexamination,and the apparent acceptanceof the

procedureby women,at times during the study I beganto wonder if feminist writers were

overemphasisingthe impactof vaginalexaminationsfor most women,or perhapsthey were not

distinguishingbetweenvaginalexaminationsin associationwith surgical vaginaldelivery. One

midwife considersthat in labourvaginalexaminationis carried out at a time whenit is less

uncomfortable:

:.. if thingsare rlJQSonablynormalyou'renot doingexaminationsat a time whimit's most
lIIComfortable.... at the time that you do them...with somebodyin normal labour, the likelihood is
it's going to be the IlJQStuncomfortable'(IA9: 666-673)

This doesseemto makesenseespeciallyif the procedureseemsless intrusive becausethe

midwife hasspent time with the womanduring labour. Howeverthe womenwhowere observed

havingvaginalexaminationsduring labourall usedEntonoxduring the procedure, that implies

they were experiencingdiscomfort or they anticipated discomfort. That midwivessuggested

that womenuseEntonox,demonstrates that they understandthat vaginalexaminationis painful

andpossiblytraumatic. As vaginalexaminationwascarried out with Entonoxadministration on

admissionin eachof the womenobserved,and in all but two of the casenote samplewithin less

than onehour of arriving on the labourward it is unlikely that this is enoughtime for womento

feel less inhibited or to be experiencingminimaldiscomfort. An interviewee from unit '8' is

clear that vaginalexamination,particularly onadmissionis likely to be problematic for women:

:..you're hardly onevenfirst nameterms with them andyoudo this intimate examination...andI
know that wedo do that, it's part of the protocol of the unit to do that but within 15minutes...
Isn't that scary?' [I817: 449-4521

Perhapsmidwivesare not prepared or ready to accept that silenceandcomplianceabout the

procedure from womenhides its the true impact, and that womenlike midwivesare accepting

this procedureas a price they pay for potential rewards andstatus, experienced either as the
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recognitionthat comeswith motherhoodor from membershipof a professional group. Perhaps

for womenin the West vaginalexaminationmarksa rite of passage.While interview results are

clear that womenwant vaginalexaminations,in contrast with this, during observation women

were not witnessedrequestingthis procedureor askingabout dilatation.

Providing Q P(Jsitive Experience (Dr Clients

Womenwhodo not require medicalmanagementare in principle able to experience lessroutine

assessmentandthere is moreopportunity to focus oncare anda positive experience. However,

most interviewees,all of the midwiveswhowere observedandmidwivesmakingcasenote

entries in unit 'A' haveadoptedanassessmentstrategy of routine vaginalexaminationin the

style of active managementof labour that doesnot reflect confidence in the phYSiologyof

birth. Interview data givesthe impressionthat information from external signsare

extensively usedin combinationwith vaginalexamination,but observationandcasenote data do

not reflect a holistic approach. However,questionnaireresponsesin the form of diagnoseswith

justification for wantingfurther information, demonstrated that in normalcasesmost midwives

did not require information from vaginalexamination,and instead they askedfor external signs

of progress. There is discrepancybetweenresult from questionnairesand data from interview,

client records andobservation.

It appearssignificant that intervieweeswhoavoidroutine vaginalexaminationeither work in

communitymidwifery or havehadsubstantial or positive experiencesproviding homebirth,

sometimesas part of communityteam midwifery. The failure of interviewees in units 'A' and'B'

to argue in favour of routine vaginalexaminationcombinedwith the acceptanceof alternative

information in questionnairediagnostics(units 'A', 'B' and 'C) suggeststhat there maybe

hospital midwiveswhocurrently USeroutine vaginalexaminationswhoare opento adopting

expectant managementof labourfor low risk cases.

Participtltion in Learning Projects

Interviewees from unit 'A' andunit 'B' whoare motivated to useexpectant managementhaveall

participated in midwifery in situations where vaginalexaminationis not used routinely for low

risk cases. Thesemidwivesappearto be motivated to appreciate the processof birth from a

womencentred pesitlen,where the viewpoint of the client is givengreater legitimacy within the
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care process. To be motivated to useexpectant managementmidwivesneedto be confident

that this is the best approachwhenassessinglowrisk women.

Understtlllding

The developmentof confidencein expectant managementis linked to an appreciationof the

characteristics of lowrisk cases,howexpectant managementcanbe incorporated in to the care

of these casesandthe exact knowledgein detail of the requirementsof policies for labour

assessmentand care. Midwivesalsoneedto understandhowthe politics of knowledgeand

powerrelations havethe potential to influencedecisionsmadeby midwivesandwomen.

Childbirth as a physiologicalprocessthat canrarely be improveduponwithout potential

iatrogenesisseemsto be a fundamentalbasisfor adoptingan expectant managementstyle. Part

of the dilemmafor midwivesis identifying lowrisk caseswhere physiologyis confirmed, and

then understandinghowthey canprovide analternative form of progressassessment. While

questionnairerespondentsfrom unit 'e recognisethat they care for lowrisk clients whohave

beenselected for care in a midwifery led unit, it is not so clear for midwivesfrom units 'A' and

'B'. Womenin unit 'B' are all subject to procedures that require routine vaginalexamination,as

part of anactive managementstyle of assessmentwhile in unit 'A' this is only the casefollowing

inductionof labour.

Although midwivesin unit 'A' understandthat they are responsiblefor the care of womenin

normal labour, lessthan half of questionnairerespondentsconsideredthat womenwere

designatedas lowrisk cases,andof these only one thought that care andassessmentfor low

risk caseswasdifferent.

That most respondentsrecognisedthat a difference betweenexpectant managementandactive

managementreflects the selective androutine useof vaginalexaminationwasrespectively,

indicates that midwivesbelievethat they are expected to use routine vaginalexaminations.

There are indications from the data that regular vaginalexaminationis required in hospital:

7wouldgo by the guidelinu ...It wouldbe different on the community,but becauseweare in
hupital I would initially hove to monitor her for half an hour, do an abdominalpa/potiDfl to Q$$U$

the gUfatiDfl, the PDSiti(Jflof the baby, and while I wosdoing that to see if she started to tighten
while I WQ$doing the abdominalpalpation.... I would only examine{vaginal eJ(aminatiDfljthe womanif
I thDught she WQ$ in established labour.I {IA4: 39-46J
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Althoughquestionnairerespondentsdemonstrate that they understand in principle how

expectant managementis different from active managementthere appearsto be a lackof

clarity in unit 'A' about howmidwivescan in practice provideanalternative form of care for

women,asmidwife managedcare. There is evidencethat midwivesin unit 'A' work with women

to providechoiceand involvethem in makingdecisionsusingclient held notes,a birth planandby

welcomingbirth partners onto the labourward. Womenin labourare generally cared for by the

samemidwife whoprovidesholistic care. However,while care maybe client centred, diagnosis

of labourandassessmentof labourprogress is basedonmedicalroutine of vaginalexamination.

Routinevaginalexaminationis specified in policy for womenwhohaveinductionsof labour,but in

the caseof all but a minority of midwivesin unit 'A' this routine is beingappliedwhenassessing

lowrisk cases. In mimickingthe type of care provided by obstetricians midwivesare potentially

givingwomenworse care. Medicalstaff frequently needto managecasesthat havealready

beenidentified asabnormalor high risk, whenthe identification of the problemprecedesthe

managementapproachadopted. Midwiveswhoare caring for lowrisk casesare not providing

active managementfor diagnosedproblemsbut they are alsonot adequatelymonitoring cases

either. Confirmingeffective labouranddifferentiating betweenthis anddeviation from normal

is more complexwhere there is gradualdevelopmentof a problemduring the processof labour.

This is why midwivesneedto usea full rangeof diagnosticskills anddiagnostic indicators in

which information from vaginalexaminationis usedwithin a context of a comprehensiveclinical

assessment.Usinga rangeof diagnostic indicators is associatedwith greater diagnostic

accuracy(Magil-Cuerdon2001).

It is possiblethat there is uncertainty about what constitutes midwifery led care, basedon

expectant management.It is clear in interviews that midwivesappreciate that routine

intervention suchas artificial rupture of membranesor intravenousSynticinon is not part of

expectant management,although they do continueto useartificial rupture of membranesas a

matter of client choice.

There appearsto be a blurring of the boundariesbetweenmidwivesassumingresponsibility for

low risk casesandcontinuingto undertake activities that reflect a medicalmodelof labour

management.This is not surprising giventhe lack of clarity on this issue in the midwifery

literature. While midwivesare required to provide midwifery led care for lowrisk casesit is
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often not clear if this meansthat midwiveswill be responsiblefor providingcare accordingto

parametersthat reflect a medicalmodelandactive managementof labour. A study by Mead

(2003) hasdemonstrated that midwivesconsider interventions suchasartificial rupture of

membranesandregular vaginalexaminationsuitable for midwifery led care. However,in the

maternity unit samplesof Mead'sstudy there appearto be policies requiring regular vaginal

examination. In contrast with the units in Mead'sstudy unit 'A' hasnopoliciesfor routine

vaginalexaminationfor lowrisk casesimplyingthat the organisationaccepts that expectant

managementcanbe incorporated into midwifery led care. However,questionnaireresponses

from unit 'A' showedthat more than half of the respondentsthink there is a policy or protocol

that specifies regular assessmentof cervical dilatation, station of the presenting part,

electronic fetal heart rate monitoring;alongwith artificial rupture of membranesin specified

circumstancesand intervention for 'slow'progress to accelerate labour. Most midwivesalso

thought that diagnosisof labourwasbaseduponcharacteristics of contractions, pluscervical

changesor spontaneousrupture of membranes.Theseresults indicate that midwivesbelieve

there are policiesandprotocols governingtheir approachto assessment.It appearsthat they

believethey are expected to useactive managementof labour for lowrisk cases. The exception

to this is that a few midwiveswhohaveadopted expectant managementfor lowrisk cases

understandthat routine vaginalexaminationreflects expectations of the midwifery team based

uponcustomandhabitual practice. This practice doesnot accommodatethe imperative to 'avoid

introducing foreign organismsinto the genital tract' by 'restriction of invasivetechniques'.

While 'vaginalexaminationsare necessaryduring labourthe midwife shouldaim to reduce these

to a minimumandensureshe hasa soundreasonfor embarkingona procedure' (Bennett and

Brown, 1989, pp165-166).

It is possiblethat midwivesin unit 'A' are interpreting active managementof labour as an

intervention for slowprogress (failure of dilatation to keepup). The prescribed predictive

approachand philosophyof sequentialcervical assessmentthat is an integral part of active

managementof labour may not be interpreted as medicalassessment. If this is the case it may

explainwhy midwivesappearto be complacentabout routine serial vaginalexamination. If

expectant managementis adopted the duration of labourmayin somecasesexceed durations

accepted with active management.In this casethe risk of ascendinginfection increases if

frequent vaginalexaminationsare used. This provides an imperative to review assessment
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approaches.Accordingto McCormack'...vaginalexaminationis not alwaysthe only wayof

obtaining...information, and that careful, continuousobservationof the labouringmother will

enableher [the midwife] to avoidunnecessaryvaginalexaminationswhich should be kept to a

minimum'(2003, p.445).

Failureto abandonroutine serial vaginalexaminationin the absenceof policy requiring it for

normallabourmayalso be linked to doubts about the credibility of other methods,skills and

alternative knowledgethat maybe neededto justify practice accordingto informal normswithin

the unit. Midwiveswere able to use indicators basedupona variety of diagnostic skills

effectively within questionnaireresponses,andmost did not require additional information from

vaginalexamination. However,midwivesworking in unit 'A' provide little clinical justification in

labour records for undertakinga VQginalexamination('to assessprogress'),or for needingto

assessprogress, instead there seemsto be a requirement that they justify usingalternative

methodsof assessmentor the reasonswhy they havefailed to carry out vaginalexaminationsto

assessthe progressof lowrisk cases.

While midwivesseemto be reassuredthat womenexpect vaginalexaminations,that womenfind

it necessaryto overlooktheir ownfirst handperceptionsof childbirth, and accordingto

midwivesreports, prioritise a measureof progress that is reliant ona midwivessubjective

assessmentseemsto be problematic. This mayreflect a generalacceptancefor all things

'scientific' or it maybe that the culture of the casestudy, transmitted in verbal histories,

midwives'education,antenatal preparation classesand literature (The PregnancyBookNHS

2001,Maternity ServicesGuideNorthumbria Healthcare NHS Trust 2002/3, Your Pregnancy-

Bounty2002) distributed during pregnancy,andreinforced during the childbirth experience,

sustainsa belief amongmidwivesandwomenthat the cervical state is 'the way'to estimate

progress.

Perhapsover time andsuccessivechildbirth experiencesgiving birth in unit' A' womenlearn

that they must accept that dilatation of the cervix is usedin midwivesdecision-making. Women

may understandthat they are unlikely to have intramuscularanalgaesiaadministered unlessthey

havea vaginalexamination. Observation identified that in four casesintramuscular analgae5ia

wasprecededwith a vaginalexamination,and in two caseswomenwere observed being told they
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wouldbe givenanalgaesiawhenthe vaginalexaminationhad beendoneto assessprogress.

There is evidencethat midwivesare reluctant to give intramuscularanalgaesiaunlessthey know

the dilatation of the cervix. For examplewhencomparingdilatation to analgaesiarequirement

onemidwife talks of painmanagementusing'co-codamol'until the cervix is '5cm'after which

women'mayneedPethidine'[IA3: 319-325].

It is alsopossiblethat acceptingthe unpleasantnessof vaginalexaminationfor womenhasto be

understoodin terms of women'sresponsibility for family membersor competingpriorities.

Sometimeswomenwant to knowbecausenot knowingis an inconveniencefor themselvesand

their family. It is often the casethat responsibilities for children results in womenwantingto

knowwhat is happeningin order that arrangementscanbe madefor childcare. This situation is

exaggeratedwhenpartners andother closerelatives alsoattend the birth, as the responsibility

of eachindividual increasesthe pressureto be precise. As hospitals do not allowcigarettes to

be smoked(except in designatednon-clinicalexternal spaces)womenand their birth partners'

cravinga cigarette mayovercomethe potential implicationsof a vaginalexaminationthat

presents the possibility of discharge. Observationrevealedthat more than half of birth

partners were cigarette smokerswho left at frequent intervals to havea cigarette.

If contractions are less frequent than every 5 minutes it wouldtake a considerableamountof

time to usepalpationasa basisfor assessment,instead a vaginalexaminationmayappear to be a

moreefficient option in terms of the time it takes to obtain information if womenare waiting to

go home. It seemsthat womencomeinto hospital becausethey needcare in the form of

analgaesiaor reassurancefrom the proximity of maternity health workers. In manycasesthey

are worried in casethey give birth without assistance. This seemsto result in womencoming

into hospital whentheir contractions are as infrequent as every 10minutes. In such

circumstancesevenmidwiveswhodo not useroutine vaginalexaminationmayundertake the

procedure to provideadditional information for maternal decision-making.However,one

midwife whousesroutine vaginalexaminationwhenwomenare in labour is not happyabout using

them without clinical indication that labour hasbegun:

'I_id' No I won't~ I Stlid 'Iwill not examineyou! I Stlid 'Why do I need to do a vaginalexamination
to lee if you're in hbour.' I Stlid Tm not going to.' I $(lid' Youcan certainly comedowntIIId rll
tJ$$U$ you andrll do a little trace for you if thot'l what you want.' I Stlid 'No wayI woulddo a
vagifltllexaminationuntil you're in labour.' {IA3: 258-264}
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While midwivesmayunderstandthat they candiagnoselabourwithout vaginalexamination,and

usevaginalexaminationbecausethere is lessdelay in confirming labour,especiallywhen

midwivesneedto justify the continuedpresenceof womenon the labour ward whorequire

midwifery care. Womenmaynot understandthis distinction andmaynot understand that

undertakingvaginalexaminationincreasesthe risk of introducingpathogensto the upper parts

of the genital tract, potentially causinginfection that developsbefore or after childbirth in the

mother or neonate(Bennett and Brown,1999).Womenmaynot realise that the procedure has

risks andhasmore importancein manycasesfor organisationalprocessesthan determining their

care. At the sametime womenmayaccept vaginalexaminationbecauseit is convenientandthey

may believe it is morereliable and incidental to the processof childbirth than is the case.

Ctlptlbility

This is anexpressionof an individualmidwife's ability to deal effectively with the challengeof

the job, and in relation to lowrisk casescarrying out assessmentusingexpectant management.

It is comprisedof the ability to integrate understandingof physiologicalchildbirth into an

autonomousapproachto diagnosisthat reflects casespecific priorities over organisational

issues. This is moreachievablewhenmidwiveshaverealistic expectations about themselvesand

alsosupport from co-workers. Negotiating discretion appearsto reflect the aboveattributes

aswell as effective communicationskills, includingassertiveness.

Individual midwivesgainautonomywith their professionalqualifications, but as employeesthey

mustdemonstrate that they are prepared to maintainstandards set by their employing

organisation. Other employeesin the organisation,somewith managerialresponsibility for

midwives,monitor this ability. While professionalpractice is primarily an individual

responsibility, howmidwivescontribute to the activities of a team is subject to surveillance.

At organisationallevel in unit 'A' there appearsto be anacceptanceof the ability of midwivesto

determine appropriate care andmidwivesare subject to few constraints in the form of policies

andprotocols for normal labour. In addition consultantobstetricians and unit managershave

negotiated that midwivesassumeresponsibility for normalbirth. With lowrisk womenthere is

little pressureson midwivesto assesslabour progress in a particular way.
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Unlikeunit '8' and 'e where expectationsabout progressassessmentare formulated by the

organisationsrespectively in policyandcare pathways,in unit 'A' there is no documented

expectationsfor assessinglowrisk cases. Evenso the dominantculture of labourassessmentin

unit'A' is baseduponroutines andhabitual practice that focus on contractions the state of the

cervix(dilatation andeffacement) andfetal condition. Resultsindicate that Ggrade midwives

co-ordinateactivities on the labourward andupholdthe culture of the workplace. The extent,

to whichindividualmidwivesexert their professionalautonomyor are given latitude to exercise

it, canbe expressedas individualdiscretion. Discretion appearsto be related to factors such

asreliability and experience,andto be negotiated between individualmidwivesandthe team.

Of midwivesinterviewed most thought they were consideredto be reliable andslightly less

thought they were consideredto be experienced;eachof these factors is probably important

whennegotiating individualdiscretion. Reliability impliesthat practice is predictable and

trustworthy, and experience impliesa greater ability, if not propensity to work in anautonomous

way.

In unit 'A' discretion to useexpectant managementof labourseemsto reflect the relationship

betweenthe culture of the workplaceandan individualmidwife's freedom to 'do the job' of

assessmentaccording to clinical requirementsof the case. USingskills as alternatives to

routine vaginalexaminationwithin expectant managementstyle of labourassessmentseemsto

be possibleif midwivescannegotiate with Ggrades to achieveautonomy,basedupon

justification for a particular caseor developinga rationale for usingexpectant managementof

labourfor lowrisk cases. Midwives'ability to confidently put their caseand hold their ground

will influence the outcomeof eachnegotiation. This appliesfor each individualcase,but regular

negotiationmayincrementally contribute to the overall discretion a midwife hasto makeher

owndecisionsabout assessment. Interviewees from unit 'A' whoadopt an expectant approach

to assessmentall thought they were consideredreliable and most were also considered

experienced. The midwife whodid not considerherself experiencedseemedto usenegotiation

and justification to achievea lessroutine approachto assessment. Twoof these midwives

worked in community,one in managementandoneworked in hospital. Eachwasatypical in their

approachto midwifery, perhapsasa result of havinghad positive experiences in the community

while providingholistic assessmentandcare.
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Mostof the intervieweesfrom unit 'A' whoworked in hospital usedroutine vaginalexamination.

Of these, sevenmidwivesappearedto haveeither highor moderategeneraldiscretion. While it

seemscredible that midwiveswhoappearto haverelatively low levelsof individualdiscretion

are morelikely to conform to pressurefrom the team of midwives,it seemslikely that those

with moderate to high levelsof discretion are conformingto routine assessmentout of choice.

Of the sampleof midwivesfrom unit 'A' either observedor interviewed, four havesubstantial

experience(three are Ggrades)andwouldbe expected to havehigh levelsof individual

discretion, two wouldbe expected to haveat least moderatediscretion with lowrisk casesand

one,havingrecently returned to practice andwithout a substantive post, is believed to havelow

discretion. Noneof the midwivesin the samplewere observedexercising discretion to replace

routine vaginalexaminationonadmissionor continuouselectronic fetal heart trace with

alternative methodsof assessment.However,two were observedto carry out artificial rupture

of membranesin the absenceof a clinical indication or medicalinstruction.

Duringinterviews midwiveswhosupport anduseexpectant managementof labour for lowrisk

casesappearedto be more rehearsedwhenspeakingabout their approachto assessment,as well

asbeingknowledgeableabout labour. They alsoappearedmore willing to be confrontational and

challenging,and prepared to describe, debate andmakeit clear whenI had not understood their

point of view during interview, andononeoccasionduring the observationphaseof the

research. Despite the discretion that eachhadachievedall but oneof these midwivesappeared

to havesympathyfor the pressureon hospital midwivesto useroutine assessment. Onemidwife

wasfairly impatient and thought that midwivesfailed to makeuseof unit guidelinesand

profesSionalexpectations to exert their discretion.

Summary

This chapter hasexaminedthe results from the project andexplored the diagnostic orientation

of midwivesundertaking labour progressassessment.Activity style is expressed as two broad

approaches,either anactive managementstyle or an expectant managementstyle that appears

to reflect authoritative knowledgebasedon technologyandnonauthoritative knowledgebased

on holistic observation respectively. Observation skills appearto be critical to midwifery care.

They alsoprovide a more effective meansof monitoring labour anddeserve to be recognisedfor
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this asequallysci£ntific by practitioners whospendtime with womenin labour. Fromthis

viewpointintermitt£nt measurementis morerelevant for discontinuouscare or monitoring

clients viQnumericinformation providedby other workers.

Resultsindicate thQt the sphereof practice of midwiveshasan influence on Qctivity style.

Junior steff hovelessconfidencein an expectant managementstyle although it is most

appropriQtefor them to use,giventheir proximity to womenin labour. Senior staff in contrast

hevelessproximity to womenandtherefore upholdintermittent measurement.They do this by

specifyingparticular information in records andoral reports. This behaviourhasstriking

similQritiesto the preferences andcutherirettveposition of medicQIstaff. Resultselso

demonstratethet in order to developconfidence in anexpectant managementstyle midwives

require experienceother than workingonconsultant labour wards. They needto develop

understandingandconfidence in physiologyandcapability to favour observation skills over

vaginalexaminQtion.Thesemidwivesmaythen be motivQtedto resist pressure from the

midwifery teem and the organisQtionto useaneetive managementstyle of assessment.

While Qminority of midwiveshaveadopted an expectant managementstyle most havenot,

despite the evidencethat they QPpearto understandwhat it involves. This may be related to a

fQilure to demercetefor care rether than lecerten anda lack of opportunity to develop

confidencein observation, linked to a failure to experiencethis type of assessmentin practice.

The reasonsfor this are important in order to understandthe factors that influence midwives

learningQtwork. These reasonswill be explored in ehcpter 6.
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CHAPTER 6: ANALYSIS OF RESULTS -

MIDWIVES LEARNING ABOUT LABOUR PROGRESSASSESSMENT FROM

THE CHALLENGE OF THE JOB

This research is concernedwith developingan understandingof howmidwives'slearning

developsas a result of undertakingmidwifery work. The specific focus of the research

is midwiveslearningaboutassessmentof labour progress in general,and in particular

the factors that influencethe approachto assessmentadopted by individualmidwives.

A project modelhasdevelopedto represent the relationships betweenthe assessment

method that individualmidwivesadopt for lowrisk women,their preferred approachto

assessmentandthe influenceof learningto undertake labourassessmentwhile working

in contemporarymaternity services (Figure 6.1:MidwivesAssessingIntrapartum

Progress). The project modelreflects results from Chapter 4 (DiagnosticProcess),

Chapter 5 (DiagnosticOrientation) and the results discussedwithin this chapter

(Learningand Working). Results indicate that most midwivesadopt an approachthat

reflects active managementand few useexpectant management,and this is discussedin

previoussections. Understandingrelationships betweenmidwiveswork and learning is

important to explainwhy midwiveswork in different waysfrom eachother and to

understandthe workingand learningcircumstancesthat are associatedwith developing

ability andconfidence in expectant management.The implicationsof work for the

learningprocessare explored in this chapter within a context of the developmentof

midwifery knowledgeandskills in labour progressassessment,in particular the

relationship between intrusive assessmentanddegreesof uncertainty experienced in

care andprogress assessment.Results indicate that there are differences in the

extent that midwivesrely on broad baseddiagnostic information derived from

observationor require specific information in the form of internal indicators of

progress that are interpreted in terms of statistically derived populationnorms. This is

linked to an individualmidwife's confidence in the physiologyof birth or their Senseof

Coherenceor their ability to makecoherent senseof observation associatedwith an

expectant managementstyle of assessment. Explanationsfor the different types of
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approachadopted by midwivesand in particular the focus by a largenumberof midwives

on learninganactive managementstyle of assessmentfrom practice canbe located

within the communitiesof practice makingup labourward midwifery teams. This

chapter containssubheadingsthat represent four major factors that influence

midwiveslearninghowto undertake progressassessment.They are:

(i) Developmentof midwifery knowledgeandskill in labour progress assessment,

(ii) The relationship betweenuncertainty and intrusive labour progress

assessment,

(iii) Acquiringa senseof coherencefor an expectant managementstyle of labour

progressassessment,and

(iv) Communitiesof practice and labour progressassessment.

(i) Developmentof Midwifery Knowledgeand Skill in Labour

Progress Assessment

Resultsprovide insight about howthe work of assessingprogress,the environment,the

organisationand social factors influence knowledgeandskills acquisitionand the

developmentof attitudes that swayprogressassessment.Elementsthat appearto have

an impact on howmidwiveslearn to undertake assessmentof progressare opportunities

to developknowledgeandskill and influencesfrom organisationalandsocietal factors

that havea consequenceondevelopingconfidence in the physiologyof birth.

Eraut at al(1998)haveproduceda framework for analysingthe developmentof

knowledgeandskills in employment,which hasprovided a useful tool for understanding

the relationship betweenresults in this study. While Eraut et aI's(1998) study andthis

study are concernedwith a relationship betweenworkingand learning,the emphasisof

this study is specifically midwifery knowledgeandskill in labour assessmentthat is an

important part of 'learningto do the job'. There is a difference in the waythat analysis

is undertaken in this study as Eraut et alaccepted the perspectivesof respondents in

the waythat they define and limit their job. While in this study depth of personaland
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professionalknowledgeof the field andwork is usedin a critical analysisof

respondent'sinterpretation of the work from the perspective of reflective rationality

(Altrichter et 01, 1993). In viewof this a modelhasdevelopedbasedonanalysisof

results from this project (Figure 6.1). The modelemphasisesessentialsof the

diagnosticprocessof labourassessmentthat integrates elementsof the framework

developedby Eraut et 01 (1998).

Elementsfrom Eraut et ats (1998) framework for learningandworkingare significant

to the diagnosticprocessthat midwivesapplyto labour progressassessment.

Developingparticular knowledgeandskills (What is being learned) is associatedwith

technical skills, understandingSituations,thinking skills, andpropositional knowledge.

Technicalskills (diagnosticprocedures,monitoring,technical assessment,following

protocols andneedsassessment)are especiallyrelevant to information gathering, while

thinking skills (problemsolving,inquiry skills andevaluationskills) and understanding

situations (salient andcritical features, perspectivesof clients and evaluationskills) are

significant to information proceSSingin profesSionalpractice and progress

classification. Professionalknowledge(taught during training for occupation,

specialisedoccupationalknowledge,knowledgeof systemsandprocedures) is relevant to

all stages of the diagnostic process. Eraut et aI's framework also contributes to

understandingthe processesby which midwiveslearn (how is it being learned) from 'the

challengeof the work itself' and 'consultationandcollaboration within the work group'.

Thesecanbe usedto categorise the type of critical learningexperiencesthat appear

significant to the results from this study. Somecritical learningexperiencesmirror

those proposedby Eraut et aI's element 'the challengeof the work itself': critical

incidents, learningfrom mistakes,difficult problems,self set goals,job rotation and

specialprojects. Other elements: listening andwatching,buildinga picture of labour

progress,anticipation andatypical case;emergefrom the results of this study.

In respect of 'consultationand collaboration within the work group' most critical

learningexperiences:on-goingmutualconsultation,specialasSignments,reviews,audits,

debriefing, observingothers in action, collaborative teamwork, decision-makingand

problemsolvinggroupsandfeedback from colleaguesor managers,mirror Eraut et aI's
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framework. There are two additional experiencesthat contrast with the frameworks

proposedby Eraut et at's(1998) positiveassumptionsabout collaboration: demarcation

boundariesandsharingmistakes. In respect of demarcationboundaries,there is

reference to geographicalboundaries(in hospital I in the communityandon the labour

ward Ion the antenatal ward) that involvediagnosticcriteria seeking. There are also

boundariesto be maintainedin respect of caseresponsibility, which midwivesenact to

maintainprofessionaldominanceover individualcases. The team of midwivesseemsto

invest in a hierarchical systemof professionalworkingthat maintainsboundariesin the

face of potential medicalencroachmentin exchangefor reduced individualdiscretion.

In respect of sharing mistakes,it appearsthat junior midwiveshavedifficulties with

this, especiallywhenmistakesare linked to practice that is generallynot promoted or

adopted by the team. There is in addition anundercurrent that suggeststhat diagnosis

canbe more precise than is sometimesrealistically possible,evenwhenthe

consequencesof lesspreclslon is not especiallyproblematic.

Eraut eto/'s(1998) framework alsoprovides insight into factors that mayinfluence

midwiveslearningabout andhowin practice to undertake labour progressassessment

(FACTORS affecting learning). Confidenceis oneof the factors identified as

Significant to learningat work resulting from: 'sufficiency of experience'and the

attributes 'coping,help seeking,problemsolvingandcalmness'neededwhen'dealingwith

uncertainty'. Howa personis managedalso hasan impacton learningas 'allocationof

work I job rotation I specialasSignments'and 'manageras creator of micro climate'.

Theseappearto be important, as is anadditional groupof related factors from the

results: accountability, autonomy,andprofesSionaldiscretion, that haveimplicationsfor

howthe work of progressassessmentis interpreted and the type of learningthat

results. In particular it is apparent that junior midwivesare allocated most of the

cases,andas it is unusualfor eachmidwife to be allocated a case,senior staff

experience labour diagnosticsvicariously,and becauseof this they havean influence on

managementthat is not respcnsiveto the particular context of an individualcase.

The framework provided by Eraut et 0/(1998) is useful whendescribing learningas a

consequenceof engagingin the work of assessinglabour progress. However,the
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framework doesnot attempt to evaluatethe importanceof the work or desirability of

aspectsof the work in a critical way.An assumptionis madethat howthe job is

interpreted andacted out equateswith a satisfactory performance, giventhe

circumstances. In this respect the framework haslimitations for this project, where

learningopportunities andorganisationalinfluenceare evaluated in respect of the

developmentof anexpectant managementapproachto labour progressassessmentthat

hasbeenpromotedsincethe publicationof the ChangingChildbirth Report (DOH, 1993)

as the optimummaternity service for lowrisk clients. The perspective adopted for

evaluationis legitimised by publicationssince 1993that distinguish maternity care from

other clinical care provided by the National Health Service (DOH, 2003). This change

is linked to increaSingconsumerrecognition, evidenceof effective alternative modelsof

maternity care, research andthe realisation that current modelsof maternity services

are unsustainablebecauseof projected shortfalls in senior medicalspecialists (DOH,

2003).

The Maternity and NeonatalServices Workforce Groupprovided a report to the

Department of Health's Children'sTaskforce (DOH, 2003) and in it stated that

'pregnancyis not an illness'for a 'predominantlyhealthy population'that experiencesa

'normallife event' as 'the majority of pregnanciesproceednormally'andend in an

'uncomplicatedlabour' (DOH, 2003, para.1). The report identifies that 5 types of

service are provided for birth in the UK:homebirth, a 'stand alone'midwifery led unit

with no medicalcover onsite, a midwifery led unit on the site of a District General

Hospital/consultant unit with medicalcover,a District GeneralHospital with Q

consultant service anda specialist maternity unit with high volumeneonatal intensive

care. In 2000/1 only 4% of total births took placein either a 'stand alone'midwifery

led unit or at home. The report is clear that this figure underestimates the role of

midwivesin all of the service andthat increasingnumbersof womenchooseto deliver in

'stand alone'units. Despite this the report also identifies that 'there are a growing

numberof midwiveswhodo not feel confident about their skills, leadingto more

defensive practice, which mayaccount in part to the increasedmedicalisationof

deliveries' (DOH, 2003, para. 18).
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While Eraut eta/s(1998) framework refers to 'sufficiency of experience'and 'self set

goals',the focus of this project is morespecific as it is concernedwith midwivesskills

in anexpectant managementstyle of labourprogressassessment,required for birth in

situations without medicalcover. As a result the focus of this project on the

developmentof prerequisite skills takes into account'experienceas duration' and

'experienceas type' and is more directive by advocatingthe goalof 'avoidingroutines in

labourassessment'.Results indicate that somemidwivesdo focus lesson routines of

labourassessmentandadopt an expectant managementstyle of assessment.There is

evidencethat this is possiblebecausethey havelearnedto accept a level of uncertainty

about labour progress,or to viewuncertainty as a part of the processof normalbirth,

andas a result of this they are able to avoidroutine intrusive assessment.

(ii) The Relationship Between Uncertainty and Intrusive Labour

Progress Assessment

While it is clear that all midwivesin the study makeuseof a rangeof diagnosticsigns

to assessprogress in labour andensurethat physiologyis normal,the extent to which

they rely ondifferent signsvaries. Resultsfrom interview, observation and

questionnaireresponsesidentify differences in the extent to which midwives

incorporate vaginalexaminationwithin assessment.Vaginalexaminationprovides

information in the form of internal indicators of progressand it is proposedthat oneof

the reasonsfor different frequency of USebetweenmidwivesis related to the waythat

uncertainty is interpreted by eachmidwife in a context of casevariability andother

contextual factors that influence the waythat midwiveswork.

Vaginalexaminationis an intrusive investigationand logic impliesthat midwiveswouldbe

less likely to use it for lowrisk caseswhenthey are not troubled undulyby uncertainty

about progress or maternal andfetal well-being. The reverse situation, that midwives

wouldbe more likely to usehighly intrusive procedureswhenthey experience high

uncertainty alsoseemslogical. Resultssupport the latter proposition and showthat in

situations of high uncertainty all fifteen intervieweesfrom unit 'A' describe using
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vaginalexaminationto confirm or excludesuspicionsof abnormality or failure to

progress. It doesappearthe+ nignly intrusive practice is associatedwitn nigh

uncertainty. However,there is not so strong a caserhct low intrusiveness is associated

with lowuncertainty, as results from interviews includereports of low intrusiveness

from only four midwivesfrom unit 'A' whenthey experiencelow levelsof uncertainty.

In contrast twelve intervieweesfrom unit 'A' report practice that is hignly intrusive in

circumstancesof lowuncertainty, while only two report low intrusiveness in situations

of nign uncertainty. Similar results were obtained from unit 'B' with all four midwives

operating in nign uncertainty/nign intrusive, lowuncertainty/hign intrusive mode,and

two reporting that they alsooperate in a low intrusive modewitn either high or low

uncertainty whenthe opportunity presents. This equateswith situations where the

policy of previousemployingmaternity units in which tney were employeddid not

require regular vaginalexaminationsor whenwomenrefuse the procedure despite

prevailingpolicy thct midwivesuse it every four hours.

Figure 6.2 proposesa relcttonshlp betweenuncertainty and intrusivenessand the

resulting four modesof practice identified whenassessinglabour progress in relation to

the contexts that interviewees navedescribed. In situations of low uncertainty

maternal andfetal signsreflect physiologicalparametersand labour signs reflect

normaltrajectory, therefore there is noclinical requirement for vaginalexamination.

Nevertheless intrusive assessmentis used(mode1),as it appearsthat in this situation

midwivesdo not recognisea variety of observablesignsassufficient evidenceto

confirm progressandcreate a perception of lowuncertainty, and they resort to high

intrusivenessto confirm their diagnosis. Inexperience linked with reduced confidence

canexplain this for three interviewees (IA4, IA6, IA14) as midwivesmaybe developing

their understandingof labour progress early in their career. Senior midwivesreport

that they allocate 'normalcases'to inexperiencedmidwivesand it is probable that mode

1(low uncertainty/high intrusiveness) is the epprecchto assessmentthat is initially

expressedby most midwivesin contemporarymidwifery services. There maybe

benefits from usingthe full rangeof diagnostic information from external and internal

indicators becauseof the potential to accelerate learningabout variety of labour

trajectories associatedwith lowrisk childbirth andabout situations that are indicative
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of abnormality. This implies that midwives, with increasing experience will develop

understanding and capability to move from mode 1 (low uncertainty/high intrusiveness)

to a mode of practice determined by the context of the case.

Figure 6.2: The relationship between Uncertainty_and Intrusiveness
Mode Low Uncertainty Mode

2a 1

• Signsreflect normaltrajectory of • Signsreflect normaltrajectory of
labour labour

• Maternal andfetal signsreflect • Maternal and fetal signsreflect
phYSiologicalparameters phYSiologicalparameters

• Focusonholistic indicators • Focuson indicators determined by

• Experienceof client focussedcare medicalmodelof progress
• Minimumexpectation to be specific (dilatation of cervix)

about progress • Inexperience / experience
restricted to regimesof

J
assessmentand external pressure

X
• Expectation to be specific about ;:

exact progress.

II • Equivocalsignsof labour • Delayin waited for Signsof I! trajectory, but within time frame advanced/ advancinglabour
for normalcase • Maternal and or fetal signsof

• Unexpectedmaternal response compromise
(extreme or understated) compared • Suspectedlabour pathology
with clinical signs (malpresentation,cephalo-pelvic

• Maternal and tetal signsreflect disproportion)
physiologicalparameters • Required(profesSionalbodyand

• Pathologywith laboureither not employer)to excludeabnormality
suspectedor already excluded or confirm abnormality andrefer

• Minimumexpectation to be specific to obstetrician for medical
about progress management.

Mode High Uncertainty Mode
3 2b

Casecontext determined assessment can be low uncertainty/low intrusiveness (mode

2a) or high uncertainty/high intrusiveness (mode 2b). That all interviewees conform to

the latter (mode 2b) is not surprising given the profeSSional requirement for them to do

so if there is delay in waited for signs of advanced or advancing labour, suspected

labour pathology (malpresentation, cephala-pelvic disproportion) or signs of maternal

and or fetal compromise. However, only four from unit 'A' (lAl, lA7, lA9, lAl2)
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operate in lowuncertainty - low intrusivenessmode (2a). Or to put it another way only

four of the fifteen intervieweesfrom unit lA' havesucceededin movingfrom the low

uncertainty - high intrusivenessmode(1)approachto assessmentwhenworking in

hospital.

Transition from mode1to mode2 reflects developmentof the understandingand

capability required to work in an expectant managementstyle. The reasonsfor the

failure to adapt or developpractice in this wayseemsto be related to expectations

that midwivesare specific about exact progress,anda focus on indicators determined

by the medicalmodelof progress (dilatation of cervix). In the caseof unit IB' a written

policy requires midwivesto adhere to a regimeof vaginalexaminationsfor all cases,

while in unit lA' this is midwifery customandpractice. The situation that predominates

is that either midwivesare inexperiencedin recognisingnormalprogress from external

signsand maternal reaction becausethey are relatively newto labour care or because

their experience,which maybe of significant duration, hasbeenrestricted to regimes

of assessmenttogether with expectations that they focus onandreport limited

criteria of progress. In either casealmostall midwivesexhibit dependenceon vaginal

examination.

It is proposedthat mode1maybe anactive managementstyle if it incorporates a

predictive approachto assessment,baseduponthe medicalmodelof progress. On the

other hand,associatedwith inexperience,mode1mayreflect a confirmatory approach

to assessment,where newlyqualified midwivesare testing provisionalhypothesis,

buildingcasesand learningabout normal labour trajectory. This mayalso reflect a

hierarchical systemwhere senior midwivesrequire confirmation of progress from junior

staff that doesnot necessitate their physical involvementin care. Mode 2a and 2b

reflect anexpectant managementstyle of assessment,where external signsare either

recognisedas confirmation of progress (2a) or usedto diagnosesuspected problems

from external signsandconfirmed or excludedusingvaginalexamination,a more

intrusive assessment(2b).
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Transition from mode1 to mode2 is probablyanessentialcomponentof midwives'

diagnostic maturation if they are to accurately diagnoselabourstatus and£nsure

women consult the mostappropriate professional,whether midwife or obstetricitian. In

order to achieve adequatecapability midwivesmust developinsight into andskills by

which to recognise variation in maternalandfetal well-beingand labour trajectory.

They also require adequateunderstandingof a midwifery modelof labour care based

upon physiological progress.

Mode 3 is associatedwith low intrusiveness/highuncertainty, and the uncertainty in

this case is with the progressof labourandnot the physiologyof labour,mat£rnalor

fetal condition. Midwiveswhooperate in this modemust be motivated to avoid

unnecessary vaginalexaminationsandbe Securein their capability to recogniseand

manageemergingsituations andthe knowledgethat this type of approachis appropriate

for a particular client. Mode 3 also reflects anexpectant managementstyle of

assessment; in this casemotivation to provideexpectant managementand recognition of

the benefits of avoidingvaginalexaminationis significant. Mode 3 is associatedwith

exceptional maturity and resilienceand is only likely to be expressed in contemporary

practice when midwiveshavesubstantial experiencein expectant management,highly

developed reflective skills anda client groupwhoopt for birth in which they actively

engage in the processof decision-making.

Of the four interviewees from unit 'A' [IAl, IA7, IA9, IAI2] and two from unit 'B'

[IB17, IB19] whoadopt an expectant managementstyle andoperate in modes2a and 2b,

four [IA7, IA9, IB17, IB19] alsodescribe operating in mode3 and two do not. This is

not surprising as this modemust be associatedwith confldence in the physiologyof

birth, the woman'sability to copeand in midwifery skills and knowledge. It is proposed

that this is a feature of experience. Twomidwives[IA7, IA9] report that they do not

practice in mode 1,evenwhenworking in hospital. For these midwivesthis appearsto

be related to capability to withstand expectations from other midwivesand motivation

oriented towards providingwomancentred assessmentin contrast to establishing

commonworking patterns. Twomidwives[IB17, IB19] do work in mode1whenin

hospital, which is related to following unit policyand two others [IAI, IAI2] emphasise

206



Chapter 6: Analysis of Results -
Midwives Learning about Labour Progress Assessment from the Challenge of the Job

their role within the labourward team,while recognisingthe casespecific

circumstancesthat womenpresent with; they appearto attempt a compromisebecause

of this.

Theseresults from interview provide a moreoptimistic impressionof midwives'ability

to handleuncertainty comparedwith field study data (prospectiveobservationand

retrospective casenote entries), which demonstrated that midwiveson the labourward

of unit 'A' all worked in mode1. This is in contrast with results from questionnaire

vignettes, presented as hypothetical casesfor which midwiveswere askedto provide a

diagnosisusingexternal indicators of progress. They were alsogiventhe opportunity to

consider further information that they thought essential to confirm or test the

diagnosisthey produced. Vignette 1and 2 presented lowrisk casesand described

physiologicalprogressandmost responses(48/52) were classified as mode2a (92'0 and

75'0)' Vignette 1hada clearly progressive labour trajectory andextreme maternal

reactions that are associatedwith the secondstage of labour. It is often possibleto

confirm diagnosisfrom external visualisationof the heador bulgingperineum. Onthe

ether handVignette 2 hadprogressivetrajectory, but there waswhat canappearas

discontinuity of symptoms,not infrequent with multiparaand related to increasing

flexion and descent of the fetal head. Midwivesinexperiencedin physiologicalchanges

mayhavebeenuncertain becauseof this, and familiarity with a policy or common

practice that requires diagnosingestablished labouralsoseemsto be a factor here and

although there wasfrequent reference to abdominalpalpationto determine descent,

more midwiveswouldhaveresorted to intrusive assessment.

Vignette 4 presented a situation where there wasthe possibility of abnormal labour.

There wasadded complexity becausethe mother experiencingher first childbirth

wanted a 'natural birth' at home. She had beenin labour for 16hours, there were no

'waited for signs'of advancedlabour andcontractions that had seemedefficient had

reduced in frequency andstrength. This vignette represented an uncertain situation.

Wtlile there were noacute signsrequiring immediatetreatment, the potential of

uterine inertia, secondaryto cephalo-pelvicdisproportion existed. In ttl is vignette

most respondents(32/52) were identified as mode2b practice. They resorted to
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intrusive assessmentas uncertainty waslinked to the possibility of abnormallabour.

Manyof these midwivesalsowantedexternal indicators from abdominalpalpation. Less

respondents(20/52) did not find it necessaryto useintrusive assessmentand the

practice they selected represented mode3 (39'0). A few did not interpret the vignette

as potentially problematicandthose that did either focussed onthe lack of maternalor

fetal distress or advocatednutrition andmobilisationto correct potential malpossition,

both interventions maycorrect uterine inertia.

Lowintrusivenessdecreasedincrementallywithin the wholesamplefor Vignettes 1,2

and4 andwithin the sampleof respondentsfor eachunit (Figure 6.3).

F 63 R V' h Lo f Inigure : as to rjanettas t at are w or 1nIs veness
V/gMt1w Unit 'A' Unit 'B' Unit 'C Total

(N=21) 1. (N=1!5 1. (N=16) 1. % of Total

1 19 13 16 48
91 87 100 92

2 17 10 12 39
81 67 75 75

4 6 9 5 20
29 39 31 39

In the caseof eachunit there is a greater difference betweenresponsesfor Vignette

4 andeither of Vignettes 1or 2 than there is betweenVignette 1or 2. This is

expected if midwivesrecognisepotential abnormality. For Vignette 1and 2 unit 'B' had

a smallerproportion of responsesin mode2a (87'0 and 67'0) than units 'A' (91'0 and

81'0) or 'C (100'0 and75'0)' This maybe explainedby the policy operating in unit 'B' for

mode1practice for lowrisk cases. Interestingly for Vignette 4 unit 'B' hasa greater

proportion of responsesin mode3 (3910)than units 'A' (29%) or 'C (31'0). Possible

explanationsfor this difference couldbe either lessappreciation of the potential for

abnormality in unit 'B', or an increasedfocus onclient choice,as in the vignette the

client hada desire for a 'natural birth'.

Questionnairerespondents,whodo not select practice that represents mode1,are

demonstratinganexpectant managementstyle, evenif this is idealised practice.

Thirty-five respondents(67'0) demonstrate this (onlysuggestinginvasiveassessment

for Vignette 4) of the wholegroup of fifty-two. A slightly increasedproportion (75'0)
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is identified whenmidwiv£shavestudied at honoursdegree or postgraduate level

(24/32). This is moremarked(90'0) whenrespondentshavecompletedpre-registration

midwifery programmes,andhavenonursingqualification (9/10). Of respondentswith

15years experienceor less(29), the numberselecting expectant management(22) is

greater (76'0) than the wholegroupandgreater than found whenrespondents(13/23)

had more than 16years of experience(57'0)'

Although the results from questionnaireresponsesseemto demonstrate that for

situations of lowuncertainty most midwivesare capableof respondingwith assessment

that is lowfor intrusiveness(mode2a), this is not supported by results from interviews,

where onlya minority of midwivesdescribe working in this way,or from observation

where mode1wasusedexclusively. Questionnaire respondentsmaybe presenting 'a

form of idealisedpractice' (Eraut 1994),andresults from observationmayreflect

rejection of idealisedpractice as 'unachievable'(Eraut 1994). Eraut (1994) talks about

espousedtheories as theories that describe the world as profesSionalswould like it to

be andcontrasts espousedtheories with theories in use,which Eraut (1994) proposes

are developedseparately to copewith the necessityof practice contexts. These

theories maynot be explicit, but if they are they maynot be shared willingly as they

may diminishthe imageof the profesSion. The intermediate results from interview do

not reflect the dualismthat Eraut describes; dualismoften ascribed to profesSional

educationapproachesthat are accusedof teachingandassessingespousedtheories.

The approachadopted during interviews, where practice wasdiscussedandexplainedin

terms of knowledgebasedon action may havemitigated against the dualismand helped

interviewees to talk about what is generally acceptedas implicit knowing. Interviewees

did not appearto hide the reality of practice, as they perceived it, perhapsbecausethe

researcher is accepted as belongingto the profesSionwith insight into and respect for

theories in use.

The exercises in the qu£stionnairethat were basedon Vignettes 1,2 and4 did not

incorporate a context to be taken into consideration, i.e. there wasno policy or unit

guidelines,family circumstancesor birth partners for respondentsto consider. In

addition the other possiblyconflicting duties of the labour ward were not represented.
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The diagnosticprocesspresentedby respondentscouldbe seenas idealised,but it is

baseduponpractice knowledgein addition to espousedtheories.

While it is clear that organisationalfactors influencethe context of care, it is less

clear if midwiveshaverobust diagnosticskills. Diagnosisfrom vignettes required

respondentsto interpret external indicators rather than usingobservationand

examinationskills for themselves. Interviews with midwivesfrom unit 'B' revealedthat

aspectsof skill neededfor a thorough abdominalpalpationmight not be well developed.

Perhapsquestionnaireresponsescanbe interpreted as the waythat midwiveswould like

to practice if they hadwell developedskills, includingobservation. Observation results

provide the reality of practice for all but a few. Interview respondentsdo not

challengethe reality of practice except for very few midwiveswhoare the exception.

Thesemidwiveshavebeenmotivated to suchan extent that they describe that they

havefound a meansto work in waysthat other midwivesdo not report. This lack of

achievementmayreflect a lack of confidence in practice knowledgeconcerning

physiologicalbirth and in particular understanding,reliant onand linked to sharing in

the experienceof physiologicalbirth andprovidingmidwifery care.

(iii) Acquiring a Sense of Coherence for an Expectant Management

Style of labour Progress Assessment

The results indicate that the organisationof midwifery services operate informal

systemsto support a dominantviewof childbirth as an inefficient, risky process that

must be suspected,reviewedroutinely, reported in particular waysandoften enhanced

usingsurgical intervention. A minority of midwivesdo not appearto share sucha view

andtheir approachto care andassessmentreflects expectant management,basedona

viewof labouras a physiologicalprocess. The reasonsfor midwivesapplyingthis

different approachto care and assessmentreflect the clinical aspects of a casefree

from identified health problemsor negativechildbirth history and the requirement that

where possiblemidwivesprovide a holistic, less interventionist form of care.
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In anattempt to identify the reasonsfor adoptingan optimistic or a pessimisticviewof

birth and the circumstancesin which this different approachto assessingprogress is

exercised, previoussectionshaveexaminedthe similarities and differences between

midwiveswhoadopt eachapproach. Comparingindividualopportunities for learningfrom

the job and the developmentof individualattributes hasprovided insight. Individuals

whouseexpectant managementappearto be confident about the physiologyof birth,

they havecapability in a rangeof diagnosticskills and underpinningknowledge,andthey

appearto be motivated to reduce intrusivenessand provide an expectant approachto

assessment.Thesemidwivesappearto havehad learningopportunities that resulted in

anoptimistic andconstructive wayof interpreting andapproachingmidwifery care that

is compatiblewith expectant managementandholistic assessmentof progress.

Antonovsky(1987) writes about the waythat individualsdevelopa Senseof Coherence

as a result of developingcopingresourcesfollowing successful resolution of tension,

brought about by stressors. Successfulresolution is dependentuponthe character of

the stressor and it is possiblethat somestressors maynot be pathologicalbut mayin

fact be salutary. Identifying salutogenicstressors is part of identifying factors

associatedwith the developmentof copingresources,enacted whenindividualsare

maintainingtheir 'locationon the continuumor movingtowards the healthy pole ..: (12).

According to Antonovsky(1987)salutogenisishasrelevancefor understandinghealth

anddiseasein relation to copingwith stressors becauseit canhelp in understandingthe

'adaptation of the organismto the environment'(13). As a result of adaptation the

individualundergoeschangeanddevelopsstrategies for copingwith stressors that are

apparent asan individual'sSenseof Coherence;these are identified as General

ResistanceResources(Antonovsky,1987). Senseof Coherenceis comprisedof three

core components:comprehensibility,manageabilityand meaningfulnessthat seemto

havecorrespondencewith attributes identified in this study: understanding,capability

and motivation. Theseattributes appearto contribute to a generalsenseof confidence

in expectant managementandconfidenceappearssimilar to what Antonovskydescribes

as Senseof coherence.
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Comprehensibility is experienced as a perception that the stimuli confronting the

individual makes 'cognitive sense as information that is ordered, consistent, structured,

and clear, rather than noise-chaotic, disordered, random, accidental, inexplicable'

(Antonovsky 1987 pI7). When a person is high on comprehensibility she expects future

stimuli will be predictable, or if there are surprises, that they are 'ordered and

explicable'.

Manageability is 'the extent to which one perceives that resources are at one's disposal

which are adequate to meet the demands of the stimuli' (17). If an individual has a high

sense of manageability, they will not feel that events victimise them or treat them

unfairly. Although troublesome things do happen they expect that there is a good

probability that things will work out well. According to Antonovsky (1987, 17)

individuals with a high sense of coherence have 'a solid capacity to judge reality' and

this outlook means that they can cope and not suffer emotionally.

Meaningfulness is linked with being actively involved in shaping experiences and caring

such as emotional investment and commitment. Meaningfulness is 'the extent to which

life makes sense' and that 'at least some of the problems and demands' are worth

investing in, worthy of 'commitment' are 'challenges that are ·welcome" rather than

burdens' (18).

Results indicate that the Diagnostic Orientation of midwives within the case study is

determined by the existence of attributes that appear to exist in higher levels in a few

individuals who use expectant management and that appear to have striking similarity

with elements of the sense of coherence concept developed by Antonovsky (1987).

That which is described, as confidence in the results is similar to sense of coherence,

and understanding, capability and motivation in expectant management are similar

respectively to comprehensibility, manageability and meaningfulness (see Figure 6.4).
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Figure 6.4:
A Comparisonof Sense of CoherenceConceptwith the [)iagnostic Orientation of
Midwives in CaseStudy (Unit A)

Senseof Coherence
Comprehensibility
Manageability
Meaningfulness

Confidence
Understanding
Capability
Motivation

The definition of a Senseof Coherenceproducedby Antonovsky(1987, 19) provides

insight into the attributes of midwiveswhoattempt to useexpectant management:

'Thesenseof coherenceis aglobal orientation that expressesthe extent to whichonehas
apervasive,enduringthoughdynamicfeeling of confidencethat (J) the stimuli deriving
from one'sinterna! andexternal environmentsin the courseof livingare structured,
predictable, andexplicable;(2) the resourcesare avai/obleto one to meet the demands
posedby thesestimuli: and(3) these demandsare challenges,worthy of investmentand
engagement.'

There is similarity betweenthis definition of a senseof coherenceas a global

orientation andthe attributes that are identified with midwiveswhouseexpectant

management.It is probablethat a generalsenseof coherencebuilt upas a result of

achievingcoherencein a rangeof areasof oneslife is significant in relation to work.

This beingthe casethe specific attributes that havebeenidentified with expectant

managementcanbe incorporated into a globalorientation of a senseof coherence,

focussedon providing expectant management(Figure 6.5):

Figure 6.5: A Senseof Coherencefor Expectant Management
'Thesenseof coherence'that midwiveshaveabout their role in physiologicalchildbirth
'expresses the extent to which there is 0pervasive,enduringand dynamicfeeling of
confidence that (1) the stimuli deriving from ... internol and externol environments'in
relation to providing care in labour for lowrisk women'ore structured, predictable, and
explicable'in light of knowledgeof the physiologyof normalchildbirth andavailable
midwifery assessmentskills; (2) 'the resources'in the form of capability in a rangeof
skills baseduponexperience'ore availableto one, to meet the demandsposedby these
stimuli'from a perspectiveof confidence in physiologicalbirth and onesownand
women'sability to cope,''and(3) these demandsore challenges:to which there is
motivation to 'invest andengage' andattempt to provide the most appropriate care for
individualwomen.

A senseof coherenceis built upas a result of acquiring'generalisedresistance

resources'from experiencesthat exemplify 'consistency: 'participation in shaping
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outcome'and 'underload-overloadbalance'that are linked respectively to

'comprehensibility, meaningfulnessand manageability: While this is useful in

understandingwhat is shapingthe diagnosticorientation of a minority of midwiveswho

useexpectant managementit is lessuseful in explainingthe diagnostic orientation of

the remainderof interviewees. For exampleoneinterviewee (IAI2) seemsto

comprehendand be motivated, yet her capability is only partially developeddue to a

restricted experiencebase.

Antonovsky(1987) believesthat general resistance resourcesprovide all three types of

experienceswhere, inter-correlations amongcomponentsare high but not perfect. It is

possiblethat an individualsexperiencesmayleadher to beinghigh ononecomponent

and lowonanother, either in general,or in specific situations. It is possiblethat eight

types will emergeif eachof the three componentsof senseof coherenceis compared

againstan expectant managementorientation in terms of high or low levelsof senseof

coherence(see Figure 6.6).

Figure6.6: Interrelatednessof Senseof Coherence(or Confidence)and Selection
of an Ex ctantM ment5 Ie of Assessmentfor NormalBirth.

Respondent Type Comprehensibility Meaningfulness Prediction
Code or Understand I or Motivation
IAI, IA7, 1 High High Stable
IA9

2 Low High High Rare
IAl2, IA3, 3 High Low High Pressure to
IA5 move up
rAIO, IAll, .. Low Low High Pressure to
IAl4 moveu

!5 High High Low Pressure to
move down

IA13, IA15 6 High Low Low Pressure to
I move down

7 Low High Low Rare
IA2, IA4, 8 Low Low Low Stable
IA6, rAB

Accordingto Antonovsky(1987) types 1and 8 are respectively high or lowon all three

andposenoproblemsas this stable pattern reflects that they view the world as either

highly coherent or incoherent. In terms of DiagnosticOrientation results indicate that
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three intervieweesfrom unit 'A' (IAl, IA7and IA9) useexpectant managementof

labourfor lowrisk casesanddemonstrate understanding,capability andmotivation;

facilitating physiologicalbirth usingdiagnosticskills accordingto casespecific clinical

needin a waythat reflects a type 1senseof coherence. These midwivesappearto have

the confidenceto dealwith the uncertainty of normalchildbirth in a variety of birth

settings.

In contrast four intervieweesfrom unit 'A' (IA2, IA4, IA6, and IA8) demonstrated low

levelsof eachof the componentsof DiagnosticOrientation in relation to diagnostic

skills andthey appearto havethe incoherenceof a type 8 senseof coherence. This is

becausethe DiagnosticOrientation they adopt for progressassessmentis basedona

prescribed routine that reflects incoherenceabout physiologicalprogress in normal

childbirth. Onemidwife (IA8) describes howshe wasoncemotivated to provide

holistic care andassessment,but shenowconformsto a routine that is determined by

others. During interview this midwife wasnot particularly articulate whendiscussing

labourandassessment,andalthoughsheappearedto care, she described howshe has

resignedherself to the dominantmodeof practice. Severalyears agoshe had been

highly motivated to provide holistic care but during the time she hasworked in unit 'A'

she hasdevelopedreduced confidenceas a result of repeated experiencesduring which

shewasprevented from makingher owndecisionsabout care or assessment.This

reflects what Antonovsky(1987) refers to as restricted participation in shaping

outcome. She nowappearsto resent opportunities to increaseher knowledgeandskills,

which mayinitially not havebeenhighly developedas she hasa history of failure at

first attempt at registration. Fromthe history of work that she givesthis midwife may

originally havebeena type 3 or 4 senseof coherencewhenshe first cameto unit 'A' and

without sufficient general resistance resourcesshe mayhavebeenunableto respondto

pressure to moveup to type 1or 3 senseof coherence. Two interviewees whoalso

appearto be type 8 senseof coherence(IA6, IA4) both seemto be motivated to

demonstrate that they canfulfil the expectations of the midwifery team and the

'wishesof the client'. Neither midwife seemsto understandhowto useother skills to

avoidroutine vaginalexaminationor the complexity of client choice. They also

experiencereduced participation in shapingpractice and useroutine andrestricted
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criteria for assessment,which probably reducestheir viewof childbirth as chaotic.

Oneof these midwiveshadjust joined the labourward at the time of interview andthe

other expresseda desire to leavemidwifery and developa different career in health

care. One interviewee(IA2) hascapability andmotivation to provide goodcare, but she

experiencesanunderstandingof birth andmidwifery as a risky situation. Fromthis

perspectiveof reducedmanageabilityandmisunderstandingof physiologicalprocesses

anddiagnostics,meaningfulnessis not experiencedfor expectant management.

Instead, this midwife is motivated to prevent expectant managementby influencing

other midwivesto adopt or retain a medicalmodelof progress.

Types2 and7 senseof coherenceare expected to be rare as high manageabilityis

contingent uponcomprehensibilityas if things are chaotic andunpredictable it is hard

to think howto managewell. Noneof the intervieweesmatch this type.

Beinghigh oncomprehensibilitydoesnot alwaysmeanthat individualsbelieve that they

canmanagewell. This is the situation for types 3 and6, which are described as

unstablewith a strong pressure to change. Accordingto Antonovsky(1987) the

direction of movementwill be determined by the senseof meaningfulness,which drives

the potential to seekout resources. If an individualcares strongly and also

understandsthey will be motivated, without which there is little drive to seekout

resources:

High Comp.+ Low Manage + High Mean.
High Comp+ Low Manage. + Low Mean

High Comp+ High Manage + High Mean
Low Comp+ Low Manage + Low Mean

The DiagnosticOrientation of three midwives(IA3, IA5, IA12) appearsto reflect type

3 senseof coherence. Twomidwives(IA3, IA5) seemmotivated andvery

knowledgeablebut they are prevented from respondingto pressure to moveupto the

next type by a longwork history where practice wasdetermined by consultant unit

managementregimesthat has reduced their perception of capability and independence

andcontributed to a feeling of vulnerability. Thesefactors encouragethem to adhere

to unit policiesand the wishesof clients, although they are more inclined to usea

broader rangeof skills andavoid inadvisableexaminationsor intervention. Both of

these midwivesare at retirement age.
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One midwife (IA12) who is also type 3 sense of coherence attempts to use expectant

managementand understands the principles of this approach although she has a limited

availability of resources as capability as a result of limited experience as time in

midwifery. This midwife is highly motivated to provide women centred care and avoid

unnecessary procedures and as a result she had developed her understanding. It is

anticipated that given an environment where she can gain capability she will respond to

pressure to move up to type 1. Unfortunately a negative aspect of pre-ceptorship, to

which this midwife is subject is that she experiences scrutiny by midwives who do not

support expectant management and who attempt to get her to 'toe the line'.

Two interviewees from unit 'A' (lA13, lA15) appear to be type 6 sense of coherence, as

they have extensive knowledge and skills have a low sense of coherence for

manageability and meaningfulness and are subject to pressure to move down a type.

Expectant management does not have much meaningfulness for these midwives as they

focus on the lack of general resistance resources in manageability. This may be

because of fearfulness about risks to themselves from client litigation or the

organisation. As these midwives are very senior they may have moved down the sense

of coherence scale for this aspect of practice from 3 to 6. Each of these midwives

appear motivated by defensive practice that reflects a risk assessment process

operating in the unit and a knowledge of the potential for litigation claims against them

and other midwives on the labour ward.

The importance of meaningfulness is seen in considering types 4 and 5 sense of

coherence. Type 5 reflects high comprehensibility and manageability, but

understanding the situation and knowing resources are available are of little

consequencewithout caring. The consequence is a developing lack of understanding and

a loss of resources. None of the interviewees appear to reflect type 5:

High Camp + High Manage + Low Mean Low Camp + Low Manage + Low Mean

In contrast in the case of type 4, where there is low comprehensibility and

manageability, but high meaningfulness it is possible that a search for resources and

understanding may be successful:
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Low Comp + Low Manage + High Mean ~ High odds against moving up but it is possible

Three interviewees from unit 'A' appear to be level4 sense of coherence for Diagnostic

Orientation (lAIO, lAll, lAI4). All three midwives seem to be motivated and are

prevented from responding to pressure to move up by confusion about expectations on

them from the conflicting perspectives of the midwifery and medical model. There

seems to be an element of disorder to their comprehensibility, particularly in relation

to differentiating between management styles and accompanyingassessment approach.

Familiarity with consultant unit management regimes has reduced their perception of

capability, meaningfulness and independence and contributed to a feeling of

vulnerability that encourages them to adhere to unit policies and the wishes of clients.

They seem to be awkward about the way they practice and justify this as due to outside

pressure rather than arguing advantages for the way they work. They attempt to use a

broader range of skills and limit unnecessary examinations or intervention, for example

extending duration between vaginal examinations. Two of these midwives have

substantial experience and senior posts. One midwife (lAI4) seems to have slightly

better comprehensibility but she has a more limited availability of resources as

manageability as a result of limited experience as time in midwifery. These midwives

appear to be motivated to provide women centred care and it is anticipated that given

an environment where they can gain first hand knowledge of and confidence in

phYSiologicalbirth and skills in expectant management, their capability will be realised

and they will respond to pressure to move up, first to level 3 and with increasing

manageability to level I sense of coherence.

Antonovsky (1987) proposes that while all three components of sense of coherence are

necessary they do not make an equal contribution. The motivational element of

meaningfulness is crucial, as without it being high on comprehensibility or manageability

will be temporary; while for someone who is committed and caring the way may be open

to gain understanding and resources. Comprehensibility is next in importance as high

manageability is contingent upon understanding. However, manageability is important as

if an individual does not believe that resources are available, meaningfulness will be

reduced. Successful coping is dependant upon the sense of coherence as a whole

(Figure 6.7).
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Figure 6.7: Sense of Coherence as an Integrated System.

Meaningfulness

/
Comprehensibility

~ Manageability

Of the midwives from unit 'A' nine from the sample of fifteen interviewees appeared to

be high sense of coherence for meaningfulness (motivation), which Antonovsky (1987)

argues is crucial to sustain comprehensibility and manageability. Of these six had low

sense of coherence for manageability (capability), which is important, as it is not

possible to sustain meaningfulness if resources are thought to be unavailable. However,

three of these midwives also had low sense of coherence for comprehensibility

(understanding), and as manageability is contingent upon understanding these midwives

will find it difficult, but not impossible, if they remain motivated to move up to a higher

levels. Only three midwives had high sense of coherence for each of the components.

Six midwives had low sense of coherence for meaningfulness and of these four had low

sense of coherence for all components of sense of coherence. Two of these midwives

are relatively inexperienced and are focussing on their role within the team of

midwives, one is experienced but has become less motivated about expectant

management due to difficulties in increasing her comprehensibility or manageability

within the unit. One midwife does not appear to understand birth outside of the

medical model, and is instead motivated to sustain this approach and limit the

manageability of junior colleagues who may otherwise adopt expectant management. Two

midwives are high in comprehensibility but are not motivated to provide expectant

management and they are low for manageability due to 'fear' of what can go wrong.

When the results for the group of fifteen interviewees from unit 'A' are examined for

comprehensibility, manageability and meaningfulness eight are high Sense of coherence

for comprehensibility and seven are low sense of coherence. Nine have a high sense of
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coherence for meaningfulness and six are low sense of coherence. While there is little

difference in sense of coherence scores between comprehensibility and meaningfulness

for manageability, most (12) have a low sense of coherence and only three are high

sense of coherence. This indicates that of the three components of sense of coherence

that Antonovsky (1987) identifies, interviewees find manageability to be the most

difficult component when it comes to developing General Resistance Resources.

Manageability as a component of sense of coherence is contingent upon understanding

for which more interviewees score high. Low manageability therefore cannot be

explained as resulting from low comprehensibility, unless there is an element of not

comprehending how to balance the conflicting pressure of clinical and organisational

prioritisation. In the same way more midwives appear to score high for the

meaningfulness component of sense of coherence. It is possible that this may be an

artificial result due to midwives' overemphasising what they think the researcher 'wants

to hear'. Nevertheless, as results for comprehensibility and meaningfulness are the

same it is likely that problems in acquiring General Resistance Resources in

manageability are primary; this will be further discussed. However, it is important to

recognise that low manageability leads to low meaningfulness and this appears to have

implications for midwives in unit 'A'. Antonovsky (1987) argues that individuals who are

low sense of coherence for meaningfulness, regardless of the other components are

under pressure to move down the levels of sense of coherence and stabilise, rather than

move up. The importance of fOCUSingon manageability in order that meaningfulness can

be sustained, and the importance of comprehensibility to sustain manageability is

central to an individual developing a high sense of coherence.

The development of general resistance resources associated with the meaningfulness

component of sense of coherence is related to experiences that exemplify 'participation

in shaping outcome'. This seems to be motivation and the other Side of this is having

the discretion to get involved or determine the type and level of participation.

Discretion has been identified as an element of Diagnostic Orientation within the model

developed from this study; discretion is a component of capability (manageability) that

is part of confidence in physiological birth and confidence in self.
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Manageability is the component of sense of coherence influenced by the development of

general resistance resources from experiences of 'overload-under-Ioad balance', and it

is likely that a major factor in developing manageability is the Sphere of Practice of

each midwife. This is supported by the results, which show that only three midwives

are high sense of coherence for manageability, and each of these midwives has

extensive experience outside of the consultant labour ward. If as Antonovsky (1987)

argues individuals who are high sense of coherence for manageability have a 'solid

capacity to judge', reality it appears that this either leads to midwives leaving the

labour ward team to work in the more isolated mode of community practice, or the

capacity to 'judge reality' is increased while working more independently. As results

reveal the pressure on hospital midwives from others in the team is substantial, it is

more probable that working independently is associated with the development of the

manageability component of sense of coherence, and the influence of the team in unit

'A' is to reduce manageability. Results indicate that the pressure to conform and

emphasis on risk and potential litigation has reduced the capacity of hospital midwives

to maintain optimism about their dealings with clients, about physiological birth, and

about their own skills and ability to judge clinical evidence and about their resilience to

cope with possible but not inevitable consequencesof birth.

Although the Maternity and Neonatal Workforce Group also associate midwives lack of

confidence in their skills, increasingly ddensive practice and increased medicalisation

of deliveries they identify midwives lack of confidence in their skills as the driver

towards medicalisation (DOH, 2003, para. 18). This is a different perspective to the

relationship between confidence, defensiveness and medicalisation proposed by the

results of this study. The rationale for the different conclusion is that medicalisation

has been the dominant experience of midwives since the 1970's and therefore preceded

midwives reports of lack of confidence. In addition midwives who practice in community

environments report less defensive intrusive assessment and less defensive practice.

The influence of the threat of litigation and problem-oriented view of childbirth

reinforced by risk management appears to have confounded the attempts of some

midwives to introduce more observation centred assessment. It is possible that these
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two development may be a 'back lash' to counter movement away from obstetrics

domination over normal childbirth.

The difference in Diagnostic Orientation between midwives when caring for low risk

women is evident according to the location in which they work. As the cases that are of

interest to this study are low risk, the clinical stresses for each group of midwives

should be equal, or if anything given the distance from medical assistance they ought to

be greater in the community. The increased isolation from support in the community is

expressed in a quotation from an interviewee from unit '8';

:.. communitymidwivesdo very well with their homeconfinementsso whyshouldn't wedo
the samein the hospital whereyou do have the support system there if you wantedit ... at
homethe communitymidwivesthey don't havea monitor. Theyrarely ARM them it's not
a commonpractice to ARM the womanearly on.... womenusemuchlessanalgesia they're
morerelaxed' [IB17: 386-392J

This isolation from support would be expected to intensify midwives lack of confidence

in their skills and result in medicalised birth (DOH, 2003, para. 18) but research

respondents do not report this and it is hospital midwives who appear less able to adopt

expectant management. According to Antonovsky (1987) the stresses of daily life are

less likely to be markedly different between individuals as much as individual's ability to

cope and outside of the consultant unit midwives are more able to cope with

physiological processes and uncertainty. To an extent, 'knowing the woman'and

understanding her reactions is part of this, but perhaps knowing that women often want

a home birth to avoid precautionary examinations or procedures is another.

Community midwives may have a higher sense of coherence for comprehensibility about

women's preference for home birth and how practice can reflect this, while hospital

midwives may have less. In the first situation the group of womenand midwives have

decided that home is the optimum place for birth. They share an ideology that may

increase a sense of coherence. In the second situation women and midwives may be

involved in hospital birth because 'most people are' and they are 'going with the flow'. In

this situation expectant management has low meaningfulness for midwives. This may be

linked to low manageability because they are fearful of birth and want to avoid total
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responsibility for it, or suspect that problems may develop and if they do that their

coping resources will not be adequate.

According to Antonovsky (1987, p22) individuals create boundaries to sustain their

sense of coherence as 'a generalized long-lasting way of seeing the world and ones life

in it' when their world may not be perceived as coherent. When boundaries are set,

what happens outside of them is less important. Creating a narrow scope and choosing

an area to be concerned about and be interested in can preserve an individuals sense of

coherence as long as boundaries do not exclude essential spheres of life (inner feelings,

immediate interpersonal relationships, major activities or existential issues such as

death, inevitable failures and shortcomings, conflict and isolation). Contracting the

scope of boundary concern is a way of excluding demands in a given area that are

becoming less comprehensible or manageable. This may explain why interviewees who

use expectant management have achieved a strong sense of coherence. It is possible

that they have resolved a dilemma of womencentred care and pressure from the

organisation to provide routine habitual practice by selecting a sphere of practice and

client group that is explicitly associated with womencentred care:

~.. I.. wouldhavedonemore vaginalexaminationslookingafter someonein hospital than I
wouldhavedoneat home.'[IA 7: 32-33J

By opting to work in community practice where boundaries can be restricted by caring

for low risk cases, as cases are transferred if problems develop during labour, this can

be achieved. Boundaries, once created, can be permanent or temporary, and once a

strong sense of coherence develops these midwives seem able to retain a view of low

risk childbirth when working in hospital:

~.. now,having...had the opportunity to go in and deliver my ownwomenin hospital, ...when
rve beenavailable,I wouldstill treat them like a homedelivery.' [IA7: 34-36J

Without the opportunity to create boundaries in relation to case type other midwives

may experience their work with low risk womenas less comprehensible or manageable.

To preserve their sense of coherence midwives may create boundaries that diminish

their focus on aspects of practice or scope of concern if they are experiencing reduced

comprehensibility or manageability. This may be achieved by failing to demarcate
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womenas low risk cases if they are giving birth in hospital and in the case of unit 'A'

applying guidelines that are intended for medical cases:

:.. a womancouldwalk through the door andI couldbe asked to assesssomebodyin the
assessmentroom that wasqueryearly labour. In whichcase,I wouldgo by theguidelines,
becauseweare in hospital. It wouldbe different on the community...'[IA4: 36-40J

Unfortunately it seems that most midwives do not find a way to preserve a strong

sense of coherence and at the same time provide expectant management during

labour in hospital:

T think oncethey comeinto hospital, in a way,certain paths are set andI think sometimes
it's kind of difficult to go off thosepaths.' [IA8: 228-230]

When an individual is confronted with tension from events (stresses) that may be

noxious, neutral or salutary it is the strength of sense of coherence that determines

the outcome. Sense of coherence is influenced strongly by chronic life situations

that are enduring, relatively permanent and continuous. Daily hassles, although

relatively minor as individual events are representative also of chronic stresses.

Such stressors appear to be an inevitable consequence of working in the labour ward

team in unit 'A':

'Ourunit has few policies for normal /obourbut there is acceptedpractice to which the
majority of midwivesadhere.' [QA 7]

Respondents describe expectations and pressure from senior colleagues to provide

specific information:

:.. the last VE,what drugsshe'shad,epiduralperhaps.'[IA4r: P2,190]

'The 'G'gradeexpects a regular hondoverof 'progress',:e. finding ona 4hourly VE.'[QA
20J

that requires the use of regular invasive assessment and criticism and coercion if

midwives resist:

Tt wasvery much 'the 'G'gradeis in charge, their word is final: The 'E'grades, which is
what I was,wehad to... toe the line.'[IAS: 77-78]

This can be interpreted as inadequate role opportunities. According to Antonovsky

(1987) General Resistance Resources - Resistance Deficits are built up, as resources
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and orientation towards coherence and independence are two of the most important

social-environmental resources. Conversely a lack of emphasis on these is a significant

source of stress and may result in a decision paralysis, expressed as a dependence on

guidance from senior staff and the acceptance of rules. Situations associated with low

levels of manageability that may be linked to underload - overload imbalance. This may

be particularly the case if staff midwives are allocated cases and senior midwives do

not have their own cases to focus on and be distracted by:

:.. I canstill have twopatients but no oneelsehasanyoneelse,hasanyother patient. The
other dayI had 100%of thepatients, I had twopatients.' [IA8: 555-5571

Interviewees who adopt expectant management for low risk cases appear to exhibit

characteristics similar to individuals who have a strong sense of coherence, who seek

a balance between rules and strategies, and who have confidence that sense can be

made of experience. In terms of manageability these individuals will consider that

resources will be available to deal with situations. Resources that are one's own or

that are controlled by colleagues whom can be counted upon and trusted. This is in

contrast with individuals who hold fast to rules and who according to Antonovsky

(1987) have a ridged sense of coherence. This may be associated with a weak sense

of self and a sense of identity as a midwife that is adhered to rigidly in order to

allay anxiety, as with low manageability comes a paranoia that unfortunate things will

happen:

:.. if the[y1...don't knowwhat'sgoing onand they havenoregular updates then they doget
agitated. I [IA8: 107-1081

If Antonovsky's (1987) position is correct it may explain why individuals who have a

strong sense of coherence are more likely to be flexible and experienced. However,

senior midwives seem just as likely as juniors to have weak sense of coherence that

also appears ridged. This can be explained by the concept of secondary control, in

which individuals exhibit unfulfillable expectations and identify with powerful others.

This process promotes vicarious secondary control in order to enhance one's sense of

strength and power. This may provide an explanation for senior midwives on the

labour ward having apparently internalised the discourse on labour progress favoured
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by medical staff and why they enforce this approach to labour assessment and

managementwith junior colleagues:

:.. some... try and tell you what to do, try and interfere [with the birth process} instead of
just letting things...happennaturally. Theywill try and tell you what to do.' [IA8: 259-
261}

There may be an interim stage that is experienced by junior staff, who may prepare

for future events by 'finding reasons and purpose in events that can not be altered'

(Antonovsky 1987 p53). Once midwives have found reasons and purpose for regimes

of assessment used in obstetric cases they may transpose these to situations and to

'midwifery cases' where they are not required and where the reason and purpose

cannot be validated by a midwifery model of care or the particular client context.

However, midwives present a positive view of the benefits of the medical model to

women,and persuade them to conform, while at the same time satisfying themselves

that they are given clients choice:

T think if yougavea womanthe explanationof 'doyouwanta full VEor wouldyou like to
be left longer'Tmsure quite a lot of themwouldsay they wouldbe quite happyto be left.
Becausewealwaysexpress it in waysthat it is to their benefit, 'it is best for them to
havethis done: [IA8: 236-241}

It can be interpreted as a problem for midwifery practice that nine of fifteen

interviewees from unit 'A' were unable to match the reason and purpose of

assessment activity to the particular context of low risk cases. It appears that

engaging in labour care in hospital does not equip midwives with the comprehensibility

or manageability components of sense of coherence in relation to expectant

management. This has implications for meaningfulness as it cannot be sustained in

isolation and without meaningfullness, an individual will not attempt to be 'involved as

a participant in shaping one's destiny [in midwifery practice] as well as ones daily

experiences' (Antonovsky 1987 p18) which will have consequences in a midwives ability

to identify and provide for individual women's needs, particular in providing an

alternative to the medical model of care and an active management style of

assessment for low risk women. The role of work experience and in particular the

team of midwives providing labour care in shaping midwives learning appears to be of

particular importance to this study.
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Cv) Communiti~sof Prectlee and Labour Progr~ss Ass~ssm~nt

Communities of Practice have been proposed by Wenger (1999) as learning communities

that exist within organisations as a site of participation and reification of meaning

associated with the job. In the case of midwives on the labour ward, the community of

practice is associated with midwives participating in a process of negotiation around,

amongst other things a definition of the role of midwives on the labour ward. According

to Wenger (1999) experiences of participation and reification gives an individual an

experience of meaning. This proposition has parallels with Antonovsky's (1987) view

that individuals must develop a sense of meaningfulness through participation in shaping

outcomes. From engaging in participation and reification experience becomes manifest

as competence, not just to perform tasks or possess particular information or skills; the

usual understanding of competence promoted by profesSional organisations. Competent

membership of communities of practice incorporate additional criteria (Wenger, 1999,

pI37):

1. Mutuality of engagement- the ability to engagewith other membersandrespondin kind
to their actions, and thus the ability to establishrelationships in whichmutuality is the
basis for anidentity andparticipation

2. Accountability to the enterprise - the ability to understandthe enterprise of a
communityof practice deeplyenoughto take someresponsibility for it andcontribute to
its pursuits and to its on-goingnegotiation by the community

3. Negotiability of the repertoire - the ability to makeuseof the repertoire of the
practice to engagein it. Thisrequires enoughparticipation (persofltllor vicarious)in the
history of apractice to recogniseit in the elementsof its repertoire. Thenit requires
the ability - both the capability and the legitimacy - to makethis history newly
meaningful'

In this way it is by its processes of participation and reification that a community of

practice establishes what it is to be a competent participant, an outsider, or somewhere

in between. In this way a community of practice acts as a locally negotiated regime of

midwifery that is recognised as competent participation in the practice. While a regime

of competence may not be static, and knowing something new or discovering something

may be interpreted as competent participation, such local negotiation may explain the

apparent resistance to ideas introduced from outside of the practice community if they
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are associated with different ways of working. According to Wenger (1999, P 139) 'a

two-way interaction of experience and competence is crucial to the evolution of

practice.' Sometimes experience and competence are out of alignment, for example

when new midwives join the labour ward team. In this case competence may drive

experience, when in order to achieve the competence as it is defined by the community,

they transform their experience until it fits with the regime:

T think it takes time... to fit into the teem,...not longagowhenoneof the midwiveswasn't
playing thegame. She was.....doingher ownthing, andwasn'tcomingbackand legitimising
whatshe was doing,and whyshe wasdoingit. Not evenin the informal conversationsthat
go on,andbecauseof that she wasseenas anoutsider, and they didn't like it. They
pushedher to oneside. Shewasn'tplaying thegame. But she wascaring for her woman,in
a way that she felt sheneededto care for her woman,but didn't fit in with their model so
they weren't suited by [happywith} her: [IAlr: 331-339}

Sometimes midwives may have experience that falls outside of the regime of

competence of a community to which they belong. The above quotation reflects this

situation but it is possible that a midwife may find a way to change the community's

regime to include their experience in what is considered competent. In this case they

would need to engage with people in new ways and transform relations in order to be

taken seriously and redefine the enterprise. If they have enough legitimacy they may

be successful, change the regime of competence and create new knowledge:

:.. it's alsoabout the midwife andher ability to articulate her decisionmaking. With the
other staff And as I said, to legitimiseher workload. And if she is goodat doing that,
thenshe maybe less likely to be madeto gather hard data, viaa vaginalexamination,
becauseshe is respected by her colleaguesfor beingright, or seemingto be right and
beingagoodjudge of women'sprogress in labour...'[IAlr: 309-314}

:.. I think my experienceandpossibly my reputation and experience,I don't know,I don't
know if that's right, I would have to ask other people, but I don't think I would be
challenged'whyhaven'tyou donea vaginalexamination.'u[IA7: ZOO-Z04}

This two way interaction of experience and competence is considered by Wenger

(1999) as essential for the evolution of practice and for individual and collective

learning. It is interesting that the community of practice on the labour ward in unit

'A' seems to have negotiated an acceptance of a different type of practice by some

individuals. According to Wenger (1999) communities of practice can accommodate

variation. In addition a regime of competence can be varied to accommodate

different views of knowledge by 'taking advantage of partiality enabled by mutual

engagement and not requiring everyone to share in the understanding of everything'
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(139). This may explain why most of the midwives working in hospital do not

appreciate how expectant management can be experienced in practice, because they

have not experienced participation except at a level of principles based on espoused

theories about ideal practice for physiological labour in the form of expectant

management. Although midwives are now and have always been accountable as

individuals to clients, professional bodies and the organisation, in unit 'A' midwives

have also apparently negotiated accountability to other members of their community

of practice. For most midwives this seems to exceed other forms of accountability.

Unfortunately greater emphasis on individualised care has produced a tension

between competence based on participation and reification experienced within their

community of practice and ideas of competence that have currently been

experienced as participation by only a few members of the community.

This is important as Wenger (1999) identifies that meaning is negotiated about

practice through a process that includes participation and reification, that together

form a duality, fundamental to human experience of meaning and the nature of

practice. This meaning is at one and the same time historical, dynamic, contextual

and unique. To model this idea Wenger (1999, 55) presents an example from his

research of the specific way that a claims processor looks at a claim form. This can

be applied to the way that an individual midwife looks at a labour record (Figure 6.8).

Wenger proposes that 'participation refers to a process of taking part and also to

the relations with others' (p 55). This action and connection can involve relations

that have various types and levels of interaction that can be '... conflictual as well as

harmonious, intimate as well as political, competitive as well as cooperative' (p56).

Participation shapes the experiences of member of the community while

transforming the community in ways that extend beyond engagement in practice to

become a part of an identity. Reification is a process by which communities of

practice 'project .. meanings into the world and then .. perceive them as existing in

the world, as having a reality of their own' (Wenger, 1999, p58).
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Figure 6.8: Negotiation of Meaningin Practice.

Understandinga labour record 'requires a veryspecific wayof lookingat' a record
sheet. 'The abl'lity to interpret' a labour record 'reflects the relations that both the'
record andthe midwife have to 'aparticular practice: The midwife 'contributes to
the negotiation of meaningby beinga memberof a communityandbringing to bear
her history of participation in its practice. Similarly the record contributes to this
processby reflecting aspectsof practice that havecongealedin it and fixed in its
shape: The midwife as 'amemberof a communityof practice embodiesa longand
diverseprocess of .....participation. Similarly the' labour record as an 'artefact of
certain practices embodiesa longanddiverseprocess of .....reification. It is in the
convergenceof these twoprocessesin the act of' interpreting the labour record
'that the negotiation of meaningtakesplace:

Thesignificanceof reification is that points of focus are created aroundwhich

meaningis negotiated andorganised,as if the reified were real. According to

Wenger(1999, p59) all 'communitiesof practice produceabstractions, tools, symbols,

stories, terms andconceptsthat reify somethingof that practice in a congealed

form'. In particular Wenger (1999,p59) proposesthat 'havinga tool to perform an

activity changesthe nature of that activity.' There appearsto be evidencethat

usinga partogram to record labourprogresschangesthe nature of progress

assessmentby focussingmidwives'attention in a particular way to the graph of

progress- basedon measurementsof dilatation of the cervix. Understanding

progress in terms of measurementsof the cervix leadsto demarcatedphasesof

labour(established or fully dilated) that are more preciseandregularised than the

reality of a labour trajectory. Wenger (1999) discussesthe doubleedgeof

reification. The benefits of the succinctness,portability, persistence and its

fOCUSSingeffect andthe dangerof a tool becominga substitute for deep

understandingandcommitmentfor what it stands for, its inertness that canossify

activity, a procedure hiding broad meaningsin blind sequencesof actions and the

knowledgeof formula producingan illusionof full understandingof the processes

described. This adds to the understandingof results from this study where focus on

more'measurablecriteria' wasfound (contractions 2 in 10andmoderately strong,

cervix 5cmandeffaced, station -2) that canbe replicated by different

practitioners, that are concrete oncewritten downor entered ona graph to provide
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a visualrepresentation. Yet the tool in the form of a partogram and its associated

formula for anticipating labourprogressas dilatation hasbecomea substitute for

understandingthe processof birth. The inertness and brevity of the partogramand

the summarylabour board haveacted to ossify activity aroundprocedureswith

sequencesof actions that implyunderstanding,but in reality replacedeep

understandingandcommitmentto care in labour. According to Wenger (1999,p62):

'Reification as a constituent of meaning is always incomplete, ongoing,potentially enriching,
andpotentially misleading.'

As participation andreification form a duality of experienceof meaningin

communitiesof practice 'to enableoneit is necessaryto enablethe other' andwhile

they 'comeabout through eachother, ...they cannot replace eachother' (62). Given

the 'useful illusion'created by reification a trade-off for communitiesof practice

must exist around'what is reified andwhat is left to participation' (p62). If

everything is reified then there is little opportunity for shared experienceand

active negotiation and if everything is unreified then specifics anddiverging

assumptionsmaynot be uncovered. Whenthere is imbalance,Wengerargues that

addingmore participation to participation or morereification to reification will not

helpor correct shortcomings. In addition 'increasingthe level of participation or

reification ...will tend to increasethe requirementsfor the other. [This is because]

reification alwaysrests onparticipation ...[and] participation alwaysorganisesitself

aroundreification becauseit ... involvesartefacts, words andconceptsthat allow it

to proceed'(67).

Redressingor anticipating weaknessesor what maybe perceivedas errors in

midwivesdecisionmaking,with more procedurescanonly be effective if there is an

imbalancein the communityof practice of the type that participation exceeded

reification. There is noevidenceto suggestthat this is the casein unit 'A'. On the

contrary there appearto be evidencethat the ability of midwivesto participate fully

is limited by reification. In suchcircumstancesthe consequenceof further

limitation as a result of additional policy hasthe potential to limit the experience of

meaningand learning. An exampleof this is provided in a developmentin practice

introduced near the beginningof this project within which midwiveswere to carry
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out assessmentonwomenwhenthey arrived onthe labourward and if they were not

in labourwomenwouldbe encouragedto go home. Previouslymedicalstaff had made

this decisionandwomenoften waited severalhoursfor the decisionto be madewhen

the doctor had time to attend andcarry out anexamination.

Lowrisk womenin labouronlyneedto be in hospital whenthey are in needof care or

whendelivery is imminent. It canbe arguedthat what constitutes labour hasbeen

reified as frequent, regular uterine contractions, but understandinga needfor

midwifery care in labour is subject to more implicit understandingthat requires an

experienceof midwifery participation. The responseof the maternity unit to this

changein practice wasto focus on previouslyreified aspectsof knowledgeand to

producea policy, suchthat whenwomenare in established labour (cervix dilated 3cm

plus)they shouldnot be discharged. This is reified labouraccording to a biomedical

formula, which indicates whendilatation rate will accelerate. It doesnot however

addressthe possibleneedfor care before the cervix is 3cmdilated or that the

modelof dilatation is baseduponpopulationsrather than individual rates and that it

is unreliableafter the first birth. Arguably whenfaced with a changein practice

the communityrequired an experienceof participation in this changeandattempts to

reify practice further hasmovedthe focus of practice awayfrom care and towards

proceduresconcernedwith measuringandrecording cervical dilatation. Although

midwivesare able to justify a needfor care irrespective of dilatation, practice has

becomefocused andorganisedaroundthis andthe procedure usedto obtain the

information.

Onecanarguethat vaginalexaminationwascarried out by medicalstaff whenthey

madedecisionsabout dischargeandmidwivesare doing likewise;however,midwives

havethe potential to wait for signsduring the processof care andobservation that

medicalstaff did anddo not. In reality prior to medicalstaff assessingwomen

before dischargea midwife providingcare hadalready arrived at the decisionover a

considerabletime that womenwere not in labour,otherwise they wouldnot have

required the doctor to comeand dischargethe client. It is possiblethat vaginal

examinationhasassumedimportanceto midwivesin unit 'A' becauseit wasalready
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reified as anessentialmedicalprocedurefor episodicintervention, and it provides

information on labourprocessthat canbe recorded, andthat hasan illusionof being

moreconcrete and lessopento interpretation than a description of signsor

symptoms.

This procedureandthe resulting information appearsto afford midwivesa level of

security about their ownposition,as it did for doctors, eventhough it maybe of less

relevancefor determiningcare. Usingvaginalexaminationhas becomeassociated

with a form of protection againstunforeseendevelopments;this is similar to the

practice of crossingthe road at the pedestrian crossings. While a pedestrian is

vulnerablewhencrossinga road anaddedsenseor illusionof security is associated

with crossing in a zonedemarcatedfor that purpose. This illusionof security is

often associatedwith failure to monitor approachingtraffic, as wouldbe the caseif

pedestrianswere crossingat another point in the road, a behaviourthat is just as

important at crossings. However,what the crossingdoes is makeit clear, that if

there is anaccident, the motorist, not the pedestrian is a fault. Evenwhena

crossingfails to give the protection that is expected by the pedestrian it vindicates

their actions and transfers blameto another. Results indicate that in this way

vaginalexaminationsare usedto provide protection for the midwife. However,a

focus on the procedurevaginalexaminationsas the sourceof information on labour

progressas dilatation of the cervix that canbe documentedas an investment in

future self-protection by the midwife, at the time of its useit maybe contributing

little to the care processor to midwiveslearningabout labourassessmentfrom

participation in the practice of assessment.

Procter (2000) identifies emphasison tasks (vaginalexamination)and blind obedience

to the decisionsof others (how labour and legitimacyfor receipt of care can be

identified) as a care- as duty paradigm. This is in contrast with ethical decisions

that canbe reachedas a result of continuouscaring that provides nurSing(and

midwifery) with a uniqueperspective basedupona legitimate alternative source of

information. In contrast with isolated andfragmented information that is typical of

episodicinterventions or investigations,midwifery knowledgecanalso reflect an
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understandingof the situation as a result of engagement.By prolongedengagement

midwivescan'bear witness'(Procter, 2000, p99) anddevelopunderstandingthat is

fundamentalto successfulresolution of decisions. Importantly, Procter suggests

that 'to denycarers any involvementin decisionmakingwhile expecting them to bear

witness to the care creates a spoilt identity for nurses[or midwives]in which their

self-esteem canonly be preservedat the patients expense'(2000, p99). This is

particularly identified in situations where there is uncertainty about the client

situation andregulation. If needsfor self-respect andself-esteem are not met,

then the needto control will lead to a splitting off from the moresupportive aspects

of the role and lead to a blind following of the demandsof the system. This effect

matcheswhat Antonovsky(1987) termed predictive secondarycontrol.

While Procter (2000) discussesthe interplay betweencaringand bureaucracythe

results of this study indicate that regulation is producedby the midwifery

communityof practice in unit 'A' and producedat organisationallevel and reinforced

by the communityof practice in units 'B'and 'c. This maybe an expressionof what

Wenger et a/ (2002) recogniseas a downsideof communitiesof practice who may

amongother effects limit innovationand reflect narrow unjust prejudices of their

society. In the caseof labour diagnosisthis is being limited to a fragmented medical

appreciationof progress that persists anddominatesWestern maternity services

anddiscourse. In this regard communitiesof practice canbecomean obstacle to

learningandpractice, or a particular aspect of practice maystagnate. According to

Wenger et 0/(2002) things cango wrong if membersfail to developtrust, in a tight

communityimplicit assumptionscango unquestionedandthere maybe unwillingness

to challenge,intimacy maycreate a barrier to newcomersandreluctance to critique

eachother. Wenger eta/argue that the strengths of a communitythat support

learning,in extreme casesfrequently becomeits weaknesses,and they proposethat

this canalso producean ideal structure to avoid learning. This maybe because

qualities that are essential elementshavebecomepushedout of balance. The results

indicate that in unit 'A' the balancehasbeenpushedover in favour of reification,

presentedas policy that canbe reinforced asa systemof vicarioussecondarycontrol
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by members of the community of practice when challenged by newcomers or critique

develops within the established community (Antonovsky, 1987).

Observation did not reveal critiquing of practice or discussions of practice outside of

questioning each other about whether procedures had been carried out and what

evidence of progress there was. The midwifery team seemed to be very close knit,

confident and familiar with the expectations on them; unless I asked them to justify

their decisions or their practice when they became hesitant and doubtful about the

certainty they had expressed previously. My evaluation of the situation was that

there was very little time spent participating in discussions about practice because

time had been invested in providing a system of rules that midwives were expected

to follow and that the community of practice reinforced, especially by the actions of

senior midwives in the team. The evidence suggests that during the research period

the community of practice in unit 'A' was investing in and maintaining an active

management style of labour progress assessment. The reasons for this seem to be

related to the value of vaginal examination as a source of 'credible' evidence for

defensive record keeping, in case of boundary disputes with medical staff and to

provide a method by which senior staff can engage vicariously in labour progress

diagnosis and decision making, increasing their credibility when reporting to medical

staff. Unfortunately, investment in an active management style has limited the

opportunity that midwives have for engaging in and learning to use an expectant

management style of labour progress assessment. As they are denied autonomy when

making decisions about progress and care, or even which methods of assessment are

required, most midwives will experience a spoilt identity as a midwife, from which

their self-esteem will only be retrieved at the woman'sexpense (Procter, 2000).

Active management seems to offer the opportunity for midwives to regain their self-

esteem and gain status, gaining control of clients without apparent medical

involvement.
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Summary

Previous discussion has explored the development of practice knowledge in relation to

progress assessment and proposes that it is in the extent of integrating uncertainty

within an understanding of the physiological process of birth that midwives can express

variation in practice. This is manifest in the frequency and immediacy with which

midwives resort to more intrusive forms of examination. Accommodating degrees of

uncertainty is associated with styles of assessment, with which progressive experience

may develop from an active management style to an expectant management style.

Antonovsky's sense of coherence model explains the development of generalised

resistance resources - resistance deficits from the stresses of work. Salutary

experience is associated with generalised resistance resources apparent in increasing

meaningfulness, manageability and comprehensibility in relation to aspects of individual

coherence. Results from this study indicate that few midwives have attained

manageability in respect of expectant management and those that have describe

experiences working outside of the consultant labour ward team to which they attribute

the development of capability (manageability) in expectant management. It is proposed

that the environment of work on the labour ward, with its focus on technology and the

hierarchical distribution of power within the midwifery team operates to limit or

prevent most individuals from achieving manageability for physiological birth and

expectant management via participation in communities of practice. While communities

of practice are associated with the development of knowledge and skill in practice there

are negative consequences associated with downsides. In the case of unit 'A' the

community of practice appears to have foregone the autonomy of individual midwives

within a system that increases the credibility of senior midwives. The credibility of

senior midwives is in part linked to upholding an active management style of labour

progress assessment and measures of progress that have been reified by the

community, and which provide an illusion of reality to which they hold on. Unfortunately

reduced participation in decision making about client care and reduced autonomy

produces a 'spoilt identity' for midwives. Self-esteem that is lost in relation to

autonomous decision-making can only be retrieved at the expense of the client. In this

case by midwives focusing on technical skills and efficiency rather than observation and

care.
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CHAPTER 7: CONCLUSION AND IMPLICATIONS

Conclusion

The dominance of the medical model and its associated technologies demands of

midwifery and midwives a self-aware approach to practice that can complement the

inherent physiological strengths of the normal birth process and know when to use

holistic skills and technology appropriately.

It is not clear whether many of the midwives in this study perceive that technology

influences their approach to labour assessment perhaps because they associate

technology and medicalisation with equipment and procedures used by medical staff

rather than with the same procedures and knowledge that they continue to support and

use. Jordan (1997, p. 65) in contrast with the view of midwives in the study, identifies

that technology exists not only as' a collection of complexgadgets and machinerybut

a/soas the methodsand techniquesdevelopedin the communitiesof practice that use

these technologies: Jordan has not developed this view in isolation as she has based it

on the definition adopted by the World Health Organisation at an international

conference on primary health care in 1978 (1997, p. 76). What is interesting about

technology is the role it plays in giving meaning in and through social interaction, and

how it is appreciated for symbolic value as well as use value. Technology is used to

express power, expert status and plays a part in legitimising authoritative know/edgeas

the way things are while devaluing nonauthoritative know/edgesystems(Jordan, 1997).

Nonauthoritative know/edgesystems recognise birth as a normal process than can be

enhanced using womencentred care and observation. However, each element of this

perspective is suspected and devalued by authoritative know/edgeand in addition the

scientific value of observation upon which it is centred, is trivialised and considered

lower status and less reliable than technological measurements such as metric

centimetres of cervical dilatation and station of the fetal head. That a technological

approach is viewed as 'natural,legitimate and in the best interests of a/I' is a

'misrecognition'of what is 'sociallyconstructed, relative and often coercive'(Jordan,

1997, p. 57). Experiences for womenunder technology are such that 'natura/responses

are systematically erasedandreconstructed' and 'the womanis led to collaborate in the
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violationof her body, the abnegationof her self, the misrecognitionof her own

interests'(Jordan, 1997, p. 74).

Results demonstrate misrecognitionof the value of a technological approach that is

supported by local policies, guidelines, care pathways and cultures of practice that

midwives describe. While midwives in the study demonstrate awareness of a range of

diagnostic information available to them, most are not prepared in practice to base

diagnosis and care on nonauthoritative know/edge,instead they use technology in their

diagnosis and weigh evidence such that technological information is prioritised.

Women's participation in this process is that of compliance and conceding their first

hand experience of labour or need for care, that are reconstructed by technology to

which they submit experiencing intrusive procedures that may also augment the birth

process or improve on their own physiological, psychological and social measures to cope

with discomfort and transition.

When caring for womenwithout medical or obstetric problems choice for midwives lies

between adopting an expectant management style of assessment that relies on

observation and uses technology only when required or an active management style of

assessment that adopts technology and invasive techniques routinely. This choice is

influenced by midwives' philosophical position on birth as a physiological process.

When undertaking progress assessment it appears that it is in the extent of integrating

uncertainty within an understanding of the physiological process of birth; that is either

viewed as a natural process that is usually unproblematic or a natural process that is

inefficient and dangerous that differences exist in realising and prioritising external or

internal signs as diagnostic indicators. Variation in assessment appears as a feature of

the different assessment styles or Diagnostic Orientation adopted by individual

midwives and how this is expressed has implications for the way in which individual

midwives carry out the Diagnostic Process, using either an active management or an

expectant management Activity Style that appear to reflect authoritative know/edge

based on technology or a combination of nonauthoritative know/edgebased on holistic

observation and technology respectively. Only a minority of midwives have adopted an
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expectant managementstyle, despite evidence from results that most understand what

it involves. Those that do have learned to deal with the variation of normal labour, to

focus on physiology and individual woman'sexperiences, deal with uncertainty and to

recognise situations where further information is required. In contrast midwives who

are only familiar with the criteria of active management might miss this recognition and

fail to limit the use of technology to situations where it can make a valuable

contribution to assessment.

Results build a picture of practice in which a dynamic between midwife and woman is

optimum for case management when midwives using expectant management rely on

observation to provide a holistic image of labour. All respondents identify observation

evidence to an extent, but most regard it as little more than background information

and prioritise information from unnecessary, intrusive vaginal examination. This is not

always associated with thorough processes as there was incomplete understanding by

some respondents of circumstances where additional information was desirable for

effective diagnosis and management.

The conclusion drawn is that accurate diagnosis is less likely if an active management

style of assessment is adopted because it centres on cervical dilatation, compared with

population parameters while neglecting observable holistic information and reducing the

view of progress to changes in the cervix. In evaluating normality this way midwives fail

to recognise variation in labour, they may also fail to recognise early the development of

problems. Technology has a role within holistic assessment, when it is used to confirm

or exclude the existence of suspected problems; but when it is used in isolation it can

present a misleading image of progress, despite the misconception that it provides

greater precision than other methods of assessment.

As 'it is not always possible to predict when difficulties might arise' (DOH, 2003, para.

2) it is necessary for midwives to use holistic examination and broader criteria of

progress than those of an ineffective active management style. However, results from

this study indicate that midwives are not sufficiently confident in their diagnostic skills

for them to give up routine vaginal examination and a recent report by the Maternity
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andNeonatalWorkforce Groupsupports this (DOH, 2003, para.18). This situation

exists at a time whenmidwivesare expected to provide intervention free birth. While

midwiveshavealternative waysof conceptualisingthe uncertainty of childbirth as

variation in a normalprocessandhaveidentified alternative approachesto progress

assessmentin expectant management,in combinationwith increasedcollaboration with

womenandgreater autonomyfrom medicalstaff, evidencefrom the literature and this

study suggestthat midwivesmaynot all possessthe skills to work in this way. Evidence

that practice knowledgedevelopsfrom 'doingthe job' (Eraut et al,1998) is supported

from results from this study, as experienceof hospital practice is associatedwith a

lackof confidence in expectant management.In contrast experience in holistic

assessmentis associatedwith anexpectant managementstyle that unfortunately only a

few midwivesin the study havehad the opportunity to develop.

Reinstatingnormality asa valuableconceptfor childbirth providesa solution to

uncertainty by situating it within the variation of the processof normalbirth. This is

located in a womencentred approachto care that predominantlyusesobservation to

identify evidenceof labourtrajectory or problems. This contrasts with a technological

perspective in which measuresof labour trajectory andsolutions for inefficient

physiologyare basedon technology. The viewof uncertainty that is adopted is manifest

in the frequency and immediacyby which midwivesresort to intrusive examinations.

Results indicate that accommodatinguncertainty in labour trajectory increaseswith

progressiveexperience. As a result of experiencemidwivesmight use intrusive

assessmentless if they learn from experience to be lessreliant on the information

from intrusive assessmentand if they haveanopportunity to alter their practice. Only

a few midwivesdescribe makingthis transition, andthey link this to gainingexperience

andworking in environmentsother than ona consultant labour ward. A modeldescribed

by Antonovsky(1987) explainsthe developmentof a Senseof Coherencefrom stress

that is experienced in everydaysituations. In the context of this study the

developmentof GeneralisedResistanceResourcesis associatedwith salutary

experienceof work in whichGeneralisedResistanceResourcesare apparent in

increasingmeaningfulness,manageabilityandcomprehensibility in relation to aspects of

individualcoherence. Theseare related to developingcoherencefor expectant
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managementand results from this study indicate that only those midwiveswhodescribe

experiencesoutside of the consultant labourward team haveattained manageability

(capability), andthey attribute this to the alternative experience. This is in contrast

with midwiveswhohaveResistanceDeficits and they attribute this to working in a

culture of habitual practice basedonactive management.

Usingholistic progressassessmentis associatedwith greater tolerance for uncertainty,

possiblybecausea morecomplexappreciationof labour is developedfrom the breadth

of observationdata and learningto wait for confirmation that progress is normal. In

contrast, anactive managementstyle of assessmentdoesnot reflect tolerance for

uncertainty, possiblybecausefrequent feedback during labour doesnot require

midwivesto learn to wait for confirmation. In addition a focus on restricted criteria

mayact to reduceanappreciationof the complexityof labourand create an illusionof

certainty.

While simplifying the picture by reducingthe numberof variables that are considered

maymakelabour seemmore predictable andcertain, it is also lessaccurate. Inaccuracy

couldpossiblybe acceptable if the certainty wasalsoa reality but in truth it is not.

The illusionof certainty andthe inaccuracythat accompanyactive managementare

associatedwith a failure to recogniseactual or potential problemswith consequencefor

the processandoutcomeof labour, if a midwife's alertness hasbeenundermined.

Despiteactive managementbeingperceivedas a quality assurancemeasureto ensure

that abnormality is detected and managed,in itself it is only likely to detect the

consequencesof abnormality as a failure of labour to progress rather than detect the

reason.

The illusionof certainty that is created by technologyalso increasesthe incidenceof

interventions with the birth processandthe consequenceof this is iatrogenisis for a

few women.In itself this maynot be consideredto matter very muchby those who

advocateandUSeactive management,as technologywill USetechnology to sort out the

iatrogenisis it hascreated. A reduced perception of iatrogenesis is perhapsrelated to a

focus on birth outcomerather than birth experience. Emphasisingoutcomecould
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possibly be considered acceptable if womengive birth within consultant obstetric units,

as they have the technology to deal with spontaneous and iatrogenic problems in labour.

However, where womenare cared for by midwives outside of the consultant unit then

avoiding iatrogenesis and diagnosing spontaneous problems early are key aspects of care

because of the need to refer women with problems or complications for emergency

obstetric management.

The shortage of senior medical staff makes it impossible to sustain the existing model

of maternity service and therefore 'options for matching the ...potentially available

workforce, to ...service models and configurations' are being considered (DOH, 2003,

para.8). This is a driver for increasing the proportion of women with normal

pregnancies who are cared for entirely by midwives and it is envisaged that the volume

of births in locations without medical cover will increase. This development has

implications for midwives' knowledge and skills in general and their diagnostic skills in

particular as results indicate that observation skills are critical because they are more

sensitive and more effectively accommodate variation in normal labour. Observation

skills are central to midwifery and they deserve to be recognised as equally scientific in

comparison to other assessment skills, especially by midwives who spend time with

women in labour. From a vantage point of sustained time with women intermittent

measurement is only relevant for practitioners who practice discontinuous care and

monitor labour using numeric information provided by subordinate workers.

To adopt an expectant management style, the results demonstrate that midwives need

to develop understanding and confidence in physiology and capability to favour

observation skills over vaginal examination. A lack of opportunity to focus on

observation in practice partly explains why some midwives are not confident they have

these attributes and why midwives who have had a different type of experience do have

confidence in their observation skills and are motivated to resist pressure from other

midwives and the organisation to use active management for normal birth.

The development of capability in expectant management is linked to the grade of

midwife and the location of work. It is apparent that demarcation for care is made on
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the basis of location rather than health circumstances. While junior midwives have less

capability in holistic assessment, observation is appropriate for them to use given their

proximity with women in labour. Senior midwives are more likely to have capability, and

this capability is utilised in community care however, senior midwives in labour ward

teams who have less proximity with women uphold intermittent measurement by

specifying particular information is entered in records and provided in oral reports.

This behaviour has striking similarities to the preferences and authoritative position of

medical staff.

Most of the midwives in this study appear not sufficiently confident to rely on external

signs in clinical diagnosis because they doubt their skills in holistic assessment, because

others doubt their skills or because the context of care where most of them work

increases the pressure for them to provide accurate technological evidence. This is in

contrast with results from hypothetical exercises where external evidence was

considered adequate for diagnosis. Unfortunately in the clinical area a misleading

perception of accuracy is maintained by most midwives at the expense of holistic

assessment.

It is proposed that a focus on technology within the work environment on consultant

labour wards combined with the effect of hierarchical distribution of power within the

midwifery team limits the development of manageability for expectant management.

This is a consequence of a particular form of participation within a community of

practice, where the downside of a structure generally associated with the development

of knowledge and skill in practice has negative consequences. This is because the

community of practice appears to have foregone the autonomy of individual midwives

within a system that increases the credibility of senior midwives, possibly as a strategy

to prevent medical encroachment. This is in part linked to upholding an active

management style of progress assessment as measures of progress used in active

management that are reified in policy and rules adopted by the community for

documenting, and that provide an illusion of reality to which the community hold on.

Unfortunately reduced participation and autonomy in decision making about client care

produces a 'spoilt identity' for midwives and threatens self-esteem that can only be
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retrieved at the expense of the client. In this case by midwives focusing on technical

skills and efficiency rather than observation and care.

Implications

As practice is developed and is altered in the work place the importance of the

midwives' work environment in relation to their use of holistic progress assessment

requires greater recognition. If midwives are to adopt an expectant approach to

practice and know when to use holistic skills and technology appropriately they need to

develop understanding of birth as a physiological process and acquire capability and

motivation to practice Expectant Management. To this end it is necessary to examine

the future role of midwifery education, located within higher education and midwifery

management, located within the maternity services. Although these implications are in

all probability relevant to midwives in general they focus especially on the case

reported in this study.

A self-aware approach to midwifery practice reflects a balanced expectant

management style of assessment that predominantly uses holistic observation and

where measures based on technology are justified by the circumstances of an individual

womanand labour. Holistic assessment based on observation is particularly applicable

for women centred care if it is combined with what is referred to by Jordan (1997), as

a horizontal distribution of power between midwives and womenwho are giving birth,

and where nonauthoritative know/edgeis recognised for its value. While holistic skills

can be encouraged by good leaders clear demarcation between organisational

management and professional autonomy is needed if a hierarchical distribution of power

is not to be perpetuated. This situation results in women's experiences being considered

secondary to the priority of the organisation as interpreted by more powerful senior

midwives rather than midwives providing care.

In order for midwives to develop capability and confidence in holistic care and

assessment they require experience working holistically and observing others who work
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holistically to develop confidence in expectant management, in physiological birth, and in

women'sability to labour. This may provide an opportunity to orientate towards

individual woman in childbirth and at the same time develop a degree of distance in

their decision making from other midwives. This is not to say that colleagues are not a

potential source of knowledge and support within communities of practice but the

hierarchical distribution of power over knowledge that was observed during the study

appeared to have negative consequences for individual midwives and women.

Midwives' lack of confidence in holistic assessment was identified in a work environment

in which the community of practice has emphasised reification over participation, which

is evident as policies, guidelines and cultural rules. In this situation if midwives are to

develop confidence in holistic skills further reification is an inappropriate solution and

could further reduce confidence. Increased participation of midwives within their

community of practice is required to create a balance with reification and encourage

midwives to revaluate their labour assessment skills. Increased participation can

provide midwives with a voice to influence practice while at the same time create the

situation where they can be influenced by other midwives interpretation of the work of

the community of practice. This is important as technology appears to have a

significant hold on many midwives and role models for expectant management may be

necessary to accelerate a change in perspective through their participation in the work.

A few individuals identified by the study do have confidence in holistic assessment and

these midwives could make a significant contribution to a transition to holistic

midwifery care. It is important to recognise that technology incorporating an active

management style of assessment and management creates an illusion of certainty and

potential iatrogenisis that makes it an inefficient and high-risk approach for community

care either in midwifery led units or at the home of the womangiving birth.

Midwives in the study appear to understand in principle what is expected of an

expectant management style of assessment and it is the capability to transfer this

understanding to practice where the problem lies. However, a failure to use clinical

skills such as abdominal examination has also been highlighted which is linked to

increasing reliance on vaginal examination. Most midwives do not appear to have
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capability in skills needed to diagnose progress using observation and in particular in

abdominal examination.

There are implications for education if students are to be prepared to use holistic care

and assessment. A need to demarcate clearly normal birth for holistic care as a

philosophical position is important and there is a challenging practical reality of

influencing observation skills, as midwifery educationalists have never been so distant

from clinical care as they are at the present time. As few midwives appear to have

confidence in their holistic diagnostic skills and in particular in abdominal examination,

their ability to teach student midwives the relevance of and to model such skills is

limited. Midwifery educationalists need to develop innovative educational approaches to

address this. In particular it is clear that experience and capability in expectant

management is not developed when participating in an active management style of

assessment. If institutions of higher education are to be responsive to midwifery

service configuration they may need to reconsider the preparation of midwives. For

example, in recognising the value of holistic assessment skills it could be considered

prudent for educational institutions to expect that of the forty deliveries that student

midwives are currently required to undertake by the European Union Midwives Directive

(89/594/EEC) (NurSing & Midwifery Council, 2002), that a proportion should be 'normal

births' experiencing holistic care and assessment based on expectant management.

A paper published by the education and research manager of the Royal College of

Midwives (RCM) on the subject of valuing practice specifies RCMrecommendations

that (MacDonald, 2003):

:.. students shouldhave:

• Fivehomebirths

• Four births within a birth centre

• Managementof at least two labours with aphysiological third stage

• Competencein neurobehaviouralphysiologicalassessmentof the newborn

• Experienceof a rangeof modelsof care includingcaseloadpractice. '
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This is a positive step by the RCMto redress of the needsof student midwivesand

prepare them to practice as midwiveswithin newmaternity service structures.

HoweverI focussingon the locationof birth andorganisationof care doesnot directly

addressthe desirability of providingholistic care that incorporates Expectant

Managementfor physiologicalbirth. The exception is the recommendationthat

students manageat least two labourswith a physiologicalthird stage. The project

model(Figure 6.1) indicatesthat the RCMrecommendations(MacDonald,2003) if

implementedwouldpossiblyprovide the type of experience,from which opportunities to

developskills required for Expectant Managementmayemerge. Within the project

modelthe Sphereof Practice,as locationof practice is a factor in developinga

DiagnosticOrientation anddevelopingalternative observationskills. However,what is

not clear from this study is the extent that midwivesworking in birth centres and

those providing homebirth are subject to an imbalanceof reification over participation

in determining appropriate assessment,as results from this study demonstrate that

work in Midwifery Led Units was influenced by protocols for routine assessmentof

progress. While the environmentof care that MacDonald(2003) proposesmayprovide

students with insight into Expectant Managementthe limited experience identified and

other influenceswithin the Communityof Practice maylimit this, particularly if

midwivesin the locationhavenot developedcapability in Expectant Management.

Resultsfrom this study havebeenusedas the basisfor the developmentof learning

tools for student midwives'diagnostic skill development;provided as part of an ongoing

action research study with student midwives. Researchis required to test the Project

Model (Figure 6.1) in other settings where midwivesare engagingin labourprogress

assessmentto assessits potential for generalisability and to modify it as appropriate.

Researchis alsorequired into the valueof the modelas a tool that canbe adopted by

educationandCommunitiesof Practice wishingto promote and practice Expectant

Management.As the Project Model (Figure 6.1) incorporates elementsfrom a

framework (Eraut at 01, 1998)created to reflect the developmentof knowledgeand

skills in employmentit providesanexampleof howthe framework canbe applied to the

particular work contexts of other professionalgroups. Researchis recommendedto

investigate the relevanceof the Project Model for other professional groups.
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Apgar Score

Artificial Rupture
of Membranes

Central Midwives
Board

Descent of the
Fetal Head

Direct Maternal
Deaths
Malpresentation

Maternal
Mortality Rate
Multigravida

Multipara

Normogram

Nullipara

Perinatal
Mortality Rate

Primigravida

Prolonged Labour

Station of the
Presenting Part

Glossary

An assessmentof the conditionof the babybasedonphysiological
criteria within a few minutesof birth, so that severeasphyxiacan
be diagnosedandtreated.

Surgicalprocedureto break the sackof fetal membranes.

statutory bodyfor midwivesset upunder the 1902MidwivesAct
to laydownregulationsfor the training of midwives,for admission
to a register andfor framing of rules governingtheir practice
(Adams,1983). Replacedby the United KingdomCentral Council
for Nursing,Midwifery andHealth Visiting, in turn replacedby the
NursingandMidwifery Council.

measuredin 5ths of the headpalpable. As the headdescendsinto
the pelvis, lessof it canbe felt abdominally.

deaths resulting from complicationsof the pregnantstate

Where the leadingpart of the fetus is not cephalic(head).

maternaldeaths per 100000 live births.

A pregnantwomanwhohashadoneor morepreviouspregnancies.

A womanwhohasborne morethan oneviable infant.

Of expected labourprogressdrawnfrom the labourstencil (Studd
andDuignan,1972)

A womanwhohasnever givenbirth to a viable child.

the numberof stillbirths plusthe numberof neonataldeaths that
occur in the first weekof life per 1000total births. Considered
as deaths purely dueto obstetric causes(Adams,1983).

Womanpregnantfor the first time.

If labour is prolongedit cancausematernaldeath dueto
infection, shockdueto traumaat delivery, ruptured uterus, and
post partum haemorrhage.The risk of fetal death is greatly
increasedand is associatedwith pneumonia,intra-uterine
infection, hypoxiaandtraumatic delivery.

Station zero is at the ischialspines. Station is measuredin 1- 3
centimetres above(-) andbelow(+) the spines.
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APPENDIX 1: CATEGORIES AND DEVELOPING MODEL

1.2 Categories of data

6rouping of Categories

Early project model (1)

1.3 Categories of Transcript Content

Project model indicating relationships between groupingsof

categories (2)

1.4 Model for Categories of Transcript Content (3)

1.5 Midwives AssessingProgress in Labour (4)

Final model presented as Figure 6.1.



OPENCODECATE60RIES:

INFORMA TION GATHERING
INFORMA TION WEIGHING
INFORMA TION UNCERTAINTY
ACTIVITY STYLE
DISCRETION
SPHERE OF PRACTICE
LEARNING AND WORKING
PROGRESS CLASIFICA TION
CONTRACTIONS
VAGINAL EXAMINATION
DESCENT OF HEAD
PAIN
CERVICAL ATTRIBUTES
FETAL MEMBRAINES
MA TERNAL CONDITION
MA TERNAL ACTIVITY LEVELS
FETAL FACTORS

CLASIFICATION OF CODES:

DIA6NOSITIC ORIENTATION

• ACTIVITY STYLE
• DISCRETION
• SPHERE OF PRACTICE
• LEARNING AND WORKING

DIAGNOSTIC PROCESS

• INFORMA TION GATHERING
• INFORMATION WEIGHING
• INFORM ATION

UNCERTAINTY
• PROGRESS CLASIFICA TION

DIAGNOSTIC INDICATORS

• CONTRACTIONS
• DESCENT OF HEAD
• PAIN
• MATERNAL CONDITION
• FETAL CONDITION
• CERVICAL ATRIBUTES
• FETAL MEMBRANE

VAGINAL EXAMINATION

VAGINAL EXAMINATION

I DIAGNOSTIC INDICATORS

RELATIONSHIP BETWEENCATEGORIES(1)

DIAGNOSITIC
ORIENTA TION - = = -- DIAGNOSTIC

PROCESS
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C t fT . t c t ta eqones0 rcnscrrp' on en
1. Diagnostic Orientation 2. Diagnostic Processes 3. Learning and Working.

• Activity Style • Information Gathering • Confidence

• Discretion • Information Processing • Experience (type and

• Sphere of Practice Information Weighing amount)

\Information • Knowledge and skill
Uncertainty • Organisational and

I• Progress Classification. societal factors

4. Diagnostic Indicators: !5. Vaginal Examination
a) External Signs • Pain • Political concerns and

• Descent of Fetal Head • Breathing noises dilemmas

• Uterine Contractions b) Internal Signs • Objectivity

• Fetal Condition • Cervical dilatation • Unpleasant procedure

• Maternal Condition, • Cervical effacement • Interpersonal intrusion

• Posture • Fetal Membranes.

LEARNING AND WORKING
DIA6NOSTICPROCESS DIAGNOSTIC

DIAGNOSTIC ORIENTATION
INDICATORS INFORMA TION DISCRETION

~ GATHERING I
,.

\ I I
I \ I I
V \ I I

~
INFORMA TION I

PROCESSING ~~ ACTIVITY I
(Weighing information and handling STYLE I

uncertainty)
\ I

I
\ I

\ VV
SPHEREOF

PROGRESS
CLASSIFICA TION

PRACTICE

MIDWIVES ASSESSING PROGRESSIN LABOUR (2)
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Model for Categories of Transcript Content (3)

l
i

0 0
DIAGNOSTIC DIAGNOSTIC DIAGNOSTIC
INDICATORS PROCESS ORIENTATION

"> ;LExternal
Signs: / INFORMATION \f ACTIVITY

GATHERING STYLE
Contractions**
Descentof head** A

~ <>Fetal condition** L .1

Maternal condition*
I DISCRETION IPain*

Breathing Noises* INFORMATION 0PROCESSING
Internal SPHERE OF
Signs: *** ~ PRACTICE
Cervical,dilatation
& effacement PROGRESS
Station of head CLASSIFICATION ....
Fetcl membranes

V........

LEARNING AND WORKING

CHILDBIRTH
OUTCOME

:xternal Signs:
• watching etc .
•• Abdominal palpation

nternal Signs:
••• Vaginal Examination
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MidwivesAssessingIntrapartum Progress(4)

Diagnostic Orientation

Sphere of practice
(Work Location & Seniority)

Confidence
(Motivation, Capability &
Understanding)

Activity Style
(Knowledge and Skill, Predictive or
Confirmatory Assessment, Experience
Type, Organisational & Social Factors).

LEARNING
&
WORKING

Vaginal Examination
Political concerns and dilemmas
about Procedure as unpleasant /
intrusive and Objectivity of signs.

Diagnostic Process

External Signs:
Contractions
Decent of Head
Pain, breathing
noises, posture
Fetal & Maternal
condition
Internal Signs:
Cervical dilatation &
effacement
Station of Head

Information Gathering
(Skills: technical, learning,
interpersonal)

Information Processing
(Weighing information and
handling uncertainty,
knowledge, thinking,
understanding of
situations, colleagues, work
unit, self)

Childbirth Outcome

Progress Classification
(Judgement, 'working hypothesis')
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APPENDIX 2: RESPONDENTCODES

2.2 - 2.4 Table with RespondentCodes:
Interview andObservationRespondents



In depth (2hr) interviews used for building
theory. Systematic analysis at end of this
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APPENDIX 3: SAMPLE DATA

3.2 Sampleof interview transcript from an in depth interview (IA9)

3.4 Exampleof handnotes madeduring observation(OA3 and C3)



Sample of interview transcript from an in depth interview

I - Interviewer {Maureen Sookhoo}
R - Respondent {IA9}

R Er, my name's xxxxx. I'm a Community Midwife working in [unit 'A'1, predominately in the
xxxxx area. Em, I've been a Community Midwife now for just over 11 years. Em, I've worked -I did
my training, started my training in 1985 as a Midwife up at xxxxxxxxxxxx Hospital. I've been in nursing
since 1979. Em, I did the 18 month course and when I qualified I moved down to [Unit 'A'1 and worked
in the hospital from '86 to '91. Er, I worked full time for a year, from 1986 to 1987. I then went on
maternity leave until April '88, came back part time as by then an E Grade post, and did 16 hours a
week. I think I did that for a couple of years and then I got a job share F Grade post which was then a
Sister's post and from there went to the community ..
I Well that's a You're really good a remembering the details. There's
something I just want to pick up on there. You know that when you were having hospital experience
RYes
I Just - like a guestimate - could you tell me about how long labour ward experience you would
have had out of all of that?
R Yeah. I, when I first qualified we actually went straight onto the labour ward and in those days
there were no other, there were no students in [Unit 'A'] [Oh right] So it was very, it it you know, it was
really very much a period of consolidation. So I never had any other students to look after during that
period of time, so from probably virtually the whole, from June of '86, probably until for about eight or
nine months I would have worked solely on the labour ward and then you would have been a junior
member of staff [Yes] You know, able to get on with things and also would have your own support,
but you weren't then having to try and teach somebody else while you were conSOlidating your own
knowledge and skills [Yes] I mean, that was pretty useful. So then and then probably when I came
back over the next - it must have been two or three years - I would think I probably did the equivalent
of a year or two again on labour ward but that was only over 16 hours and then I did the F Grade post.
Em, I think most of that, a lot, quite a bit of that might be more postnatal really [Right] But
as an F Grade you weren't taking charge on the labour ward then [Right]. That was still
....................... er G Grades. So quite a bit of labour ward experience
I I was interested there that you didn't have students at [Unit 'A'] which actually I
hadn't realised. When, when roughly did the students
R Come?
I Yeah, when did they come?
R I would imagine em, probably at about 1988 or something
I So was that with the new, like the ..
R No, no, they just didn't train student midwives in [Unit 'A1 [Oh right] And then, which you know,
........... ...... One of the ways of getting a job at [Unit 'A'] was to be a midwife because they didn't
train their own midwives............. So when I did my training up at Newcastle I always intended to
come and work in [Unit 'A1, because that's where I lived
I So that explains, right, why such a lot of the experienced Midwives trained in xxxxxx, either at
the xxxxxx or xxxxxxxx.
R Yes [Yes] Yes
I I hadn't appreclated that
R Right
I So, now that you're in the community, do you have many deliveries?
R Well over the years, it's changed [Right] Over those 11 years. So in the first few years we did
do a lot of what what we described then as domino deliveries. [Right1 So when I say a lot, it probably
might be perhaps 11 or 12 a year, which may not seem a lot of women but in terms of commitment is
massive. Em, by '90, so that was from 1991 and by I think it would have been 1996, we actually, the
the workload, the staff ratios increased by 25 per cent so we went from three staff looking after
xxxxxxxx and xxxxxxx to four staff. [Right] Now at that time that was all and you
know, all of that kind of area, women delivering, women having the midwife that they know delivering
their baby. So when we first got the extra staff, em, we actually in our base, developed a er sort of
means of trying to deliver women that we knew. So for the period of about nine months certainly we
actually em set up a Meet the Midwives Scheme [Right] So that women were actually invited to er as it
turned out hospital but it was the only place we were able to get a room. And they would meet the
four staff who work there em and as a consequence one of us would then try and deliver some of
those women who were on the Meet the Midwives Schemes and stuff em, and the women were given
a sort of form with our names, pictures, a bit about who we were and what we did, a little bit about our
own lives. Em, and and that sort of in that way they came to know us [yes1 So, but about - it might
have been about nine months - initially we em, we didn't have mobile phones then and we only had
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one bleep between four of us em and we sort of, we were thinking well we'll buy a bleep, you know, if
nothing else, so that we could be contacted. But we actually then got mobiles phones, that that
actually happened then, em, so that meant we were contactable because prior to that, although we'd
been involved with dominoes and things, it was often difficult to get a hold of us. And we were giving
our patients our home numbers prior to that. We were just giving our home number and they could
ring at any time. If you were in you would go and deliver the baby. And you were doing that
completely in your own time, above and beyond your normal job. Em, so by '86 it must have been,
1986 yeah, '86, we had the mobile numbers em and the women weren't were no longer given your
home number. They would contact us on a mobile phone. And what we did was we actually set up
on-call rota between the four of us, em which meant - because as you'd imagine there was perhaps
only three if somebody was on holiday - you were actually on call, you know, once every two nights
and perhaps even more, on call all weekend. So we did that for some time and em we delivered a lot
of women in the first year, something like 80 between the four of us [Right] Which was a massive
amount of women, em, and basically ran ourselves completely ragged and at one point we decided to
cut the on call so that we we would just do it until 10 o'clock, so anything after that was hard luck. But
if you were in hospital before 10, then you would er be looking after the women Em, so that,
for that year or more we did a lot of deliveries in the hospital, but em those schemes all, you know,
they all mostly came to a close because we just couldn't cope really, with the the workload anyway
and trying to do that. And really what we found was that the women weren't terribly bothered who
delivered them, all they liked was the fact that whoever was looking after them was a kind person, and
I think, you know, as the years have rolled on that's become more apparent. So that knowing your
midwife it was it became obvious even to us that wasn't as significant as you might have expected so
a lot of the women might have only met us briefly for a chat and they liked that [Yes] But they didn't
have to know us as their Community Midwife [Right] And of course over that period of time as well,
things like early discharges, people were able to have them without having to be delivered by their
own midwife, so a lot of the reasons prior to that why women wanted their own midwife was so they
could get an early discharge. But that was also due to the And around that time as well, we
em had a lot of home births too, and I think, you know, over the years the numbers of home births
have, it seems really in areas of the higher socio-economic groups, as in ours, have actually the
numbers have gone down because initially when I first started in the early '90s, the only people who
had home births in the main, were people like myself in the higher socia-economic groups [Right] It
wasn't women from xxxxxxx or xxxxxxxx or xxxxxxxx which that would have been quite a
shift there, but if you looked now, that would be quite a different statistic. Em, so we did a lot of
deliveries then and then em, more recently because of the, you know, there's been less pressure on
us to provide that type of service, em, so that it waned really and em we basically take on
responsibility for all the home births on [Unit 'A1, though we do on calls for cover there,
a modern facility

I So that's more manageable
R It's much more manageable and if you have your, if you have home births in your own area,
obviously during the day it's your patient, you're there, you would try and deliver them [Yes] That
often can be very difficult as well because you just need three staff at the clinics, somebody's on
holiday, somebody goes into labour and It's a bloody nightmare, that is, but that's how it works at the
moment. So, em, mostly now it would home births that we do, we don't do the Know Your Midwife
Scheme anymore but between September last year and December, I actually went to work on the
labour ward as well [Right] So I did that for 12 weeks and I did four hours, like four hour shifts from
half four till half eight continued ....
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Exampleof hand notes madeduring observation (OA3 and C3)

This client (C3)contacted the labourward to say that she hadbeencontracting for
somehours. The pregnancywasat term andshe hadno problems. This washer second
pregnancyandshe wasbookedfor a homebirth.

Labour Record
25:01:03 at 13.00. contractin 1:15. AlP Term LOL Ce h 2/5 FHHR. Will call back later.

The on-call communitymidwife wascontacted late eveningby the labour ward staff and
askedto attend the labourandmakeanassessment.When the communitymidwife
examinedthe abdomenshe thought the presentation might be breech. She brought the
client into the maternity unit to havean ultrasoundscanperformed by the duty
registrar.

The labourward midwife palpated in order to assessthe fetal heart and reported that
the fetal heart could be heard belowthe levelof the umbilicus. The communitymidwife
said it wasalsoquite loudabovethe umbilicus,and that there had beena breech
presentation a few weeksearlier. The ultrasoundscandemonstrated a cephalic
presentation in an ROL position. The doctor examinedthe abdomenand found that the
fetal headwas2/5th palpable. On vaginalexaminationthe cervix was2cmdilated and
the station of the headwas-1. It wasconfirmed that the fetal membraneshad
ruptured spontaneously.There were no problemswith this labourand the client was
suitable for a homebirth. The client had requesteda homebirth becauseshe hada
very long2nd stage with her previouspregnancy. Shethought she wasin 2ndstage for 9
hours. The communitymidwife discussedthe placeof birth with the client andher
husband,andas she felt quite relaxed in hospital andthe husbandandfamily were not
happyabout her giving birth at home,she decided to stay in hospital.

Oncethe communitymidwife had left the client wasassessedas she hadrequested
pethidine. At this time she washavingregular contractions every 2 - 3 minutesand
they appearedto be quite strong asshe wasunableto talk during contractions and used
the entonox to help with the pain. The labour ward midwife performed a vaginal
examinationto assessprogress prior to administeringIM analgaesia.She reported that
the cervix wasthin andwell applied to the headand4 cmdilated.
Labour Record
Cx. fully effaced, thin, well applied to presenting head. Os 3-4 em dilated, clear liquor draining,
FHHR with Pinard's 130-140bpm.

The client wasmovedto a delivery roomandCTGtrace wascommenced.Pethidinewas
administered. Within 15minutes the client reported that she hadan urge to push.

The midwife did a vaginalexaminationand found the cervix fully dilated and the fetal
headwell down. The sa ital suture was al ted in the APdiameter of the elvis.
Labour Record
01.35. VE Full dilated. Commenced ushi

A normaldelivery followed after 3 contractions.
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Discussion
This client had beensuitable for a homebirth andhadno problemsuntil breech
presentation wassuspectedandexcluded. Whenthe hospital midwife carried out the
first VEcontractions were regular, frequent andstrong. In addition the fetal headwas
engaged(para 1)anda VEby the doctor identified the station as-1 (about 1hour
previously). At this point the cervix was2cmdilated, andtherefore not conclusiveof
established labour,but the other signswere positive. At 4 cm dilated established
labourwasconfirmed andpethidine administered to help with the pain. Within a few
minutesthe client wantedto push. A VEwasusedto confirm dilatation, station and
position. Descentandpositioncouldhavebeenestablishedusingabdominalpalpation,
whichwasnot carried out. However,the client hadexperienceda longsecondstage
with the previouspregnancyandthe midwife mayhavewantedto ensurethat the cervix
wasfully dilated.

Interestingly, whenthe headdelivered andrestituted (turned to align with the fetal
shoulders)the midwife did not recall that the fetal occiput wason the right whenshe
attempted to facilitate the next phaseof the birth mechanism.At this point I
intervened qUietly to remind her the back was on the right. The midwife quickly
compensatedto correct her assistance.
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APPENDIX4: CODES

4.2 Open Codes

4.5 Axial Codes



Memo OPEN COt)E CATEGORIES

Category Properties Dimensional Range
Information Gathering perspective prospective retrospective

Orientation client midwife
Interval continuous intermittent
Approach holistic fragmented measures
Interpretat ion intuitive objective
Intrusiveness low high
Field of influence evidence organisation
Compliancefactor high low

Category Properties Dimensional Range
Information Weighing prioritisation internal signs external signs

Trajectory of labour considered not considered
Information gathering complete incomplete
Risk assessment low high
Past cases many few

Considered not considered
Policy influences low high
Client influence high low

Category Properties Dimensional Range
. Information Uncertainty precision expectation low high

Risk taking behaviour low high
Tolerance low high
Time oriented present future
Belief nature science
Approach waiting doing
Confirming outcome measure
Policy I practice exact criteria guidelines

Category Properties Dimensional Range
Activity Style information gathering watching examining

Vigilance investigative
Involvement confirming predicting
Affiliation companion scientist
Work style active (doer) inactive (waiting)

Category Properties Dimensional Range
Discretion experience amount lots limited

Experience relevance related non-related
Credibility high low
Confidence high low
Client knowledge extensive limited
Client participation focussed distracted
Partnership (W/M) strong weak

Category Properties Dimensional Range
Sphere of Practice case parameters normal abnormal I boundary

Rules own medical
Caseresponsibility midwife doctor
Intervention probability high low
Who classifies case midwife doctor
Paradigm change consistency
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Category Properties Dimensional Range
Learning and Working experience organised opportunistic

Case building well developed limited development
Skill development limited extensive

Mastered not mastered
Practice knowledge informs practice practice informs
Theory availability varied limited
Models available varied limited

Policy bound responsive
management

Consulting/collaborating extensive limited
Confidence expansive limited
Role of midwife valued undervalued

Subservient autonomous
Birth as experience important secondary to family

Category Properties Dimensional Range
Progress Classification evidence consensus high low

Evidence bias low high
Practice consensus high low
Trajectory of time long short
Safety low risk high risk
Woman coping well poorly
Knowledge status research custom
Power politics clinical evidence
Parity of client nulipara multipara

Category Properties Dimensional Range
Contractions regularity regular irregular

Interval frequent infrequent
Strength strong weak
Duration sustained fleeting
Discomfort present absent
Trajectory escalating static / diminishing

Category Properties Dimensional Range
Descent of Head relationship to brim engaged not engaged

Relationship to outlet visible not visible
Relationship to cavity above spines below spines
5ths palpable 5 0
Station of PP -5 +5

Category Properties Dimensional Range
Cervical Attributes Os dilatation 10cm 1- 2 cm

5 fingers finger tip
length long effaced
thickness thin thick
application to PP well applied loosely applied
position central anterior / posterior

Category Properties Dimensional Range
Fetal Membranes state intact absent

Application bulging applied to PP
Clinical history SRM ARM
Clinical management conServe rupture (ARM)
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Category Properties [)imensional Range
Uterine Pain intensity strong weak

Interval intermittent continuous
Location abdomen thighs
Duration / trajectory long short
Client response tolerance distress
Management administered learned client

regulation
Information balancing confirming contradicting
Expectancy high low
Controllability high low

Category Properties [)imenslonal Range
Maternal Condition mental state calm loss of control
(during contractions) Posture upright / relaxed flexed/ridged/holding

Movement mobility immobility/thrashing
Inhibition discrete indiscrete (relative)
Temperature flushed cheeks flushed generally

Perspiring profuse perspiration
Communication able to talk unable to respond/no
answer
Non-verbal noises qUiet/controlled moaning/crying
out/grunting
PhySiological state parameters normal parameters abnormal

Category Properties [)imcnslonal Range
Fetal Factors Size average large / small

Lie & attitude longitudinal flexed longitudinal deflexed
Position occipito anterior occipito posterior
FHR normal rapid / slow
Amniotic fluid clear meconiumstained
Fetal state healthy/ responsive distressed

/unresponsive

Category Properties Dimensional Range
Vaginal Examination effects on woman acceptance intrusive

Effects on labour minimal interference
Exactness of measures precise imprecise
Reliability of measures value low value
Progress indicator confidence scepticism
Discomfort Severe mild
Value high low
Frequency - 4 hourly + 4 hourly
Indication routine when required
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APPENDIX 5: CATEGORIES

5.1: Interview section with categories



Section of transcribed interview (lA 1) showingcategories that incorporate codes from
the data.

'Telling the now' in terms of evolvingpractice style.
'I think it's somethingthat yougainwith experience(LEARNING AND WORKING).
... I wouldsay it's an intuitive thing (ACTIVITY STYLE). Of beingwith women
through labour(ACTIVITY STLYE). BecauseI know.. whenI'm listening, ...and I'm
watching(vigilant watchfulness). .. I'm listening to their breathing patterns and the
Watt that they're goingon. Andyoucantell, it's like knowingthat somebody'scoming
upto fully before they're eventhere (PROGRESSCLASIFICATION). Youknow
beforehand....that they're in that transitional phase(PROGRESSCLASIFICATION).
Youdon't needto do anexaminationto confirm it (INFORMATION WEIGHING) ....

'... very early on(LEARNING AND WORKING)... in the first few years of practice.
I'd be muchmore tempted to vaginalexaminations,...at regular intervals (ACTIVITY
STYLE)because.., it wascomforting for meto knowthat she wasprogressing
(INFORMATION GATHERING), .. I didn't truly believe in the skills that I had.
Intuitive skills (INFORMATION UNCERTAINTY). Which I recognisenowbut I
didn't recognisethen (LEARNING AND WORKING).... maybeI wasgoingoff for a
mealbreak ...andI wantedto knowthat shewasn'tgoingto deliver whenI wasaway
(INFORMATION UNCERTAINTY). In caseI missedthe delivery (LEARNING AND
WORKING). Or if.... I wasbeingaskedto care for two women(SPHER~OF
PRACTICE).But that wasfor me(LEARNING AND WORKING). It wasn't for her.
And I recognisethat now.And now.. I wouldsaythat I'm muchmore handsoff
(ACTIVITY STYLE). I don't feel I needto be in control of the labouras muchas .. I
did. I'm nowhappyto let the womanprogress(ACTIVITY STYLE).'

whenI was...a .. newlyqualified midwife, .......I didn't havecertainty about myskill
of doingvaginalexamination(INFORMATION UNCERTAINTY),andI think I had to
do them in multiples to gainthat experience(LEARNING AND WORKING). Now
I'm confident in doinga vaginalexamination. Early on ....I got them wrongmany,
manytimes.... .... I still doubt what I'm feeling. ... I becamevery confident
(LEARNING AND WORKING).'

'But the more experienceI've gained,...(LEARNING AND WORKING), ...you know
it's not that important howmaycentimeters she is (INFORMATION WEIGHING).
I wouldgo out and checkmyfingers on the dilatation board (LEARNING AND
WORKING). But nowlike I think ah,well it's a roughguess(SHEREOF PRACTICE).
It doesn't really matter (DISCRESSION) becauseI'm lookingfor descent of the
head,andI'm lookingfor other parameters that tell meshe's in labour (PROGRESS
CLASIFICATION). Rather than what'sgoingon vaginally(INFORMATION
WEI6HIN6).'
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APPENDIX 6: STAGES OF ANALYSIS

6.2 Identifying developingknowledgeandskills (Eraut et a11998)in interview
transcript (IA1).

6.6 Memowith discussionandanalysisaroundEraut et ai's (1998) framework.

6.8 Table with comparisonwith Eraut et ai's (1998) framework and initial 5 in depth
interview transcripts

6.11Schedulefor repeat interviews (IAlr, IA2r, IA4r)

6.12Draft paper usedfor verification of findings at repeat interviews.



Developing Knowledge and Skills

Categories from transcript • lA 1

What is being Learned (W)
Wi Understanding
W11 Salient and critical features

Perspectives of participants (clients)

W12 Understanding of Colleagues and Work Unit
dispositions
relationships

W13 Understanding of Organisation
Policy
Mission, aims, customs

W14 Understanding of Self
Dispositions and bias
how one learns
strengths and weaknesses
conditions affecting quality of performance

W2 Skills
W21 Technical Skills( I clinical)

diagnostic skills

65 - 69,73 - 77,137 - 142,
186 -190,198,393 - 394
78 - 80, 91 - 94, 590 -598

442 - 444,
442 - 444,

67 - 68,198
67 - 68,386,

159 - 160, 186 - 190, 393 - 394
261 - 265,
240 - 243, 442 - 444,
250 -251, 442 - 444,

240 - 243, 442 - 444,

W22 Learning Skills
reflection
recognising relevant knowledge
transfer of knowledge from other contexts

W23 Interpersonal Skills
Persuading, Explaining, Listening, Supporting client89 - 90,393 - 394

W24 Thinking Skills
decision making
evaluation skills
planning and controlling ones own work
problem solving

W3 Propositional Knowledge
W32 Specialised Occupational Knowledge

W5 Judgement
W52 evaluation
W53 strategic decisions
W54 staff issues
W55 prioritising

H1 working for Qualifications
speCialist, mid career

648 - 661
648 - 661
648 - 661

169 - 173, 184 - 189, 208 - 209
169 - 173, 186 - 190
100 - 103
184 - 189

43 - 53, 64 - 65, 137 -142,
186 - 190,264 - 268,

100 - 103
106 - 108
96- 98

648 - 661

H6 Consultation and Collaboration within Working Group
feedback from colleagues (informal) 380 - 381
sharing mistakes 380 - 381
demarcation boundaries 564 -567,
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H7 The Challenge of the Work Itself
(focus on normal)
experience
listening and watching
anticipation
building a picture of the case
self set goals (for skill development)
learning from mistakes
difficult problems
atypical cases

F1 Confidence
Confidence in knowledge and skills

212,393 - 394
215,
217-218
223
275 - 276
280,
274 - 275, 442 - 444,
311 - 355

84 - 85,186 - 190, 212,
393 - 394, 442 - 444, 399
85 - 86, 212, 393 - 394404
90 - 91,186 - 190, 393 - 394,

404, 442 - 444,
taking risks 404,
self-evaluation (realistic expectation about ones performance)

397 - 398, 442 - 444,

Sufficiency of experience
Dealing with uncertainty

F2 Motivation
to do the job (not miss delivery)
to please clients

F4 How a person Is managed
autonomy and professional discretion
manager as creator of micro climate
manager as role model
accountability

F5 Culture of the workplace
Avoidance of blame (acceptance)

F6 The Organisation
meeting client's information needs
roles and expectations
demarcation for safety
credibility

247 - 250
247 - 250

229 - 230
393 - 394,
393 - 394,
746

444 - 445,

79 - 84
383 - 385,
383 - 385, 442 - 444, 750 - 754
452

Note
There are interesting issues here for the difference in practice between this midwife as a
junior staff midwife and how she practices now. The learning that has taken place and how
her practice has evolved as a result of this seems to be more relevant than her position in the
structure. Also of relevance is the fact that she manages the labour ward, and has
completed three post qualifying courses (ADM, SSc Nursing Science, and the Higher Award
(ENS). A lot of detail and personal perspective is provided. There is information about how
information is combined to make an assessment of the client.
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Midwives Assessing Progress in Labour- Developing Knowledge and Skills in
Employment

IA1
What is being Learned (W)

IA1
W1 Understanding

W11 Understanding of Salient and critical features
Situations Perspectives of participants _{_clientsl
W12 Understanding of dispositions
Colleagues and Work relationsh ips
Unit
W13 Understanding of Policy
Organisation Mission, aims, customs
W14 Understanding of Dispositions and bias
Self how one learns

strengths and weaknesses
conditions affecting Quality of performance

W15 Strategic
Understanding

W2 Skills
W21 Technical Skills diagnostic skills
(I dinical)
W22 Learning Skills reflection

recognising relevant knowledge
transfer of knowledge from other contexts

W23 Interpersonal Skills Persuading, Explaining, Listening, Supporting client
W24 Thinking Skills decision making,

evaluation skills
planning and controlling ones own work
problem solving

W3 Propositional W32 Specialised Occupational Knowledge
Knowledge

W4 Knowledge
Resources and How to

Access Them
W5 W52 evaluation

Judgement W53 strategic decisions
W54 staff issues
W55 prioritising
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How Is It Being Learned (H)
H1 working for specialist, mid career
Qualifications
H2 Short Courses
H3 Special Events
H4 Materials
H5 Organised Learning
Support
H6 Consultation and feedback from colleagues (informal comments)
Collaboration within sharing mistakes
Working Group demarcation boundaries
H7 The Challenge of the experience
Work Itself listening and watching

anticipation
building a picture
self set goals (for skill development)
learning from mistakes
difficult problems
atypical case

H8 Consultation Outside
the Working Group
H9 Life Outside Work

Factors Affecting Learning (F) Should this be Performance ?? or
Approaches to Assessment of Progress ??
Personal characteristics
F1 Confidence F11 Confidence in knowledge and skills

F12 Sufficiency of experience
F 13 Dealing with uncertainty
taking risks
self-evaluation (realistic expectation about ones performance)

F2 Motivation to do the job (not miss delivery)
to please clients

F3 Capability I Prior
Knowledge (as W)
The MIcro Context
F4 How a person is autonomy and professional discretion
managed manager as creator of micro climate

manager as role model
accountability

The Macro Context
F6 The organisation Roles and expectations

demarcation for safety
credibility

F7 Professional Bodies
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MAPL-DKSE INT 1- 5
WHAT IS BEING lEARNED (W)

W1 UNDERSTANDING

Wll UNDERSTANDINGOF SITUATraNS
3 of Eraut's (1998) categori£shavebeenidentified:

A - Salient andcritical features
B - Perspectivesof participants (interpreted asclients)
C - Patterns andtrends over time

Eachof the five transcripts includedphrasesin whichsalient or critical features of the situation (A)
relating to assessingprogresswere apparent. To qualify the statements hadto demonstrateawarenessof
the complexityof the situation, andthe relationshipof eachsignor symptomto eachother. E.g.

'Progress isn't always dilatation, it con be the baby coming through the pelvis, or her membranes
may have ruptured. ... And perhaps the baby has rotated. ' (MI5 - 184-188).

, I usually just turn them on their side and let the head come down. ... you just need to look at
anal dilatation to know that the head is coming down. .. If this goes on for a long period and I am
not seeing any progress then I would probably do a VE to confirm. ' (MI3 - 353-357).

All five transcripts alsodemonstratedanawarenessof perspectivesof participants' (B). This was
interpreted as relating to clients asother categoriesdealt with employees.There were examplesof the
respondentslistening to the client to get her point of viewonwhat washappeningwith her labour(a
history). The midwivesseemedvery influencedby the painthe womanwasexperiencing. The woman's
report of painandneedfor analgesiawasgivenpriority over the midwivesviewof the situation

'So if she needs Pethidine, we wouldgo ahead and sedate them. You would still nat call them in
labour. You don't hove the right to give them Pethidine, and you call the doctor and he would
prescribe. ' (MI5 - 330-333)

Non-verbalsounds,postureandbehaviouris alsousedto assessthe woman'sreaction to labourandas an
indicator of progress.

Requestsfrom clients for vaginalexaminationsto obtain specific information were dealt with differently
accordingto the circumstancesandthe midwife. Most requestswere related to diagnosingthat labour had
commenced.If signsof labourwere present the midwife maydoa vaginalexaminationevenif she would
rather wait andsee. Sometimeswomenwerepersuadedto wait, andsometimesthe midwife wouldnot carry
out the client's requests. Onemidwife gaveanexampleof this:

'The other day a woman 'phoned up and said' 'If I come down would you examine is to see if I'm
in labour?' , and I said No I won't. ... Why do I need to do 0 vaginal examination to see if you're
in labour? I said I'm nat going to. .. You con certainly come down and I'll assess you .... if that's
what you wont. I said No woy I would do 0 vaginal examination until you're in labour. ' (MI3-257-
264).

Thisappearsto be a situation whenlegislationtakes priority over the requests of clients. Midwivesare
permitted to carry out vaginalexaminationIn the caseof a labourat term, or if there are ruptured
membranes(to excludecord prolapsed).

I think a new policy permitting midwivesto discharge womenwho do not make any progress despite
signsof labour may be causingconfusion. The use of the vaginalexamination may be to ensure that
there are no 'obJective' signs of progress prior to discharge.

Whileall five demonstratedunderstandingof B there weredifferences betweenmidwives. All usedhistory
andr£spondedto painperception,but there were differences in the extent that signs influenced
judgement. Onemidwife (MI4) was less likely to weighall salient features (A). Although sheunderstood
what wasrelevant, she prioritised objective criteria andfollowed 'policy'to a greater extent. MI2 also
followedpolicydespite the fact that she recognisedthat shedid not needto do so. 80th of these
midwivesseemedmore reliant an objective measuresthan the other three. Is this cognitive
dissonance(scientific vs. holistic perspective) .,
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Onlytwo of the midwives(MI3 andMI5) spokesubstantiallyaboutpatterns and trends over time (C).
Theyseemedto needto explaincurrent practice ina context of developmentsin midwifery practice, or
policychangewithin the unit. Thesemidwiveshadthe longesthistory in midwifery andunderstoodrecent
practice in the light of conditionsof the past. This seemedto influencetheir reaction to changespolicy.
Assessmentof the situation appearedto be basedona lot of different experience. Theyconsidered
situationsdifferently, andit seemedto be becauseof the variety of experiencesandtrends they had lived
through. Perhapsthey were not experiencingpractice as a snapshot, or as an alburn, but more as a
series. Couldthis be experience in the past influencingexperiencesin the present?
Is RememberingInfluencing how Experienceis Interpreted?

EXPERIENCE Interpretation
I

EXPERIENCE Interpretation
Experience

I
EXPERIENCED

INTERPRETATION

Experiencedinterpretation seemedto leadto anability to recognisecontradictions in practice trends e.g.
Combiningholistic care with advocatingepidurals. It alsocausedconflict whenexperiencesandpriorities
of the past were contradicted by changesin policyasa result of research. Both midwiveswereunhappy
that Morphinewasnowthe preferred analgaesiain placeof Pethidine. Their experienceand'teaching'had
madethemapprehensiveabout its routine usein labour(sideeffects).

Thesetwo shareda history in midwifery practice. The stories they told collaborated,andonemidwife
assumedthe other hadtold particular stories. Theseold wivestales go back to the 1960's. Are these two
midwivesmemorybearers?

Wi Understanding- Wll Understandingof Situations
Salientandcritical featuresMIl 65- 69,73- 77,137-142,186-190,198,393- 394

MI2 99-104,111-119
MI3 172-175,353-358
MI4 135
MI5 636-645,727-730

Perspectivaof participants(clients) MIl 78- 80,91- 94,590-~
MI2 331-334,367,369-370
MI3 272-280,
MI4 15,19,52,94,130,131
MI5 128-131

Patternsandtrendsovertime MIl 41,68-71,96-97,100,177-179,185-186
MI5 1-19,54-64
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25 April2000

Phase 2 Second Interview with sample 1

Validationof results:

1. Discussionof paperwith analysis
2. Clarification of
• Fig1(opencodecategories)
• Fig2 (classificationof codes)
• Fig3 (relationshipbetweencategories)
• 'Tellingthe now'in terms of evolvingpractice style.
3. Discussionof andadjustment to 'Templateof anticipated progress',
4. Additionsto 'Templateof anticipatedprogress'.

The following issueswill be explored:

1. The interplay betweenthe factors that seemto compriseassessment:
• Diagnosticorientation
• Diagnosticprocesses
• Diagnosticindicators
• Vaginalexamination. Refer to Fig 2

2. Howindicators are learnedabout by midwivesandhowmidwiveslearnhowto usethem
within clinical decision-making.In particular the reasonswhyspecific indicators are
selectedwhichare highor lowin intrusiveness.

High Intrusiveness<----------------------------~Low Intrusiveness
Reasons

3. The relationshipbetweenthe expectationwithin the unit influencedby managementand
policyandthe waymidwivesdevelopa conceptof individualprogressanddevelopa way
of working.

4. Howchangingcontexts of care influencethe rangeof options(as in 1)opento the
midwife. This is concernedwith prioritising.

5. Howknowledgeof previous'cases'(outcomes,organisationetc) influencesdecision-
making.Examplesof previouscasesthat havesignificancefor the midwife.

An opportunity for additional commentsby respondent.

Presentedat Repeat Interviews: A description of the work so far completed, includingthe
methodsemployedand the results obtained.
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Midwiveswereaskedto sharedetails of their approachto assessment.the factors
influencingtheir learningandpractice andtheir viewsabout factors. whichshapetheir
judgements. Seventeenopencodecategoriesemerge(Fig. 1).

Fig 1 - OPEN CODE CATEGORIES:

INFORMA TION GATHERING
INFORMA TION WEIGHING
INFORMA TION UNCERTAINTY
ACTIVITY STYLE
DISCRETION
SPHEREOF PRACTICE
LEARNING AND WORKING
PROGRESSCLASIFICA TION
CONTRACTIONS
VAGINAL EXAMINATION
DESCENT OF HEAD
PAIN
CERVICAL ATTRIBUTES
FETAL MEMBRAINES
MA TERNAL CONDITION
MA TERNAL ACTIVITY LEVELS
FETAL FACTORS

Fig 2 - CLASIFICATION OF CODES:

DIAGNOSITIC ORIENTATION
• ACTIVITY STYLE
• DISCRETION
• SPHEREOF PRACTICE
• LEARNING AND WORKING

DIAGNOSTIC PROCESS
• INFORM ATION GATHERING
• INFORMATION WEIGHING
• INFORMA TION UNCERTAINTY
• PROGRESSCLASIFICATION

DIAGNOSTIC INDICATORS
• CONTRACTIONS
• DESCENT OF HEAD
• PAIN
• MA TERNAL CONDITION
• FETAL CONDITION
• CERVICAL ATRIBUTES
• FETAL MEMBRANE

VAGINAL EXAMINATION

FIG 3 - RELATIONSHIP BETWEEN CATEGORIES

VAGDNALEXAMINATION

DIAGNOSITIC
ORIENTATION

DIAGNOSTIC
PROCESS

DIAGNOSTIC INDICATORS
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Categoriesweredevelopedaccordingto propertiesanddimensionalrange(AppendixI), and
canbegroupedwithin four classifications(Fig.2). The first two classificationsare
concernedwith the waymidwivesare oriented towardsassessmentof progress(Diagnostic
Orientation) andthe processesinvolvedin the assessment(DiagnosticProcesses).The
third classification is comprisedof the informationavailable(DiagnosticIndicators). The
fourth classification is VaginalExamination.This couldbesubsumedwithin the
classificationsof DiagnosticOrientation or DiagnosticProcess,however,it is presentedas
a classificationbecausethere is a tensionbetweenthe examinationasa wayof generating
diagnosticindicators (in a similarwayto abdominalpalpation)and,as an indicator of and
influence,of DiagnosticOrientation andDiagnosticProcess.Fig 3 infers the relationship
of the classificationsat this stageof the analysis.

The followingsectionsdemonstratethe relationshipbetweencategoriesandthe data. The
workby Eraut et al (1997) investigatinglearningby profesSionalshasprovideda useful
structure to examinethe knowledgeandskills midwivesdeveloparoundassessmentof
progressin labour,from the challengeof doingthe work.

/:J!velqpmut 9f Itnqw/fIIq! tmd 11011,"."" tIM ,hpJ""", (If tIM !!Prk its!/f.

Thechallengeof the work (assessingprogressin labour)providedopportunities for
midwivesin the study to developknowledgeandskills. Theseappearto be associatedwith:
experience,listeningandwatching,anticipation,buildinga picture, self-set goals(for skill
development),learningfrom mistakes,difficult problemsandatypical cases.

A major sourceof knowledgeabout the nature of childbirth andthe management
strategies adoptedby midwivesseemsto comefrom experience. ....associatedwith
intuition anduseof well tested solutions. The midwivesinterviewedrecognisethe
associationbetweenexperienceandintuition that comesfrom practicing asa midwife, but
practical midwifery andexperienceappearto be related whilenot beingquite the same.

Perhapspractice means'handson'engagementin midwifery, and is what PriceandPrice
(1993)term exposure. The passageof time Cover the years')doesnot leadto expertise.
However,exposureplusreflection are associatedwith experience. Accordingto Radwin
(1998)'experienceenhancesrecognitionof subtle patient characteristics anda gestalt
impressionof patients problems'.The gestalt will be individualto a particular midwife,
reflecting learningopportunitiesprovidedandcapacityandskills to makeuseof them.

Experiencetherefore, enablesmidwivesto adaptknowledgeof diagnosticindicators,andreconsider
'rule of thumb'practice in light of conflicting priorities andavailableinformation.
Midwivesprioritise certain diagnosticindicatorsbecausetheir experiencetells them that this is
indicativeof problems,or progress. The levelof the presentingpart (descentof the head)canbe
critical to diagnOSingobstructed labour,and it isa precursorof dilatation of the cervix; an
important indicatorsof progress.

Midwivesobtain diagnosticindicators of progressin a numberof ways;listening,watching,
palpatingandexamining.Nonverbal communicationandinformation elicited verbally canbe
combinedandcomparedwith information elicited duringabdominalandvaginalexamination.
Over time midwiveslearn that requests for analgesia,breathingnoisesandposture canbe
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probableindicators of phasesof the birth process. Midwiveslearnthis from cases,and
from other midwivessharinginsightor from observingpractice (howthey 'do the job').

Twoimportant modesof informal learningare the challengeof the work itself and learning
from other people. Thechallengeof the work itself appearsto be the most important for
midwiveslearninghowto assessprogressin labour,wheremidwivesare required to adapt
andapplyknowledgeandskills to meetparticular needsof specific clients. Slotnick
(1999)identifies this type of learningstimulusfor doctors, as leamingfrom specific
problems.To a lesserextent, midwivesalso learnfrom other midwives.

There wasa lot of discussionwithin the interviewsabout recognitionof the onsetof
labour,anddiagnosingestablishedlabour. Requiringmidwivesin the unit to confirm 'false
labour'anddischargewomenis a 'novelproblem'for whichdeliberative adaptationof
existing practice knowledgeis required. Asa result midwivesseemto be moreawareof
the diagnosticprocessthey are applyingto this situation, as the responsibility had
previouslybeenwith the medicalstaff. Appendix2 containspart of a transcript in whicha
midwife providesa lot of detail abouthowher practice hasdevelopedas a result of
experience. The researcherhasinserted categoriesto this.

Developmentof a Model of 'Normal'ProgressCTemplateof Anticipqted Progress?
Midwivesuserules andprocedureswithin the diagnosticprocessof information gathering,
whichcanbe consideredas technical. DeciSionsaboutwhento usesuchprocedures,
weighingof indicators andthe relationshipbetweeninformation uncertainty andprogress
classification, reflect indeterminacy(Walker andSibson1998). Accordingto Priceand
Price(1993)midwivesdevelopa 'performancerepertoire' of knowledgethat underpins
practice. This meansthe midwife canselect responses,andadapt responsessafely when
necessary.Eraut (1998) identifies 4 criteria associatedwith developingunderstandingof
situations:Similaritiesanddifferences, patterns andtrends over time, salient andcritical
features andperspectivesof participants. Thesecriteria all appearto haverelevanceto
midwivesunderstandingof the nature of progressin labourandthe applicationof
informationgathering.

Recognisingsimilariti~ and differenc~ in the way labours progr~s and the way womenrespond
emotionally and behaviourally is central to midwives progress clasSification, and will contribute to
the performance repertoire. There are indications of the development of a 'Template of
Anticipated Progr~s', to help them to understand situations, and against which midwives can
compare each case:

Tts all of these factors taken together that helpyou to bUildup this picture. '

Careful obsel"YCltionand assessment,detecting deviation from the 'template of anticipated
progress' (Difference). may lead to active Investigation. such as performing a vaginal
examinationto obtain an 'objective' measurement:

:.there wouldbe certain things that wouldinstigate ...a vaginalexamination. .. if progress
wasn'tdeemedto besatisfactory, if the contractionswent off. ..problemswith the fetal
heart rate,.. '
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The examination may provide information which when weighed with other information confirms
normality, or alerts the midwife that labour Is not normal. Case building leads to awareness of
a broader range of normality, which may not fit the 'template of anticipated progress' exactly.
For example, progress can be more rapid and the signs and symptoms less marked than the
Template of Anticipated Progress' would suggest:

T would never have dreamt she was in active labour, ..., her tightenings were so fleeting. And
she was5centimetres. '

The Template of Anticipated Progress' may in the above case represent average progress.
This may lead a midwife to adapt her model of 'normal progress', with allowances made for
more rapid or slower progress.

It is evident in all transcripts that salient or critical features of the situation were identified.
Statements demonstrate awarenessof the complexity of the situation (assessment of progress),
and the relationship of each sign or symptom to each other. For example. when cervical dilatation is
compared to other methods of estimating progress it is not thought to provide conclusive
information:

'Progress isn't always dHatation, it can be the baby coming through the pelvis, or her
membranes may have ruptured. ... And perhaps the baby has rotated. .

Vaginalexamination is considered useful to confirm external diagnostic indicators when there is
information uncertainty:

, I usually just turn them on their side and let the head come down. ... you just
need to look at anal dHatation to know that the head is coming down. .. If this goes
on for a longperiod and I am not seeing anyprogress then I would probably doa VE
to confirm. '

Recognisingwhat is salient or critical is important is distinguishingbetweenthe emerging
diagnosticindicators, indicatingprogressandnormalityor the developmentor recognition
of pathology. There is therefore a substantial relationshipbetweenthese andthe
patterns andtrends indicatingprogressin labourdescribed.

In interviews each of the midwives demonstrated an awarenessof perspectives of participants /
clients. This involved respondents listening to the client to get her point of view on what was
happeningwith her labour (a history). Midwives seemedvery influenced by the pain that the woman
was experiencing. There was recognition that pain perception varied, and was not always a reliable
indicator of progress. The need for analgesia was given priority over the midwives interpretation of
progress. A match between reported pain and other diagnostic indicators was not required when
administering analgesia. This is an indication that diagnostic process and providing care can not be
easily separated.

Fourof the midwivesdemonstratedanunderstandingof the patterns and trends over time
that they observedwhilecaring for womenduring labour. The midwivestook into account
variousdiagnosticindicators, which,whencombinedwith knowledgeof phYSiologyand
experiencewere interpreted intuitively andoften in a holistic way:
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:.you ask about backache, a show etc. Usingphysical signs. "Howdo you feel?" Her legs are
going stiff, all the signs of the head comingdown'

Contractionsof the uterus seemedto be important diagnosticindicators of the trajectory
of progress. The regularity andstrength of contractionscouldbe directly assessedusing
abdominalpalpation.An indirect assessmentbasedonthe reaction of the womanto the
contractions is alsopossible,linkedto a requirementfor analgesia.In early labourwomen
usuallyobtain relief from oral analgesiasuchas Co-codamol,while later they mayrequire
intra-muscularanalgesia.

Onemidwife gavea lot of attention to breathingpatterns andthe reactionsof the woman
to the labour.A qualitative variation in breathingpattern as labourprogressedwas
recognisedby this midwife. This wasusedasan indicator that the labourwaswell
progressedandthe transition from the phaseof dilatation of the cervix to the phaseof
expulsionof the fetus.

Thenoisesof breathing associatedwith openglottis pushingattempts are the beginningof
expulsiveeffort stimulated by descentof the presentingpart. The midwife transmitted
this insight to student midwives.This informationwascombinedwith physiologicalfactors,
whichindicated anunderstandingof the effects of the contractions on fetal physiology.

Dilatation of the cervix is a diagnosticindicator of progress,perceivedasanobjective sign
andtherefore, consideredmorereliable. However,it is not alwayspresent whenother
signsof progressare present,andconsistencyandeffacement of the cervix maybe more
indicativeof progressin early labour:

Confidence in intuitive Qssessmentand midwives experience and Qctivity style.
There wasa tendencyfor all of the midwivesto tell the 'now'in terms of evolving
diagnosticorientation, andcontrast their approachto practice then with howthey practice
now. Rememberingevents in the past seemsto be important whenaccountingfor
diagnosticorientation at the present time. Onemidwife providesdetailed information
abouthowshehadchangedher approachto assessingprogress. This was basedon
accumulationof experienceanda graduallyincreasingconfidencein her skills and
knowledge.

Radwin(1998) concludes that experience with individual patients confers generalasable knowledge
about patients with similar problems. This may infer confidence. If the midwife is confident and
observable signs and external examination provide evidence that fits with the 'template of
antiCipated progress', then the midwife is more likely to rely on intuition when assesSinglabour.
This form of less intrusive monitoring involves 'vigilant watchfulness' and time with the woman.

Theaboveauthors suggestthat knowingthe patient is a decisionmakingprocess,which
results in individualisationof care. Generalisableknowledgeof individualpatients and
knowingthe patient, influencethe waythat midwivesuseskills or prioritise skill
development.Organisationalfactors, suchas individualmidwivesregularly caring for more
than onewomanin labour,or havingother responsibilitiesinfluencesthe diagnosticprocess.
Pressures,whichrequire them to leavethe woman,or 'know'what progressis beingmade
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influences how skills are used and develop. Somecircumstances encourage midwives to
perform a vaginalexamination.

Twomidwivesseemedlesslikely to weighall salientfeatures. Oneunderstoodwhatwasrelevant,
but prioritised objective criteria andfollowed'policy'to a greater extent; despite the fact that she
recognisedthat shedid not needto do so. Whenrequired,shecouldrely on lessobjective signs
with relative confidence.Thesetwo midwivesseemedmorereliant onobjective measuresthan the
other three, whichmay be explainedin terms of the preferred 'activity style'. Onemidwife
recognisedthat shewasableto monitor labourwhenthe client did not agreeto vaginalexaminations
but saidshemissedthe informationfrom a vaginalexaminationat particular stagesof labour. Not
wantingto rely onabdominalpalpationto excludeabnormalpresentationsappearsasa major reason
for performingvaginalexamination:

The views of clients influence the diagnostic process. Requests for vaginal examinations
were dealt with differently according to the circumstances and the midwife. Most
requests were related to diagnosing that labour had commenced. If signs of labour were
present the midwife may do a vaginal examination even if she would rather wait and see.
Sometimes womenwere persuaded to wait, and sometimes the midwife would not carry out
the client's requests. In this situation legislation takes priority over the requests of
clients. Midwives are permitted to carry out vaginal examination if there are ruptured
membranes (to exclude cord prolapsed) or in the case of a labour at term. When clients
choose not to have vaginal examinations the midwives do not seem concerned, and instead
rely on more intuitive assessment. Midwivesmay needto developa different approachto
estimatingprogresswhenlabourprogressesphYSiologicallybut the reactionsof the client to the
diagnosticprocessare different or extreme.

Whileall five midwivesdemonstratedunderstandingof the perspectiveof clients there are
differences in the extent that nonverbal sounds,postureandbehaviourare usedto assessthe
woman'sreaction to labourandasan indicator of progress. All usedhistory andrespondedto pain
perception,but there weredifferences in the extent that signsinfluencedjudgement.

Diagnostic orientation is apparent in the views of the midwives towards the organisation.
There seems to be strong views about unnecessary vaginal examination, or involvement of
medical staff. This is related to doctors repeating examinations, or demarcation between
the prefessioncls, It seemsthat the organisation is critical of mistakes by midwives, but
this is more likely to be expressed verbally if the midwife is less experienced. This may
explain why midwives are aware of the 'norms' within the unit and tend to adhere to the
'norms' of practice. If a midwife misses something having followed the unit 'norms' she is
less open to criticism, even though those who have a lot of experience seem to have
confidence that they know what they are doing. This may be because they have had more
opportunity to apply discretion in adopting different approaches; and as a result have
greater confidence in exerciSing discretion, which recognises individual client perspectives
and preferred activity style.
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APPENDIX 7: SUMMARY OF TRANSCRIPT

7.2 Summaryof individualrespondentstranscript(s) usingcategoriesof model.



5ummary 0 In IVI ua respol en S anscr~ S USing ee egorles 0 m e.
IA 1 PI - lit Interview & P2 - 2ndInterview (interview [P2) & handnote response to analysis [P2 HN]}

Diagnostic Orientation

Activity Style An expectant approach is described that makes use of holistic, intuitive 'evidence' when the situation
permits. Client need for precision, client social context and organisational factors ma_}'_influence style.

Discretion Experiences a high degru of individual discretion with colleagues accepting differences in approach.
Recognised as experienced, reliable and senior to other midwives, which permits different work!.!t9.:

Sphere of Employed as a Service Manager for midwifery (also Supervisor of Midwives). Occasional LW work.
Practice

Diagnostic Processes

Information Uses a holistic approach to assessment that is based upon the need for care and the need to determine
Gathering care. Uses behavioural changes, maternal descriptions and abdominal examination to determine progress.

Uses YE when required or if client requests an immcdiate~recise diC!9_nosis.

Information Presents examples of comparing various signs of progress with client symptoms.
Processing Weighed in a context of individual clients reactions. Gives emphasis to descent, contractions and

• Information reactions. Uses YE sometimes to 'confirm .. other findings' [48] '.. all it gives you is a baseline ... you
Weighing don't know if she's going to progress or not .. It tells you if there is effacement or dilatation of the

cervix, but ....unless she is well advanced in labour it doesn't tell you that she is definitely on her way.'
[169-173) '.. a vaginal examination .. doesn't confirm one way or another.' [168)
Not always a problem. If anticipated events do not materialise or there is conflict between signs and
maternal reaction or preciSion is required for social reasons (maternal)' sometimes that if they aren't

• Information sure weather or not the contractions are doing anything they can be very agitated .." [82-63]. for a
Uncertainty rapid diagnosis 'sometimes if you're pushed, you'lI do it to say yes she is or isn't in labour. Becauseyou've

got other commitments.' [97·99] or suspicion of abnormality .....you .. doubt ...whether she .... is or isn't
progressing. And then you might be tempted to do .....a vaginal examination. I couldn't put 0 time on it,
......- it depends on different circumstances. 'J903-907] then a YE~ be used.

Progress A clasSification of labour is contingent upon palpation, contractions, reactions and well-being. Further
Classification information is needed if a degru of uncertainty is not tolerated by client, prior to discharge as

dilatation of 3cm or less is equated with nonestablished labour, or if problems are suspected.

Lccarnlngand Working.

• Confidence Confidence in own knowledge and skills and the physiology of birth. Able to share mistakes '.. when you've
got ..experience, you're .. willing to expose yourself. I came straight out with it and said 'I missed a
breech, Christll" [444-446] '.. you have within yourself ...this thing ....... 'I don't often get it wrong'
'[431-432] '1Reflecting back ..... I felt as if I had to have a certain level of skill, ....I had to know how
to do a vaginal examination, I had to know how to polpate contractions, and it was very precise, ..... then
I think you come to a point in your c:arccr when you're gaining more .. and more experience. And you .........
become less precise about things. And it's not the be all and end all if you con't get the precise
dilatation. '[186-194]

• Experience 20 years FT experience in midwifery at NT, including clinical management of the labour ward and Service
Management. Involved IP Care in hospital to help or for updating. St/M Newcastle.

• Knowledge Has 'developed midwifery skills in practice to provide expectant management and avoid routines.
and skill Completed a full time post reg. Diploma in midwifery (1 yr) and a Post Reg. Degru (2yr) with the higher

award (ENB) fOCUSSingon intrapartum care. A supervisor of midwives (course) and a leader of change in
the midwifery service. Learning from 'mistakes': '.. a lot of liquor, and ... it [fetal head] just floated out
[of the pelvis], but the other cues had been there that the head was in. It was fixed, otherwise I
wouldn't have done it. Vaginally -2, everything seemed fine, bulging membranes. I don't know how to
account for it. [P2: 6n-680] '........at 6-7 cm, now I wouldn't even dream of breaking anybody's waters ....
There's no indication what SO ever. But then that was the practice, and I just went along with it, and just
did it. And didn't rcaJly think about it. And maybe reflecting on it afterwards, and the shock that I had
had. Doing it, .. what happened, and what could have happened. That really made me very, very
cautious.'[p2: 686-691] Has transferred knowledge gained on a post registration degree to other aspects
of practice: '...on my degree ..,. the Valsalva manoeuvre [topic for Higher Award Study]. I was very
ridged ............ they had three pushes and.. had to hold their breath, and they had to be in control. ....

when I looked at that closely and the relationship I had with the wornnn, and when I started to look and
think about a different way of doing that, and got the research, and read about it and looked into it. I
started to develop a different approach to that stage of labour. Not being in control. Letting the
womando what she wants. ........ some of them if your supparting them, it's easier for them to do that.
....... I think that's merged into every clement of practice ... '[650-663]
Personal theory has developed to explain signs observed during transition: •...the pains are lower down
and they're feeling them in the front. And they're holding there self. And
...you can tell that when they've got the contraction there is a difference. Before when the contraction
is all over starting in the fundus and .. , they're not really holding any particular part of the abdomen.
But towards the end, the knees are drawn together, they've got the shooting pains in the vagina, and
they're holding thcy're lower abdomen, and you can tell that things are moving on. .. often the buttocks
are clenched, and they're feeling very tense 'down below', and_you know that descent's happening and

f . d' od nd t tr . t( ) t f od I
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• Organisotiol'lCl Supportmidwivesand leadspractice innovationin collaborationwith consultants. Recognisesthat
Iandsocietal organisotiol'lCllfactors influcncea midwivesability to determineher approachto assessmentin hospital.

Conflicting information '..she'smakingthat muchnoiseandcarry on,but she'snot evenin labour,andyou
think 'what's goingonwith her, like?'• [P2:589-591],team-working(with G gradeco-ordinating)'.. if you
are in chargeof the labourword,andyouhavegot a few womenin labouryouwont to knowwhat stages
they are upto ..' [P2: 159-161].•....it's alsoabout the midwifeandher ability to articulate her deciSion
making.With .. other staff to legitimiseher work load. And if she is goodat doingthat, then she
maybe lesslikely to be madeto gather harddata, viaa vaginalexamination,becauseshe is respectedby
her colleaguesfor beingright, andbeinga goodjudge of women'sprogressin labour,without vaginal
examination.'[p2:308-314]workload'Doinga vaginalexaminationsometimesif you'repushed,you'lIdo it
to sayyesshe is or isn't in labour. Becauseyou'vegot other cammitments.'[97-99], andpressurefrom
'partners" .....the partner ...putting the pressureon ...'is sheor isn't she'. Becausethey want to make
arrangements'[91-93]. '.. they're either admitted if they're in establishedlabouror deemed to be ...or
they're dischargedhome.... whilst I amhappyto wait andsu .. often the mather wantsto know'amI , or
amI not in labour?' ...it's often difficult for the women.It's not like beingat home,whereyoucouldbe
doingother things. If your onthe labourword ....what doyoudo with that time period? There'snothing
to do. It's boring. And couldthey beat homefor that period,andI think that's why it hingesonthis
examination.Becausethat givesthem confirmation. '[157-167]
....if it wasa homedelivery the midwifewouldjust popalongandsay 'Ohyou'regetting oncanny,III pop
backin a few hours'or something,in the hospitalsituation it's different: [P2:285-287]
Disagreesthat there is a policyfor VE in normallabour: 'There is nowritten policyfor frequcncyof
assessmentfor normallabour. There is for inductionere.,' [P2HN: 80-81

DiagnosticIndicators:

factors

rotation. Well I just knowthat it isat that point... you'retrying to get them to breath through andto
openout. But they're instinctively holdingthemselvestight andridged I alwaysthink that they
shouldlet themselvesgo, but maybewhenI reflect on it, maybeholdingthemselvestight increasesthe
tensionin the pelvicfloor andhelpsrotation. I don't know. We don't know. But they do that
instinctively somaybethat's mather nature'swayof doingit. And it doesn'tsum to stop progress.'[812-
831]

Prefers to usethese in normallabour.'Early labourI think is difficult: [128]
Assessedin 5ths palpable
History from woman.Palpatedto determineduration, interval and intensity. Monitored for
progression...... the textbook thing about regularandgetting stronger, but at a certain point in
labourthat doesn'thappen......I ...find, that asthey're comingupto transition, secondstage
contractionsoften spaceright out... they might havebun contracting 5 in 10,4 - 5 in 10,andall of
a suddenthey peter out, but .....the contractionsare diffucnt. If you'repalpatingthem, whereas
before I said they wouldbe marewidespreadandyoucouldful them all acrossthe uterus..... they
seem to be stronger, andmarefocusedin the middleof the uterus..... they might go downto 2, 3 in
10. AndI wouldn'tbeworried about that ... "........andthey tend to last a bit longer,but they don't
ful them right at the beginning.Theyful them whenthey're right at the peak,andthen they go
on: [846-861]
Carriesout admissionCTG. F well-beingdetermined in assessment.
Emphasisedasreaction to labourin diagnosisandcare provided(painmanagement).
In relation to dealingwith 'pain'(walking,knuling)
Reactionsandcopingusedinassessment.Docs not generallyprescribe IM analgacsiaaccordingto
the stageof labour. Usedin assessment.Extreme reaction causesuncertainty in diagnosis.

Breathingnoises Assessmentof maternalresponseto contractions(pressure).
Fetal Position Positionand Rotation

Uterine Contractions

External Signs
Descentof Fetal Head

Internal SIgns VE'scarried out selectively.
• Cervicaldilatation Usedto confirm provisionalprogressclassification or to provide information to client whorequests
• Cervical greater preciSionbecauseof socialcircumstances(arrangementsfor children etc). '...youknow

effacement yourself - like an intuitive thing - youknowif somebody'sin established labour. But it's very
• Fetal Membranes. difficult to express that, becauseit is intuition as opposedto definite confirmation: [120-123]
1. Vaginalexamination • Unpleasantprocedure
• Politicalconcernsanddilemmas • Interpersonal intrUSion
• Objectivity
'.. that wasfor me. Itwasn't for her. And I recognisethat now.Andnowin my practice, I wouldsaythat I'm muchmore
handsoff, ..... I don't ful I need to be in control of the labouras muchas .. I did. I'm nowhappy to let the woman
progress:[253-257] 'I think it interferes with the woman,.." somebodythat's really, really distressed, doingQ vaginal
examinationonlyappearsto add to that distress:[61-63] '..a vaginalexamination.. might tip the balance.. pushingthem into
labour whenthey're not quite ready. And there's noharmin waiting. Youknowyoucanhangfire as longas everythingsums
to be OK. Youconwait:[73-n] 'she's......not listeningto what her body'stelling her. She'shandingover control to youto say
amI or amI not in labour.Expectingananswerfrom you. And sometimesa midwife can't givethat from clinicalabdominal
findingsalone. Youneed often a vaginalexaminationto confirm that.'[116-120]

Fetal Condition
MaternalCondition,
Posture
Pain
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APPENDIX 8: SCHEDULEFOR PROJECT

8.2 PQrt Time
8.3 Full Time
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Questionnaire (NTS
ReeNrch Project: MldwIvM AnMalng ProgrMa In lAbour

QUESTIONNAIRE

MIDWIVES ASSESSING PROGRESS IN LABOUR

The questionnaire is organised into three distinct sections made up of questions that focus upon
each specific aspect. The sections are presented in the order: Organisational Factors, Individual
Profile and Diagnostic Process.

This research is concemed with 'nonnal childbirth'. 'take this to mean birth that is entirely free
from medical and obstetric problems in this pregnancy or a Significant obstetric history from a
previous pregnancy that proceeds to spontaneous labour and progresses without intervention to an
uncomplicated vaginal birth. The focus of this research is on 'low risk' cases, where care for
indMduai women and fetus during labour can be both provided by midwives and detennined by
midwifery knowledge, skills and priorities.

I appreciate that Midwives care for almost all women during childbirth and that many who are
obstetric cases because of identified risk factors or obstetric intervention in the process of birth
proceed to vaginal births assisted by midwives. This research excludes such cases from the
definition of 'norme! childbirth' either because obstetric management is prioritised or the
physiological processes may have been 'complemented' by obstetric interventions carried out by
medical staff or midwives.

Organisational Factors: (The questions in this section explore the influence of the
organisation on care and labour progress assessment strategies adopted by midwives)

1. In the midwifery service where you work, are any women YES
specifically deSignated as low risk cases?

NO

PLEASE TICK THE lax, WHICH MOST NEARLY REPRESENTS YOUR EXPERIENCE.

GO TO QUESTION 2

GO TO QUESTION 5

Are low risk cases identified as midwifery cases for care and
rnan ement in labour?

GO TO QUESTION 3
1--:-::-=--+--1 GO TO QUESTION 5

3. Is progress assessment for women seleded for midwifery care
different from that of women not seleded as a midwife case?

GO TO QUESTION 4

I--:-::-=--t----t GO TO QUESTION 5

GO TO QUESTION 5

4. Please describe the ways in which care and progress assessment is different when women are
seleded as a midwifery case.

GO TO QUESTION 6

5. If your employer has produced any 'guidelines for good midwifery pradice' relating to
assessment of intrapartum progress please describe them.
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Questionnaire (NTS
R.... rch Project: Midwlv.. Auuaing Prog..... in Labour

PLEASE TICK THE BOX WHICH MOST NEARLY REPRESENTS YOUR EXPERIENCE,
6. Are obstetric medical staff involved in the management of all intrapartum cases? YES
Comments: NO

,
Several statements developed from project data are presented as questions

8 en
7-24. en -I

-I ::0
::0 Z 0
0 ~ C Z

PLEASE INDICATE THE EXTENT TO WHICH YOU AGREE OR DISAGREE WITH EACH. To DO THIS, MARK THE Z > en G)
G)

~
r-G) :. -<GRID NEXT TO EACH STATEMENT. THERE IS SPACE FOR YOU TO MAKE ADDITIONAL COMMENTS AT THE ~ ::u G)

END OF THE SECTION IN QUESTION 25. :. m ~ ::0 Cm m
~G) :. m

::u Si G)

To what extent do you agree with the following statements? m
~ jftm

m

7. There are advantages for women if midwives determine intrapartum
progress and care.

8. Active management of labour involves routine procedures to assess and
manage intrapartum progress.

9. Midwifery care is not very different from active management.
10. Where I work midwives are required to provide what can be identified as

expectant management for those women who are deSignated as 'normal'
or 'low risk'.

11. Pressure of work often influences the way I carry out progress
assessment.

12. Expectant management recognises progress as quality of contractions,
descent of the fetal head and client reaction.

13. With expectant management vaginal examination is used selectively (e.g.
to confirm holistic diagnostic assessment).

14. Midwives are competent to use skills of assessment in a non routine way
and provide expectant management.

15. Availability of labour ward beds never influences how I earry out progress
assessment.

16. I have little discretion about implementing recommendations within
practice guidelines.

17. When caring for healthy women in 'normal labour' of spontaneous onset, I
am required to follow policy I protocol that specifies:

a. Intervention for 'slow' progress to accelerate labour,
b. Electronic fetal heart rate monitoring,

c. Rupture of fetal membranes in specified circumstances,

d. Regular assessment of cervical dilatation,

e. Regular assessment of the station of the presenting part,

f. Assessment of descent in fifths of the fetal head above the pelvic
brim,

g. That a diagnosis of labour is based upon characteristics of uterine
contractions plus cervical changes or Spontaneous Rupture of
Membranes,

h. Other diagnostic action',
• Please specify
18. , am not required to document any specified information about labour

progress.
19. The labour record used for midwifery eases is the partogram I partograph

I cervicograph.
20. , am not expected to complete the graph for cervical dilatation on the

labour record when recording progress.

PLEASE TICK THE BOX WHICH MOST NEARLY REPRESENTS YOUR POSSITION I VIEW I EXPERIENCE
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Questionnaire (NTS
ResearchProject: MldwtveaAueulng Prog,... In ubour

Several statements developed from project data are presented as questions s U)

7-24. en -4
-4 ::a
~

z 0
0 c z

PLEASE INDICATE THE EXTENT TO WHICH YOU AGREE OR DISAGREE WITH EACH. To DO THIS, MARK THE Z ~ -4

~
C')

(j) (j) % r
GRID NEXT TO EACH STATEMENT. THERE IS SPACE FOR YOU TO MAKE ADDmONAL COMMENTS AT THE r >- <

< ::a
;it

C')
C

END OF THE SECTION IN QUESTION 25. m ::a~ m m en
C') >- m >::a S (j)

To what extent do you agree with the following statements? m
~

::am mm

21. I can record a variety of information about progress and client state in the
labour record.

22. Colleagues and women do not accept a variety of information as credible
evidence of progress.

23. I must keep medical staff informed on the progress of women in 'normal
labour'.

24. The midwife in charge does not expect to be kept informed about the
progress of all labouriQQ_women.

25. Do you have add itional comments for Questions 7-24? IF SO PLEASE IDENTIFY QUESTION NUMBERS.

Individual Profile (These questions request information about your experience as a midwife)

I 26. In what year did you qualify as a Registered Midwife?

PLEASE TICK THE BOX, WHICH MOST NEARLY REPRESENTS YOUR EXPERIENCE.

a. University or
Polytechnic? J

b. College of Nursing
and Midwifery? I c. College of

Midwifery? Id. School of
Midwife_!Y1_

27. Did you complete pre-registration midwifery education in a:

PLEASE TICK THE BOX, WHICH MOST NEARLY REPRESENTS YOUR EXPERIENCE.

a. Diploma? I b. Degree I D__Nreewith Honours? I c. Other?

28. When you qualified as a Registered Midwife (ENB) were you also awarded a Higher Education
Qualification such as a:

~.
29. Since qualifying have you undertaken post-registration midwifery education such as:

a. None-accredited study? b. Undergraduate c. Postgraduate Study?
In house skills training Study? Certificate
Study days or refresher days Diploma level Diploma
Conferences Degree level Masters level
Other MPhill PhD

PLEASE TICK THE BOX WHICH MOST NEARLY REPRESENTS YOUR EXPERIENCE
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Questionnaire (NTS
R.... rch Project: MldwIv .. AaHaalng Prog..... In ~r

30. Please list your professional qualifications.

PLEASE TICK EACH BOX. WHICH MOST NEARLY REPRESENTS YOUR EXPERIENCE.

I 31. What proportion of your total midwifery experience since qualifying has been spent working in: I
I

0·20% 21-40% 41-60% 61-80% 81·100%
a. Consultant Unit Hospital Midwifery?
b. Community Midwifery
c. General Practitioner Midwifery

Units?
d. Midwifery Led Units?
e. Integrated team midwifery?
f. Community midwifery providing

intrapartum care in the home?
g. Community midwifery providing

intrapartum care in hospital?
h. A consultant unit labour ward?
i. Other (please specify)?

PLEASE TICK THE BOX. WHICH MOST NEARLY REPRESENTS YOUR EXPERIENCE.

32. How is midwifery care organised in your current employing service?

a. Team Midwifery providing integrated service between hospital and community

b. Team Midwifery as hospital and community teams
c. Traditional hospital and community service
d. Other (please specify).

'.
33. How many years have you worked as a midwife for 0-5 years 21-25 years

your current employer (include midwifery units 6-10 years 26-30 years
incorporated with NHS re-organisations)? 11-15 years 31-35 years

16-20 years 36+ years

PLEASE TICK THE BOX WHICH MOST NEARLY REPRESENTS YOUR POSITION

34. If you have worked as a midwife for previous employers:

Employer 1 2 3 4

a. How long did you work there? years years years years
b. How long is it since you left the post? years years years Years

Comments:

PLEASE TICK THE BOX WHICH MOST NEARLY REPRESENTS YOUR EXPERIENCE
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Questionnaire (NTS
R.... rch Project: MIdwives As.... lng Progreu In Labour

Diagnostic Process:
This section consists of hypothetical cases based upon project data. Please read the
information in the following four case vignettes and provide responses to the questions that
follow each one.

Case Vignette 1:

Christine is healthy, aged 28, a primigravida, reporting a show and painful contractions. She is
41 weeks pregnant and has had no pregnancy problems. When admitted she is coping and
mobile.

1700 examined by Midwife.
Mobility and Interaction affected during
contractions.
Abdominal Examination:

Position: LOA
Descent: 215ths palpable
FemlHeart: Regu~r
Contractions: every 2 min, lasting 50-
80sec,strong

0800 examined bv Midwife.
Abdominal ExaminatiOn:

Fundus: ~
Lie: longitudinal
Attitude: flexion
Presentation: cephalic
Position: LOL
Decent315ths palpable
Fetal Heart: L flank

Regularrate
Contractions: 1 in 5, lasting 30 seconds,

moderately strong

2200 You Observe Christine
The fetal membranes have ruptured and clear liquor is draining. Christine is complaining of pain in her
lower abdomen. During contractions she is distressed, holding her lower abdomen, bending over. making
loud respiratory noises (grunts) and calling out, and her legs are shaking.

HAVING READ THIS 'CASE VIGNETTE' PLEASE ANSWER QUESTIONS 35·37.

35. In terms of labour progress, please provide the most likely explanation with justification for your
diagnosis.

GO TO VIGNETTE 2

37. Please explain what information you consider essential and your reasons for this.
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R.... rch Project: Midwives Aa.... lng Progress In Labour
Questionnaire {NTS

Ca.. Vignette 2:

Mary is a 25-year-old healthy multigravida with a 39-week gestation pregnancy who has come
into hospital with abdominal pain. She has a 2-year-01d healthy boy born by normal delivery.

1600 Examined by Midwife
Abdominal Examination:

Fundus: term
Lie: longitudinal
Attitude: partial flexion
Presentation: cephalic
Position: LOL
Decent: 4/5ths palpable
Fetal Heart: Auscultated L flank,

Regular rate
Contractions: irregular and moderately strong.

Following the examination at 1600, Mary was
given 2 Co-codamol. The abdominal
discomfort reduced and Mary has slept.

2400 You Observe Mary
Mary has woken up with fairly strong
contractions that are regular and have an
interval of 3-4min.

HAVING READ THIS 'CASE VIGNETTE' PLEASE ANSWER QUESTIONS 38-40.

38. In terms of labour progress, please provide the most likely explanation with justification for your
diagnosis.

40. Please explain what information you consider essential and your reasons for this.

APPENDIX 9.7



Questionnaire (NTS
Research Project: Midwives Assessing Progress In Labour

Case Vignette 3:

1800 Jayne phones the labour ward for advice.
She has had cramps all day and she wonders if she has gone into labour, as her cramp is now
more painful, intermittent and is fairly regular about every 10 -15 min. She is 39 weeks by EDD,
has had an uneventful pregnancy and has no medical problems. Her partner has just come home
from work and said she should ring the midwife. Jayne seems fairly calm.

HAVING READ THIS 'CASE VIGNETTE' PLEASE ANSWER QUESTIONS 41-43.

41. In terms of labour progress, please provide the most likely explanation with justification for your
diagnosis.

Go TO VIGNETTE 4

43. Please explain what information you consider essential and your reasons for this.
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R.... rch Project: Midwives Assessing Progress In Labour
Questionnaire (NTS

Case Vignette 4:

A colleague providing community care for a planned home birth has 'phoned to consult you.
Sam is a 35 year old primigravida at 41 weeks gestation who wishes to have a 'natural birth'. She
has been having regular contractions for 16 hours. Until 1 hour ago the contractions were regular
every 3 min, moderately strong and lasting 50 seconds. The fetal heart has remained normal and
Sam has coped well with discomfort. Over the past hour the contractions have become weaker
and less frequent (1 in 10 min). Sam is not reporting much pain and there are no signs of matemal
or fetal distress.

HAVING READ THIS 'CASE VIGNETTE' PLEASE ANSWER QUESTIONS 44-46.
44. In terms of labour progress, please provide the most likely explanation with justification for your

diagnosis .

..-- ..,..-_-:----:-----,---:-_----, __ -'-P..=l.EJ=.A:;:.s=-ET..:..:.IC;:.:.K.;..;T;.;.;H.;;;;_E.;;;;_BO;:.:.X;;:....rW:-.::HI=CH:'::M~OSTNEARLY REPRESENTS YOUR POSITION.

45. Do you need any further information to confirm or test YES Go TO QUESTION 46
the dia nosis I explanation ou rovide? NO Go TO QUESTION 47

46. Please explain what information you consider essential and your reasons for this.

47. Further comments about questions 35-46:

Thank you, for taking the time to complete this questionnairel

41. Do you have any comment that you consider relevant to the study?
IF SO USE THIS SPACE (AND CONTINUE OVER PAGE).

IF COMMENTS RELATE TO INDMDUAL QUESTIONS. PLEASE IDENTIFY THE RELEVANT NUMBER.
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APPENDIX 10: Analysis

10.2 Analysis showing labour trajectory

10.4 Memo
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Memo
W12 Understonding of Colleagues and Work Unit
Dispositions and Relationships
There are examples of midwives in the study demonstrating a view of the dispositions of colleagues in the work unit.
Understandably the students are observed for effort and practice knowledge:

'r do think they (student midwives) work hard. But r wish they had a bit more practical.' (MI3 113-114)

Senior midwives also monitor aspects of performance of the qualified midwives:

'sometimes some ...midwives go overboard with their records. Others don't do enough.' (MI3 28-29)

Perhaps students are equally aware of the dispositions of qualified staff. One of the interviewees described
dispositions of midwives who had been her mentors:

The cautious one was very efficient, used to co-ordinating. A good midwife. By the book.' (MI4 119)

'(A second mentor was) into using the research More laid back, she wasn't a very good
communicator She would sometimes go in with both feet,' (MI4 119)

This interviewee seemed to be exploring what was positive in each case, considering how each measured up and
balanced in terms of attributes. As experience developed some practices that had been copied by the interviewee
were rejected after observing alternative approaches which brought to light negative or unnecessary aspects of
practice:

'... the first person was forever having her finger in the vagina.' (M14 133)

When midwives talked of action that was not necessary they used the term interference. For example, one of the
midwives identified that there was a tendency for profeSSionals in the maternity services to be more active in
monitoring and managing labour than was desirable:

'Because we interfere too much!!!' (MI5 192)

Interference also categorised what midwives classed as unnecessary or inappropriate enquiry or interest from
medical staff. This seems to be connected with relationships that involve negotiation of role, and may indicate
prefessieneldemarcation:

'... they (doctors) don't interfere unless we ask them.' (MI3 385-386)

or recognition of expertise across professional boundaries:

'If you're experienced they'll (doctors) depend on you. . they won't come down and do another vaginal
examination, because you've just done one So once they trust you they won't do another one.' (MI2
194-200)

It sums that building up trust is important within the midwifery team and, until other midwives recognise expertise
they are critical of mistakes:

'..as a junior .,.when you've missed something, and you've made an error, everybody is just God you missed
that .... as a senior person, people are more accepting of you missing something. (MIl 449-452)

However, this midwife recognises that when experienced midwives make mistakes, comments may be made out of
earshot:

'Or they don't point their fingers directly at you. They might say it behind your back.' (MIl 456-457)

Confidence and experience may they contribute to relative power relations which influences the behaviour of
colleagues in situations where discretion may lead to errors.
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Confidence in practice andin negotiatingrelationshipsSeemsto be associatedwith seniority. While onemidwife
explained the midwife-doctor relationshipin terms of the doctor's confidencein the midwivesskills, another seemed
to give the impressionthat shedeterminedcertain collaboration:

'If I've got a patient andshe'snormal,then I wantno interference from the doctor..... they don't unlessr
ask' (MI3 380-382)

'...a doctor doesnot interfere with mymanagementunlessI request it. And by gumthey knowit (laughter).'
(MI3 387-389)

The difference canperhapsbeexplainedby the fact that the latter situation impliesnormality andthe midwives
domainof practice, whilethe former involvesthe doctor acceptingthe midwivesjudgement in the caseof probable
abnormality. This is his domainof expertise.

WJ 3 Understanding of Organisation
The midwivesin the study are awareof normsof practice within the trust andthey indicate that there are
expectations regarding the USeof vaginalexaminationsto assessprogress:

'We all sort of assesspatients 4 hourly. I wouldalwaysthink of 4 hourly. And I'll be honest- I wouldassess
them quicker if I felt they neededit.' (MI3 8-10)

'Becauseits acceptedpractice to doa vaginalexamination. If I wasto bring somebodyin anddeliver them 2
hours later without doinga vaginalexaminationandsomethingwent wrongI wouldbe asked'whydid younot
do a vaginalexamination?'Sowedo them!'(MI2 127-131)

Onc of the midwivesemphasisesthe needto obtain the maximumamountof information at eachexamination. This
provides the midwife with more information to baseclinical decisionsonand in the caseof complicationsor failure to
progress, reducesthe needfor medicalstaff to repeat the procedure:

'.... Becausethen youcanreducethe numberof vaginalexaminationsthat they are getting but it's alsogood
for your ownpractice and it makesyoua better midwife.' (MI2 211-213)

Avoidanceof unnecessaryvaginalexaminationsis important:

,...I don't like givingthem too manyvaginalexaminations: (MI3 255-256)

This may makemidwivesreluctant to perform vaginalexaminationsto simplyfulfil information needsof the womanor
her family.

Wl4 Understanding of Self
Midwives demonstrate awarenessof their dispositionsandbiases,howthey learn (strengths andweaknesses)and the
conditions affecting the quality of performance:

'I try to stop them pushinguntil I seethe head. I like them on their side. I'm a great onefor havingthem
on their side, andletting them take their time, andgetting them to breath the entonox ......' MI3 361-364)

'I don't like all this Diamorphine.'(MI5 479)

·.....r blamedthe trileen. SoI wouldneveruse it after that: (MI3 241-242)

'Personally,I useone(hand- to assessdescentabdominally).I knowit's less painful to usetwo, but because
for all these years I've usedoneI canfeel more I canthen feel deflexion, or the size of the babies
headas well. I canjust feel more. But I knowthat its morepainful so in truth I should really be usingtwo,
but I can't feel asmuchwith two so I don't knowwhether that's becauseof the manoeuvres,or becauseI've
alwaysusedone: (MI2 72-81)

'I don't often get it wrong: (MIl 431)
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Wl~ Strategic Understanding
There wasnot muchevidenceof strategic understanding,but this is in part dueto a focus on individualpractice. One
midwife commentedonthe increasingdocumentationthat midwiveshadto completeand linkedthis to a fear of
litigation.

'I wouldsaythe writing hasincreaseddrastically ...but then yousee it's the fear of litigation.' (MI3 24-25)

This midwife contrasted the needto documentmanymoreobservationsthan wasexpected in the past and linkedthis
to differences in practice.

'..youseewedidn't usefetal heart monitorsthen either you'vegot to put the fetal heart
downevery time you listen..... If sheusesthe bedpan.Andwedidn't do that before.' (MI 3 41-53)

The requirement to write somethingdownmay encouragemidwivesto focus on concrete events that can be
measuredlike volumeof w-ine passedor fetal heart rate and in the sameway arncxmtof labour progress.

Would a midwivesalternative type of report of increasingmaternal restlessness and i".itability, noisy breathing
and sweating be viewed as a credible entry? If not, could this be why midwivesexaminethe cervix for a
subjective assessmentof dilatation that they can convcr1'into what appears as an objective I scientific
measureof progress that can be comparedto a previousmeasureor to populationnorms?

Is the usc of a partogram encOW'Ggingmidwivesto compl.t. the graph rather than dismissingit for 'normal
births' and writing alternative GSSCSsmentInformation?

Is the usc of a partogram for all births makingthe delineating cases suitable for expectant managementand
medical, active managementless clear for midwivesand doctors?
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APPENDIX 11: INFORMATION SHEETS cl CONSENT FORMS

11.2Information about Observation Phase
11.3Consent Form (Individual)
11.4 Midwife Information Sheet
11.5 Information sheet for womenin labour (intrapartum)
11.6 Consent Form (group of midwives on labour ward during field study)
11.7 Research project outline (for distribution within case)



16 April 2000

RESEARCHPROJECT:

MIDWIVES ASSESSING PROGRESSIN LABOUR

INFORMATION ABOUT OBSERVATION PHASE

It is anticipated that severalsessionsof observationwill be carried out on the labourwardat
xxx. Thesesessionswill mostprobablybe during the afternoon, eveningandduring the night.
This is becauseof assumptionsabout the differing nature of 'the work' during these periods.

Theobservationphaseswill consistof a variety of enquirymethods,directed by opportunity and
theoretical sampling.Suchas listeningandwatching,questioning,examiningrecords, askingfor
clarification andcompletinga progressgrid. Audiotapesandnotebookwill be usedto record
responsesor clinical conversations.It will probablybe desirableto observethe processof
clinicalassessment.The rationalefor this is that expert practitioners are often not fully aware
of howthey applypractice knowledgewithin clinicalenvironments.This is particularly the case
whenattending to severalthingsat once(for example,client pain,relatives needfor information
andassessmentof progress).

In order to carry out the research,the researcherwill remainonthe labourward in proximity to
midwiveson duty. Reportingof casesat hand-overwill be taped. Individual hand-overof client
informationwill be sampled.It is not anticipated that the researcher will spendtime with women
in labour,andshewill not participate in care.

Consent:
Althoughthe researcher is a qualified midwife in relation to the researchconsent is an issue. It
is proposedthat midwivesonduty for a 'shift' identified for observation,completea consent
form. Thereafter the researcherwill negotiateopportunities to collect data. Clientsbeing
examinedmustsigna form andthe researcher will explainthe project to them, andtheir role in
thiS.

Involvement:
To date midwiveswhohaveparticipated in the project, andacted as respondentsfor individual
interviewshavehada role in shapingthe priorities andfocus of the work. This includesfeedback
onthe progressof the research,includinganalysisof the results, with the opportunity as
individualsto commentonconclusionsreachedby the researcher. As the observationphase
progresses,the researcher will share this type of information with participants in the study. The
methodto be negotiated.

ResearchersDetails:
Maureen SOOKHOO, Principal Lecturer (Midwifery), Division of Midwifery and Neonatal Care,
faculty of Health, Social Work and Education, University of Northumbria at Newcastle, CoachLane Campus,
Newcastle. NU 7XA. Telephone Number: 0191 215 6148
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CONSENT FORM

I haveread the information sheet andunderstandwhat is involvedin the project MIDWIVES
ASSESSING PROGRESSIN LABOUR. I amwillingto take part in the project, andunderstand
that I canwithdraw myconsentat anytime.

Signed

Date

Printed Name _

Address

TelephoneNo.

It is often useful to quote individualparticipants to makea point clear in the research report.
Confidentialityandanonymityis maintained.

Thankyoufor your help.
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Midwife

INFORMATION SHEET

MIDWIVES ASSESSING PROGRESS IN LABOUR PROJECT

A project investigating the methods used by midwives to assess progress in childbirth is taking
place in North Tyneside Health Care Trust. The study is concerned with the skills and
knowledge, acquired and used by experienced midwives in NTHCT to assess progress.

Your name has been provided by a manager as someone who has the required experience,
who may be willing to participate in the study.

If you are willing to participate you will be interviewed by the researcher in XXX Maternity Unit.
The interview will last no longer than two hours. Following the interview, you may be asked
whether you are willing to participate in fieldwork which involves the researcher observing
intrapartum care (with the consent of the client), with a focus on the assessment of progress.
A time, which is convenient to, you will be negotiated. Alternatively you may have been
approached to participate in the observation phase of the study before being interviewed.

Information will be recorded in written form, and on audiotape. Information will be treated as
confidential and will be stored in a locked, secure cabinet during and after the study until it is
deleted or destroyed. Real names of participants will be excluded from reports, and codes
(rather than names) will be used to identify tapes and other sources of data and reports.

I hope you agree to participate in the research. I would like to emphasise that:

• Your participation in entirely voluntary,
• You are free to refuse to answer any questions or deny any observation,
• You are free to withdraw at any time,
• Your refusal to participate will not affect the service or care received.

The information collected will be kept strictly confidential and will be available only to members
of the research team. Under no circumstances will your name or any identifying characteristics
be included in a research report.

I hope you will agree to take part in the project. It is important that midwives make visible their
practice knowledge, and their views on development of this knowledge. Prioritise identified by
midwives and consumers will be represented in this project, which provides an opportunity to
playa part in shaping midwifery practice in North Tyneside.

Maureen SOOKHOO, who is undertaking the study, can be contacted, should you have any
questions at: The Division of Midwifery and Neonatal Care, Faculty of Health, Social Work and
Education, University of Northumbria at Newcastle, Coach lane Campus, Newcastle upon
Tyne, N11 7XA. Telephone No: 0191 2156149.
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Intrapartum

INFORMATION SHEET

MIDWIVES ASSESSING PROGRESS IN LABOUR PROJECT

A project investigating the methods used by midwives to assess progress in childbirth is taking
place in North Tyneside Health Care Trust. The study focuses on the experience and views of
women who are giving birth, or have recently given birth.

A midwife who is in the study, and who is providing care to you on the labour ward has
provided your name. The midwife will have made an initial request that you participate in the
study.

If you are willing to participate the researcher will observe the practice, records and
communication of the midwife who is caring for you and assessing the progress of your labour.
This will involve re researcher who is a Registered Midwife being present in the labour room.
Following the birth of your child, you may be asked whether you are willing to participate in an
individual interview. A time and location, which is convenient for you, will be negotiated.

Information will be recorded in written form, and on audiotape. Information will be treated as
confidential and will be stored in a locked, secure cabinet during and after the study until it is
deleted or destroyed. Real names of participants will be excluded from reports, and codes
(rather than names) will be used to identify tapes and other sources of data and reports.

I hope you agree to participate in the research. I would like to emphasise that:

• Your participation in entirely voluntary,
• You are free to refuse to answer any questions or deny any observation,
• You are free to withdraw at any time,
• Your refusal to participate will not affect the service or care received.

The information collected will be kept strictly confidential and will be available only to members
of the research team. Under no circumstances will your name or any identifying characteristics
be included in a research report.

I hope you will agree to take part in the project. It is important that the views and experiences
of women are represented in this project. The project provides an opportunity to playa part in
shaping midwifery practice in North Tyneside.

Maureen SOOKHOO, who is undertaking the study, can be contacted, should you have any
questions at: The Division of Midwifery and Neonatal care, Faculty of Health, Social Work and
Education, University of Northumbria at Newcastle, Coach lane Campus, Newcastle upon
Tyne, N11 7XA. Telephone No: 0191 2156149.
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CONSENT FORM (group)

We have read the information shutes) and understand what is involved in the observation phaseof the
project MIDWIVES ASSESSING PROGRESSIN LABOUR. We are willing to take part in the project. and
understand that at any time consent can be withdrawn.

MIDWIVES
Date Printed Name Signature

OTHER STAFF

Date Post Name Signature

It is often useful to quote individual participants to make a point clear in the research report.
Confidentiality and anonymity is maintained.

Thankyoufor your help!
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RESEARCH PROJECT

MIDWIVES ASSESSINGPROGRESSIN LABOUR

The project is being undertaken by a researchstudent enrolled and registered with the University of
Northumbria at Newcastle (UNN). Formal supervision is provided by two professors at UNN and
Maureen Harwood, General Manager / Head of Midwifery, North Tyneside Health Care Trust. The
researcher is a Registered Midwife, employed at UNN, eligible to practice and subject to the
requirements of the Professional Bodies for professional standards (for example in regard to
confidentiality) .

The project will explore the knowledge and skills used by midwives to assessprogress of labour.
Information will be obtained from various sourcesincluding interview, observation and questionnaire.
The views and experiencesof midwives, clients and other health professionals are consideredhighly
relevant to the project which will be confmed to XXX Health Care Trust. It is anticipated that the
project will have a positive influence on midwifery practice, knowledge and skills and benefit clients in
North Tyneside.

Anyone requestedto participate in the study will have the opportunity to seek clarification about their
involvement and to ask questions. Requests to observe care will be made verbally prior to any
observation, and refusal to take part in the study will not prejudice the care provided. Recordsmade
during the researchwill be regarded as confidential, in that the identities of those involved will not be
linked to particular incidents or data.

Researcher:
'PhoneNo.

Maureen Sookhoo
0191 2273444
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Learning at work: midwives judging progress
in labour
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Abstract
This paper arguesthat it is important to understand how midwives learn at work and
acquirepractice knowledge,aswell ashow this influences their judgements of progress
in labour. It isbasedon part of a study in which experiencedmidwives were
interviewed about their practice and experiencesin amaternity unit within amedium-
sizeddistrict generalhospital in the north-east of England. One key to understanding
how judgement about progressis made lies in the way that uncertainty is
conceptualizedand dealtwith. One of the ways of avoiding uncertainty is to rely upon
conventions andput trust in procedures.Inparticular, the useof 3 cm dilatation of the
cervix:isoften adopted asan indicator of the commencement oflabour, but this raises
dilemmas for midwives who recognize the intrusive nature of vaginal examination.
Experienced midwives draw on a wider range of evidenceand they havelearned
through the challengesof the job to recognizethe provisional nature of signs of
progress,which novicesmayseeaspredictive. For this reason,they avoid inappropriate
intrusion asamatter of routine practice. The capacity to copewith uncertainty is seen
asan integral part of midwifery practice and this raisesquestions about how new
midwives can be helped to useholistic assessmentwithin the security of established
procedures.

Introduction

This paper explores how midwifery knowledge is

acquired and used in the diagnosis and judgement
of progress throughout labour. Based on a series
of in-depth, unstructured interviews with five
experienced midwives, the paper argues that
midwives' concernsto reduce uncertainty are a key

factor affecting their decision-making. For example,

in the service studied here, it was apparent that

when the signs and symptoms of progress in labour

were not obvious, midwives tended to rely mostly

on vaginal examinations and the apparently
objective criterion of 3 an dilation of the cervix.

This affected how other evidence was being
gathered and weighed.

C 2002 Blackwell Sc:IenceLtd.Lecrmm, In HeaIrh andSoctoICIIle, 1.2. 75-85
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An over-reliance on cervical dilation seemedto be
more prevalent in circumstances where choice and
individual judgement were perceived to be limited.
Higher levels of intrusiveness may be associated
with limited experience of the midwife and / or with
conflicting responsibilities leading to lesstime being
spent with clients. A senseof professional discretion
appears to be enhanced by increased proximity and

sustained interaction with clients over time; scope

for exercising discretion increases with experience
and ascredibility is established among co-workers.

The paper concludes by arguing that the organi-
zation of the delivery of care has direct impact on

midwives' learning opportunities. Learning oppor-
tunities, especially through the challenges of the

work itself and via co-operation both with women

in the intrapartum stage of labour and with co-
workers, influence how practice knowledge is devel-

oped in delivery wards. In particular, it seems that

an enhanced sense of individual judgement devel-
ops through sustained interaction with clients in a

workplace culture that values holistic assessment

and midwives' capacities for judgement.

The complexities of assessingintrapartum pro-
gress or how midwives develop specific skills and

knowledge are not addressedin any previous study.
However, Braut etal. (1998) explored practice

knowledge acquisition in professional groups,
including midwives, developing a model of profes-
sionallearning in the workplace that identified what
professionals learn, how this learning develops and
the factors that affect learning (Fig. 1).

Eraut et al's (1998) recommendation that case
studies should be conducted in depth in a range of
work environments has been taken up within this

study, which has adapted the model to address the

specific focus of the research.

Dilemmas associatedwith cervical
dilatation

The pressuresfor midwifery servicesto provide care
that is client-centred, rather than technology-
driven, is in part related to the lack of evidence

supporting technological intervention in normal
childbirth (Fraser et al. 1998). Transition from

active management of childbirth to expectant
management is being encouraged (Department of
Health 1993).

A fundamental difference between active and

expectant management is in the degreeof profes-

sionals' confidence in maternal physiology. In active
management, physiology is suspect, the rate of

labour progress is prescribed and cervical dilata-

tion is plotted on a graph and compared against
an expected trajectory that represents 'normal
progress'. Failure of cervical dilatation to 'keep up'

leads to intervention. Active management is associ-
ated with routine vaginal examinations performed
1, 2, 3 or 4 hourly. This approach to care was pro-

moted in the 1970s in an attempt at reducing pro-
longed labour by detecting slow progress and

intervening to augment (accelerate) progress (Studd
1973; Studd 1975 and Philpott & Castle 1972).
However, for those women giving birth at term, who

are expected to have a vaginal birth with minimal
assistance, expectant management demonstrates

greater underlying confidence in maternal physio-
logy.Variation in progress is acceptedaspart of indi-

vidual physiology and, while vigilant observation to

WHAT IS BEING LEARNED, BOW IS IT BEING LEAJlNED? rACfOBS AFFECTING

• UIlllantaDdiq of: litultioaa. • Worldng for qualiticatioDS LEARNING
c:olleqaea IDd wuk llllit. own • Short coanes Penoual charactmiatics:
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detect pathology is provided. the process is left to

run its courseCervical dilatation may beassessedin

enlergent management. but there is no need for a

J'('Iutine of vaginal assessment.
In theory. the use of vaginal examination should

be reducedby an expectant management approach.

This is significant. because vaginal examinations
hsve traumatic associations, linked to discomfort,

embarrassment and emotional trauma (Clements
1994).Vaginal examination is considered to be inva-

sive and it affects clients in negative ways (Stuart
2000;Walsh 2000); assessmentof cervical dilatation
is Dot always reliable (Thffnell et al. 1989) and con-
fidence in the findings cannot be justified (Walsh
2(00). Walsh (2000) concludes that, 'routine

repeated vaginal examinations in normal labour

ahould be abandoned until research establishes
their appropriate place'. Before the mid 1970s,

midwives used a number of signs and symptoms to
monitor progress in labour and Stuart (2000)
believesthat midwives should rely to a greater extent

on these.
Prior to the 19705, midwives used alternative

methodsof examination and developed expertise in
thesemethods.One suchmethodwasabdominal exam-
ination, made up of inspection, palpation (touch)

and auscultation of the foetal heart (Bennett &
Brown. 1989). Palpation is especially useful for
the intermittent assessmentof progress in labour:
in particular. the pattern of uterine contractions
and the descent and flexion of the head assessed
on abdominal palpation. Stuart (2000), for example,

was able to utilize vaginal examination within
her practice if necessary,but she had substantial

confidence in alternative skills. She is concerned
about the inability of student midwives to utilize
abdominal palpation, and their over-reliance on

vaginal examination. This concern is shared by
Magil-Cuerdon (2001) who has noticed, as I have,
that essayswritten by contemporary student mid-

wivesrarely include details of abdominal palpation
along with findings from vaginal examination.

It is likely that midwives who have worked in an

environment where vaginal examinations are per-
formed routinely, and who prioritize cervical dilata-

tion as a method of assessingprogress, may not be
skill.edin abdominal palpation or may not be con-

tident in what they find. There is a precedent for this

in a study that compared active management with
management that focused upon physiological child-

birth processesto deliver the placenta and mem-
branes (Elboume & Harding 1989).Midwives in the

study required instruction in physiological manage-
ment due to their inexperience.

There is a tendency for midwives to claim par-

ticular knowledge about labour that reflectsaunique
'midwifery' view of labour progress, rather than a
'medical' view. Siddiqui (1994), for example, pro-

posesthat midwifery knowledge is basedupon sense
perception, experience and the dispositional state
of the midwife, A problem-solving approach incor-
porating deductive reasoning will reflect all these

factors. When such an approach is applied to a case

scenario it will produce a typical midwifery
response (Siddiqui 1994):

According to Siddiqui, the inference isbasedupon
midwifery knowledge and the conclusion also

incorporates knowledge gained from experience,
Such experience is gained from a mix of 'external

senseperception', the 'internal senses'and 'the dis-
positional state of the midwife', Siddiqui suggests

that the dispositional state is important and that it is

a'unique sharing of the experience with women and

a commitment to the Elements of Caring', Judge-
ment is thus influenced by 'the mother's behaviour,

physical position, breathing and reported pain
experience'.

According to Siddiqui, when given the same set

of circumstances, an obstetrician is more likely to

arrive at a conclusion different to that of a midwife,
This is explained by prioritizing one particular
source of obstetric knowledge - physical meas-

urements - which leads to different inferences and
conclusions:

!Cl 2002 Blackwell Sc:lenceltd. Leamini in Health and Social Care, 1.2. 75-85
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How midwifery prattice knowiedge is
learned at work

Much cl.inl midwifery kn wledge is related to
cati.n, and refined 't:r time. Decisions form the
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basisof appropriate intrapartum care (Cioffi 1998)

and appreciating the complexity of decision-making
raisesquestions about how midwives learn to make
decisions about intrapartum assessment.Taylor's
(2000) discussion of various studies highlights: (i)

the complexity of clinical options (infrequently
'either-or', but often combined, and rarely stableor
concluded); (ii) the accuracy of judgemeots, and (iii)

compensatoryways of addressinglimited information-

processingability such asselectiveattention and use

of cues,working hypothesesand inductive reasoning.
Understanding how midwifery knowledge is

learned and used is important. There are studies
that examine professional learning (Price & Price
1993;Eraut 1994; Rolfe 1997; Eraut et aL 1998;Rad-
win 1998;Walker & Sibson 1998) and, in particular,

professionals' learning at work (Eraut etal. 1998).

These studies suggestthat clinical expertise derives
from both experience and formal education (Eraut

1994). Experience that is personal and contextual is
likely to be important in effective intrapartum mon-

itoring. During the process of providing care, the
'challengeof the work' and 'consultation and collab-

oration within the working group' will contribute to
the development of learning that can be identified
with experience (Eraut et al. 1998).

According to Walker & Sibson (1998), midwifery

has 'many indeterminate areas of practice', which

have evolved through practice and cannot be trans-

lated easily into rules or recipes. The knowledge
related to such indeterminate areas of practice can

only be gained from experience of working within

such an area. Experience is associated with the
development of three decision-making attributes:
(i) patient-centred focus; (ii) confidence and know-

ledge of antecedents, and (iii) consequences of

specific patient situations including recognition of
patterns and trajectories (Radwin 1998). Possession

of knowledge derived from practice and experience
distinguishes senior nurses from students (Walker &

Sibson 1998) and is likely to be important in skilled
intrapartum assessment.

How practice knowledge and skills are used is
affected by the action context. In the 'what ought to
be done' environment of practice knowledge,
knowledge based on implicit theory reflects prag-
matism and experience,and is used in idiosyncratic



-----------------------------------------------------------------
WIY'- When the action context reflects 'hot action'

~ .101of information has to be processed quickly.
~ n-sponst'$ are essential for coping with one's
.....r~ (uaul 1994), and short-cuts based on experi-

rJti.'t' are ~ to arrive It rnsonably accurate deci-

.)115 (Cioffi &: M~nham 1997).

Theresearchproject

11Ic paper is part of a continuing qualitative study.

wbostaims~
• co investigate the practice knowledge and slcills
D.It'd by qualified mid'wivts when aamining women
III assessprogressin labour.and
• to identify the dilemmas that midwives facewhen
... ting methods to assessprogress and their con-
ltIQUence5for clinical decision- making.

Methods

This paper presents evidence from five in-depth

(2 h) unstructw'Cd interviews with qualified midwives.
They were asked bow they carried out assessment

of progreu. the extent to which they made use
of particular information. bow the assessment

WII influenced by clients. other people and
organizational requirements. and bow they had
lamed to make an UIaSlDent. Interviews were
audiotapcd. tranac:ribed and coded using the
collltant oomparative method of analysis described
by Straus 8t Corbin (1990).

The setting for the study 'is an urban district bos-
pital obstetric unit with about 3000 deliveries per

year.Within the unit, midwives refer women during

childbirth to obstetricians if and when the need
arises. The setting bas been selected for the study
because of the degree of autonomy that midwives
appear to have when providing intrapartum

assessment.
Selecting the sample for interviewwas purposeful

and was directed by emergent theory and recom-

mendations from midwife respondents to follow up
leads or to produce different perspectives.Three of
the midwives had management responsibility. two

in the clinical area and one for the midwifery unit;

two worked asstaff midwives. All were based within

the hospital Their experience of providing intrapar-

tum care varied: two midwives had considerable
experience, one midwife had only one previous
rotation to the labour ward and the other two had
substantial experience. Three of the midwives bad

undertaken post-registration midwifery study: one
had completed a degree and the others had taken
diploma-level units.

Results and discussion

Categoriesof content emerging from thetranscripts

were grouped under five main headings (Fig.2):
diagnostic orientation, diagnostic processes,learning
and working, diagnostic indicators and vaginal

examination.

1. ot.pa.dc oriea*lllba 1. DI...-aIc procea. 3. LearaiJII andWOl'Idna
• Activity Ityle • Information ~ • Confidence
• DiJcretioa • lDformaIion proceaaina • Experience(type and
• Spb= of practice lDformation wciahin. amount)

Iaformati.on UDCertainty • Knowledge and sIdll
• Proareas classification • Orpnizational and

societal factors
4. DiaptIItk IDdkaton: 5. VacbW examlDatlon
a) 1tmnaaI .... • Pain • Political concemsand
• Dotunl of focal bead • BreathlnC DOiaca dilemmu
• UteriAe conlrKtiODS b) 1Dtem.al1ipl • Objectivity
• Poetalcondition • Cervical dilatation • Unpleasant procedure
• Maternal condition • Cervical effacement • InterpersonalintruaiOD
• PoltUra • Petalmembranes

.... Z Catrgoria of tnnICript CODtent.
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M part of the diagnostic process, midwives

gather information in the form of diagnostic

indicators from external signs or internal signs,

frequently obtained from vaginal examination.

This information is then processed by weighing,

comparing and contrasting to get a 'picture of the

situation' When information weighing is taking
place, midwives operate with a degree of informa-
tion uncertainty.

Information uncertainty has to be accommo-

dated by midwives when they are engaging in the

diagnostic processwhile at the same time providing

carefor women, such asmeeting their requirements

for information or responding to their need for

support with discomfort. The mother's need for

care will influence the way the diagnostic process

is applied and the progress classification that

results. Progressclassification is a term used to refer

to judgements about progress in labour that feed

back into the diagnostic process and influence

further information-gathering within the current

case.

The term diagnostic orientation is used in the

model to describe the approach that individual

midwives adopt within the diagnostic process.

The degree of discretion experienced by an indi-

vidual midwife, their sphere of practice and their

particular role influence their activity style, as well

as their current workload. The other major influ-
ence is their previous diagnostic orientation,

developed through learning and working in other

contexts and conditions. Meanwhile, their current

feedback from cases and significant others in the

workplace influences their ongoing learning and

working.

Midwives spend considerable time talking about

the procedure of vaginal examination: this is an

indication of the dilemma they have about using it.

On the one hand, participants justify the use and

value of vaginal examinations ('they have a value

and we need them'), while on the other hand, they

recognize the need to minimize their use ('we prob-

ably do too many examinations').

Midwives recognize the discomfort, embarrass-

ment and emotional trauma when the procedure is

used (Menange 1996; Robolm & Buttengheim

1996):

!Cl 2002 Blackwell ScIence ltd. Learning In Health and Sodal Cote, 1.2, 75-85

Many midwives, as women, have had personal
experience of the procedure and found it un-
pleasant; and they are also aware that some women

would rather not have vaginal examinations:

Moreover, vaginal examinations can affect the

experience of and physiology of labour:

Prior learning influences the way in which midwives
in the study interpret the context and, in particular,

how they seethe woman's intrapartum status. This
seemsto be related to the features of those learning

opportunities where links between intrapartum

outcomes and indicators of progress materialize.

In learning situations, where cervical dilatation

is 'measured', recorded and seen as the most

important indicator in the diagnostic process,

learning tends to be limited to the relationship of

cervical dilatation to progress. In contrast, if a

number of other methods of assessmentare used to

establish progress, then learning is mostly about the

relationship of a variety of indicators to progress. In

each case,confidence in using particular indicators

influences the way that information is weighed

within the diagnostic process and how that
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ittfon:n.ation· gathertd. Tb re, confidence in

rouJriple \lIU$ of inio~ti 0 or multiple

methods of collectio informati n reduce reliance
upon \rnginaJ e:mminatl 0 to estimate cervical
dilatation. Where thi$. not the • the midwife

013Y become very reliant upon cervical dilatation.
How partici an usevaginal aamin.ation aspart

of intrapn.rturo ent varies. Taylor (2000)

identifi h P cntioners devel p a working
hypothesis and then therdata to 1 t itThis seems

to be happening in the stud .

According to ThyIor (2000). routine general

questions lead to recognizing something significant,
and then more specific data is collected to test out a
newlY actiw ted hypo thesis:

This quote demonstratesthat the original hypothesis,

that (rotten contractions' indicate minimal progress,

was not reflected in the cervical dilatation, which

indicated good progress.Cervical dilatation. however,

is evidence of the 'efficiency of the uterus' up to the

point of measurement. rather than evidence of what

will happen next. What is not known is whether the

evidence is conflicting, or representing different

parts of the labour process. Midwives demonstrate

awarenessof bow cervical dilatation can be used to

estimate past uterine activity, and the limitations of

this ru a predictor of progress:

When labour is advanced,amore confident predic-

tion is possible:

In addition to developing an individual midwife's

confidence in various types of diagnostic indicator,

prior learning has an indirect effect on practice
through its influence on the amount of discretion
that she is allowed. The amount and type of
discretion given to a midwife to determine the type
of information she collects will depend on how her
midwife colleagues judge her experience. The
confidence of other practitioners in an individual's
ability to accurately identify and/or predict intra-
partum progress reflects what those practitioners
have learned about the skills and knowledge of their
colleague.

Particular circumstances at any time, such ascon-
flicting demands or pressure of work, may also

influence activity style. Some midwives in the study

report that they make greater use of less intrusive

assessment than others. They consider that this is

because they are able to take time observing indi-

vidual women and becausethey have confidence in a

holistic, intuitive assessment. When midwives are

able to maintain proximity with intrapartum women,

some of them are more confident in and more

likely to rely on intuitive assessment. Sometimes

conflicting responsibilities may require midwives to

spend less time with individual women; in these

C 2002 Blackwell Science Ltd.l.eamillf In Health and Social Con!. 1.2.75-85
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circum tan ,midwives IC more likely to

undertake inal examination to assesscervical

dila tatio n,

It appearsthat higher levels of intrusivenesscan be
associ ted \ .th I experience in holistic assessment

and confticting midwifery responsibilities that reduce

proximity between a midwife and intrapartum
woman. The latter is consistent with Taylor's (2000)

view th t longer interactions lead to a greater
amount of information being gathered and a more
accurate diagnosis.

Establishing a diagnosi of progressis particularly
difficult in the early part of labour for two reasons.
Thetime spent by themidwife with thewoman may
not have been long enoughfor the development of
mutual trust and understanding, and the signs and
symptoms of labour arelesssignificant at that stage.
Hence women have problems interpreting their
symptoms and communicating them. For example,
the transition from painless Braxton Hicks Contrac-
tions to painful expulsive contractions is gradual
and confusing. This could be likened to being asked

if you are preparing for a holiday. Is preparation an
idea, passport application, booking or packing? As

with clients, midwives in the study have greater dif-

ficulty in identifying labour when symptoms are

slight and signs are less obvious. Thus uncertainty

about information is particularly evident in the

early part of an encounter between midwives and

intrapartum women, especially in the early stagesof

labour.
Uncertainty is not problematic in itself, asbirth is

a physiological processthat usually progressesof its

own accord, with or without recognition. While

there are occasional situations that are potentially

pathological and must be recognized, it is for the

mo t part client expectations,social issuesor organ-

izational factors that require a midwife to arrive at a

clinical diagno is quickly:

Cl20028IadcweIl Sdanee ltd.~ ;, H~ and Sodol Core. 1.2.75-85

... Whilst I u a midwife am happy to walt and
see.quite oftlen the mother wano to know ...
and I think than why It hlnses on this [vapW]
oamlnatlon ••.

Uncertainty about a diagnosis is particularly
problematic in these circumstances because, if
a client wishes to go home, there is pressure on

midwives to make a decision, based on little

proximity with the client. at a time when indicators
are not clear. If it is not certain from external
assessmentthat labour has not begun, there is an

expectation that midwives will incorporate cervical
dilatation in clinical decision-making. A cervix that

is dilated 3 cm is taken (within the study area) to be

conclusive of established labour. More importantly,
if the cervix is not dilated 3an,the woman can go

home. There is a requirement to document this in

the client's notes.

This raises the issue of confidence in particular
indicators. Midwives in the study accept that
dilatation (3 cm) of the cervix is not conclusive

evidence of labour or 'false labour'. They have no
more confidence in cervical dilatation than any
other indicator on its own; but there is an

expectation that midwives will prioritize cervical

dilatation when considering discharging women

from the labour ward. There appear to be two

factors operating here. Firstly, a necessity to gather

all available information and be as confident as

possible prior to discharging women from the

labour ward. Secondly, to document and disclose

evidence in a way that is understood by those

concerned. Even though all indicators are estimated
and used subjectively, converting cervical dilatation

into a numerical score gives the impression of
greater objectivity.
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At the time of
wives clischargin .

cell . n. thl! practice of mid-

men from the labour ward was

new development within the study area.Thi new

practice was II ite of pacti' cion for midwifery as

8 'communi of p ctiQ!~and it'" taking placeon

bounda.rj' with medical pra ice, According to

\-\enge.r(l 9 ), rem ti n is bout 'creating points

of und which the negotiation of meaning

becOm rgn.ni:ted' (p. 5 ); in this context, it can be

seen 'B Wll')' of interpreting' client tate. Ambi-

gui permi rei6 ti n to mmodate different

vicwpoin I misunderstanding and failure to detect

incompatible umptions.. The audit of practice

was, to an extent, atttmpting to avoid this in the short

term by determining the site of decision-making by

midwives. It' possible th t prioritization of par-

ticular infonnati 0 concerning intrapartum progress

can be identified a dtniaJ of negotiability about

what it means to midwifery and possibly women.

Objectivity is considered to be more scientific, not

onlYby medical colleagues but also by auditors and.

in e:xtrtme cases,by lawyers.
Thus, this issue can also be seen as yet another

example of the tension between client choice and

defensive practice. When something goes wrong

and there is morbidity or mortality, the evidence is

scrut:i.nizedand the way a midwife practices may be

questioned:

Conclusion

Results indi re that the relationship between the

need for certainty and developing a tolerance for

uncertainty influences how midwives prioritize

eli gn sri indi tors when assessing intrapartum

p gr . The ability to feel confident enough in
holi tic unintru ive assessment to monitor the

pro res of individual intrapartum women is

influenced by prior leaming in which there is a

developing confidence in the ability to recognize

progress. Until this confidence develops, midwives

are likely to use as many diagnostic indicators as

they can to be sure of their diagnosis. With con-

fidence there also appears to be less of a personal

requirement to know exactly what progress hasbeen

made. This is linked to confidence in the birth

process and confidence in the midwife's ability to

respond quickly and skilfully to assistawoman with

birth. Increasing confidence enables midwives to

deal with degreesof uncertainty about intrapartum

progress.

Confidence and discretion are important in with-

standing pressure to obtain greater precision than is

justified by the evidence of progress. Midwives in

the study have indicated that such pressure is more

likely in the early part of labour, when women need

information to justify remaining in hospital, or

midwives need it to justify discharge. At the time of

handover, midwives are required to provide an

impression of progress and it is easierto convey this
using cervical dilatation. Midwives may also have to

justify to colleagues the continuing presence of a

woman on the labour ward when it is busy or there

is a problem with bed availability. In these circum-

stances, intrusive assessment is more likely to be

used. This is particularly the case when individual

discretion is not particularly high.

It is apparent that handling uncertainty about

diagnosing intrapartum progress is something that

matures with experience and is associatedwith con-

fidence. However, midwives must also be able to

deal with pressure exerted by clients, relatives, col-

leagues and medical staff in order for them to cope

creatively with uncertainty about progress classifica-

tion. In these circumstances, midwives are more

likely to undertake vaginal examination. The capa-

city to cope with uncertainty and the useof discretion

will affect a midwife's ability to withstand pressure

from others and to persuade them that she is able to

rely on alternative assessment.It appearsthat experi-

enced midwives may still value cervical dilatation

asan indicator of progress, but at the sametime seek

to minimize its use.

It appears that midwifery judgement about intra-

partum progress is not simply about recognizing

signs and interpreting them: it is also influenced by

C 1001 Blackwell Science Ltd, Learn!n, In Health and Social Care, 1,l.75-85
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labour ward policies and resources, views of clients
and time spent listening, watching and talking with
each woman, and with many women over a career.
If Siddiqui's (1994) analysis is applied, reliance on
empirical evidence such as cervical dilatation
reflects only technical rationality and excludes
important components of competent midwifery
practice. Tolerance of uncertainty and awarenessof
the provisional nature of judgements are critical
components of midwifery practice. Such tolerance
and provisionality convey trust in experience,
knowledge of the physiology of childbirth and con-
fidence in personal skills. In particular, it includes
understanding that evidence of progress at a par-
ticular point in labour will not always predict what
will happen next, regardless of how that evidence

hasbeen collected. It also acknowledges that there is
no single, infallible method to estimate progress in

labour.
This purpose of this paper has been to contribute

to understanding of how experienced midwives

learn at work from the challenges of the job and

from working with colleagues and women.
It has implications for the training and develop-

ment of midwives. In early career, unambiguous

guidelines and conventions give a senseof security,

but they also tend to oversimplify the knowledge

held by a community of practice. Over-emphasis on

the importance of cervical dilatation, for example,

may lead to the neglect of other important sources

of evidence that new midwives may not learn to

seek, find or use at all stagesof labour. In particular,

the major disadvantages of reliance on 3 cm dilata-

tion of the cervix are that it is sometimes a mislead-

ing indicator of the commencement of labour and

that it requires an intrusive examination. In order

for novice midwives to develop professional dis-

cretion, they need to learn to use a broad range of

sources of evidence and to appreciate the acquisition

and use of experience. They need to have enough

confidence not to use guidelines and conventions

when they are inappropriate.
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