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I have recently had time to reflect upon my midwifery career so far, where
there are many things to be proud of, but equally where there have been times
of significant challenge and stress. The worst period of my career resulted in
‘burnout’: a well-documented psychological response to chronic job stressors
(Maslach and Leiter 1997), and common in the midwifery profession (Welford 2018).
Characteristics generally include emotional exhaustion, depersonalisation and low
levels of personal accomplishment (Maslach and Leiter 1997). Expanding on these,
Maslach and Leiter (2016: 103) describe ‘the exhaustion dimension as wearing
out, loss of energy, depletion, debilitation, and fatigue. The cynicism dimension
or depersonalization was also described as negative or inappropriate attitudes
towards clients, irritability, loss of idealism, and withdrawal. The inefficacy
dimension was described as reduced productivity or capability, low morale, and
an inability to cope.’
I experienced all of these, the worst aspect for me being the growing
depersonalisation that crept in to my practice; an emotional withdrawal from the
women in my care. All of my hopes and ideals to provide authentic woman-centred
care seemed to slip away. In turn, this eroded my sense of self, as I was not living, or
working, within my values. Moreover, a spiral of shame (Brown 2006) meant that I
did not seek the help that I needed. It was a dark time in my midwifery career, but
changing jobs, time, seeking help and support meant that I did work through it and
move on. Essentially recovery involved taking things very slowly; self-compassion;
and – crucially – forgiving myself for withdrawing emotionally from women. This
allowed me to draw the line and move on.
I share this with you, not for sympathy, but to honour and respect all of you that
may have or be suffering similarly. A recent study by Hunter et al (2019) identified
that, of 1,997 participants, 83 per cent (n = 1,464) scored moderate or above for
personal burnout and 67 per cent (n = 1,167) recorded moderate or above for
work-related burnout. Conversely, the study showed that client-related burnout
was low, at 15.5 per cent (n = 268). This indicated that high levels of stress/
burnout were attributable to systemic working, with newly qualified, disabled or
rotational midwives most at risk of suffering (Hunter et al 2019). I echo the authors’
recommendations that we need to make changes at the individual level, offering
proactive support for midwives most at risk of burnout; at the meso level increasing
midwifery autonomy as a protective factor; and at the macro level we need to
lobby for systemic change (Hunter et al 2019). Here at TPM, we aim to facilitate a
supportive community where we can share our troubles, while continuously striving
to be solution-focused across the individual, meso and macro levels.
Do get in touch if you or your colleagues have found ways to tackle these issues: it
would be wonderful to share solutions with each other.
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ARTICLE OF THE MONTH

TRAUMA HISTORIES AND

CHILDBEARING:
WHAT MATERNITY CARE WORKERS NEED TO KNOW

Significant numbers of children, worldwide, report experiencing forms of physical, emotional and sexual abuse and neglect
(World Health Organization [WHO] 2017). However, it is suggested that child sex abuse is a trauma that may cause the
greatest negative long-term effects among childbearing women (Lev-Wiesel et al 2009). This article presents some of
the evidence to allow consideration of the importance of trauma histories to women, and why these must, in turn, be
important for all maternity care workers.

THE IMPACT OF CHILD SEXUAL ABUSE
ON CHILDBEARING
> AUTHOR

Naomi Waddell
Midwife Lecturer and Researcher at
Edinburgh Napier University
@DrNaomiWaddell8

Survivors of child sexual abuse (CSA) have been found to
embark on their first pregnancy at a younger age than other
women (Lukasse et al 2009; Roller 2011), report considerably
more of the common complaints in pregnancy and are more
likely to smoke, have a higher body mass index and report
more mental distress (Lukasse et al 2009). In view of their
higher distress levels, women affected by CSA are more likely
to experience poorer health which, in turn, leads to highrisk pregnancies (Yampolsky et al 2010). They may, however,
avoid antenatal care, for fear of the physical examinations
involved, as these may trigger flashbacks of the CSA they
have been subjected to (Roller 2011).
‘DRAWING THE LINE’ NOVEMBER 2019 09
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TRAUMA HISTORIES AND CHILDBEARING

Disturbing memories of abuse may also be provoked during
the birthing experience, and touch, dissociation and feelings
of fear, panic and powerlessness may be very powerful for
survivors of CSA (Parrat 1994; Rhodes and Hutchison 1994).
Survivors display higher levels of dissociation and posttraumatic stress symptoms following birth (Andersen et
al 2012; Lev-Wiesel et al 2009), which has implications for
parenting due to impaired bonding (Seng et al 2004; Seng et
al 2013). Additionally, many survivors report significantly more
parenting stress and find intimate aspects of parenting more
challenging (Douglas 2000), potentially extending the impact
of abuse across generations (Lang et al 2010).
Many aspects of childbearing may, however, promote positive
feelings following trauma in childhood (Montgomery 2013).
For example, breastfeeding and motherhood may give
survivors a sense of reclaiming their bodies and their sexual
identities, thereby achieving a sense of healing from CSA
(Klingelhafer 2007; Wood and van Esterik 2010). This has clear
implications for midwives, as they must not only promote
the wellbeing of women in their care, but their families, too
(Nursing and Midwifery Council [NMC] 2008). Midwives are the
primary carers for the majority of women in the UK, and their
education and practice are unlike other health professions,
placing them in a unique position to develop relationships,
with women, that are ‘intrinsically different’ from those of
other healthcare providers (Leap 2010: 20). Midwives are
required to provide individualised, compassionate care in order
to facilitate appropriate and effective delivery of care (Royal
College of Midwives [RCM] 2014), which is beneficial to both
women and midwives (Kirkham 2010).

DISCLOSURE OF TRAUMA
A number of barriers to disclosure have been identified in
the literature, including fear about the possible negative
consequences of routine screening and women feeling that
the problem is theirs to keep (Bachuss et al 2003). Women do,
however, report feeling comfortable being asked about their
trauma histories (Brown 2000; Leeners et al 2010) and would
welcome the opportunity to disclose (Kramer et al 2004;
McGregor et al 2010). But they need to feel supported and to
receive a sensitive response (Hegarty and Taft 2001; Rollans et
al 2013).

ASKING ABOUT TRAUMA HISTORIES
Screening all pregnant women for a history of adverse life
experiences is recommended, as maternal perinatal health
has significant costs for maternal, infant and family welfare
(Meltzer-Brody et al 2013). Routine enquiry (RE) of domestic
abuse was introduced into the priority health settings of
maternity, A&E, mental health, substance misuse, sexual
health services and community nursing in Scotland in 2008
(NHS Health Scotland 2019). Routine enquiry aims to enable
earlier intervention and improve health outcomes by giving
survivors of different types of trauma the opportunity to
discuss issues, and access support if needed, and should take
place during the antenatal booking appointment with a
midwife.
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Trauma histories matter to pregnant women and therefore
should matter to maternity care workers. Maternity workers
need to be trauma-informed, in order to be able to provide
the holistic, person-centred, sensitive care women need
and deserve. Women may not feel able to disclose, but will
appreciate being asked. Survivors of trauma need to feel safe,
and not be further distressed by the very encounters that are
meant to help. Read up about this. Practise it. You and the
women you care for and support, deserve it. TPM

Disturbing memories of abuse
may be provoked during the
birthing experience
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NURTURING YOUR SKIN

Dr Jenny Hall
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Our skin is important. I learnt this as a young child, when falling over,
it keeps the blood inside! I also learnt this as a nurse, when caring for
those bedridden, that extensive pressure on the skin in one position
can lead to breakdown and eventually necrosis. As a midwife I learnt
the importance of the skin for life when a baby born with a rare
genetic condition, epidermolysis bullosa, can cause the skin to be
fragile and blister easily. I also have learned as a mother with caring
for children with severe eczema and now, as I face an autoimmune
long-term skin condition. The importance of caring for my skin has
become more acute.

Light
Immediate
comfort for
dry skin

There is not enough room to cover the anatomy and physiology of the
skin as an organ in its own right. It is important link the purpose and
functions of the seven layers to the care provided for women and their
babies. For example, consider the skin needs of an older population
of women and what should be considered in the healing process after
surgery. Suffice here is a reminder that skin has a role in protection
from infection, preventing loss of water, insulation and temperature
regulation, vitamin D synthesis and for sensation. Your skin colour also
has a place in identity and social status. Different skin types will react
differently to environmental conditions. Consider these purposes for you
as a midwife and how you ensure you nurture yourself and your skin.
1. Know your skin
Take a good look at the skin of your body all over from time to
time. Seeing yourself naked can be tough for some people, but it is
good to be aware what is the normal for your skin so that you can
recognise when there are significant changes taking place, such as
infection, bruising or changes in mole size. Deal with any infections
or skin changes quickly, to prevent further damage. Be aware that
health conditions such as anaemia and thyroid conditions may
impact on the dryness of your skin (Baston, Hall 2107).

Body Butter
Perfect for
all-over
hydration

2. Think about what you ingest
Our skin is strongly impacted by the food and drink we have. The
British Dietetic Association provides helpful guidance and to be
aware of what goes in to our bodies (https://www.bda.uk.com/
foodfacts/SkinHealth.pdf). A balanced diet to ensure the correct
vitamins is essential, along with enough water and careful on the
alcohol consumption. Smoking is also not helpful. Think about
how you can nurture yourself and others better during long shifts
and in the hot, dry atmospheres of maternity units. Can you share
nutritious snacks and keep each other hydrated?

Cleaner Beauty since 1921
You‘re about to fall in love
with Skin Food all over again.
Natural beauty pioneer Weleda is
expanding the Skin Food line-up
further, introducing three additional
Weleda Skin Food products. All as
highly eﬀective as Weleda Skin Food
Original and packed with sustainable
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and rough skin. Feed skin from top
to toe. #weledaskinfoodie
Available from Holland & Barrett,
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pharmacies or weleda.co.uk

Original
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Lip Balm
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3. Think about what you put on your skin
Consider carefully what products you use, for example, that for
shower and hair which will pass over your skin. Many expensive
brands include chemicals or perfumes that are not necessary for
a healthy skin. Natural products are often just as effective, if not
more so as there are less chances of allergy developing. Moisturising
your skin, especially in dry areas with central heating, is essential.

Replenishes hands,
elbows, knees and heels
Protects skin from
drying out

Avoiding too much make up, particularly at work, may be beneficial
as it can increase dryness and prevent the pores from working
effectively. In addition, prevention of sun damage is essential, but
also aim to have some short times in the sun uncovered to support
vitamin D development.
4. Think about hand washing
On a daily basis, at work or home, your hands will require washing
and drying many times. You will attend regular education about
hand washing policies and it is important to take note of the
information in order to provide the safest care for mothers and
babies. However, it is also important to care for you in this process.
If you have a known skin condition ensure you discuss your needs
with the occupational health team regarding skin creams and
moisturising. Consider the gloves you are asked to wear and question
if these are right for you, or if you need to wear them. A balance
should be made with the need for protection and the waste of plastic
in our maternity environments. Ensure too that you cover any cuts
and abrasions to prevent developing an infection (Baston, Hall 2017).
5. Think about the skin on your feet
Midwives are on our feet a great deal and the skin on them are
also important. Ensure your shoes are comfortable and supportive
and help your skin to breathe. Nurture your feet when off work by
moisturising and having foot baths. A foot massage may also help!
6. Spend time relaxing and nurturing your inner self
It is known that stress can have an effect on wellbeing and can
impact your skin (e.g. Hunter et al 2015) therefore take time to look
after you and let go of your day. A massage may help. Caroline
Flint, in her wonderful book “Sensitive Midwifery” (1986) provides
instructions on how to give yourself a massage and to look after
your skin. Finally, ensure you rest and sleep well to enable your skin
and body to revitalise.
The aim of this article is to remind us all to care for ourselves, and
particularly our skin. As Caroline Flint quotes:

You need to love and respect
your body in order to cherish
other women’s bodies during
(1986: 13)
childbirth
It’s worth it.
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In this third article of the 19th Midwifery basics series, the authors
explore the topic of pain in labour. They address the ‘women’s paradigm
of pain’, how this relates to midwifery support, and ways of approaching
labour pain in practice, using pain theories.
Humanising birth calls for re-imagining old ideas in new ways. Although
there has been a long history of labour pain being medicalised,
pathologised and seen as too much for women to bear, there has been
an even longer history of women witnessing the power of birth and
acknowledging the role of support – and now that midwives are also
enaging in research, emerging evidence supports this.

OUR OWN EXPERIENCES OF PAIN: EXPERIENTIAL
KNOWLEDGE
As women who have all given birth and practised as midwives, we come to the
idea of labour pain with experiential, practical, but also theoretical knowledge.
We have felt and witnessed the power of giving birth, watched in awe as women
enter the ‘zone’ – as the hormones of birth dance through their bodies. All three
of us, in our experience, reading and research, see a relationship between pain
and joy in birth (although this relationship is not always straightforward and,
of course, is individualised to each woman’s experience; intense and relentless
labour pain can also lead to birth trauma – we are not suggesting that women
should be denied analgesia). There is a physiological reason for this joy, as the
hormones of birth – primarily oxytocin and the beta-endorphin response – also
lead to feelings of calm, connectedness and euphoria (Buckley 2015). This
potential for birth to be joyous and salutogenic, increasing the wellbeing of
women and babies and families, is a vital aspect of humanising birth. In this
article, we discuss some of our thoughts and research findings.
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THE WOMAN’S PARADIGM
OF PAIN
One of us (SIK) has suggested that
previous knowledge, attitude and
practice around labour pain came from
either a medical or midwifery paradigm,
and that we now need to focus on the
‘woman’s paradigm’ (Karlsdottir et al
2014). As we discover more about how
women actually feel about and approach
labour pain, it allows us as midwives to
reflect on and change our practice.
Although labouring women will describe
the journey of birth as difficult and
demanding (Karlsdottir et al 2014),
most will see this work as an expected
part of the process of having a baby.
The fact that women are accepting of
labour pain is a point that needs more
attention, because throughout much
of the medical literature, it has been
assumed that women either do not want
to, or are unable to cope with labour
pain (Newnham et al 2018). We now
know that this is not the whole story,
as universally women expect, prepare
for and find coping strategies for labour
pain (Karlsdottir et al 2014; van der
Gucht and Lewis 2015).
Revisiting the ‘Circle of trust’ model (see
article 2 of this series: Newnham 2019)
and associated research, all women
expected to feel some level of pain,
even those who were planning to use
pharmacological analgesia. Overall,
the women’s attitude towards pain was
ambivalent, and included ideas of pain
as ‘necessary’ or pain as a ‘significant’
part of the transition to motherhood
(Newnham et al 2018).

I need to feel it. I think it is part of
becoming a mum…why numb that?
I think it’s like – it’s an initiation, I
think for me, into motherhood (Annie)
(Newnham et al 2018: 218).

MIDWIFERY SUPPORT
As well as changing our understanding
of how women view labour pain, an
important part of this paradigm is the
role of the midwife. Midwifery support
plays a vital role in how a woman
is able to think about, process and
manage labour pain. Women have
emphasised how a caring and competent
midwife can affect their experience,

how important it is for them to get
individualised care, and to have a good
connection (Leap et al 2010; Karlsdottir
et al 2014).

I could give birth in any circumstances…
if I had a midwife with me. That was
what counted. It was so important. They
talked me through the labour and birth,
and they…encouraged me (Daniela)
(Karlsdottir et al 2014: 321).
Regardless of the pain management
choice a woman makes, her perception
of its effect is related to the quality
of the mother-midwife relationship
in labour (Thomson et al 2019). It is
therefore crucial to take the woman’s
own paradigm (attitude, expectations
and experience) into account when
planning midwifery care (Karlsdottir et al
2014; Karlsdottir et al 2018), with a focus
firstly on supporting birth physiology,
and the strength of each and every
childbearing woman, rather than on
abnormality or risk (Leap and Hunter
2016), but knowing that all women,
regardless of mode of analgesia, require
continuous support.

Throughout
much of
the medical
literature, it has
been assumed
that women
either do not
want to, or are
unable to cope
with labour pain

WORKING WITH PAIN
Midwives who are reflexive of their
own feelings about pain, who see the
normality and power of labour pain, and
can therefore take a ‘working with pain’
approach (Leap and Hunter 2016) are
better able to support women through
their labour and birth journey. The
‘working with pain approach’ is pivotal
to the ‘trust in the midwife’ theme of the
‘Circle of trust’ model (Newnham 2019),
as midwives need to reflect back to the
woman her own sense of trust in her body
to give birth (Karlsdottir et al 2014; Leap
and Hunter 2016; Newnham et al 2018).
A recent literature review supports
our discussion here, finding that
three main factors contribute to a
woman experiencing labour pain as
transformative and non-threatening:
ongoing belief in the purposeful nature
of labour pain (we suggest that this belief
needs to come from both the woman
and the midwife); that pain is perceived
as productive; and feeling supported and
safe (Whitburn et al 2019).
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the birthing room. For example, much
of the language used by professionals
situates pain sensations outside the
body, using seemingly unrelated
metaphors to explain the experience
(Sanders 2015). Although some women
might relate to these metaphors, using
words like ‘waves’, ‘surges’ and other
nature-based metaphors can also place
women outside their bodies during
labour. Language which situates the
discomfort within the body, helps
women to understand that they are able
to cope with labour and enables them
to reconnect with the physiological
changes of birth.

FUNCTIONAL DISCOMFORT

If we are
to practise
humanistic
midwifery,
we must first
understand the
physiological
function of
labour pain

Another of us (RS) has been studying
language around pain. Women are
bombarded with images from popular
culture about the management of
labour pain (Sanders and Crozier 2018).
One discourse follows the physiological,
biophysical route, often depicting a
dramatic ‘horror story’ narrative showing
the hazardous potential of bodies
to malfunction. The other shows the
biomedical, anaesthetised path of the
calm woman, seemingly comfortable
yet disconnected from their labouring
state. Women’s experiences may be
formed by an uneasy blend of these two
perceptions (Walsh 2010). The physicality
of labour is not comfortable – it is an
embodied, corporeal experience that
many women consider integral to
becoming a mother (Newnham et al
2018; Power et al 2017; van der Gucht
and Lewis 2015).
Language is at the core of a different
approach to labour. To transform it into
a positive experience – a discomfort
which is physiologically normal and
expected – labour and birth need to be
reimagined before the woman enters
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A focus on pain as a function of normal
birth physiology has the potential to
ease women’s fear. Discussing pain
as functional discomfort is a way of
negotiating women’s ambivalence
and acknowledged recognition of the
inevitable yet unknown process of birth.
Drawing psychological focus away from
labour ‘pain’, which has been medically
contextualised as pathological and
unmanageable, and emphasising the
purposeful and functional nature of
labour pain removes the pathology,
while retaining its importance.
Recontextualising labour pain from
pathology and suffering, into a profound
purposive and functional experience,
becomes essential in enhancing women’s
belief in their ability to birth (Whitburn
et al 2019). The humanistic midwife
needs this different approach to enable
women to navigate the discomfort of
labour (Sanders 2015).

HUMANISM AND
MIDWIFERY PRESENCE
Although we all strive to create a space
where women are experts of their own
experience, it is crucial to recognise our
role as gatekeepers to pain-management
solutions – in philosophical outlook,
environmental influence and access to
pharmacology. Women, mostly, want a
meaningful birth experience – avoiding
drugs and intervention (Downe et al
2018; Newnham et al 2018) and they rely
heavily on the presence of the midwife
to support them through this. If we are
to practise humanistic midwifery, we
must first understand the physiological
function of labour pain; how it supports
birth physiology; and the hormonal
cascades that can lead to joy and

euphoria at birth. While many of you
will already be practising this way, we
hope that reading this paper will inspire
you to think more deeply about how to
work with women’s pain, to talk about
it with others, or to reflect on potential
future ideas for knowledge or practice
development. TPM

REFLECTIONS FOR
PRACTICE
Are you able to prioritise facilitating
a connection with a woman and her
partner/support person?
Are you always aware of how
important your presence is for a
woman in labour?
How do you think your own
experience/feelings about labour
pain influence your practice? Reflect
on your own decision-making
strategies when determining
whether you think women are
coping in their labours.
Is there anything you can do in your
practice setting to improve the way
that labour pain is approached?
Is there more information or
learning you need?
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With the increasing challenges
that student midwives and
newly qualified midwives
are facing in practice, it is no
surprise that levels of stress
and burnout are increasing,
leading to some midwives
leaving the profession within
the first year of qualifying.
In this third article of the
Transforming midwifery
series, this paper explores the
benefits of using Professional
Midwifery Advocates
(PMAs) in the university
setting to prepare student
midwives emotionally for the
challenging and demanding
reality of newly qualified life,
through the use of restorative
clinical supervision (RCS) to
promote resilience.
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The role of the midwife has evolved and now there is an expectation for
midwives to deal with more challenges when providing safe and effective
care to the best of their ability. There have been many standards designed for
midwifery education, including the International Confederation of Midwives
(ICM) international midwifery standards (2013) and the strengthening quality
midwifery education for Universal Health Coverage 2030 (World Health
Organization [WHO] 2019), both aiming to create the basis for education
programmes designed to prepare midwives to provide high quality, evidencebased care for women and families. However, there is little focus on the
translation of education to the reality of working as a newly qualified midwife.
The framework for quality maternal and newborn health from The Lancet series
(Renfrew et al 2014) differentiates between what and how care is provided and
by whom it is provided. It discusses the need to have a competent workforce,
with practitioners who combine clinical knowledge and skills with interpersonal
and cultural competence. This framework will have been considered when
developing the NMC future midwives standards of proficiency (Nursing and
Midwifery Council [NMC] 2019), taking effect on training programmes in the UK
from September 2020. Universities will need to redesign programmes to reflect
the standards and requirements needed for the future generations of newly
qualified midwives (NQMs).
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PRACTICE
CHALLENGE 1

PRACTICE
CHALLENGE 2

Do midwifery education programmes need to be more
holistic, including emotional elements, when preparing
students for the reality of working as a NQM?

Thinking about your maternity service, would student
midwives benefit from more preparation in the clinical
environment when transitioning to newly qualified
working, and how could your service support them
better?

THE EMOTIONAL DEMANDS OF MIDWIFERY
PRACTICE
Although knowledgeable and competent practitioners are
important standards for the development of midwifery
education programmes, it is essential to consider how
universities can also support students emotionally, to prepare
them for working life in these challenging and complex
situations. It has been well documented in the Whelm study
(Hunter et al 2018) that midwives experience high levels of
stress, anxiety and depression, which can significantly impact
on the care that is provided to women and families. With the
increasing demand for midwives to perform more advanced
skills at the point of qualification and the generalised expansion
of the role, it is important for universities to prepare students
for the reality of working as a midwife in this constantly
changing environment. There is also a need for employers
to continue to provide workforce support and leadership, to
promote the retention of graduates in midwifery careers.
The level of accountability has increased, with the need for
advancing skills and knowledge; but how can education
settings ease the pressure on NQMs without compromise to
both the care of women and the wellbeing of midwives? The
answer could be linked to the role of the Professional Midwifery
Advocate (PMA).

Figure 1 The PMA role links to international midwifery
standards (ICM 2013) and strengthening quality midwifery
education (WHO 2019)

THE PMA ROLE
The role of the PMA was brought into being to implement the
innovative A-Equip model of midwifery supervision in 2017 (NHS
England 2017). The model has four distinct elements to support
clinical supervision: personal action for quality improvement;
education and development; monitoring and evaluation; and
restorative clinical supervision (RCS). Aligning with this model,
the PMA role aims to promote leadership and role-modelling
in the workplace, supporting midwives to identify their own
actions for quality improvement and use RCS to help develop
and support midwives both professionally and emotionally.

Midwifery education strategies
When looking at how PMAs could be better utilised within
university settings, it is important to consider how the role
can be used to implement midwifery education strategies. The
international midwifery standards (ICM 2013) were developed
to promote continuous quality improvement, autonomy of
the profession of midwifery, and foster an education climate
that supports students and graduates in the pursuit of lifelong
learning. The Strengthening quality midwifery education for
universal health coverage 2030 framework (WHO 2019) has
furthered this by creating a seven-step action plan that can be
used to develop and/or strengthen midwifery education plans.
In line with the central focus of the A-Equip model and role

ICM: Provide the framework for
designing, implementing and
evaluating the ongoing quality of a
midwifery education programme.

Fostering an education climate that supports students,
graduates and faculty in their pursuit of life-long learning.

MONITORING,
EVALUATION AND
QUALITY CONTROL

EDUCATION
AND
DEVELOPMENT

ICM: Stimulating and supporting continuous
quality improvement in midwifery programmes
and their outcomes.
Framework for action: Step 5 - Strengthen
faculty, standards and curricula.

Framework for action: Step 1 Strengthen policy. Step 2 - Gather
data and evidence. Step 7 - Monitor,
evaluate, review and adjust.

A-EQUIP
MODEL

CLINICAL
SUPERVISION

PERSONAL
QUALITY
FOR ACTION
IMPROVEMENT

Adapted from NHS England 2017
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ICM: Promote safe midwifery practice
and quality midwifery care for women
and their families.
Framework for action: Step 1 Strengthen leadership. Step 3 - Build
public engagement and advocacy.

Figure 2 The Solihull approach: an integrated theoretical
model bringing together the three theories of
containment, reciprocity and behaviour management
(©Solihull Approach 2015)
CONTAINMENT

The standards within both of these documents can be aligned
with the PMA role within education settings, as demonstrated
in Figure 1. Together they aim to strengthen leadership,
promote the concept of personal action to improve quality
and focus on the development of holistic knowledge, skills and
strategies within education, to help inform lifelong learning and
revalidation processes.

RESTORATIVE CLINICAL SUPERVISION
PMA teams are still developing the role, in their workplace,
and promoting the support available to encourage staff to
utilise the services offered. Many midwives still have a lack of
understanding as to the role of the PMA and therefore lack
engagement with activities such as RCS, which can have a
positive impact on their professional and personal development
(Sterry 2018).
The findings from a pilot study in clinical supervision of
midwives, by Wallbank (2010), found that supervision appeared
to provide an opportunity for staff to process feelings of distress
or being overwhelmed. This resulted in reduced burnout,
compassion fatigue and subjective stress, which allowed the
staff member to be more effective in the workplace. This pilot
study determined the usefulness of individual supervision and
provided good evidence for the efficacy of clinical supervision.
RCS has built on this to focus on the restorative element
through supporting staff with the emotional demands of
midwifery practice. It allows professionals to have a safe
thinking space, in order to explore and process the impact of
work pressures, behaviours or feelings, in a way that can focus
on reflection and/or learning and development needs.

Developing RCS through PMAs

ICM: Promote an education process to prepare midwives who
have all the essential ICM competencies for basic midwifery
practice as well as additional competencies.

Framework for action: Step 4 - Prepare educational
institutions, practice settings and clinical mentors. Step 6 Educate students.

of the PMA, women and newborns are the central focus of all
actions within this plan, which aims to provide better-quality
care and improved outcomes, through the use of a continuous
quality improvement cycle to review progress, identify barriers
and make changes to midwifery education programmes.

Within the A-Equip model, RCS specifically uses the Solihull
approach (2015), which is an evidence-based model (See
Figure 2), using the concepts of containment, reciprocity
and behaviour management to build trusting relationships
(Douglas and Ginty 2001). Containment involves processing
emotions, so that the individual is still able to think in
difficult situations, and not become overwhelmed by them.
Reciprocity focuses attention on the quality of interactions
between oneself and other professionals, to become actively
in tune with them; whilst behaviour management aims to set
boundaries both within and out of the sessions. This discussion
occurs on an individual or group basis, leading to potential
solutions devised by personal decision-making or with the
help of peers. This develops more confident practitioners, with
preserved resilience, having a positive impact on midwifery
culture. Organisations that support RCS can have improved
team working and create quality maternity services with lower
clinical risk (Davenport 2013).

RECIPROCITY

BEHAVIOUR
MANAGEMENT

Having qualified as a PMA and now delivering courses to
prospective PMAs, I have realised how beneficial this model
could be for student midwives, not only during their midwifery
education and practice placements, but also in preparation for
working as NQMs. Utilising the PMA role more actively within
the university setting could lead to more confident, resilient
midwives with an improved ability to manage workplace stress.
Through having knowledge and experience of the PMA role
prior to starting employment, they will be equipped to use
strategies gained through RCS in their practice, and promote
the benefits of the model to existing staff reluctant to engage
in something new.

IMPLEMENTATION WITHIN THE UNIVERSITY
The evidence surrounding the wellbeing of midwives has been
noted in numerous literature sources, and the Chief Nursing
Officers of England, Northern Ireland, Scotland and Wales’
(CNOs) report (2010) that as many as 10 per cent of NQMs
leave the profession within the first year, with similar losses
internationally (Fenwick et al 2012). It has also been highlighted
by Eaves and Payne (2019) that even before qualification,
students are exposed to high levels of stress through lack of
confidence, emotional burnout and fear of making a mistake.
Beaumont et al (2016) describe how midwifery lecturers have a
duty of care to explore this topic further and consider utilising
strategies to help equip students with the necessary tools to
combat this.
Given the national shortage of midwives, it seems there
is value in addressing the resilience and mental wellbeing
of students, to improve retention, once qualified. This is
particularly pertinent to midwifery, given the types of scenario
and trauma that these students may face, along with the
generalised pressure of undertaking a university degree.
Although interventions need to start on midwifery education
programmes, they also need to be followed through with good
links to maternity units, particularly for vulnerable NQMs, to
ensure the retention of midwives in the profession. This is where
the PMA can have a vital role.
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ADVANCING PRACTICE

PROFESSIONAL MIDWIFERY ADVOCATES IN THE UNIVERSITY SETTING

PRACTICE
CHALLENGE 3
How could you use a PMA to improve the quality of
mentorship in your area of practice?

Many midwives
still have a lack
of understanding
as to the role
of the PMA and
therefore lack
engagement
with activities
such as RCS

STRATEGIES FROM KINGSTON UNIVERSITY
At Kingston University, the use of a PMA for cohorts of student
midwives and midwifery lecturers is being developed. Currently
we have two lecturers who, as qualified PMAs, help co-ordinate
the PMA long- and bridging courses, and who have also been
involved in teaching undergraduate students, to improve their
knowledge of the A-Equip model and the role of the PMA.
Students had lectures on RCS and the anticipated positive
outcomes of being involved in RCS sessions, particularly for
groups. RCS group sessions should have no more than 10
participants to be effective and so, as we have large cohorts,
final year students were the first to observe (with consent)
a smaller group of fellow students undertaking RCS, to see
how this might work for them. These senior student observers
were then offered the opportunity to actively participate in
RCS sessions themselves. These were found to be successful in
reducing anxiety, through a sense of belonging in the group,
and having a shared identity and sense of purpose. Due to the
limitation of only two PMAs within the team, the number of
participants and availability of sessions were limited.
To allow for an expansion of provision, all midwifery lecturers
have now been trained in RCS facilitation, with the aim of
increasing sessions to students on a fortnightly basis, with
concurrent sessions being held if there is demand. The plan is to
open RCS to all students from across the cohorts, to sign up on
a first-come-first-served basis. This will allow for the potential
of a mix of students at different stages in their training, to
discuss strategies for solutions of the issues raised, and offer
peer support at different levels of midwifery experience.
Expanding on this, mindfulness techniques will be introduced,
with strategies that can be used by the students themselves,
when in high-stress environments. This could further improve
relationships between students and lecturers, demonstrating
a commitment to student wellbeing and a culture of holistic
education, focused on not only the care of women, babies and
families, but also on the care of themselves and others with
whom they will be working. In order to improve the quality of
education provided and relationships within the university, RCS
sessions will also be offered to the midwifery department staff,
to elicit the benefits of RCS among the lecturing team.

SUPPORTING THE TRANSITION TO NEWLY
QUALIFIED STATUS IN PRACTICE
To ensure a smooth transition from the university to clinical
placements, PMAs employed by the maternity units need to
become involved in working with students and mentors in
practice. Through RCS, better relationships and communication
can be built between mentors and students which, in turn,
improves the learning environment. Students gain confidence
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in being able to freely discuss cases with mentors, without fear
of appearing incompetent or fear of poor practice assessment
outcomes. Mentors could also explore the clinical knowledge of
the student and, through structured reflection, offer productive
feedback to students, and evaluate their own practices.
The use of RCS through a PMA, can be used as a good
reflective tool, allowing peer discussion and, in some cases,
acknowledging and resolving gaps in their knowledge. This can
feed in to lifelong learning through the self-motivated search
for knowledge, recognising what and how to learn (Fischer
2000). Benefits associated with lifelong learning mirror those
in RCS, such as the promotion of cognitive health, and should
be promoted among the midwifery workforce (Ates and Alsal
2012). Evidence of reflective discussions and lifelong learning
can be documented and discussed with the PMA and used as
evidence for revalidation with the NMC.

independently with the tools and strategies gained throughout
their training. Through improved individual resilience and the
confidence to be autonomous, the continued support of a PMA
could lead to a less-stressed workforce and higher levels of
retention in the first year post qualification. TPM

PRACTICE
CHALLENGE 4
Have you thought of seeking support from the PMA
for revalidation? RCS can be a useful way to reflect on
practice and discuss with peers, which feeds in to lifelong
learning and can be used, when the time comes, to
maintain your registration with the NMC.

THE FUTURE
With the transformation of both maternity services and
midwifery education, education providers need to focus on
the holistic care of student midwives. This involves innovative
curriculum design to meet not only the needs of an everchanging population, but also the emotional and physical
demands of working as a midwife in current times. With the
diverse nature and complexity of care that NQMs will be
expected to provide, there is potential for high levels of stress,
and pressure to ‘hit the ground the running’. Strategies need
to be employed, starting in the education setting, to prepare
students for the reality of completing a challenging midwifery
degree, as well as the demands of being an NQM.

Organisations that support
RCS can have improved
team working and create
quality maternity services
with lower clinical risk

Being involved with the PMA role early in their midwifery
journey, once qualified, midwives will be prepared to practise
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EVIDENCE SERIES

WHY INDUCTION MATTERS
BOOK REVIEW

This small book is number
14 in a series published by
Pinter and Martin covering a variety of birth-related
topics. The series is designed to be evidence based, and
has at its heart the expectation that women will want to
make informed decisions about their care. I say ‘women’
advisedly – this book focuses firmly on the woman, with
no mention at any point of partners or the wider family.
The author –Rachel Reed – is a midwife and lecturer based
in Australia, although the book itself is very UK focused.
The book covers its ground effectively and is solidly backed
by up by recent evidence throughout. It begins with a
discussion of induction of labour in the context of wider
debates about decision making and risk. Further chapters
then discuss possible indications for induction: both specific
complications (such as pre-eclampsia, growth restriction)
and broader norms (for example the art and science of duedate estimation, older mothers, multiples). The last three
main chapters focus on the nitty gritty of medical induction,
and the evidence around natural induction (including nipple
stimulation, raspberry leaf tea).
The book reminds the reader throughout of the complexity
and multiplicity of evidence available – very rarely is

Understanding research
is a series of articles
aimed at dispelling the
myths around research
theories and practices,
and exploring just what
is meant by the different
terminologies encountered
when reading and using
research articles.

decision making around any of
these issues simple. Women’s stories
contextualise the evidence by taking
the reader through both positive
and negative experiences. Women’s
rights around birth and decision
making are foregrounded, and a
chapter on birth plans for induction
is included.
Overall this book is well put
together and engagingly written.
It should appeal to student
midwives and junior doctors, and
is a useful refresher for qualified
midwives. I would recommend it to
women considering induction, although it probably would
not appeal to the casual pregnant reader. The language and
tone of the book, together with its rather dry layout, will
also restrict its readership to those who are already engaged
with ideas about decision making and human rights around
childbirth. TPM

As an occasional part of
the Evidence series, we
explore different aspects
of research to make this
knowledge accessible and
relevant. It aims to help
midwives understand, use
and engage with research,
and consider how research
matters to their practice.

Tania McIntosh
Principal Lecturer in Midwifery at University of Brighton

Rachel Reed

RESEARCH

2018, Pinter and Martin Ltd, pbk, 176pp, £8.99, ISBN 978 1 78066 600 6 £8.99

3. QUANTITATIVE AND QUALITATIVE PARADIGMS,
PRINCIPLES AND SAMPLING

> AUTHORS

Within research there are two paradigms – these are
quantitative and qualitative. A paradigm can be described
as a ‘set of beliefs’ (Parahoo 2014). Within each of these
paradigms, there will be certain research questions,
methodologies and methods that will be better suited
to each paradigm. This article explores these paradigms
further.

AN EXAMPLE TO START
Becky Baker
Midwife, and Lecturer in Midwifery
at University of Suffolk
@BeckyBakerRM

Dr Sam Chenery-Morris
Midwife, Nurse Adult and Child, and
Associate Professor at University of Suffolk
@DrSamC_M
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First of all, let’s ask a group of women what birthing
in hospital is like. Some of them will choose the very
scientific, objective approach, describing that the hospital
contains beds, equipment, midwives and obstetricians.
These are the more factual elements. Conversely, others
may choose to describe that it is a positive place to
give birth, or not the place they would choose for their
birthplace; these are the subjective elements of choice of
place of birth: their personal thoughts and feelings. When
asking women to describe the quantitative elements of
birthing in hospital, such as those discussed above, they
are likely to give similar answers – meaning the findings are
likely to be repeatable across different groups of women.
However, if they were asked to describe their thoughts
and feelings about birthing in hospital, then these would
probably vary depending on each individual person’s
perceptions. We will come back to this.
‘DRAWING THE LINE’ NOVEMBER 2019 25

EVIDENCE SERIES

QUANTITATIVE AND QUALITATIVE PARADIGMS

HIERARCHY OF EVIDENCE

There will be
certain research
questions,
methodologies and
methods that will
be better suited to
each paradigm

Within research, a hierarchy of evidence
is described. This suggests that evidence
produced from research is graded as
higher or lower in value, depending on
the methods and research design used.
For example – systematic reviews and
meta analyses are thought to be at the
top of the hierarchy of evidence, closely
followed by randomised controlled
trials (Cluett and Bluff 2006). This is due
to factors such as the greater control
over variables, larger sampling size
and more rigorous research design.
These methodologies fall within the
quantitative paradigm.

QUANTITATIVE PARADIGM
In previous articles, we introduced
philosophical stances. Within
quantitative research, a positivist
philosophical stance is taken. This
approach typically believes in one
objective reality (Rees 2011). For example
– a pregnant woman will give birth to a
baby at some point – regardless of the
experience that the woman may have.
Therefore, the aim within this positivist
approach, is that a theory can be tested
with highly controlled variables, with

large sample sizes and using methods
which can be replicated to verify the
theory (Cluett and Bluff 2006).

THE AIMS OF THE
QUANTITATIVE PARADIGM
The main principle of quantitative
research is to be as objective as possible
in testing a hypothesis (Cluett and
Bluff 2006). A hypothesis is a theory
that the researcher is trying to prove
or disprove, about the relationship
between an intervention and the
outcome (Rees 2011). This can also be
referred to as the independent variable
(the intervention) and the dependent
variable (the outcome – affected by the
intervention). The process of testing a
theory and then accepting or rejecting
this theory is referred to as a deductive
research process. If my theory was
that the most popular place of birth
was a midwifery-led birthing unit, the
independent variable (intervention)
would be the different places of birth
that women could choose. All women in
the sample would be asked to choose a
place of birth. The dependent variable
would be how many women picked the
midwifery-led birthing unit. This would

therefore prove or disprove my theory
that it would be the most popular choice
of place to give birth, depending on
how many women chose that option.
This differs from the inductive research
process within qualitative research.

SAMPLING WITHIN
QUANTITATIVE RESEARCH
Within quantitative research, the
aim is for a large sample size to be
used. This means that, if the sample is
representative, the findings are thought
to be more generalisable to the wider
population. If I asked a small group
of five women, booked through one
hospital, about their preference for place
of birth, they may all say a midwifery-led
unit. However, this small group may not
represent the views of all women booked
at this hospital. Alternatively, if I asked a
large percentage of the women booked
through that hospital their preference of
place of birth and 80 per cent of those
women said a midwifery-led unit, then
I could be confident that this would
represent the majority of the women at
the hospital and my findings would be
generalisable.

METHODS USED FOR
SAMPLING
It is important that anyone within
the target population has an equal
opportunity of being recruited into the
sample group, through a process of
randomisation (Rees 2011). This is known
as random sampling. Other examples
include probability sampling (where
participants have a chance greater
than nought of being selected [Steen
and Roberts 2011], systematic sampling
(where a system is created to select
people from a population, such as every
tenth person [Polgar and Thomas 2013])
and stratified sampling (where the
researcher may split the population into
subgroups prior to drawing the sample,
if they wanted to preserve certain
characteristics, such as gender [Parahoo
2014]). Additionally, within quantitative
research sample groups, if there is a test
group and a control group, there should
be a consideration of there being equal
characteristics within both groups. This
is to ensure that bias is not introduced.
A process of blinding may also be used,
where the participants are unaware to
which group they are assigned. Single-

26 THE PRACTISING MIDWIFE

blinding is where the participant is
not aware if they are assigned to the
intervention or control group and
double-blinding is where neither the
participant nor the researcher is aware
of who is receiving the intervention
(Rees 2011).

THE IMPORTANCE OF
QUALITATIVE RESEARCH
So previously, we explained that
quantitative research is thought to be
at the top of the hierarchy of evidence.
However, it can be argued (especially
within midwifery and healthcare)
that qualitative research has equal,
if not greater, importance. The
women’s experiences are paramount
to implementing change in practice. If
midwives want to ensure women have
a positive birth, then those women’s
experiences, thoughts and feelings
matter.

If the sample is
representative,
the findings are
thought to be more
generalisable
to the wider
population

Qualitative research looks more broadly
than just testing a hypothesis. There
is use of an inductive process instead,
where no theory is tested, but instead
there is an analysis of a situation or
event, and a theory is then produced
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EVIDENCE SERIES

QUANTITATIVE AND QUALITATIVE PARADIGMS

through analysing this research (Cluett
and Bluff 2006). Within qualitative
studies the main philosophical stance
is interpretivist. This viewpoint or
perspective considers that everybody
will experience things in a way that
cannot be objectively measured and
that we need to understand phenomena
through someone’s lived experience
(Cluett and Bluff 2006). Other
qualitative philosophical stances include:
naturalistic stance – which explores the
natural world and research is carried
out within normal settings, with no
attempt to control it (Rees 2012); radical
philosophical stance – which aims to
understand a way of the world and
then seeks to change it (Cluett and
Bluff 2006); and postmodern stance –
which explores how language can give
meaning to something and become a
reality (Cluett and Bluff 2006).

If midwives want to ensure
women have a positive birth,
then those women’s experiences,
thoughts and feelings matter

PRINCIPLES OF
QUALITATIVE RESEARCH

A process of
blinding may be
used, where the
participants are
unaware to which
group they are
assigned
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There are different methodologies within
the qualitative paradigm that can be
used. These include grounded theory,
ethnography and phenomenology.
These are ways that the researcher
seeks to find the information, and plans
to collect the data to formulate the
theory. Methodologies will be explored
in later articles of the series. Within
these methodologies may be a variety of
methods used to collect the data. These
include interviews which, depending on
the methodology, will vary in whether
they are structured, semi-structured or
unstructured, as well as focus groups.
Within qualitative research it may
be necessary to be flexible with the
way the research is conducted. This is
because, for example, unstructured
interviews may be used initially, but
after some data collection and analysis,
changing the method to semi-structured
interviews will allow specific questions to
be asked based on the initial findings.

Due to the time required to collect,
transcribe and analyse the data, it is
impossible for a large sample size to
be used (as with quantitative research).
Therefore, qualitative research has much
smaller sample sizes.

For example, it could be possible that
the findings from a group of women
who experienced home birth could be
transferable to another group of women
who experienced home birth; they may
share similar thoughts and feelings.

SAMPLING WITHIN
QUALITATIVE RESEARCH

RESEARCH AND PRACTICE

Additionally, the sampling methods that
are used often cannot be controlled.
This is because, if the aim is to establish
the experiences of a particular group
of people, then we need to be sure of
collecting data from that sample group.
For example – if you seek to find out the
experiences of women that have had a
home birth, it would be inappropriate to
randomly select 10 mothers who have
given birth, as potentially all 10 may not
have had a home birth. Therefore, the
sampling methods that are used within
qualitative research are ‘non-probability’,
meaning that the participants are
selected through processes that are not
randomised (Cluett and Bluff 2006).
Purposive sampling is the most common
method of sampling used, where
participants are selected because they
are known to have the characteristics
that the research aims to explore (Steen
and Roberts 2011).
Alternatively, there are other sampling
techniques within qualitative research
that can be used. Snowball sampling
is when the first participant refers
somebody that they know to the study,
who then refers someone else, until the
full sample required is recruited (Parahoo
2014). Volunteer sampling is when
participants ask to be involved within
the sample, but the researcher will
have little control over who is recruited
(Parahoo 2014). Convenience sampling
is the use of participants who are easily
accessible (Steen and Roberts 2011). A
criticism with these sampling techniques
can be that there is no control or
randomisation over the participants
selected, meaning that findings cannot
be generalised to a population, as in
quantitative methods. However, the
researcher will seek to make the findings
credible, in that they are representative
of the population-provided data (Steen
and Roberts 2011). There can then be an
element of transferability of the findings
where findings can be applied to other
similar groups (Steen and Roberts 2011).

Going back to our first example, there is
important quantitative and qualitative
research that exists for supporting
women in their choice of place of birth.
The Birthplace cohort study was
quantitative research, looking at 64,538
maternal outcomes, perinatal outcomes
and interventions in labour, based upon
their place of birth (British Medical
Journal [BMJ] 2011). This concluded that
it was safe for healthy women with lowrisk pregnancies to have choice of place
of birth. Women who planned birth in
a midwifery-led unit, or multiparous
women who planned to give birth at
home, received fewer interventions in
comparison to the obstetric-led unit
(BMJ 2011). This has been reflected in
National Institute for Health and Care
Excellence (NICE) (2014) guidance,
that women should be offered choice
surrounding place of birth, based on
these findings.

been found through qualitative research
that explored nine first-time women’s
choice of birth (Woog 2017).
This study suggests there are multiple
factors including women’s expectations
around birth and perception of safety, as
well as the influence of the midwife and
antenatal care (Woog 2017). Therefore, in
practice, midwives can do more to dispel
the myths of hospitals being the safest
place to give birth and offer women and
their partners more information to make
their informed choice.

IN SUMMARY
In conclusion, within midwifery we need
both types of research. Most midwifery
issues could be researched using a

quantitative or qualitative paradigm; the
specific research question will shape and
determine which approach is necessary
and this, in turn, guides the researcher
to the methodology that is most
appropriate. Certain aspects of care need
to be tested to determine whether there
is a yes or no answer to a predetermined
theory. However, it is equally important
that we consider qualitative research
to explore what is wanted and best for
women, so that their experiences and
satisfaction are considered. Qualitative
research can also explain in depth the
choices women make. Both paradigms
are important and will therefore help to
inform our practice and the care that is
offered. TPM

On the other hand, it is important that
qualitative research exists, because this
can explore the thoughts, feelings and
reasons why women choose different
birth options; the value of this research
is no less than a quantitative approach.
Despite strong evidence that birth is safe
in settings outside of the hospital, there
is still only a small percentage of women
who choose this. Reasons for this have

REFERENCES
BMJ (2011). ‘Perinatal and maternal outcomes by planned place of birth for healthy women with low risk pregnancies: the Birthplace in England
national prospective cohort study’. BMJ, 343: d7400.
Cluett E and Bluff R (2006). Principles and practice of research in midwifery, 2nd edition. Edinburgh: Churchill Livingstone.
NICE (2014). Intrapartum care for healthy women and babies, London: NICE. https://www.nice.org.uk/guidance/cg190/chapter/
Recommendations#place-of-birth
Parahoo K (2014). Nursing research. Principles, process and issues, 3rd edition. China: Palgrave Macmillan.
Polgar S and Thomas S (2013). Introduction to research in the health sciences, 6th edition. Edinburgh: Churchill Livingstone.
Rees C (2011). Introduction to research for midwives, 3rd edition. China: Churchill Livingstone.
Steen M and Roberts T (2011). The handbook of midwifery research, Sussex: Wiley Blackwell.
Woog CL (2017). ‘”Where do you want to have your baby?” Women’s narratives of how they chose their birthplace’. British Journal of Midwifery,
25(2): 94-102.

‘DRAWING THE LINE’ NOVEMBER 2019 29

MATERNITY VOICES

EVIDENCE OF OVERUSE?

EVIDENCE

SYNOPSIS
Introduction
Obstetric interventions such as caesarean section can be lifesaving for mothers and newborns when medically indicated
(Boerma et al 2018). Underuse of such interventions – often
stemming from lack of physical access to skilled care – has been
the focus of substantial research, policy and advocacy efforts.
But overuse of obstetric interventions is now an emerging
global concern. Particular concerns surrounding the rising
rates of caesarean section have emerged due to the increasing
number of mothers and babies experiencing morbidity and
mortality associated with caesarean section compared to
vaginal birth (Sandall et al 2018). In many countries, it is the
poorest mothers who have inadequate access to potentially
life-saving obstetric interventions (Boerma et al 2018). While
across low-, middle- and high-income settings, emerging
evidence suggests that overuse of obstetric intervention is more
prevalent among wealthier mothers with no medical need of it
(Boerma et al 2018).

OF OVERUSE?
PATTERNS OF OBSTETRIC
INTERVENTIONS DURING
LABOUR AND BIRTH AMONG
AUSTRALIAN MOTHERS

Obstetric
interventions such
as caesarean
section can be lifesaving for mothers
and newborns
when medically
indicated

In Australia, the rate of caesarean section is currently 34 per
cent (2016) and expected to continue increasing over time
(Australian Institute of Health and Welfare [AIHW] 2018).
Concurrently, there has been a rise in the use of other obstetric
interventions such as induction of labour, instrumental vaginal
birth (vacuum and forceps) and episiotomy (AIHW 2016). These
rising rates of intervention have been mirrored by a decreasing
rate of unassisted non-instrumental vaginal births (AIHW
2016). In the context of increasing global concern about rising
caesarean section rates, we aim to examine trends of obstetric
intervention use within the Australian population.

> AUTHORS

Haylee Fox
PhD candidate at James Cook University

Methodology
This study utilised a whole of population linked dataset,
known as Maternity1000 (Callander and Fox 2018). The linked
dataset includes the Queensland Hospital admitted patient
data collection, emergency department data, medicare data,
pharmaceutical benefits scheme data and costing records for all
mothers who gave birth in Queensland between 2012 and 2015
(n=186,789) plus their resultant babies (n= 189,909).
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Associate Professor in Health Economics at Griffith
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Associate Professor in Global Health and Development
at James Cook University
@globalstopp

Dr Daniel Lindsay
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There is global concern for the overuse of
obstetric interventions during labour and birth
among some population groups. Concern is due
to increasing rates of morbidity and mortality
associated with caesarean section. The aim of
this study is to characterise the use of obstetric
intervention among Australian mothers.
The association between socio-demographic
characteristics and birth type were compared,
and logistic regression was undertaken to
assess the likelihood of receiving obstetric
intervention. Non-indigenous, urban and
wealthier mothers had higher rates of all
obstetric interventions, not attributable to
medical or lifestyle risk factors.

We categorised mothers by socio-economic status, level of
rurality, and indigenous status. Our study used the Index of
Relative Socio-economic Disadvantage (IRSD) to categorise
mothers into levels of socio-economic position based on
their postcode of residence at the time of birth. IRSD1 are the
mothers living in the lowest socio-economic conditions and
IRSD5 are the mothers living in the highest socio-economic
conditions. The association between socio-economic and
demographic characteristics and birth type were compared with
Chi-square analyses. Odds ratios were also calculated to assess
the likelihood of receiving obstetric intervention and having an
unassisted vaginal birth with adjustment for clinical and socioeconomic factors.

Ethics
Ethical approval was obtained and waiver of consent was
granted.
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RESULTS
Discussion

Women who receive
midwifery continuity
of care models are
less likely to have
an instrumental
birth and more likely
to experience a
normal vaginal birth
alongside enhanced
patient satisfaction

Non-indigenous mothers, mothers in major cities and mothers
in the wealthiest quintile all had higher percentages of all
obstetric interventions and had the lowest percentages of
vaginal (non-instrumental) births (See Table 1). These differences
remained even after adjusting for other key socio-demographic
and clinical characteristics (See Table 2). We would expect
the percentage of obstetric interventions to be higher among
population groups with known higher rates of maternal risk
factors. Our adjusted figures, however, demonstrate the
pattern of intervention in Queensland to be the inverse of
these expectations with mothers in the wealthiest quintile
having significantly higher odds of having a caesarean section,
induction, episiotomy, epidural and instrumental vaginal birth
than mothers in the poorest quintile. Even after adjusting
for known clinical risk factors, the likelihood that wealthier,
non-indigenous, urban-based mothers would receive obstetric
intervention remained significant. Given the relatively high
intervention rates in Australia, these results are strongly
suggestive of a pattern of overuse.

Rising rates of intervention have been mirrored by
a decreasing rate of unassisted non-instrumental
vaginal births

Table 1 Socio-demographic characteristics of mothers receiving obstetric intervention during labour and birth in Queensland
between 01/07/2012 and 30/06/2015 (percentage).
Caesarean
section

Instrumental
vaginal birth

Vaginal (noninstrumental)
birth

Induction of
labour

Episiotomy

Epidural

26.2

6.0

67.8

21.8

3.9

10.0

Non-indigenous 34.4

10.3

55.3

24.7

6.8

16.2

Cramer’s V

0.0417***

0.0342***

0.0605***

0.0160***

0.0282***

0.0407***

Major city

35.7

11.3

53.1

24.6

7.7

18.0

Indigenous

Inner regional

32.0

9.2

58.7

24.3

5.7

16.2

Outer regional

31.8

8.7

59.5

24.3

5.7

13.2

Remote

32.7

8.1

59.3

24.1

5.7

10.5

Very remote

30.7

7.8

61.5

25.6

4.9

9.3

Cramer’s V

0.0404***

0.0431***

0.0640***

0.0064

0.0417***

0.0744***

IRSD 1

30.2

7.7

62.1

22.5

4.7

10.6

IRSD 2

32.0

8.8

59.2

24.1

5.6

14.1

IRSD 3

34.3

9.6

56.1

23.6

6.4

16.7

IRSD 4

32.2

10.1

57.6

24.9

6.1

16.2

IRSD 5

37.5

12.0

50.5

25.8

8.9

23.0

Cramer’s V

0.0528***

0.0470***

0.0772***

0.0245***

0.0574***

0.0611***

Note: significance levels are determined by Chi-square analyses. Cramer’s V values are reported due to the large sample size. *p sig
at .05 **p sig at .01. ***p sig at .001
Table 2 Adjusted odds ratios of obstetric interventions for mothers living in Queensland, Australia (percentage).
Caesarean
section

Instrumental
vaginal birth

Vaginal (noninstrumental)
birth

Induction of
labour

Episiotomy

Epidural

OR

95CI

OR

95CI

0.65 0.80

0.74

0.69 0.79

OR

95CI

OR

95CI

OR

95CI

OR

95CI

Indigenous

0.94

0.90 0.99

0.70

0.65 0.77

1.14

1.09 1.19

0.86

0.82 0.90

Inner regional

0.96

0.93 0.99

0.92

0.88 0.97

1.06

1.03 1.09

1.10

1.10 1.13

0.89

0.84 0.95

0.98

0.94 1.02

Outer regional

1.03

1.00 1.06

0.87

0.83 0.91

1.01

0.9 1.0.4

1.10

1.07 1.14

0.94

0.89 1.00

0.79

0.76 0.82

Remote

1.10

1.05 1.15

0.77

0.72 0.83

1.00

0.96 1.04

1.05

1.00 1.10

0.88

0.80 0.95

0.57

0.54 0.61

Very remote

1.00

0.95 1.10

0.85

0.77 0.94

1.05

0.99 1.11

1.20

1.17 1.32

0.85

0.76 0.96

0.605

0.55 0.66

IRSD 2

0.93

0.89 0.97

0.80

0.75 0.86

1.15

1.10 1.20

0.79

0.75 0.83

0.63

0.58 0.69

0.72

0.68 0.77

IRSD 3

0.95

0.92 0.98

0.85

0.81 0.89

1.11

1.08 1.14

0.91

0.88 0.94

0.70

0.66 0.74

0.90

0.86 0.94

IRSD 4

0.99

0.96 1.03

0.90

0.85 0.94

1.04

1.01 1.08

0.84

0.81 0.87

0.80

0.75 0.85

0.96

0.92 1.00

IRSD 5

0.88

0.85 0.90

0.93

0.89 0.97

1.15

1.12 1.19

0.95

0.81 0.87

0.72

0.75 0.85

1.01

0.97 1.10

*Adjusted for a pre-existing health condition, maternal age, previous pregnancy complications, complications arising during the
current pregnancy, area-based socio-economic deprivation, distance from the birthing facility, smoking and birth mass index.
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INTERNATIONAL MATERNITY EXPO & AWARDS
Little systematic work has been done to capture Australian
mothers’ preferences regarding birth and obstetric intervention,
although one study conducted in 2007 suggests that few
mothers want a caesarean section in the absence of a clinical
need for it (McCourt et al 2007). Consideration should also
be given to the influence that care providers may have on a
woman’s decision to have a caesarean section (Gamble et al
2007; Klein 2005). Currently, there is a lack of research that
reports on the interactions between women and their care
providers and the information provided to women when they
choose to have a caesarean birth.
Women who receive midwifery continuity of care models,
whereby women have access to the same midwife or midwives
during the antepartum period through to labour and birth and
postnatal care, are less likely to have an instrumental birth
and more likely to experience a normal vaginal birth alongside
enhanced patient satisfaction. However, the current health
system financing mechanisms in Australia actively restrict
access to this option.

LIMITATIONS
The limitations of this study are that the measure of socioeconomic disadvantage is area-based and not measured at the
individual level. Additionally, clinical outcomes are not womancentred, which means that such measures do not directly
capture whether the outcomes of importance to birthing
women are met.

IMPLICATIONS

The likelihood that wealthier,
non-indigenous, urban-based
mothers would receive obstetric
intervention remained significant

To deliver maternity care that is equitable and of high quality,
there needs to be a better understanding of the non-clinical
factors that influence the supply and demand of obstetric
interventions. Financing mechanisms need to be based on
woman-centred outcomes, as opposed to rewarding volume
of care, and there needs to be a prioritisation of access to
publicly funded midwifery continuity-of-carer models. Serious
consideration at the government, organisational and healthprovider level of how to reduce the potentially inappropriate
use of obstetric interventions and the consequential iatrogenic
conditions that can result from unwarranted use, is essential.
TPM
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Making change happen Baroness Julia Cumberlege
CBE, Chair, National Maternity
Review; Chair, All Party Health
Group; Former UK Minister
Designing systems that
improve safety and dignity in
childbirth for every person,
everywhere - Dr Neel Shah,
MD, MPP, FACOG, Assistant
Professor of Obstetrics,
Gynecology and Reproductive
Biology, Harvard Medical
School
Insights from transforming UK
Maternity Services - Professor
Jacqueline Dunkley-Bent OBE,
Chief Midwifery Ofﬁcer for
England

Architecture and place: home is
where its safe – designing
environments for childbirth Dr Nicoletta Setola, Assistant
Professor in Architectural
Technology, Department of
Architecture - TESIS Centre,
University of Florence, Italy
Using qualitative research to
bring women’s voices into global
guidelines - Professor Soo Downe,
Professor in Midwifery Studies,
University of Central Lancaster
Embracing the complex dynamics
of twinning - Franka Cadee,
President, International
Confederation of Midwives, The
Netherlands

Tokophobia - impacts on service
and women’s choices - Louise
Page, Consultant Obstetrician and
Gynaecologist, West Middlesex
Hospital London
The global strategy for women's,
children's and adolescent's health
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'transform' - Petra ten
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experiences with woman-centred
care: A Q-methodology study - Dr
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PRIZE DRAW: Join us at ICM 2020 in Bali!
Register for the International Maternity
Expo to enter the prize draw for for a free
place at ICM 2020 plus expenses!
The 32nd ICM Triennial Congress 2020 takes place in Bali, Indonesia
from the 21st to the 25th June 2020. We are delighted to announce
that we are offering one lucky winner the midwifery prize of a lifetime –
a free delegate place at ICM 2020 along with £1500 spending money
towards the cost of their ﬂights and hotel room.
We will also be giving away 4 runner up prizes of a free licence for your
whole organisation to access the live stream and on demand videos
ﬁlmed at ICM 2020.

HOW TO ENTER
All you have to do to be in with a chance of
winning this amazing prize is attend the
International Maternity Expo taking place in
London this November, either as a FREE
exhibition visitor, conference delegate, online
viewer or awards dinner attendee.
It’s that simple!

To ﬁnd out how to book for the Expo and Awards visit www.internationalmaternityexpo.com
To ﬁnd out more about commissioning a studio presentation, sponsoring an
award or exhibiting contact Neil Stewart, Editorial Director, IME 2019 at
neil.stewart@neilstewartassociates.co.uk or call 07973 138210
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DOULAS WITHOUT BORDERS

DOULAS WITHOUT
BORDERS:
A GRASSROOTS SOLUTION TO A SYSTEMIC CRISIS

Women all over the UK (and across
the globe) are currently living with the
combination of appalling domestic and
political crises and pregnant or with a
newborn baby, without support. The
onset of post-traumatic stress disorder,
anxiety, depression and other debilitating
conditions can arise through grief, fear
and trauma experienced by the mother,
which directly impacts on the wellbeing
of her child: a child’s resilience and
long-term physical and mental health
are all affected in utero and during
babyhood. It is now an accepted fact,
thanks to our growing understanding
of epigenetics, that in order to initiate
physical, emotional and mental resilience
within our children, a woman within
the childbearing year needs to feel
supported, nurtured and safe.

THE ROLE OF THE DOULA
A doula is a non-clinical support person
who offers continuous care, advocacy
and support for those experiencing life
transitions: generally women in labour
or within the childbearing year; and
sometimes for people at the end of life.
Doulas are generally trained and follow
a code of conduct, practice guidelines
and procedures, yet can offer something
unique in today’s world: communityminded, grassroots, lay solutions to
some of the most complex societal
issues. Cycles of abuse and neglect can
begin to break through robust support,
so doulas can help to ‘foster the future’
by offering nurture and a continuity of
presence at such a crucial time for a
woman living in vulnerability.

AN IMMEDIATE CRISIS WITH
A LASTING IMPACT
> AUTHOR

Kate Woods
Founder of Doulas Without Borders
@doulasWOborders
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There is an urgent need to address a crisis
in our society, which finds traumatised
pregnant women giving birth alone and
unsupported. Women are pregnant and
in terror from living with an abuser,
without English as a first language,
sometimes post-rape, pregnant through
coercion, forced marriage, or as a result
of sex trafficking. There are also teens,
refugees and asylum-seekers, those living
with intimate partner violence and those
women made homeless, who are often
incredibly isolated during this time.

There is an urgent need to
address a crisis in our society,
which finds traumatised pregnant
women giving birth alone and
unsupported

The concept was conceived with these
factors at its core: to support and
collaborate with mothers towards
making more empowered and informed
choices; towards a more peaceful
birth and in bonding with her baby; in
recognition of the positive impact for the
mother, family and within society itself,
for generations to come.

THE INCEPTION OF DOULAS
WITHOUT BORDERS
As a doula educator and mentor, I’ve
worked with hundreds of women, and
many have come through doula training
courses feeling inspired about offering
their services to those with more complex
needs and without support.
Often finding myself helping a
professional care provider to locate a
voluntary local doula to support their
client, I realised that, between a growing
need and the many willing doulas, there
was the potential to utilise an untapped
resource on a much wider scale.
In May 2018, this realisation became a
reality as I asked doulas if they might be
interested in being involved. Now, we
are more than 200 practitioners-strong
across the UK and work voluntarily,
relying on mutual kindness, occasional
donations and a huge faith in humanity.
We now have growing teams of
‘English as a second language’
speakers, specialists in infant feeding
support, hypnotherapists, trauma
release therapists, massage therapists,
breastfeeding peer supporters, trauma
informed yoga teachers, ‘community
elders’ (experienced doulas who support
newer doulas within their locality) and
‘consultant elders’ (a mixture of doulas/
midwives/human rights experts who offer
specialist subjects for our team members
to draw from when needed) alongside
qualified and dedicated safeguarding
leads and educators.
Back in May 2018, once I realised the
potential for the idea, I decided to
find out as much as I could from both
the current organisations offering
similar support locally and the women
themselves.

THE GROUND LEVEL
RESEARCH AND ITS
FINDINGS
Speaking firstly with other voluntary
doula agencies across the UK, I was
deeply inspired and not surprised to hear
that they were all working at capacity. I
also learnt more about how common the
issue of ‘dispersal’ really is. Dispersal is
when a pregnant woman in vulnerability
is moved, often suddenly and without

In order to
initiate physical,
emotional
and mental
resilience within
our children, a
woman within
the childbearing
year needs to
feel supported,
nurtured and
safe
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I pictured
doulas, right
across the UK
and perhaps
one day
globally, with
our hands
linked together,
creating a
human net for
those who were
‘falling into the
gaps’

DOULAS WITHOUT BORDERS

warning, to another part of the country.
It’s horrific to consider how this might
affect a woman who has no resources
and is almost at her due date, had
perhaps just begun to make contacts, or
a woman who doesn’t have English as
her first language. Local voluntary doula
agencies across the UK can sometimes
find themselves stumped when a woman
is suddenly dispersed to another place,
after having set her up with a doula in
the area.
There seemed an immediate place for a
UK-wide organisation which could join
forces, building support between one
agency and another, to create a great
network of voluntary doulas. I pictured
doulas, right across the UK and perhaps
one day globally, with our hands linked
together, creating a human net for those
who were ‘falling into the gaps’. The
vision grew.
Going on to interview many survivors
– women who had been through sex
trafficking and then been supported
by a doula, for example – one of the
questions I asked was, ‘What was the
best thing about having had a doula?’
The responses from survivors were
phenomenal. The reasons ranged from
feeling less isolated to feeling supported
towards empowerment through a better
understanding of her choices, from being
believed in to feeling confident about the
birth or being able to initiate successful
breastfeeding and finding that a deeply
healing experience.
Some of the most common concerns and
issues for victims and survivors during
the childbearing year, which were shared
during the interviews, were:
• Having to ‘share’ the body during
pregnancy and feeling a lack of
control within it
• Having to engage with the same
bodily parts during labour and birth as
during sexual violence
• Cultural expectations around vaginal
examinations and the examinations
themselves
• Survival strategies triggering in labour,
creating a ‘fight or flight’ response
• Fear of strangers nearby at the time of
labour
• Having someone else ‘instruct’ on a
bodily function
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• Language used, such as ‘trust
your body’ and ‘just relax’ can be
triggering, alongside the more
threatening and coercive prefixes such
as ‘Your baby might die if…’
• Breastfeeding – as again it can trigger
memories of sexual violence
• Fear of those ‘in authority’ and a
potential fight or flight response (or
even behaving in an over-familiar
way) with the care provider as survival
strategies, creating an inability to selfadvocate
• Not having a sufficient translation
service for those with English as a
second language, to understand
procedures
• Not being made aware of choices or
being trusted to make them well
The interviews also revealed how the
presence of a doula not only brought a
sense of ease, but that it could actively
encourage a step towards healing,
simply by us being there and having
time, by trusting and collaborating
with the woman and interestingly, by
not being an expert or a professional.
The issues that can trigger a negative
response in any of us who have survived
trauma are complex, and women
are positively affected by a doula’s
presence in this regard, as it can bring a
sense of comfort to acknowledge that
we are not part of ‘the system’ from
which they are often already feeling
marginalised or disenfranchised. Also,
asylum seekers often feel nervous about
being completely open as regards their
emotional/healthcare needs, with those
they consider to be ‘in authority’, as they
fear that full disclosure might hinder or
even prevent a right to remain resident in
the UK.
Continuity of care is an intrinsic part of
the trust-building model and survivors
fare much better when there is a familiar
and trusted relationship in which to
prepare for, experience and recover from
birth. To have a known helpful presence
during pregnancy and parenthood
and be given confidence and faith in
the budding role of motherhood is
potentially life-changing. Doulas can
offer these small but highly significant
contributions towards the wellbeing and
sense of safety for a survivor.

A TRAUMA-INFORMED
PRACTICE
Creating safety by transparency, using
collaborative approaches, working
towards empowerment, reflective
practice and robust self-care are pillars
of working in a ‘trauma-informed’ way,
which is a founding principle of ours.
Offering a trauma-informed and aware
service helps all women feel more in
control, understood and respected.
Remaining aware of what language
might help or hinder, whether it’s a term
of endearment that triggers a horrific
memory or a more commonly used, but
inherently coercive phrase, is a major
factor. Being prepared to respond in
the moment and reframe the exchange
according to the trigger, is key.

We rely on mutual kindness,
occasional donations and a huge
faith in humanity

So much hinges on the words chosen by
the healthcare provider and all those
in attendance, and even the smallest
nuance can see the pendulum swing
terrifyingly, for a trauma survivor,
between a place of safety to one of
unsafety. Recommendations that are
presented as demands or even threats,
when a care provider stands over a
survivor, or even when the words are ‘PC’
but there is an underlying anticipation
of compliance, can both contribute
towards re-traumatisation. A traumatised
brain doesn’t recognise the difference
between original trauma and the current
trigger, so the survivor will automatically
revert to whatever behaviour allowed for
survival at that time. A re-traumatised
labouring woman might often present
as absolutely uninterested, which can
mask a high emotional risk factor, as she
presents as ‘easy’, ‘no trouble’ and does
what she is asked. However, we know
that this behaviour is an extreme form
of trauma response and the woman is
simply in a survival mode of ‘playing
dead’, or essentially, has ‘left her body’.
A woman might equally play up to
the healthcare provider, as a survival
strategy, as over-familiarisation is a
common form of trauma response.

Rolling eyes, tuts, huffs and puffs,
obvious clock-watching and so on,
might be normal reactions from tired
professionals (or any person), but for
a labouring woman who has her alert
receptors on ‘full beam’, let alone for
a trauma survivor, these signs can tip
directly back into a place of re-trauma,
or of course contribute towards the
initiation of a new cascade of trauma
(and it serves us all well to remember
that most of us are survivors of one type
of trauma or another, we’re not just
talking of the extremes).
A trauma-informed birth practice
endeavours to remain highly aware of
potential triggers during the whole of the
childbearing year, and we work closely
with our clients towards collaborative
strategies for empowered approaches.

CAN I REFER?
In short, yes. As a midwife, you can
utilise the system if your client is without
support, is in financial hardship and
experiencing vulnerability. This system
is available for use by midwives, social
workers, support workers and community
members, to refer someone in the
childbearing year who’s in financial
hardship and vulnerability.

EXTENDING A HAND
There is a systemic crisis across the world:
women in violent relationships, without
homes, without support, women being
forcibly married or held as slaves, women
alone and frightened and pregnant.
These women are my responsibility
and yours: they are your sister and my
aunt. As a society, these women are our
mothers and therefore, our future.
We are extending a hand to all mothers
and mothers-to-be, in an authentic and
long-term response to this crisis. Doulas
who can offer that rooted, lay support,
who have the freedom to practise
autonomously and who can spare a little
time to sit with someone, doulas who are
well-versed in signposting and advocacy,
with enough life experience to hold a
space for a hard story; those of us who
can encourage a mother to find her own
way and to hold her while she begins the
new story of holding baby. Those of us
doulas who can…are. TPM

Being prepared
to respond in
the moment
and reframe
the exchange
according to the
trigger, is key
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IDENTIFYING COMPLEX SOCIAL NEEDS IN PREGNANCY

IDENTIFYING COMPLEX

SOCIAL NEEDS IN PREGNANCY
The national maternity review: Better births
(NHS England 2016) identified that every
woman, pregnancy, baby and family is
different. It is therefore vital that quality
services are personalised and meet the
needs of the baby as well as the wider
family. The learning and research around
early identification of social factors and
intervention in pregnancy remains fairly new.
However, there is a plethora of documents
and research that focus on identification and
intervention in the early years of a child’s life,
to ensure that children are able to thrive and
have good long-term social, emotional and
physical outcomes.

Katy Crabbe
Midwife at Royal United
Hospitals Bath
@katy_crabbe

Midwives are one of the few professional groups which provide
a universal service to women and their families. The midwife
takes responsibility for monitoring the wellbeing of both
mother and unborn baby, including identifying issues that may
impact on either parent’s ability to safely care for their child.
The midwife may be the first professional to realise that a
family is experiencing difficulties or that an expectant mother
may have reduced capacity to parent.
The National maternity review (NHS England 2016) states that
midwives must be proactive in identifying women at risk, and
engaging with the woman, her family and other services as
appropriate. The Nursing and Midwifery Council [NMC] Code
(NMC 2018) specifically states that concerns should be raised
immediately, if a registrant believes that a person is vulnerable
or at risk, requiring extra support or protection. However,
the identification of risks must be combined with care
wherein women are respected, listened to and provided with
personalised care to meet their individual needs (NHS England
2016).
In the last five years there was an average of 68 child
deaths by assault or undetermined intent, per year, in the
UK; this means that, on average, at least one child is killed
per week in the UK. Children under the age of one are the
most likely age group to be killed, and that is most likely
to be by a parent or parent’s partner (Office for National
Statistics [ONS] 2018a; 2018b).
Around 26 per cent of babies (198,000) in the UK are
estimated to be living within complex family situations
of heightened risk, where there are problems such as
substance misuse, mental illness or domestic violence.
Thirty-six per cent of serious case reviews involve a baby
under one (Leadsom et al 2013).
Adverse childhood experiences (ACEs) are stressful events
occurring in childhood, such as being a victim of abuse,
neglect, or growing up in a household in which alcohol or
substance misuse, mental ill health, domestic violence or
criminal behaviour are present (Felitti et al 1998). Adults
who themselves experienced a higher number of adverse
childhood experiences may be vulnerable to exposing their
own children to ACEs (Di Lemma et al 2019).
Pregnancy and the birth of a baby present a critical
‘window of opportunity’, when parents are especially
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Safeguarding children is everyone’s responsibility (Department
for Education [DfE] 2018) and all healthcare staff and students
who come into contact with children and young people should
know what to do if they have concerns.

THE MIDWIFE’S ROLE

As an occasional part of the Evidence series,
we explore different aspects of research to
make this knowledge accessible and relevant.
It aims to help midwives understand, use
and engage with research, and consider how
research matters to their practice.
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receptive to offers of advice and support. Evidence suggests
that work carried out in the antenatal period can help
minimise any potential future harm, allowing for early
assessment, intervention and support (Brandon et al 2016;
Leadsom et al 2013).

If a complex social need has been identified in pregnancy,
then the midwife’s skills of critical analysis and professional
judgement are needed. Midwives need to asses whether an
unborn or other child is currently (or will be) in need, or at risk
of significant harm, whereby the threshold for multi-agency
involvement is met. Alternatively, if it is judged that the child
does not meet these thresholds, then an assessment is needed
as to what early intervention or support is required to ensure
that the child will have all of its ongoing needs met.
Children who are defined as being ‘In need’, under Section 17 of
the Children Act 1989 (Her Majesty’s Government [HMG] 1989),
are those whose vulnerability is such that they are unlikely to
reach or maintain a satisfactory level of health or development,
or their health and development will be significantly impaired,
without the provision of services.
The Children Act 1989 introduced significant harm as the
threshold that justifies compulsory intervention in family life in
the best interests of children.
Physical abuse, sexual abuse, emotional abuse and neglect are
all categories of significant harm. There are no absolute criteria
on which to rely when judging what constitutes significant
harm. Sometimes a single violent episode may constitute
significant harm, but more often it is an accumulation of
significant events, both acute and chronic, that interrupt,
damage or change the child’s development (HMG 1989).

Providing care to families where there are actual or potential
safeguarding or child-protection concerns has been identified
as one of the most difficult and challenging areas of modern
midwifery practice (Protheroe 2001). Where concerns are
identified, there is the requirement to be open, transparent,
often having challenging conversations with women and their
families. This can add an additional complexity for midwives,
who may be concerned about potential negatively impacting
on the trusting relationship, which is vital, between mother
and midwife (Wood 2008). When women require multi-agency
intervention due to concerns about their capacity to parent
their baby, midwives are often in the challenging situation of
advocating for the pregnant woman but also the unborn baby,
who does not have a voice.

RISK ASSESSMENT
Unlike many safeguarding situations, the antenatal period gives
a window of opportunity for practitioners and families to work
together to:
• Form relationships with a focus on the unborn baby;
• identify risks and vulnerabilities at the earliest stage;
• understand the impact of risk to the unborn baby when
planning for their future;
• if necessary, explore and agree safety planning options;
• assess the family’s ability to adequately parent and protect
the unborn and newly-born baby.
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These tools can be used to support analysis when making
referrals to other agencies when the provision of additional
support, early intervention or assessment is required.

A GOOD REFERRAL
Referring to other agencies to ensure that the right support,
intervention or help is given – so that babies and children
are able to achieve the best long-term emotional, social
and physical outcomes – often relies on good analysis and
information-sharing.

Each local safeguarding children board/partnership (LSCB) has
its own threshold or children’s needs and response frameworks,
and gives a quick reference guide to support professional
decision making. (Under the Children and Social Work Act 2017,
LSCBs are currently being replaced and their work continued
within individual local areas [HMG 2017]). Midwives should
consult their specific unborn baby procedures as published
by their local safeguarding children board, for local referral
processes to both early-intervention support services and
children’s social care. However, as a guide a referral should be
made at the earliest appropriate opportunity in pregnancy and
usually by 20 weeks, to ensure that there is enough time for an
assessment and the appropriate plans, support and, if necessary,
intervention to be in place before the baby is born.

RISK ASSESSMENT TOOLS

It is best practice to discuss the reasons for a referral to
children’s social care with the woman, unless the midwife
considers that she would be putting herself at risk or increasing
the risk to other children in the family. In this case advice should
be sought from the named midwife safeguarding children, at
the earliest opportunity. Different areas will have their own
paperwork to make a referral to children’s social care. Not
usually designed specifically to refer an unborn baby, the
referral form will usually be aimed at practitioners making a
referral for a baby or child, and often the midwife needs to
adapt what she writes to consider the specific needs of an
unborn child.
Making sure that your referral is comprehensive, accurate and
timely will ensure that the practitioner receiving the referral
has the best opportunity to analyse potential risk and suitably
triage the child and family towards the best service. This may
be an early help service, or it may be deemed that children’s
social care has a role to play. A good referral minimises the risk
of information being misunderstood and reduces the risk of the
referring practitioner needing to utilise their local escalation
policy due to their referral not meeting a threshold for help.

Assessment framework
The ‘Assessment framework’ triangle in Working together to
safeguard children 2018 (DfE 2018) provides a model, which
should be used to examine how the different aspects of the
child’s life and context interact and impact on the child.
Adapted to consider the needs of an unborn baby, the triangle
splits into three areas that require assessment where complex
social needs have been identified:
• parenting capacity
• environmental factors
• developmental needs
Using the assessment framework, midwives can consider the
heading of each of the three areas to assist in assessing whether
an unborn baby may be at risk or in need. It also allows the
practitioner to consider protective factors within the family.

Signs-of-safety tool
The ‘Signs of safety’ assessment and planning protocol maps
the harm, danger, complicating factors, strengths, existing and
required safety in situations where children are vulnerable. At its
simplest this framework can be understood as containing three
domains for enquiry:
1. What are we worried about (past harm, future danger and
complicating factors)?
2. What is working well (existing strengths and safety)?
3. What needs to happen (future safety)? (Turnell 2009)
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On average, at least one child is killed per week in the UK

Make sure that your referral:
• clearly explains why you think that the child might be in
need or at risk of harm. An example might be: an unborn
baby of parents who are in a relationship where domestic
abuse is present, is at high risk of long-term emotional
harm (Royal College of Psychiatrists [RCP] 2019). Consider
what life feels like/will be like for the baby or child, what
will the child’s day-to-day experience be like?
• tells the referrer what you have already done. This might
include referrals to outreach services in the community,
supporting the woman with her appointments, liaison with
other health professionals.
• indicates clearly what you would like to happen. If you
feel that the unborn is at risk of significant harm look at
your local processes. Does this mean that you would like
a multi-agency strategy discussion as soon as possible?
Or do you feel that there are specific issues that need an
assessment? Consider time frames and when you would
want things completed by? (See Table 1 for examples of
what is included in a good referral).

Table 1 What makes a good referral
A good referral

A poor referral

is typed electronically

has handwriting that is
difficult to read, with poor
spelling

uses clear language,
avoiding medical terms that
may not be understood

uses medical jargon or
acronyms

provides context

is very short with no detail;
does not provide context

is accurate and evidence
based

gives opinions that are not
supported by evidence

provides contact details for
family and professionals
involved. All appropriate
sections in the referral form
completed

has no contact details for
the professional or the
family

includes specific details and
times of any incidents and
what the concerns are for
the unborn/children

does not make it clear who,
what or where the concerns
are, and encourages
assumptions

clearly indicates what
actions have already been
taken

does not make it clear what
action has already been
taken

confirms that the parent/s
are aware of the referral or,
if not, gives clear reasons
why they have not been
informed

does not show whether the
referral has been discussed
with the parent

It is essential, when considering safeguarding children, that
practitioners share information appropriately. Government
guidance on how to share information (HMG 2018) is a useful
tool for all practitioners when information needs to be shared
in a safeguarding context.
Individualised pre-birth or antenatal risk assessment is a
valuable opportunity to develop a pro-active multi-agency
approach to families where there is an identified risk of harm
(Hart 2000). The aim is to provide support for families, to
identify and protect vulnerable children and to plan effective
care, recognising the long-term benefits of early intervention
for the welfare of the child.

Midwives should consult their specific unborn baby
procedures as published by their local safeguarding
children board
When risks have been identified, it is important that midwives
engage in early intervention and planning to optimise the
outcomes and support for the family. The decision making that
midwives have to do as part of their pregnancy risk analysis,
has rapidly increased. Not only must it include physical and
emotional risk, but also now ever-expanding assessments of
complex social needs, such as exploitation, modern slavery
and domestic abuse. It is therefore vital that midwives have
access to regular safeguarding training, supervision, advice
and support to aid them in their critical decision making and
analysis of risk, as well as to ensure that they are supported in
providing the best care to women, babies and families. TPM
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DO BIRTH PLANS MEAN BIGGER CAESAREAN SCARS?

RESEARCH STUDIES
In the UK birth plans are
advocated as a tool for
encouraging informed decision
making, whilst also being
ridiculed as pointless, accused of
causing trauma and of irritating
and undermining medical
professionals. Motivated by
experiences of these varying
attitudes in practice, a literature
review was conducted to
establish the evidence. This
article describes the process, the
critique of the studies and the
implications of the findings. It
suggests that, whilst there are
various factors influencing how
women and midwives perceive
the use and usefulness of birth
plans, it is critical that we reflect
on their role in woman-centred,
human rights-based care.
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CAESAREAN SCARS?
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The rise in popularity of books designed to promote informed decision making
via birth plans has seen increased interest and sparked heated debate when a
doctor on Twitter correlated the length of a woman’s birth plan to the length
of her caesarean scar (Hill 2015). The shocking nature of this is underpinned by
experiences of women’s plans being denigrated as ‘unrealistic expectations’ and
irritation at their preferences. Research carried out into the efficacy, outcomes
and experiences relating to the use of birth plans within the UK is limited, yet they
are part of the pregnancy experience of many women and an established part of
maternity care in the UK (NHS 2018).

EVIDENCE SEARCH
A literature search was conducted of the ASSIA, CINAHL, MIDIRS and PsychINFO
databases using the terms ‘birth plan’, ‘birth preferences’ and ‘birth choices’.
Parameters were initially applied as less than five years old (dated from 2013)
and UK journals only, but were extended to include older US studies to identify
quantitative papers. The five studies identified and appraised give an overview of
the evidence and produce findings for consideration.

1. Afshar et al (2017). ‘Childbirth
education class and birth plans are
associated with a vaginal delivery’.
BIRTH, 44(1): 29-33.
2. Divall B et al (2017). ‘Plans, preferences
or going with the flow’. Midwifery, 54:
29-34.
3. Springer D (1996). ‘Birth plans: the
effect on anxiety in pregnant women.’
IJCE, 11(3): 20-25.
4. Welsh JV and Symon AG (2014).
‘Unique and proforma birth plans’.
Midwifery, 30(7): 885-891.
5. Whitford et al (2014). ‘Use of a birth
plan within woman held maternity
records’. Birth, 41(3): 283-289.

RESEARCH METHODS
The five studies consist of three
qualitative papers and two quantitative.
The qualitative research considers the
views and experiences of women and
staff, and is concerned with concepts
and generating insights into the use of
birth plans, rather than answers about
their impact. It takes a naturalist view,
asserting that knowledge is generated
from multiple individual perspectives.
The quantitative studies attempt to
determine impacts of birth plan use on
two variables: state anxiety and mode
of birth. Quantitative approaches take a
positivist view, that the world is objective
and numeric data can be collected and
findings generalised to a population.
Both approaches are important in
generating evidence-based information
that can be used to inform midwifery
practice. Whilst quantitative approaches
and designs (such as Randomised
Controlled Trials) are traditionally
considered necessary to determine
outcomes of intervention, midwives also
need a wealth of qualitative information
on which to base woman-centred
care, including the use of birth plans
(Wickham 2006).

METHODOLOGICAL QUALITY
Qualitative
Strengths: credible authors; no funding
concerns; appropriate sampling;
consistent use of data analysis methods;
valid methods used.
Limitations: limitations to the designs
included ethical issues of Internet

mediated methods; reflexivity (team
member as researcher); use of focus
groups rather than interviews in
Interpretive Phenomenological Analysis;
potential Hawthorne effect; ethics of
recruitment by named midwife.

• Develop further strategies to
support midwives to provide safe,
individualised care that recognises
women’s plans and preferences.
• The woman’s investment in her baby
and experience implicit in her decision
to plan should be treated with respect,
and language used mindfully.
• Further research is required on the
notion that ‘unrealistic’ expectations
contribute to birth trauma and on the
challenges that birth plans present to
healthcare professionals. A systematic
review of clinical and psychosocial
impacts would also be a valuable
addition to the evidence.

Quantitative
Strengths: credible authors; no funding
concerns; large samples; appropriate
data collection methods and analysis
(clinical data abstraction/standardised
scales).
Limitations: ethics of using de-identified
clinical data; cross-sectional study gives
association not causation, whilst findings
presented as such; anxiety affected by
wide range of variables not studied qualitative method possibly more valid
for research question.

IMPLICATIONS FOR
MATERNITY SERVICES
• Some women want to plan for
birth and want to feel supported by
midwives to do so – there is a need to
match the rhetoric of choice with real
support, time and resources.
• Recognise within maternity services
that significant tension, irritation and
fear can be created where a woman’s
birth plan deviates from the choices
deemed culturally acceptable and
reflect on the impact that has on both
women and staff.

Key themes from

KEY THEMES FROM
RESEARCH FINDINGS
As illustrated in Figure 1, birth plans can:
• cause irritation for, and put pressure
on, midwives
• stimulate discussion during antenatal
period
• enhance communication with
healthcare professionals
• result in disappointment
• highlight preferences and support
informed decisions
• terminology – plans or preferences?
• knowledge of options increases
confidence
• result in tension between women and
staff
• reduce anxiety by maintaining a sense
of control
research
findingsexpectations
• create unrealistic

Figure 1
Cause of irritation and
pressure for midwives

Result in
disappointment

Stimulate
discussion during
antenatal
period

Highlight
preferences,
support informed
decisions

Terminology –
plans or
preferences?

Enhance
communication
with healthcare
professionals

Birth
Plans

Knowledge of
options
increases
confidence

Create
unrealistic
expectations

Reduce
anxiety by
maintaining sense
of control

Result in
tension
between women
and staff
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Together the five studies appraised by
this article generate several points to
consider integrating into evidence-based
practice:

In providing
care, midwives
are obliged
to ensure it is
individualised
and womancentred,
including
advocating
on her behalf
if what others
provide is not
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• Women stated their desire to plan
their birth supported by their midwife,
to enable better communication,
confidence and understanding.
• Developing strategies to enable this
investment in women’s preferences
may support the writing of plans
through informed decision making,
facilitating discussion around choosing
a birth environment and midwifery
team with a philosophy of care that
is most suited to the woman and
her needs.
• Opportunities should be taken
wherever possible to support choice,
foster trust and respect, and maintain
a sense of control, as these are factors
known to impact on whether a woman
may feel traumatised by her birth
experience, develop postnatal mental
health difficulties and associated
sequelae for her baby and family.
• Well-informed and supported birth
planning may be a positive decision
for the woman and her care providers,
and several studies identified the
significance of utilising antenatal
education provision to support this.

THE POSITIVE ROLE OF
MIDWIVES
In providing care, midwives are obliged
to ensure it is individualised and womancentred, including advocating on her
behalf if what others provide is not
(Nursing and Midwifery Council [NMC]
2018). The research identified that
within a medicalised culture there are
acceptable, ‘responsible’ choices mapped
out for women and that significant
tension, irritation and fear can be
created among professionals where a
woman’s birth plan deviates from those.
Developing a culture where a woman or
couple’s investment in the birth of their
baby is celebrated and supported rather
than denigrated should be a priority.
The midwife should consider how to use
written birth plans to promote emotional
wellbeing, to involve women and families
in preparing for birth and to enhance her
relationship with them during labour,
birth and postnatally.

DO BIRTH PLANS =

BIGGER CAESAREAN SCARS?
BACKGROUND

The rise in popularity of books designed to promote informed decision making via birth plans has seen increased interest
and sparked heated debate when a doctor on twitter correlated the length of a woman's birth plan to length of her Caesarean scar (Hill,
2015). The shocking nature of this comment is underpinned by experiences of women's plans being denigrated as 'unrealistic expectations' and
irritation at their preferences. Research carried out into the efficacy, outcomes and experiences relating to the use of birth plans within the UK is
limited yet they are part of the pregnancy experience of many women and an established part of maternity care in the UK (NHS, 2018).

EVIDENCE SEARCH

A literature search was conducted of the ASSIA, CINAHL, MIDIRS and PsychINFO databases using the terms
‘birth plan’, ‘birth preferences’ and ‘birth choices’. Parameters were initially applied as less than five years old (dated from 2013 onwards) and UK
journals only but were extended to include older US studies to identify quantitative papers. The five studies identified and appraised give an
overview of the evidence and produce findings for consideration.

KEY THEMES
FROM RESEARCH
FINDINGS

METHODOLOGICAL QUALITY: KEY THEMES

RESEARCH METHODS

The five studies consist of three qualitative papers and two
quantitative. The qualitative research considers the views and
experiences of women and staff, concerned with concepts and
generating insights into the use of birth plans rather than
answers about their impact. It takes a naturalist view, asserting
that knowledge is generated from multiple individual
perspectives. The quantitative studies attempt to determine
impacts of birth plan use on two variables: state anxiety and
mode of birth. Quantitative approaches take a positivist view,
that the world is objective and numeric data can be collected and
findings generalised to a population.
Both approaches are important in generating evidence-based
information that can be used to inform midwifery practice. Whilst
quantitative approaches and designs (eg Randomised Controlled
Trials) are traditionally considered necessary to determine
outcomes of intervention, midwives also need a wealth of
qualitative information on which to base woman-centred care,
including the use of birth plans (Wickham, 2006).
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QUALITATIVE:

QUANTITATIVE:

STRENGTHS: Credible authors, no
funding concerns, appropriate
sampling, consistent use of data
analysis methods, valid methods used
LIMITATIONS:
Limitations to the designs included
ethical issues of internet mediated
methods, reflexivity (team member as
researcher), use of focus groups
rather than interviews in Interpretive
Phenomenological Analysis, potential
Hawthorne effect. Ethics of
recruitment by named midwife.

STRENGTHS: Credible authors, no
funding concerns, large samples,
appropriate data collection methods
and analysis (clinical data
abstraction/standardised scales)
LIMITATIONS: Ethics of using deidentified clinical data, cross-sectional
study gives association not causation
whilst findings presented as such,
anxiety affected by wide range of
variables not studied - qualitative
method possibly more valid for
research question.

IMPLICATIONS FOR PRACTICE/ RESEARCH
Some women want to plan for birth and want to feel supported by midwives to
do so - there is a need to match the rhetoric of choice with real support, time
and resources
Recognise that significant tension, irritation and fear can be created where a
woman’s birth plan deviates from the choices deemed culturally acceptable and
this impacts on both the woman and the staff
Develop strategies to support midwives to provide safe, individualised care that
recognises women's plans and preferences
The woman's investment in her baby and experience implicit in her decision to
plan should be treated with respect and language used mindfully
Further research is required on the notion that 'unrealistic' expectations
contribute to birth trauma and on the challenges birth plans present to HCPs. A
systematic review of clinical and psychosocial impacts would also be a valuable
addition to the evidence.
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USING RESEARCH
Further research is needed to identify
how to reduce disparities between
expectations set out in birth plans and
women’s experiences and how to address
negativity among care providers, to
improve relationships and outcomes.
TPM

REFERENCES
Hill M (2015). ‘Stop telling women that birth plans are pointless!’ Mamma Goddess, January 30th. http://www.mammagoddess.com/whybirth-plans-are-important.html
NHS (2018). How to make a birth plan, London: Crown.
https://www.nhs.uk/conditions/pregnancy-and-baby/how-to-make-birth-plan/
NMC (2018). The code. Professional standards of practice and behaviour for nurses and midwives, London: NMC.
Wickham S (2006). ‘Appraising research into childbirth: an interactive workbook’. London: Elsevier Health Sciences.

‘DRAWING THE LINE’ NOVEMBER 2019 47

World’s first of its kind Pregnacare® trial
published in British Journal of Nutrition
Pregnacare® tablets shown to benefit
the health of pregnant mums and
their babies in major UK trial
As widely reported in the national press, Vitabiotics Pregnacare® tablets
have been shown to benefit pregnant women and their babies in a major
UK trial1, carried out by the Institute of Brain Chemistry and Human Nutrition
at London Metropolitan University and the Homerton University Hospital.

“TO THE BEST OF OUR KNOWLEDGE, THIS IS THE FIRST REPORTING
OF SUCH FINDINGS OF ANY STUDY PERFORMED IN THE UK OR THE
DEVELOPING WORLD.”
The lead researcher, Dr Louise Brough, commented:
“This research highlights the concerning fact that a number of women even
in the developed world, are lacking in important nutrients during pregnancy.
It also demonstrates the benefit of taking a multiple micronutrient
supplement such as Pregnacare®. It is especially important to have good
nutrient levels during early pregnancy as this is a critical time for
development of the foetus. Pregnacare®, as used in the study, was shown to
improve nutrient status relative to placebo.”

By the third trimester, mothers who took Pregnacare® Original tablets were also
found to have, relative to placebo, increased levels of iron, vitamin B1 and vitamin D3.
Specially formulated by experts, Pregnacare® tablets replace a usual multivitamin
and provide a careful balance of 19 essential vitamins and minerals. It includes the
recommended 10mcg vitamin D and also 400mcg folic acid which contributes to
maternal tissue growth during pregnancy. Plus iron which contributes to normal
red blood cell formation and normal function of the immune system.
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Pregnacare® is the pregnancy multivitamin brand midwives
recommend most†, so you can recommend it with confidence.
1 L Brough, GA Rees, MA Crawford, RH Morton, EK Dorman (2010) Br J Nutr. 2010 Aug;104(3):437-45

† Based on a survey of 1000 midwives. For more information on this research, please visit www.pregnacare.com/mostrecommended
* Source: Nielsen GB ScanTrack Total Coverage Value and Unit Retail Sales 52 w/e 18 May 2019. To verify contact Vitabiotics Ltd, 1 Apsley Way, London NW2 7HF.
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