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Preface

Writing up this doctoral study marks, for me, the end of six years of enquiry concerning the 

issue of the reality of the notion of choice for women in the national health service maternity 

care system. I became aware as early as 1990, that rhetoric, rather than reality, seemed to 

mark any debate about choice for women. This led to an ever greater widening of the theory- 

practice gap for midwives and student midwives. Whereas abundant evidence existed regarding 

the relative safety of home birth and midwife led schemes of care, what the students saw, most 

commonly, was a medical model, hospital based fragmented maternity care. For a midwife 

teacher, this presented major conceptual and practical problems.

In an attempt to explore the reality of choice in a structured way, especially in relation to the 

perceived availability of home birth, I devised a small-scale research project. At the time I was 

pregnant with my first child, and attended aquanatal classes as a consumer rather than as a 

midwifery researcher. At the time I was also engaged in a battle with general practitioners to 

have my own baby at home under the care of midwives. I held focus groups with the women 

from the aquanatal groups and from the data which were gathered formed the statements for a 

new Likert scale questionnaire that concentrated on aspects of continuity, choice and control.

The Likert questionnaire was piloted amongst women in a local hospital antenatal clinic during 

1993. Despite the fact that only 20 women participated, a finding emerged which seemed very 

odd to me. There seemed to be a strange relationship between continuity of carer and amount 

of information received. That is, those women who had more continuity of carer assessed the 

amount of information that they had received as less than those women who had had access to 

a greater number of carers.

The possible implications of these small-scale findings in relation to continuity of care schemes 

coincided with the proposal of the local NHS Trust to introduce caseload midwifery as a pilot- 

scheme. In spring 1994, my second pregnancy began. Suddenly, it seemed relevant to me to 

ponder deeply on the way in which I had chosen my midwives for both my pregnancies. This 

was an issue I had previously taken for granted as one of the benefits of being a midwife and 

knowing who would be best to provide the care I required.

I had chosen my midwives because I knew that their own personal philosophies of care and 

mine were in accord, not just because they were personal friends of mine. I trusted their 

competence but, equally, their shared understanding about childbirth. They were not in a team 

nor were they caseload partners and it did not matter to me which of the two midwives would be 

available for labour. I had no need to complete a birth plan or to document my intentions 

because I knew that my carers knew me and wouldn't do anything that they knew I wouldn't like



or approve of. For the first time it occurred to me that not all women have this detailed 

information about their midwives and thus could not possibly choose in the way I had chosen.

The Trust in which I was based introduced caseload midwifery in September 1994. They were 

aware of the need to have an external evaluation of the scheme as well as of my previous 

small-scale research on the subject of continuity of carer. Thus I was approached to consider 

undertaking a study of this new model of care and its effects, if any, on the maternity service. In 

this way, the current doctoral research took a slightly different focus.

My own experiences of childbirth seemed insignificant and irrelevant until I examined the 

literature, and my own data on choice, control, communication, meeting individual client needs, 

and trust in the carer. It became clear very quickly that women wanted and expected different 

things in relation to both their childbirth experiences and their midwife. Being allocated a 

caseload midwife or a team midwife did not necessarily meet those expectations. The fact 

remained that the women had no choice. They may have had more or less information, choice 

and control depending upon the model of care, but the woman had not chosen the midwife. 

Furthermore, women were satisfied with both models of care to a greater or lesser extent. What 

probably made the difference was the attitude/personality of the midwife and the extent to which 

this led to a sharing of information that matched the expectations of the women, thus allowing 

them to reach a shared understanding of the philosophy of care.

If this was the case, then all the efforts made by organisations to provide continuity of carer 

schemes became secondary to being able to match the individual needs and wishes of the 

woman with the strengths of the midwife best matched with her and thus equipped to provide for 

her needs. The data which have been analysed in this study have confirmed for me how 

important the role of information sharing is, in not only preparing for motherhood but in 

promoting a match of philosophy between midwife and woman. Enabling such a match would 

make woman centred care a reality.

The following chapters provide the details of a comparative study of two ways of organising 

midwifery care. The outcomes of care are discussed to identify the extent to which either model 

achieves a truly woman centred approach.



Abstract

Objective: To compare the efficacy, maternal satisfaction and midwife acceptability of caseload 

managed midwifery care and team midwifery.

Design: Two midwives providing caseload care for 35 - 40 women were studied as were six 

whole time equivalent midwives providing team midwifery care. Women from each group 

completed questionnaires at set intervals. Individual interviews were carried out with the 

midwives and other maternity service providers. The key principles of safety (i.e. obstetric 

outcome) satisfaction, continuity of carer, communication, choice and control were the focus for 

comparison. Other outcomes were also measured.

Participants: Seventy - nine women who were receiving care from caseload holding midwives 

were matched with the same number of women from the control group. The same caseload 

women (the intervention group) were sent questionnaires at 20 and 36 weeks of pregnancy and 

at 10 days and 6 weeks postnatally.

Setting: Urban South Wales.

Findings: Results suggested that women have positive views about midwifery care regardless 

of caseload or team care. Their level of satisfaction was enhanced by caseload care which also 

facilitated continuity of carer. Obstetric outcomes in terms of complication rates and patterns of 

care delivery were similar for both groups. However, women in this study who received 

caseload care, had more interventions such as induction or augmentation of labour, continuous 

fetal monitoring and systemic analgesia.

Key conclusions: Improvements in care from the maternal perspective could be attributed to 

the attitudes and personal philosophy of the midwife in her willingness to share information, 

perhaps more so than to the model of care. Caseload midwifery however makes it easier to 

establish a supportive relationship. The personality of a midwife who chooses to work within a 

continuity scheme also appears to be an influencing factor. Finally, within this study, it is 

possible that the efforts to achieve better psychological outcomes were to the detriment of 

physical outcomes.

Implications for practice: Any organisation of maternity care must prioritise the need for 

competent and supportive midwives above schemes that simply maximise continuity of carer. 

Any organisation of care should promote opportunities for information sharing, unity of care and 

a philosophy of individualised care.
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Introduction

"The profession of midwifery is in a process of transition during which a breadth of 
practice that was once familiar is having to be recaptured and new skills and knowledge 
are having to be acquired" (Standing Nursing and Midwifery Committee 1998:3).

Recent changes in midwifery care have been driven from at least three perspectives, that is; 

Government Policy, pressure from women, and professional discontent. The general directions 

for change have however been similar. These include: the intent to have greater public 

involvement; the need to focus on the environment of care, placing the client/woman as central; 

the provision of high quality and evidence based care; and the requirement to manage 

resources efficiently. This study focuses on a change in the organisation of midwifery care, 

which resulted in the setting up of a caseload partnership. This was brought about in an 

attempt to improve service provision, which was mainly team midwifery, in one maternity unit in 

South Wales.

At the time that this study was designed, the key drivers for change in the maternity services 

were; The Protocol for Investment in Health Gain, Maternal and Early Child Health (Welsh 

Health Planning Forum 1991), The Second Report of a Select Committee on Maternity Services 

(Department of Health 1992), and the subsequent report of an Expert Maternity Group, 

Changing Childbirth Report (Department of Health 1993).

Although Wales did not adopt the targets of Changing Childbirth, the underlying philosophy and 

areas for achievement detailed in the earlier Protocol (Welsh Health Planning Forum 1991) 

were the same. Trusts in Wales were required to meet the targets of the Protocol, therefore 

changes in practice needed to be audited against achievement. However, Changing Childbirth 

made additional recommendations that were desirable for the maternity service in Wales. 

Furthermore, the National publicity that followed the launch of the English document meant that 

much of the subsequent studies and research evidence referred to in the current study 

originated from Changing Childbirth (Department of Health 1993).

The basic principle underlying Part 1 of the Changing Childbirth Report was that maternity care 

should be woman-centred. This was in contrast to the former more medical/obstetric centred 

approach, which had perhaps focussed less upon the wishes of women and their families, 

(albeit in the alleged interests of physical care and safety for mothers and babies), which had 

become more service/organisationally led.

In particular the Report proposed that womens' needs included;

  having access to information

  being able to make choices, especially over place and management of birth

  being involved in decision making and being in control



  having accessible, sensitive, community-based services with due attention being paid to 

the needs of disabled women

  being involved in the planning and monitoring of services

  having safe care (emotionally as well as physically), and

  having continuity of care and carer

In relation to the provision of the maternity services the Report recommended;

  effective and efficient use of resources

  full use of midwifery skills and knowledge

  more appropriate involvement of GPs

  use of obstetric skills primarily when parturition is complex

  research-based and regularly audited practice, and

  evaluation of new services for effectiveness and acceptability

	(Department of Health 1993)

These criteria provided a rationale and focus for introducing new models of midwifery care, 

many of which became Department of Health funded pilot projects. However, discontent within 

the midwifery profession and campaigns led by pressure groups such as the National Childbirth 

Trust (NCT), also added an impetus for new models of care to be tried, (Robinson et al, 1983). 

The extent to which the targets have now been achieved is only evident from the studies of any 

changes brought about as a result of the Changing Childbirth initiative. Overall however, it is 

likely that improvements have been made throughout the maternity service, the extent of which 

will be very variable between individual Trusts.

This thesis reports a comparative trial of two models of midwifery care, (hereafter referred to as 

the current study). The research set out to compare the efficacy, maternal satisfaction and 

midwife acceptability of caseload managed care and team midwifery. Aspects of choice, 

control, continuity and communication have been studied as elements of satisfaction and 

woman centred care.

The Standing Nursing and Midwifery Committee (1998), suggested that the midwifery 

contribution to woman centred care is strongly influenced by the structure of the service. 

However, in addition, the influences of politics, professional developments and societal changes 

are inextricably inter linked. The extent to which two models of care influenced woman centred 

care was tested in the current study.

The health care agenda for people in Wales is currently being directed by a number of Policy 

documents, such as The Clinical Effectiveness Initiative, (Welsh Office 1995) and White Papers, 

for example, Putting Patients First, (Welsh Office 1998); The Strategic Framework, Better
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Health, Better Wales, (Welsh Office 1998a); Quality Care and Clinical Excellence, (Welsh 

Office 1998b); and Involving the Public, (Welsh Office 1998c).

Common to all documents is the requirement to provide high quality care that is efficient and 

evidence based. There is general support for clinical decision making to be delegated to the 

most appropriate level of the organisation, and the promotion of national frameworks for 

standards of care. In addition, a commission for health improvement will monitor quality 

standards and promote clinical governance. The responsibility for high quality care is directed 

at all clinicians, which increases accountability at all levels. The results and recommendations 

from this study need to be considered in the context of this health agenda. Any alterations in 

organisation will need to be based upon evidence of effectiveness.

The study is presented using a conventional structure. The discussion and conclusion sections 

draw upon both the literature from midwifery and literature from empowerment in an attempt to 

make valid recommendations for practice.

Chapter 1 provides a review of the literature that focuses on patterns of midwifery care, their 

structures and processes. Following this review there is a summary and discussion of some of 

the priority areas for consideration in the study of a new model of care. These priority areas 

were then used to inform the design of the study. The methods used are discussed in Chapter 

2.

Chapter 3 reports the results that directly informed the study objectives. This is followed by 

subsidiary findings that helped to highlight different aspects of the two models of care. These 

results are discussed with reference to supporting literature in Chapter 4.

Chapter 5 draws upon the literature around the topic of empowerment. This concept was 

explored to assist with the interpretation of the results, having been a recurring theme 

throughout the literature review and discussion sections. Finally the conclusions drawn are 

summarised prior to recommendations being made for practice.

Final thoughts are provided at the end of the study that identify some reflections about the 

research process and outcomes achieved.

In order that the study can be considered in context, a brief background to the study area is now 

presented.



Background to study area

The study took place in South Wales, in two urban areas similar in size of population and social 

class distribution (ranging from social class 1 - 5). The maternity unit is situated on the site of 

the District General Hospital undertaking 2200 deliveries per year, with a home birth rate of 

3.5% (1996 statistics). The service provided by the Maternity Unit is mainly team care, with only 

three small areas receiving a fragmented service. This had followed the expansion of the team 

approach, based upon the results of an evaluation of the first "Know Your Midwife" scheme 

(KYM), in this area, in 1987, (tester and Farrow 1989). Advantages were identified in relation 

to maternal satisfaction, fewer admissions to hospital for false labour, fewer episiotomies, 

reduced pain relief in labour and increased breast feeding rates. There also seemed to be a 

greater attempt to return control to the women.

However, complaints of the KYM scheme had focused on incidents in which the women's 

expectations for a known carer in labour had not been met, that is, if they were cared for by a 

member of the KYM team with whom the woman was not familiar, or by a member of the 

hospital staff. Some women also expressed concerns in relation to the availability of the team 

midwives and in some instances of not being visited at home at the commencement of labour. 

Although providing a community based team approach to care for the majority of women, the 

hospital continues to have a core of midwifery staff to provide care for those women in labour 

who are not part of a team scheme, and also for all women cared for within a team approach 

that require hospitalisation during the ante or postnatal periods. All teams (n=7) provide 

continuity of carer in different ways, reliant upon the resource of a core hospital team.

The obstetric unit is served by three consultant obstetricians, two paediatricians and 24 hour 

anaesthetic cover. The special care baby unit is a sub regional unit, although the hospital is not 

the main referral unit for obstetric emergencies. The unit has a normal delivery rate of 77% and 

a recorded rate of 43% known carer at delivery (as identified from the birth register of care in 

labour being provided by one of the named team or community midwife, 1996 statistics).

In 1994, four midwives, working in different teams volunteered to develop a caseload approach 

to care. It was anticipated that greater continuity of carer would improve upon the positive 

aspects of care identified by Lester and Farrow (1989). However, the provision of care by only 

one or two known midwives could increase the complaints which had been expressed by some 

women. This presented a strong rationale for evaluating a change to caseload partnerships. 

The intention for the caseload midwives was for each one to work separately but within two 

partnerships to provide cover for annual leave, sickness and study time. Although job 

satisfaction for midwives in the KYM scheme increased overall, problems arose during periods 

of sick leave or study leave within the team of seven midwives. It was therefore acknowledged 

that this aspect had the potential to be more difficult with the introduction of caseload care.



Both partnerships commenced in September 1994 providing care for all pregnant women 

registered with one GP practice (n=100). To ensure an annual caseload of 35-40 women per 

midwife, it was the initial intention for the midwives to continue to provide care on direct request 

from known mothers or for women who were assessed by hospital midwives as in need of 

caseload care.

By February 1995 (prior to the commencement of the current study), two caseload midwives 

returned to hospital working for personal reasons. The remaining two midwives continued to 

provide caseload care to the same GP practice but they were now unable to accept any 

additional referrals

The organisation of caseload care

Caseload managed midwifery care in the context of this study, describes a system whereby two 

midwives formed a partnership with each being responsible for a defined caseload of mothers. 

They were individually responsible for the woman's experience of maternity care throughout the 

pregnancy, labour and the puerperium, regardless of risk status. Their work patterns were 

flexible and designed to meet the needs of their client group. Midwives accompanied their 

caseload women wherever care was being provided e.g. GP, health centre, hospital or home. 

The pattern of care provided and time worked was therefore intended to be related to client 

need.

The purpose of a partnership was to enable cover for time off, sickness and annual leave. The 

mother was therefore introduced to both midwives although the named midwife was clearly 

identified and was responsible for planning care with the woman so that even in her absence 

the choices preferred were clearly documented and could be followed by the partnering midwife. 

Both midwives worked from home and were contactable via a bleep system.

The caseload midwives worked with one GP practice where the majority of women made first 

contact for confirmation of pregnancy, although an increasing number of women now contact 

the midwives directly. All women cared for by the practice were allocated a caseload midwife, 

thereafter the woman had the choice of her lead professional and place of birth, depending 

upon her needs and risk status.

The midwives were employed by a National Health Service (NHS) Trust and graded "G"1 They 

were expected to manage their own caseload of 35 - 40 women each, with cover from their 

partner. If cover could not be provided, as in the case of long stay in-patient care, core staff 

from the hospital provided care to caseload women as associate carers.

1 Grading system referring to responsibilities of the role that determines pay scale



Both midwives volunteered to become involved in this approach to care and to work together, 

which is an obvious source of potential bias to the study. They were part of the negotiations 

with the GPs concerned during the developmental stages and were enabled to adopt their own 

working patterns and arrangements as a partnership.

This new model of care became the experimental group.

The organisation of team midwifery

Team midwifery for the context of this study is defined as a system of care whereby a number of 

midwives were identified as a team, responsible for providing continuity of care to women 

throughout the antenatal, intranatal and postnatal periods. Women should have had the 

opportunity to meet all members of the team on a number of occasions, one of whom should be 

available for care during labour and delivery. Shift patterns of the midwives required them to 

provide 24 hour cover, regardless of workload and to be available in antenatal clinics in hospital 

and/or the GP's surgery.

There were seven midwives (six whole time equivalents, two part time midwives provided 

mainly night duty cover), making up the team that formed the comparison/control group. They 

worked from home although they shared an office base within the hospital to facilitate 

communication. The majority of the women for whom they cared were registered with one GP 

practice, which cares for approximately 270 pregnant women per year. All women should have 

been offered the choice of lead professional and place of birth at the commencement of their 

pregnancy.

Team midwives were employed by the same NHS Trust as the caseload midwives, and were 

graded "F" or "G". They were expected to manage their own off duty rota to provide 24 hour 

cover for midwifery care. Hospital midwives would provide care to team women if the need 

arose. The team used for comparison was established in 1991 although a number of new 

midwives had joined.

As the model for comparison, that is, team midwifery, also aimed to provide holistic women 

centred care, it was unlikely that variations would be dramatic in relation to satisfaction, 

information giving, and choice and control. It would however be important to explore the 

different attitudes of the midwives who chose to work in these different ways and how this may 

affect care.

In any research project the most important starting point is to take great care over posing the 

right research questions, (Rees 1997). With the introduction of a new model of midwifery care,



the questions that naturally arose were;

Is this model of care safe?

Is it satisfying to the women involved?

Is it acceptable to the participating midwives? and,

Is it cost effective?

This last question could not be answered adequately without the involvement of a health 

economist, which was not possible. However, a funded economic evaluation is currently 

ongoing.

Exploration about the aspects of safe care and satisfying care that needed to inform the 

research design are presented within the literature review.
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Chapter 1 
Literature Review

Since 1990, there has been a growing momentum towards change in maternity services with 

the emphasis on woman-centred care and a service designed to meet womens' individual 

expressed needs, (Holmes et al. 1996). The House of Commons Select Committee's Second 

Report on Maternity Services, (Department of Health 1992) identified three elements important 

to women in relation to maternity care;

  the need for continuity of care and carer

  the desire for choice of care and place of birth

  the right of control over the childbearing process

As a result, the last few years have seen a proliferation of different patterns of maternity care, 

all aiming to provide women with safe, efficient care that is emotionally pleasing to them and 

that meets their social and domestic needs, (Currell 1996).

This study was designed to examine the efficacy, maternal satisfaction and midwife 

acceptability of two patterns of midwifery care. Caseload managed midwifery care was 

introduced with the intention of bringing about improvements in the quality of care provided. 

The literature review therefore focussed on factors that could be identified as leading to a high 

quality service which could inform the study design. Aspects of current care provision from 

both the woman's and the midwife's perspectives were explored.

The search strategy utilised the compilation of Ovid databases, in particular Cumulative Index 

to Nursing and Allied Health Literature (CINAHL) and MEDLINE, as well as the Cochrane 

Library. The period searched covered mainly the past 15 years, concentrating on British and 

North American texts. Classic, historical or significant texts have also been included as 

appropriate. Key words featured childbirth, safety, choice/continuity/control and 

satisfaction/quality and efficiency with or in midwifery care, although as appropriate, theory 

from nursing and other health care disciplines and management have been drawn upon. The 

midwifery research database, MIRIAD was accessed to identify ongoing research in midwifery.

As a result, the following categories emerged as topics currently influencing midwifery care;

  medicalisation and safety in childbirth including providers of maternity care

  patterns of care and the effects on the midwife

  the woman's expectations and satisfaction with care

  information, choice and control

  philosophies of care and public involvement



This chapter is presented using each of these categories. Inevitably, there are aspects of care 

that are relevant to more than one section and require some discussion in the different 

contexts. However, an attempt has been made to avoid repetition, and to make it 

comprehensive and pertinent only to the issues that will be addressed later in the thesis.

Many of the studies referred to have been undertaken by midwives, in the main within an 

academic environment. It appears that sometimes the conclusions drawn may reflect the gap 

between expected or desired results and reality. Results are noted as surprising by the 

academic midwife, however they may be very predictable to clinicians.

Following the literature review an attempt is made to summarise the issues that underpinned 

the design of the study.



1.1: Medicalisation and safety in childbirth including providers of maternity care

In the developed world maternal deaths are now rare events. The latest confidential enquiry 

into maternal deaths in the United Kingdom 1994-96, quote 9.9 deaths per 100,000 maternities 

which is consistent with the previous triennium, (Department of Health 1998). It is apparent 

that some deaths are inevitable, however many are still associated with a degree of sub 

standard care. A further concern is that the fatalities probably represent only a fraction of the 

morbidity. By ensuring that all women receive optimal care by the implementation of the 

recommendations of the Report on 'Why women die' (Department of Health 1998), morbidity as 

well as mortality could be lessened.

Many of the recommendations relate specifically to the management of complications arising 

during pregnancy, childbirth and the puerperium. The role of the midwife would not usually be 

as lead professional in these instances. Nevertheless, the midwife must be equally aware of 

the signs of deviations from normal in order to make a prompt referral to an obstetrician. This 

will be especially the case for midwife led care where no other heath professional is routinely 

examining the woman.

The Confidential Enquiry Report (Department of Health 1998), also makes recommendations 

about the routine collection of information from the woman during history taking, to ensure the 

early identification of risk factors. In addition the accuracy and completeness of routine 

information giving is also highlighted for improvement.

Within the literature review that follows, it is interesting that the majority of studies in midwifery 

care focus on aspects of satisfaction and quality rather than safety. This may indeed be 

because safety is assumed. However, this assumption is based on the present amount of 

intervention and medicalisation, which is subsequently criticised for potential physical and 

psychological side effects. The categorisation of women into low risk and high risk is common 

in defining the suitability of women for midwife led care or obstetric involvement. In reality 

midwives are the main care givers to all women regardless of risk status, the issue of lead 

professional is presumably less important from the womens1 perspective, as they have a 

variety of needs to be met, regardless of by whom.

The dichotomy between appropriate physical care that is safe (which sometimes requires 

intervention), whilst also being psychologically satisfying is commonly portrayed as opposing. 

Again in reality, women expect both from the maternity service. Maternity care must be able to 

provide care for women who want minimal intervention and home birth, but with safety assured. 

Likewise to provide for technology and hospitalisation for women who feel safe in such an 

environment, yet who also expect their experience to be satisfying and individualised.
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Attempts to ensure safety in childbirth have driven many of the advances in maternity care, as 

well as the changes to the role of the midwife. Concerns about the medicalisation of childbirth 

commonly focus on the institutionalisation of birth and the resulting use of routine interventions 

in labour, although these changes were initially promoted to reduce high maternal and perinatal 

mortality rates. As a result, the present structure of the maternity services with an apparent 

lack of women centredness, has been blamed on medical (and in the main, male) domination 

of midwifery since they became the lead providers of maternity care, (Oakley 1984; Donnison 

1988).

Since the first Midwifery Act in 1902, the midwifery profession has inevitably undergone many 

changes to the organisation and the practice of care. The midwife's role has evolved from 

being a community based, self-employed, autonomous practitioner to being a hospital based, 

health service employee, providing the majority of care under the direction of obstetricians. 

The midwifes' role as the lead carer for women, the majority of whom gave birth at home, 

(Donnison 1988), changed to what in the 1970's often became little more than a handmaiden to 

the obstetricians. Most midwives tended to provide routine care in hospitals under a 

fragmented system of care delivery (Robinson et al, 1983). This system of care ultimately 

contributed to the demise of the autonomous1 practitioner status of the midwife. It also moved 

away from an approach to midwifery care that had traditionally focussed on the needs of 

individuals (Towler and Bramall 1986). One of the most significant changes was brought about 

by the formation of the National Health Service (NHS).

1.1.1: Medicalisation of childbirth

The National Health Service resulted in maternity care being freely available to all women. To 

provide such a service, antenatal care needed to be centralised. As a result hospital antenatal 

clinics were created and simple tasks to screen all pregnancies adopted as routine in the 

interests of safety. However, moving antenatal care into the hospital interrupted the continuity 

of care previously offered by the midwife based in the community. Hospital midwives were 

prevented from providing family based care and due to workloads were limited in their ability to 

establish relationships with individual women.

The shift towards hospital birth further decreased the provision of care in the community and 

increased the fragmentation of the service. Murphy-Black (1993), suggested that the move 

away from the home to institutions as the place of birth was a phenomenon of the twentieth 

century which was the reason why care provision has changed so dramatically over the past 

century. These changes occurred in the main because of the belief that the hospital was a safer

1 Autonomy in this context is defined as self determination, self direction and freedom to design a total 
plan of care and to interact on an interdependent level with other professionals, (Batey and Lewis 1982).
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place for childbirth at a time when maternal and perinatal mortality rates were high. The 

domination of the hospital environment by the obstetricians, facilitated a medical model of care 

in the main supporting a philosophy based upon sickness and dependency and a belief that 

childbirth could only be considered normal in retrospect, (Oakley 1984).

Hospitalisation for birth also led to an increase in the amount of technology utilised in care, 

resulting in the skills of the midwife such as listening to the fetal heart using a Pinards 

stethoscope and monitoring strength of contractions by touch, transferring to a reliance upon 

electronic monitors with less need to utilise the traditional expertise of a midwife. This new 

breed of midwife subsequently became unfamiliar with home birth, with providing total care and 

with autonomous practice (Tew 1990). This medical model of hospital based care became 

financially advantageous for obstetricians, and changes in care provision that could further 

increase the number of hospital beds were therefore supported by the medical professions.

In latter years, the belief that hospital is the safest place to give birth has been challenged by 

Tew (1990). Tew (a statistician and therefore presumably without a medical or midwifery bias), 

presented evidence from the statistical re-analysis of actual results of care which showed 

consistently that birth is safer, the less its process is interfered with. It is now no longer 

accepted that it is the safest policy for all women to give birth in hospital provided that a 

pregnancy is progressing normally, (Campbell and MacFarlane 1994). However, the 

polarisation of the philosophy of care among professionals and society appears to continue.

The Audit Commission (1998), surveyed over 2000 women and 500 G.Ps about their views of 

maternity services. As part of the background and rationale for the study they highlighted the 

different views about what services are for. They concluded that whereas all involved agreed 

that the wellbeing of the mother and baby are paramount, there are still two schools of thought 

about how this might best be achieved. One group believes that because of the inherent risks 

and complications associated with childbearing, that medical surveillance should be promoted 

for all women. Others believe that while this should be available for those women who need or 

choose it, the majority of women would benefit from a service that supported and cared for 

them without medical involvement during what is most often an uncomplicated life event. This 

division which is apparent between professional and lay groups alike, polarises discussion and 

debate about service strategy and priorities. Bryar (1988), suggested that these two main 

views of pregnancy represent opposite ends of a continuum. One end is characterised by the 

view that pregnancy and childbirth is;

"a potentially pathological condition requiring medical intervention...and outcomes 
measured are physical"

while the other

"emphasises the experience of pregnancy as a normal life event having social and 
psychological influences and outcomes in addition to the physical" (Bryar 1988:113).
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In reality birth involves both physical and psychological influences which can be simple or 

complex. To explore this further, studies have examined the relationship between aspects of 

the medical management of labour and delivery and resulting maternal emotional state. A 

service must strive to balance these perspectives.

The findings of these studies are contradictory; while some report links between the use of 

obstetric technology and subsequent negative emotional state (Oakley 1980), others find no 

correlation (Elliott et al, 1984). Romito (1989), suggested that conflicting findings may in part 

be due to methodological differences between studies. In particular, the end point of 

assessment varies between studies, with some assessing negative feelings and others, a 

clinical diagnosis of postnatal depression. In addition data collection tools have been variable 

as have the sample groups. Oakley and Rajan (1990a), utilised data from a study of social 

support in pregnancy to re-examine the hypothesis that maternal postnatal unhappiness is 

linked with the use of technology in childbirth. Data from a previously conducted randomised 

controlled trial of a social support intervention in pregnancy were re analysed (Oakley and 

Rajan 1990a). Data were taken from two postal questionnaires sent to mothers six weeks and 

one year postpartum, and also hospital case note information. Significant associations were 

found between overall scores of obstetric technology, and measures of control and emotional 

and physical well being reported by mothers. Measures of emotional well being, particularly 

those reporting feelings for the baby, did not appear to be linked with obstetric technology 

scores. However, a sense of lacking control in labour was more likely to be reported in women 

who had high obstetric technology scores. These women were also more likely to indicate that 

the last year had been 'difficult. The effect that the timing of data collection (one year post 

delivery), may have had in influencing these results needs consideration. One year after the 

birth experience memories will vary, especially if the outcome was positive. There is also the 

likelihood for women to have rationalised the need for technology (or not in some instances), 

based upon outcome and may also feel retrospectively that it was their choice.

The importance of choice and feelings of being in control is identified by Green ef al, (1998), 

who suggested that obstetric interventions per se are not related to maternal emotional well 

being, instead it is the mothers' perceptions of the appropriateness of the intervention that are 

significant.

Inappropriate intervention has sometimes arisen when procedures have become routine. For 

this reason research into the effects of the routine use of specific obstetric technologies or 

interventions, for example, induction of labour, augmentation of labour, routine fetal heart 

monitoring, use of epidural anaesthesia, routine episiotomy etc., have been prolific in recent 

years (Smith 1992; Balen 1993; Reid 1993; Graham 1997). As a result systematic reviews are 

available indicating a range of 'forms of care' that should have been abandoned in light of 

available evidence, (Chalmers et al, 1989). Forms of care that should be abandoned, or that
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are proven to reduce negative outcomes, or that require further evaluation, which are pertinent 

to the current study are shown in Table 1.1

Table 1.1: Forms of care 

Forms of care that should be abandoned in light of available evidence

Failing to involve women in decisions about their pregnancy

Failing to provide continuity of care during pregnancy and childbirth

Leaving women unattended during labour

Involving doctors in the care of all women during pregnancy

Involving obstetricians in the care of all women during pregnancy

Insisting on universal institutional confinement

Inducing labour routinely at less than 42 weeks gestation

Limiting duration of second stage of labour arbitrarily

Routine continuous monitoring of the fetal heart without fetal scalp blood sampling

Restricting maternal position during labour and delivery

Directing maternal pushing during second stage of labour

Performing episiotomy routinely

Repeating caesarean section routinely after previous caesarean section

Failing to take account of women's social circumstances postpartum

Forms of care that reduce negative outcomes of pregnancy and childbirth

Enhanced social and psychological support from caregivers

Antenatal classes

Social and psychological support during labour

Upright vs. recumbent position during the first stage of labour

Upright vs. recumbent position during the second stage of labour

Active management of the third stage of labour

Unrestricted breastfeeding

Forms of care with unknown effects, which require further evaluation

Frequency and timing of antenatal visits

Non-pharmacological methods of pain relief

Apposition vs. suturing of perinea! skin for perineal trauma

(Chalmers et al, 1989:1474)

The continued use of forms of care that should have been abandoned would appear to have 

remained variable throughout the U.K. For this reason in 1991, the health ministers in 

discussion with the Clinical Standards Advisory Group (CSAG), recognised that there was a

14



need to establish baseline data of the rates of interventions and procedures. CSAG invited 101 

hospitals and 50 general practitioner (GP) units to participate in a survey of protocols, or 

equivalent, for the management of normal labour as well as a prospective study to establish 

baseline data of intrapartum interventions and monitoring. The inclusion criteria were all low 

risk primigravidae (that is, first pregnancies without complication where the anticipated 

outcome of labour would be normal without the requirement for intervention) admitted in 

spontaneous labour with a singleton pregnancy at/or about term with a cephalic presentation. 

The response rate from hospitals, to the prospective study was 81.9% (n=3160), and from the 

GP units 72% (n=416). Whilst acknowledging that there were clear geographical variations in 

the frequency of five procedures used: augmentation of labour, the type of fetal monitoring, 

epidural/spinal blocks for pain relief, use of episiotomy and performance of vaginal 

examination, it was apparent that some procedures were recommended routinely. The 

assumption that they are always necessary, in the interests of the child and woman was 

questioned (CSAG 1995).

Of the protocols appropriate for analysis (n=48), 63% stressed that all procedures should be 

individualised according to the wishes and permission of the women. However, the extent to 

which women are willing or able to challenge routine procedures during labour is presumably 

limited. There was uniformity in the definition of progress in established labour, but variation in 

the assessment and monitoring of this progress, and in the management of any delay. CSAG 

(1995) recommended that all maternity services should introduce audit procedures, to review 

the levels of intervention in the management of normal labour in relation to their agreed 

criteria.

Purkiss (1998), in a review of the literature on the medicalisation of childbirth, concluded that 

although scientific medical care has saved many lives, at the same time inappropriate use of 

interventions and technology by midwives and doctors has adversely affected the lives of some 

women and their families. The balance between appropriate physical and psychological care is 

obviously essential. However, involvement of doctors in the provision of maternity care for all 

women has affected the level of responsibility and autonomy of the midwife. In some 

instances, the midwife has no longer been expected to be the main provider of midwifery care, 

hence the necessary skills have not been taught or practised and in some instances, may no 

longer even be desirable to some midwives. Walters and Kirkham (1997), suggested that the 

increased growth of technology and complex forms of monitoring has also adversely affected 

the role of midwives in relation to their ability to support and communicate effectively with 

women in labour. The lack of opportunity to establish relationships with women antenatally, can 

also affect the process of labour care.

The role and experiences of a midwife as the main provider of care has therefore changed over 

time. Hence there is continued debate as to who is the most appropriate lead professional to
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provide maternity care, based upon a recent history of inexperience of the midwife in providing 

totality of care as an autonomous practitioner.

1.1.2: Providers of maternity care

Chalmers et al (1989), suggested that involving doctors and/or obstetricians in the care of all 

women during pregnancy, is a form of care that should be abandoned in light of available 

evidence. As a result a number of schemes have been developed in recent years to facilitate 

midwife only care or midwife led care for those women who do not need medical or obstetric 

involvement. However, implementation and interpretation of definitions vary. Midwife only 

care as provided by an independent midwife may include no contact with any other 

professionals unless referred by the midwife. Care can be provided totally in the woman's 

home, with or without using hospital services. A variation on this model, which may be more 

sustainable for the health service, offers midwife led care to women considered to be at low risk 

of developing complications during pregnancy and birth. The midwife can act as lead 

professional even if the woman chooses to continue to see her GP and may want to attend the 

hospital as appropriate. Care and delivery can take place in hospital or in the home. The 

midwife is responsible for co-ordinating the care of other professionals as well as referring to an 

obstetrician should the need arise.

In some instances midwife led care can be provided from midwife led units which may be 

separate to or part of a District General Hospital. They can be managed entirely by midwives 

caring for low risk women, with referral to GPs or an obstetrician only if necessary.

MacVicar et al (1993), reported the results of one of the first midwife-led units to be set up on 

the site of an obstetric led maternity unit. They conducted a randomised controlled trial of 3510 

women, 2304 being assigned to the midwife led scheme and 1206 assigned to the consultant 

led scheme. Although there were few significant differences in antepartum, intrapartum and 

postpartum events between the two groups, their criteria for eligibility to midwife led care was 

so stringent that only half of the women presenting for care could be included. Of the women 

who were suitable a proportion (8%), refused to be randomised in favour of consultant led care 

and a further 45% were transferred to consultant led care either antenatally or during labour. 

This is a significantly high percentage especially when the criteria for initial selection focused 

upon women of potentially low risk status. Furthermore only 46% of those women randomised 

(n=1069), were delivered by the midwife-led team, suggesting that midwife led care was only 

suitable for a minority of women. There were however higher levels of satisfaction with care 

antenatally and during labour in women who continued to receive midwife led care.

Woodcock and Baston (1996), demonstrated similar transfer rates during labour (45%), from a 

small midwife led maternity unit situated thirteen miles away from the maternity hospital. In
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1.2: Patterns of care and the effects on the midwife

By the late 1970's, many midwives had ceased to be the lead provider of maternity care, hence 

the autonomous role of the midwife had declined dramatically. Robinson ef al (1983), 

conducted a descriptive study funded by the Department of Health, which examined the roles 

and responsibilities of the midwife in England and Wales. Data on the midwife's role and 

responsibilities were obtained from questionnaires sent to national samples of midwives 

(n=5416), health visitors (n=1326), G.Ps (n=1849) and medical staff in obstetrics (n=609), and 

from interviews held with a small sample of midwives (n=79). High response rates were 

achieved for the midwives (78.4%) and the health visitors (88.8%), however response from 

medical staff was somewhat lower (54.7%), therefore the data collected from this source may 

not be representative. The Report concluded that,

"a substantial proportion of midwives practised in situations in which they were not 
required to exercise fully the degree of clinical responsibility for which the midwife is 
trained, and this was particularly the case with regard to the provision of antenatal care" 

and

"medical staff were significantly less likely than midwives to indicate that midwives 
made decisions concerning normal antepartum and intrapartum care" 
(Robinson 1983:234).

In relation to fragmentation of care, the data indicated that few midwives had opportunities to 

provide continuity of carer throughout pregnancy, labour and the puerperium for individual 

women.

The majority of hospital midwives who completed questionnaires worked in obstetric consultant 

units, and nearly two thirds of them were working in only one clinical area, that is, the antenatal 

clinic, the labour ward, the postnatal ward(s) or the special care baby unit. Interestingly 

although many midwives were discontent with the lack of total care, less than 50% of hospital 

midwives (n=999) were willing to work flexible hours in order to stay with a woman throughout 

her labour and delivery. Of the community midwives surveyed, nearly all were involved in 

antenatal and postnatal care, but few undertook deliveries. Therefore, like their hospital 

counterpart, they had limited opportunities and limited experience to provide continuity of carer. 

During this period of time, a number of midwives started to suggest ways in which organisation 

of care could be changed to facilitate continuity and pilot schemes began to emerge (Flint 

1979; Thompson 1980).

1.2.1: Continuity of care and carer schemes

Seccombe and Stock (1995), suggested that interest in reorganising midwifery services 

increased in the mid 1980's because dissatisfaction with fragmented care grew. Much of the
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interest in team schemes was prompted by the results of the first randomised controlled trial of 

team midwifery conducted between 1983 and 1985 (Flint and Poulengeris 1987). Although the 

study was criticised for providing care for low risk women only, results did suggest that women 

strongly preferred to know their midwife. The spread of team midwifery after this time was 

rapid, by 1992 over a third of the 269 maternity units in England and Wales reported that they 

were operating some form of team midwifery scheme (Wraight et al, 1993). However, it was 

not known what practices were being carried out under the title of team midwifery.

Wraight ef al (1993), presented the findings from the first national survey of team midwifery 

commissioned by the Department of Health. The aims of the study were,

"to identify, through a descriptive mapping exercise, what management practices are 
being carried out in England and Wales in the name of team midwifery" 

and,
"to identify how the different 'team midwifery' models function, and what, in the opinions 
of the service providers and managers, facilitates or hinders their midwifery services" 
(Wraight 1993:1). 2

The survey methods included postal questionnaires to all NHS midwifery services in England 

and Wales, and semi structured interviews with midwifery managers and group discussions 

with clinical midwives. The main constant feature of team midwifery was the delivery of care 

by a small number of midwives whom the expectant mother comes to know, with the aim of 

reducing the number of midwives with whom a woman comes into contact, so improving the 

continuity of carer.

The models used to achieve this aim varied from teams of midwives providing hospital care 

only; teams of midwives providing community care only; and teams of midwives providing care 

in both hospital and community. Only half of the units had a recognised caseload per team and 

only a third were able to report what that caseload was. The mean caseload per team ranged 

from over 800 for hospital based teams to less than 350 for combined hospital and community 

schemes. They also noted that data on the cost to set up the schemes and the method used to 

evaluate it were, in the main, not available. This continues to be a concern especially when 

the political agenda puts emphasis on the need for audit, to promote evidence based practice 

and ensure clinical effectiveness. In a questionnaire survey of health professionals following 

an education programme about clinical effectiveness, Mead et al (1999), suggested that only 

around a third of respondents were prepared to implement clinically effective care. Although 

access to information was a factor, McGuire and Hillan (1999), demonstrated that access to a 

midwifery specific database had little effect on the practice of midwives. The readiness of 

health professionals to take forward new initiatives must be questioned.

2 One of the teams examined in Wraight's study exists within the same NHS Trust as used in 
the current study of caseload care.
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Wraight (1993) revealed that a significant number of team midwifery schemes had been 

discontinued; more than a quarter of the schemes set up in 1990 had been discontinued by 

1991. A variety of reasons were given including; the approach was not liked by midwives; it 

failed to increase continuity of care; there was inadequate staffing to run teams and increased 

service costs. The report concluded that a number of schemes could be identified as models 

for good practice. However, this system of midwifery care seems to demand a different style of 

working for the midwife which may cause difficulties for midwives with dependants, and newly 

qualified midwives, and may lead to personal loss of time. It is therefore envisaged that any 

extension of the commitment required to deliver team midwifery, for example, a caseload 

model, may be difficult to implement throughout the whole of the service even if the quality of 

care improved. If however, a caseload approach was proven to be clinically and cost effective, 

action would be needed to ensure effective change management to enable the model to be 

expanded.

The views of mothers cared for by various team approaches have been sought in a number of 

studies. In a systematic review of continuity of caregivers during pregnancy and childbirth, 

(Hodnett 1997), concluded that,

"continuity of care is likely to be beneficial. Women have repeatedly stressed the 
importance of receiving care from the same caregiver, or from a small group of 
caregivers, with whom they can become familiar" (cited in the Protocol Enhancement 
Project 1998:21).

However it should be noted that this systematic review draws from only two randomised 

controlled trials.

One of the overriding features of the literature about team midwifery and continuity of care and 

carer, is the lack of consensus definitions. (A description of how team and caseload care were 

interpreted in the current study is given on pages 5-6). Hence it is very difficult to make 

comparisons about the various approaches to care and what it is about continuity that women 

want or indeed receive. Lee (1997:1) suggested that,

"the concept of continuity distracts us (midwives) from other issues of quality which we 
need to concentrate on. It also distracts us from the wider political issues undermining 
choice and control for women".

Kroll (1993:27) stated,

"Midwives tend to assume that care will improve if continuity of carer is provided, so 
they concentrate on the organisational change rather than looking first at what changes 
in care are actually needed or at how 'good' care is defined"

The differences between continuity of care/caring, and continuity of carer adopted for the 

purpose of the current study have been described by Murphy-Black (1992:115) as,
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"continuity of caring refers to care focused on the mother as an individual, which is 
underpinned by a shared philosophy of care on behalf of the carers".

"continuity of carer is an organisational concept, aimed at minimising the number of 
carers involved with individual women".

It is worth noting that continuity of carer is more easily measured by an organisation than 

continuity of caring, which is a very different concept and difficult to assess.

The achievement of an organisational goal of continuity of carer has to date concentrated upon 

schemes such as team midwifery, midwifery group practices and caseloads, where the number 

of carers can be limited. Achieving continuity of care/caring as a shared philosophy between 

carers has been less well documented.

Team midwifery, as suggested above has no accepted single definition, hence the concept 

raises difficulties in determining how many midwives constitute a team, how many women they 

should care for and upon what basis the relationship between the midwife and mother is 

agreed. Thomas and Bond (1990), made similar conclusions in a study about the organisation 

of nursing care, "without exception, no investigator provided an operational definition of primary 

nursing" (1990:1106). Thomas and Bond (1990), developed a questionnaire based upon the 

main features of task allocation, team nursing, and primary nursing. A sample of ward sisters 

were asked to indicate which most clearly described current practice in their area. From the 

results it was apparent how few ward sisters organised care according to one organisational 

model. This finding was one of the reasons for a study of primary nursing in Wales by Mead 

(1991). The differentiation between team midwifery, caseload and group practices are similarly 

vague and requires further exploration.

Midwifery group practices are portrayed as an extension to a team model as described by 

Walsh (1995). This model involves six to seven community-based midwives, with a 

geographically based caseload. There was a named midwife for each woman, however only 

10% of mothers in this model would have intrapartum continuity. It is questionable whether or 

not this model really achieves continuity of carer especially for delivery, which is one of the 

most important episodes in care for women. It could be argued that a group practice is the 

same as a team model yet Walsh (1995) presents it as a caseload model. Pankhurst (1997), 

attempted to overcome the deficiencies of a group practice by the introduction of 'one-to-one' 

midwifery practice. This model organised midwives into partnerships of two, who shared a 

caseload, but were also linked to a larger group practice for practical back up. Caseload 

practice is in the main used to describe care provided by one or two midwives, with back-up 

from a partner (or in some instances a small group), who may or may not identify an individual 

as the named midwife. The variety of relationships between women and midwives is not
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necessarily clarified by the organisational model of care. Therefore, further exploration of the 

concepts of named or known midwife is useful.

1.2.2: The named or known midwife

The terms named midwife and known midwife require further exploration since knowing may or 

may not relate to a relationship between midwife and women and may or may not reflect the 

philosophy of caring that is provided.

The concept of the named midwife comes from the Patients Charter and Maternity Services 

Leaflet, (Department of Health 1994). It stated that,

"you should be told the name of the midwife who will be responsible for your midwifery 
care".

However, simply knowing the name of the midwife may not indicate anything about the 

relationship. Flint (1995:124), suggested that,

"being and becoming the named midwife, involves a personal and cosy relationship of 
trust between the midwife and the mother",

although how this can be guaranteed is not clear. In the group practice approach described by 

Walsh (1995), the named midwife is required to meet the woman at booking and be seen by 

her at least once in the puerperium. The degree of trust that this relationship engenders must 

be questionable. Wraight et al (1993), also identified schemes that offered a named team 

rather than a named midwife. Hence as Lee (1997:7) concluded,

"the named midwife - like other concepts behind continuity - is an idea developed by 
professionals. It does not necessarily have any meaning to the consumer of the 
maternity services".

Similar concerns have been raised in nursing in the achievement of the named nurse target. 

Although systems may be in place to achieve the target, the relationship with the client may not 

change, (Mead 1994). It is however the relationship that is of most importance to women in 

midwifery. Flint (1993), suggested that women have never specifically asked for team 

midwifery, midwife led care or lead carers etc. They have asked to know the midwife who will 

deliver their baby. There are however, various interpretations of what it means 'to know' a 

midwife.

Jackson (1994), in an attempt to move the focus of defining to know the midwife, away from a 

recommended number of meetings, suggested that knowing in the sense of 'we've met before' 

could be the very least that a service attempts to offer women for intrapartum care. A more

22



sophisticated service delivery could lead to knowing being a relationship of trust with a small 

group of midwives, with care from one of them in labour.

Stewart (1995), in contrast, challenges the need to know the midwife as not necessarily being 

the most important aspect about care for women. She hypothesises that if asked different 

questions to those used to inform the Expert Maternity Group (Department of Health 1993), 

which suggested that a known carer at delivery was paramount,

" women would emphasise their wish for a supportive competent care-giver, above one 
who is known to them" (Stewart 1995:19).

This view supports the findings of a small qualitative study that examined the values and 

meanings of elements of care provided by one team of midwives (Lee 1997). In a mean 

ranking of the ideal qualities of a midwife, a 'known midwife' was placed lower than one who 

'inspires confidence and trust' or gives 'safe and competent care'. It could however be argued 

that not only is this a very small sample, (n = 32), but also, that it is unlikely that women would 

choose care from a known incompetent or unsafe midwife. The principle however remains that 

care that meets a woman's needs may be provided by a stranger, as long as the focus of care 

is shared and valued by the client, as described in the next section.

1.2.3: Focussed care

Focused care is well documented in the nursing literature. Bournes (1997), defined a model of 

focused care developed in Canada to improve the quality and efficiency of patient care. 

Standards for patient focused care (PFC) have been developed that set out expectations about 

the quality of relationships between health care professionals and patients which relate to four 

core processes; identifying concerns/needs; making decisions; caring and service; and 

evaluating outcomes. These standards are based upon the belief that,

  patients are the leaders of their own health and quality of life

  it is essential to begin with the patient's perspective to make a difference to quality of life

  high quality and efficient care must be provided according to the patient's priorities and 

concerns.

Within midwifery it is intended that these three points can be summarised as the intentions 

upon which the provision of woman centred care is based. Copperman and Morrison (1995), 

worked with Nurse Development units in England and reported the work in five case study 

areas which described models of user involvement as part of a patient focused approach to 

care. The principles of user involvement and partnership are similar to the Canadian model 

with recognition that implementing user involvement requires nurses to;
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"give up aspects of power that they held as professionals and be open to other very 
different perspectives" (Copperman and Morrison 1995:3).

They concluded that across specialities, priorities for users are communication with 

professionals and quality of treatment and information.

Within midwifery, the idea of a 'special caregiver' with whom the woman has a special 

relationship, and which develops over a number of contacts is not new, (Currell 1990). Currell 

(1990), reaffirms her earlier proposals of the development of this relationship was to do with the 

carers' ability to focus on the individual woman and solve her practical problems rather than the 

fact that she was known. Currell (1990), draws upon the work of Kratz (1978), who described 

four kinds of care applicable to community nurses caring for the long term sick: focused care, 

semi-focused care, semi-diffuse care and diffuse care. Kratz (1978), stated that in focused 

care, the aim of care is known to the patient and the care valued. The care given corresponds 

to the "observed needs of patients". (It is interesting to note that Kratz uses the terminology 

observed, rather than expressed, which supposes an interpretation by the nurse rather than 

determined by the patient). In diffuse care the aim of care is not known and the care not 

valued. By applying this concept to midwifery care, Currell (1990), suggested that where care 

either during the antenatal, labour or postnatal period has been understood and valued by both 

the midwife and the mother, that is focused care, then women express satisfaction whether 

they knew the midwife before the episode of care or not. However, where routine antenatal 

visits have been criticised by women, perhaps the purpose of the examinations have not been 

made known and their need for reassurance has not been met. It is therefore likely that 

dissatisfaction is expressed. This may be defined as diffuse care. Lee (1997), proposes that 

the opportunity to develop a relationship of focused care may be increased by a system of 

continuity of carer, however the duration of an average labour may also be sufficient to 

establish trust, confidence and a sharing of aims and values with a woman. This is supported 

by the work of Thomas (1998), who demonstrated that care during labour can be focussed and 

meet the woman's needs even when antenatal continuity has not been provided. Currell 

(1990), also questioned, whether or not systems of continuity of care focus more upon the 

experience of the midwife rather than the woman. She therefore recommended a move to 

unity of care rather than continuity.

Unity suggests oneness, coherence, harmony and concordance between individuals. Hence the 

woman becomes the centre of the service and of the organisation.

"Care must be organised in an individual and focused way, so that all encounters with 
staff contribute to the whole" (Currell 1990:37).

Although this may be considered idealistic and furthermore the means of achieving such a 

service are even less obvious, the underlying philosophy does relate to the midwife being as by 

definition 'with woman', with care being woman centred rather than midwife centred.
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However, it must also be acknowledged that systems of care that facilitate the development of 

close relationships between the mother and her carer, can lead to feelings of dependency on 

behalf of the mother, and to personal and work related stress for the midwife. A feeling of 

dependency or reliance upon one midwife could become detrimental if the midwife is 

unavailable or should leave her position throughout the duration of care provision. This 

dilemma is expanded upon in the next section.

1.2.4: Sustaining an organisation of continuity of carer : Effects on the midwife

In a pragmatic randomised controlled trial of midwife managed care and conventional care 

conducted in Scotland, one of the objectives was to examine whether there are differences in 

the midwife's role in, and satisfaction with, intrapartum care and delivery of women at low 

obstetric risk in a midwife managed unit compared to a consultant led labour ward (Hundley, et 

al, 1995). They reported that,

"despite a small but statistically significant difference in overall satisfaction between the 
groups, area of 'booking' or area of delivery were not important in predicting midwife 
satisfaction. Autonomy and continuity of carer were the best predictors of midwife 
satisfaction" (Hundley et al, 1995:163).

Sandall (1997), undertook a study aimed at examining the impact of Changing Childbirth 

(Department of Health 1993), on midwives' work and personal lives. She reported findings 

from a multiple site case study of community based maternity care. Each site represented a 

model of continuity of carer along a continuum from complete one to one continuity, to 

continuity within a team. Three themes emerged from the data related to sustainable practice, 

the avoidance of burnout3 , and the provision of flexible woman centred care. These were; 

occupational autonomy; social support; and developing meaningful relationships with women. 

Control over work and continuity of carer were as important to midwives, in how well they 

balanced their work and home life, as they are to women experiencing childbirth. Sandall 

(1997), concluded that models of care such as personal caseloads that incorporate factors of 

control and continuity, may be more sustainable in terms of less burnout and greater personal 

accomplishment than team caseloads.

In a Dutch study on the effects of workload on burnout, Bakker et al, (1996), found that 

differences in burnout could be explained partly by the midwife's workload and partly by her 

workload capacity. A high workload may lead to burnout when a midwife is unable to handle 

stressful situations. They recommended an emphasis on the importance of personal resources 

to be considered when policies are formulated. This may relate to grade, experience and 

personal qualities/personality of a midwife and available support from work colleagues and 

management.
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The number of continuity schemes which have been discontinued for reasons of midwife 

unacceptability would appear to be high. In relation to sustainability, concerns in one study 

arose because of; perceived disruptive effect on home life, 'on-calls', tiredness and longer 

spans of duty. Boundaries to involvement with women and differing attitudes within the team 

regarding the organisation of midwifery care also created difficulties. Issues such as; whether 

continuity of carer is best across ante/post natal care, or whether it must include labour care 

reflected the differing philosophies of care within teams, (McFarlane 1997). According to Leap 

(1996a:329), as a midwife working in a caseload practice,

"the key lies in self management.....a high degree of autonomy about how, when and 
where we work".

The ability to choose the midwives with whom they work is also important since this,

"provides the opportunity to work with colleagues with similar values, and a 
commitment to an overall philosophy and to each other" (Leap 1996a:329).

This commitment may however by less apparent in hospital maternity units nationally.

Browne (1994), conducted a small survey using postal questionnaires to midwives (n=331) 

working in three Districts of one Region in England. Concerns identified were a lack of support 

from managers and dissatisfaction with the grading system. However, 58% of the midwives 

surveyed, expressed satisfaction with existing contractual arrangements although 56% stated 

that they would like to work in teams. Thirty per cent of midwives were wary of the 

commitment teamwork would bring with it. Of concern to the researcher was the apparent,

"benign view of consultant obstetrician's power to influence the scope of midwifery 
practice" 

and
"the majority acceptance that women could be categorised into "classes'" (Browne 
1994:36).

She concluded that midwives themselves needed to reappraise their attitude to women and 

childbirth, proposing that some midwives resent women wishing to be in control of decisions 

regarding their labour. However, she noted that it may be that midwives could be reluctant to 

share information, even unconsciously, because of their own feelings of vulnerability. This 

could also be reflective of the midwife's own knowledge base and confidence to be challenged 

by well informed articulate clients. This will inevitably influence their expectations and 

anxieties about autonomous and accountable practice. Five years later these opinions may 

be changing with an increase in midwife led care, although preliminary findings from an 

ongoing study of information and communication in pregnancy would suggest that there are still

3 Burnout has been conceptualised as a syndrome of emotional exhaustion and low personal 
accomplishment at work, (Sandall 1997).
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similar areas of concern, (University of Glamorgan and University of Sheffield 1999). Issues of 

accountability and autonomy therefore need to be considered.

1.2.5: Autonomy and accountability

In relation to nursing, Batey and Lewis (1982), suggested that if nurses wanted to implement 

the concepts of greater autonomy and accountability, that it,

"is imperative that we achieve a firm grasp of their graduations of meaning and 
understand their variable consequences" (Batey and Lewis 1982:13).

Responsibility and authority also require clarification of definition, as they are concepts linked 

to autonomy and accountability.

Batey and Lewis (1982), defined responsibility as a charge for which one is answerable, the 

focus being upon the charge and not on how or whom the answering would or should occur. 

Responsibilities may be derived from both internal and external sources. For example, an 

internal source may be derived from undertaking a professional role, that is, a midwife may feel 

responsible for preparing women for parenthood. In comparison, hospital policies, for example, 

may impose external responsibilities on midwives to undertake a certain number of antenatal 

examinations. However, 'being responsible' or having a 'sense of responsibility' may be 

different. Batey and Lewis (1982), suggested that being responsible is a personal characteristic 

of individuals. Furthermore, neither a responsibility nor the state of being responsible can 

determine the authority that accompany the charge. In addition, authority may not be inherent 

in responsibility.

Authority is the rightful or legitimate power to fulfil a charge or responsibility, (Batey and Lewis 

1982). Batey and Lewis (1982), proposed that authority can be derived from at least three 

sources, that is authority of situation; authority of expert knowledge, and authority of position. 

These can be applied to midwifery.

Authority of situation could apply to the supervision during the process of labour and birth. 

During the conduct of a normal labour and delivery, the midwife has the authority (in statute), to 

be present and to provide care. To some extent this relates closely to authority of expert 

knowledge, which the Registered midwife is deemed to hold prior to society's acceptance in 

statute of her competence to practise as a midwife. If the practitioner cannot claim authority of 

expert knowledge, as in the case of complicated childbearing, then it may be unwise to take on 

additional responsibilities. There appears to be a potential conflict between a position of 

authority of situation and expert knowledge in relation to informed choice and client control. A 

tension between the two could exist if the midwife tries to exercise her authority of situation and
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expert knowledge which conflicts with the womans' wishes. The need to balance the tension 

between who knows best, is similar to the need for adjustment in emphasis between safety and 

satisfaction, or competency and caring.

Authority of position, refers to a formal role or position rather than an individual. It may or may 

not refer to an administrative or managerial role. Within midwifery, the position of caseload or 

team midwife, could be seen to designate a role of authority of position. The caseload or team 

midwife may also be seen to be more autonomous. Autonomy can be defined as self direction, 

freedom to design a total plan of care and to interact on an interdependent level with other 

professionals. If the professional is seen as being left on their own to work, their behaviour is 

not necessarily controlled by an external agent. This degree of independence supports 

authority of position.

Batey and Lewis (1982), attempted to explore the concept of autonomy further in terms of 

structural and attitudinal autonomy. Structural autonomy exists when professional people are 

expected, in the context of their work to use their judgement in the provision of client services. 

In contrast, attitudinal autonomy exists for people who believe themselves to be free to 

exercise judgement in decision making, regardless of whether or not structures are in place to 

do so. The autonomous role of a midwife supports the notion of structural autonomy. The 

degree to which this is fulfilled depends more so on the attitudinal autonomy of the practitioner. 

If caseload midwives are given the authority as a rightful power to fulfil a responsibility, then 

their autonomy both structural and attitudinal becomes the freedom to exercise that rightful 

power. The freedom is derived from both the organisational model of care and the individual 

professional's perception of their autonomy. This perception of autonomy can however vary 

either according to the model of care or the individual practitioner. It would appear that both 

are necessary for autonomy to be operational.

Variations in attitudinal autonomy and/or the interpretation of any of the concepts may 

influence where and how the midwife chooses to practice as well as her expectations of what 

women want. Variations in womens' expectations of themselves and of midwives will 

ultimately influence their satisfaction with the care they receive. Each of the concepts explored 

so far are summarised in Table 1.2

Table 1.2: Interrelationship between major concepts

Concept

Responsibility

Authority

Autonomy

Accountability

Key aspects

The charge

The rightful power to act on the charge

Freedom to decide and to act

Disclosure regarding the charge

(Batey and Lewis 1982) 
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1.3: The woman's expectations and satisfaction with care

"Perhaps one of the main engines of change will be the expectations of the people of 
Wales" (Welsh Health Planning Forum 1992:1).

This statement was made in a strategy document that offered an appropriate framework for 

services for health and social care for the year 2010. The Report proposed that interest in 

health issues, the environment and quality of service is growing. As a result it was anticipated 

that more people will take an active and responsible attitude to their own health, becoming less 

accepting of ill-health and more thoughtful, and demanding consumers of health services. 

Because the Report assumes that the public will want choices and information to support 

choices, it concluded,

"A key idea is empowerment for users" (Welsh Health Planning Forum 1992:1).

This section of the literature review examines women's perceptions of the maternity services. 

Identified studies help to highlight aspects of care that are in some way valued by women or 

alternatively, cause concern to women.

1.3.1: Factors influencing expectation and satisfaction

Powell (1995), suggested that women's expectations of childbirth are formulated by all their life 

experiences, education, family upbringing, culture and belief system. However, she warns that,

"Society consistently attempts to group individuals into 'packages' of likeness and give 
them 'headings', such as social class or ethnic minority, immediately facilitating 
generalisations about a diversity of individuals" (Powell 1995:162).

This phenomenon is common in midwifery care. From a medical perspective, women are 

categorised as low or high risk, which may then influence their choices, e.g. high risk women 

may not be offered a choice of home birth. The gestation at which women are labelled as high 

risk may also affect their expectations. If this occurs early in pregnancy, the women may begin 

to expect the need for intervention and medical management throughout the childbirth process. 

Likewise, being labelled low risk, whilst increasing some choices, may leave women expecting 

a lower standard of care because their needs may be assessed as less important. Since 

women's previous experiences of the maternity services will inevitably impact upon their 

expectations of care in a future pregnancy, it is common for the care of primigravidae (young or 

elderly), and multigravidae to be provided for in different ways, (e.g. frequency of antenatal 

care, provision of parenthood education, support of breast feeding, etc.). This may often be 

due to the assumptions made by the carer as to the expectations and needs of these groups of 

women.
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From a sociological perspective, women may be categorised by social class, ethnicity or 

culture. Social class classifications in the main make distinctions about material resources, 

education or skill levels, and behaviour/lifestyles. Inequalities exist throughout society in terms 

of material resources, economic position and health status, and are not reliable indicators of 

individuals' motivation or preferences (Powell 1995). The use of social class differentiation is 

however common in midwifery.

Townsend and Davidson (1988), examined inequalities in health issues related to class and 

demonstrated regional variations with more inequalities in the north of England, than in the 

south, even for comparable social classes. Townsend and Davidson (1988), indicated that 

lower social classes endure more poverty, unemployment, social deprivation, poor social 

conditions, more social addictions and reduced life expectancy, hence the need for the 

collection of national statistics to identify high risk groups to enable care to be improved. The 

perinatal mortality rates are one such indicator used in midwifery care. Pre-term delivery 

and/or low birth weight has been associated with lower social class status (Golding 1990). 

Increased medical intervention for these groups has resulted in an attempt to address this 

statistic.

In addition, increased social support has also been studied as a factor influencing low birth 

weight. Oakley et al (1990), undertook a multi-centre study of 509 women with a history of a 

previous low birth weight baby. They were randomised to receive either a social support 

intervention in pregnancy in addition to standard antenatal care, or standard antenatal care 

only. The study population was socially disadvantaged: 77% of the women were working class, 

18% had unemployed partners and 41% were smoking at booking. Social support was given 

by a research midwife in the form of 24 hour contact telephone numbers and a programme of 

home visits, during which time the midwives provided a listening service for the women to 

discuss any topic of concern to them. Pregnancy outcomes were assessed using obstetric case 

note data and a postal questionnaire sent to all mothers six weeks after delivery.

Results showed that babies of intervention group mothers had a mean birth weight 38g higher 

than the control group babies; there were fewer very low birth weight babies in the intervention 

group. Women's attitudes to the social support intervention were very positive, 80% of those 

who filled in the questionnaire singling out that the fact that the midwife listened was important. 

The study group was subsequently followed up at one year and seven years. The findings 

indicated that the initial advantage shown by the intervention group appeared to have been 

maintained. At 7 years there were significant differences favouring the families in the 

intervention group in the health and development outcomes of the children, and the physical 

and psychosocial health of mothers. Despite this, women in the intervention arm appeared to 

have made more visits to health care services in the previous twelve months than the control 

group. These results suggested that providing supportive care during pregnancy has a positive
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influence, not only on pregnancy outcome, but also the long term health and wellbeing of 

mothers and their children (Oakley et al, 1996).

The utilisation of support at home was also greater in the intervention group and together with 

the influence on their care seeking behaviour, may indicate an increased self esteem that 

facilitates the utilisation of resources, even after seven years.

In this instance, it was apparently beneficial to identify socially disadvantaged, at risk mothers 

in order to provide additional support during pregnancy. Perhaps however, as only a very 

minimum level of increased support was provided to the intervention group, it should be that 

any new system of midwifery care should offer a similar level of support as part of routine 

practice. Furthermore, it could be anticipated that if improvements in outcome can be 

achieved with minimal input, then the benefits of schemes such as caseload care could be 

expected to be higher.

Culture incorporates many facets including values, attitudes, religious beliefs, traditions and 

family structure. Weller (1993), stated that culture is a set of guidelines transmitted from 

generation to generation, which influence every aspect of behaviour, and form the very basis of 

people's lives. Raphael-Leff (1991) proposed that it is not only cultural transmission of values 

about childbirth that are significant, but also concurrently a multidisciplinary approach is 

contributing to an

"ever refined understanding of the complex psyco-bio-social roots of the wish to 
reproduce" (Raphael-Leff 1991:6).

Raphael-Leff (1985), summed up the changes in society and views on parenthood that have 

influenced current reactions to maternity care. She suggested that parenthood is now 

examined from the perspective of the participants, rather than a sole focus upon the baby, (that 

is, a shift from a baby centred approach to care to a woman centred approach). As roles of 

men and women have changed, so have their reactions to childrearing. Raphael-Leff 

(1985:170), wrote,

"the hallmark of recent change appears to be a reciprocal interaction of women seeking 
more liberation and activity in non-domestic spheres and men feeling freer to engage in 
'feminine' pursuits and to share involvement in pregnancy, birth and primary child-care"

As a result of the different roles that parents fulfil, they are required to make choices in 

accordance with many emotional, social, economic and both conscious and unconscious 

psychological factors. Raphael-Leff (1985), described some existing parental orientations in 

order to help provide a framework in which the diversity of maternal and paternal practices can 

be conceptualised.
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Two broad approaches to mothering are delineated, that of the facilitator and the regulator. In 

short, the facilitator adapts to her baby, the regulator expects her baby to adapt to her. The 

facilitator is absorbed by the process of pregnancy and birth, wanting nature to take its course 

as far as possible. She is keen to have a natural childbirth and is anxious that she may not be 

allowed to do this. Her need to know and trust her labour carer is therefore high. Conversely, 

the regulator resents the invasion of her body by the fetus, fears the pain of labour and is 

determined to use everything available to ensure minimum discomfort. In their own ways both 

types of women still want control during childbirth. The two paternal orientations towards 

pregnancy and child-care are the participator and the renouncer. The former wants to be 

involved in the pregnancy, the latter resists involvement. In reality few people present as the 

pure type that Raphael-Leff (1985) described. However, she suggested that usually one 

orientation prevails yet they can still show a mixture of attributes which vary with 

circumstances, degree of emotional support and encouragement. Internal and external factors 

will affect the parent's approach to pregnancy, as will experience. Hence, although most 

parents remain consistent in their approach to any one child, some may switch with subsequent 

pregnancies. The experience of parenting similarly could be influenced. It could be speculated 

that a mother who displayed the characteristics of a regulator may instil more discipline in child 

behaviour, whereas a facilitator could be more permissive.

What is important, is for professionals to recognise the variations in each type of woman, to 

avoid stereotyping and acknowledge the different needs and expectations of pregnancy, 

childbirth and childcare that individual women may have.

1.3.2: Expectations of childbirth

Since expectation of an event constitutes a major factor in the level of satisfaction when the 

event takes place, Szczepinsa (1995) suggested that midwives should be wary of the level of 

expectation that they generate in childbearing women. She states that

"childbirth remains a lottery in which there will, sadly, be losers" (Szczepinsa 1995:574).

Green et a/, (1990), conducted a prospective study of 825 women booked for delivery in six 

hospitals in England, to determine their expectations of childbirth, (the final analysis was based 

on the completed questionnaires of 710). Women completed three questionnaires, two before 

the birth and one six weeks after. Questions gave particular attention to control, its importance 

and its relevance to psychological outcomes. Four different indices of psychological outcome 

were considered: fulfilment, satisfaction, emotional wellbeing, and the words women used to 

describe their babies, which often related to intrapartum events. The authors acknowledged an 

under representation of racial minorities and the unemployed, although 49% of the sample had 

partners with manual occupations.
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Green et al (1990), suggested that social status based upon partner's occupation is not a good 

indicator of women's attitudes, and that the level of education is a better predictor. Fifty one 

per cent of their sample had ceased full time education at 16yrs or less, only 21% had higher 

education. Their results did not support the popular stereotypes: high expectations were not 

found to lead to feelings of failure and dissatisfaction, on the contrary when expectations were 

relevant to outcomes at all, it was women with low expectations who were more likely to have 

poor psychological outcomes. Information and feeling in control were consistently associated 

with positive psychological outcomes.

Parenthood education and completion of birth plans are examples of attempts to give women 

information and realistic expectations. Written birth plans have been introduced in recent years 

as a mechanism for women to express their desires, expectations and choices for care usually 

during labour and birth. Price (1998), proposed that they should be more than just a memory 

aid for midwives or a wish list for mothers.

"They may have an important role in helping women to prepare emotionally and 
mentally for labour and the birth...enhancing feelings of control of the prospective birth 
experience" (Price 1998:189).

It is perhaps this element of prospective expectation raising that has in the past led to the 

concerns expressed by some professionals (Ekeocha and Jackson 1985; Swinnerton 1990).

Price (1998), following a review of 20 birth plans from local maternity records, concluded that if 

birth plans were to be relevant, safe and achievable, women required information about the 

reality of birth and sound evidence of the forms of care that are effective. Unfortunately there 

is little evidence to support the idea that the giving of research based evidence to women will 

influence their decisions or their care. In a research study aimed at exploring women's views 

and opinions on selected topics including birth plans, there appeared to be varied experiences 

and knowledge about them,

"Some thought they were a waste of time, some thought they were a useful way of 
helping women to focus her thoughts. More assertive women felt that they could 
articulate their wishes and there was some concern that birth plans should not become 
a substitute for real communication" (Bostock 1993).

This Report also explored opinions about antenatal classes. Some concern was raised that 

although classes provided an opportunity to discuss some of the potential problems and 

difficulties about birth and parenthood, so that women may be better prepared, there was 

generally a failure to do so. Women felt that,

" they had to remind health professionals that they are adults and can handle such 
information" (Bostock 1993:4).
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The relationship between the beliefs of the health professionals about what is appropriate 

information to share and the beliefs of the clients has become a necessary area for study in 

order to understand the extent of comparability, and perhaps explore the issues of knowledge 

as a basis for power.

Proctor (1998), sought to identify and compare the perceptions of women and midwives 

concerning women's beliefs about what constitutes quality in maternity care. Focus groups 

were conducted with 38 pregnant and postnatal women, and 47 midwives. Similarities between 

midwives and women included beliefs about the importance of the relationship between the two 

parties, desired attributes for staff, and the environment for care.

Key differences included underestimating the importance of information antenatally and 

postnatally, the importance of continuity during labour, need for control and confidence in 

adjusting to the maternal role, and involvement of the woman's partner in the delivery of care. 

Many other studies focus upon the woman's experiences and satisfaction or dissatisfaction with 

a part of the total care provided, for example, antenatal, labour or postnatal services.

1.3.3: Satisfaction/dissatisfaction with care

Williamson and Thomson (1996), conducted a descriptive survey of women using a modified 

Measure of Satisfaction questionnaire (n=151). As with many satisfaction surveys, women 

were generally satisfied with antenatal care. Interestingly, many women felt they were 

receiving midwife led care, even though they were not. It was also important to them to see a 

doctor during pregnancy. Factors that caused dissatisfaction were: lack of continuity of care, 

poor quality of advice and waiting time. The study included only women who were attending a 

hospital for their antenatal care, although the majority were receiving shared care. Although 

the sample size is low, the response rate was good (95%), and with a strategic move towards 

more community based care it is interesting that the women in this study valued their hospital 

visits and the interventions, such as scans and seeing a doctor. Doctor involvement appears to 

reassure women that 'all was well' with their pregnancy (Williamson and Thompson 1996: 203). 

The extent to which a midwife can instil this level of confidence and reassurance is central to 

the debate about midwife led care.

A focus group study (n=50), undertaken in Chicago, compared similar aspects of prenatal care 

to determine what affects satisfaction. The population was mainly low income from diverse 

ethnic backgrounds. Aspects of care that appeared to affect women's satisfaction included the 

art of care, the technical competence of the practitioner, continuity of caregiver, and the 

atmosphere and physical environment of the care setting.

"A serendipitous but interesting finding was that ultrasound is highly valued by these 
women as a way to ensure that their infants are healthy" (Handler et al, 1996:36).
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A similar result is emerging from the preliminary data being collected for the 'Evaluation of 

Informed Choice Study' (University of Glamorgan and University of Sheffield 1999), which is 

ongoing. What is concerning is the total assurance of normality that women get by visualising 

the fetus. As not all birth defects can be diagnosed by ultrasound (e.g. some chromosomal 

abnormalities will not be apparent), this could affect expectations adversely if women feel 

assured that their baby will be normal. Social support, whether from peers or caregivers was 

also of value to women as has been demonstrated in studies within this country, (Oakley et al, 

1990). However, in both studies discussed it is notable that women place emphasis upon 

safety, which may or may not be associated with medical involvement or intervention as well as 

support during the antenatal period.

Other studies have focussed upon the labour process to determine women's perceptions and 

preferences. Bluff and Holloway (1994), used a grounded theory approach to examine 

women's experiences of their labour and the birth of their baby. They used a purposive sample 

of 11 women volunteers in a hospital maternity unit and conducted unstructured, tape recorded 

interviews. The authors concluded that,

" women trust midwives because the latter are seen as experts who 'know best'. In 
doing so, women place themselves in the hands of professionals giving them the 
authority to make decisions about procedures, drugs and types of care" (Bluff and 
Holloway 1994:157).

They do however also suggest that women want to take an active part in the control of labour. 

Women probably also see doctors as experts as well, although the study did not address this 

view. Although the sample size was small, and the findings cannot be generalised the study 

does suggest that women trust in the knowledge and skill of the midwife to make decisions 

about their care, which echoes a common belief of some midwives that women may want to 

hand over control. Bluff and Holloway (1994), suggested that women believed that the training 

received and the experience gained by midwives enabled them to make predictions and 

suggestions, and that professional judgement was seen as accurate. This view, assumes 

competence of all midwives and is supportive of the claims that midwives are practitioners of 

normal midwifery and hence, the most appropriate professional to give care to low risk women, 

(Department of Health 1992). However, the risk is that some women may unquestioningly 

accept decisions made by those whom they see as professionals.

A difficulty arises in that there is no consensus as to what constitutes a definition of a 

competent midwife, (Worth-Butler ef al 1994). At present, the sources of information regarding 

competence in midwifery care are limited mainly to statements issued by the United Kingdom 

Central Council for Nursing, Midwifery and Health Visiting (UKCC) (1998), regarding 

competence for registration. The UKCC have also defined incompetence as
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"a lack of knowledge, skill or judgement, and disregard for the welfare of a patient or 
clienf (UKCC 1998a)

Henderson (1992) and Page (1993), (both senior midwives), have attempted to describe the 

key activities for competence in midwifery, although Oakley (1991) proposed that midwives 

have a different notion of competence from that perceived by mothers. Even when the key 

activities are identified the issue of assessment is also problematic. Competence is 

determined on qualification using a variety of assessment tools, thereafter demonstration of 

continued or enhanced competence is subject of much debate, (Worth-Butler et al 1995).

If the competence of a midwife is unquestionably assumed, this places midwives in a position 

of power with authority of expert knowledge, position and situation, (Batey and Lewis 1982), to 

make decisions without necessarily giving due consideration of the individuals' needs or 

desires. However, women legally have the right of autonomy to make decisions, even when 

the life of themselves or the unborn child is placed at risk, (Caulfield 1999). To this extent, the 

law appears to be in conflict with professional responsibility and the duty of the midwife. This 

absence of real power however does not always limit some midwives feelings of power which 

can have a less than desirable affect upon how they relate to women. Some may use 

information as power and limit or bias what is shared. Others could use their status to 

persuade or coerce women into behaving in a particular way. This knowledge based power that 

the midwifery profession has accused obstetricians of abusing over the years, may have in 

some instances transferred to the midwife. Regard must therefore be given to this potential for 

midwifery power to ensure that it is not abused but shared, hopefully by maximising aspects of 

care such as trust and confidence and also by ascertaining women's preferences.

A random sample of 1,920 women who had recently given birth in 10 areas of England were 

asked about their preferences in relation to a number of obstetric procedures (Jacoby 1987). 

Data were collected from a questionnaire survey sent at 4 months post delivery. In total, 1,508 

replied (75%). Overall, the proportions of women who expressed positive preferences about 

the procedures were small, and generally women said they preferred not to have them. 

Women's views about the management of their labours were clearly related to the procedures 

they experienced. The study could be criticised on the basis that retrospective collection of 

preferences may have been adjusted to accommodate the actual course of events, and recall 

of what they had felt beforehand may not have been accurate. However, some of the findings 

have been used to inform practice over the past 10 years, for example, the use of birth plans 

as a means of identifying preferences about social and medical aspects of care in labour. The 

effect of retrospective data collection is also interesting. Although to specific questions women 

may express dissatisfaction, overall for both medical procedures and social aspects, levels of 

satisfaction were high and the proportion of women who were not happy with the way their 

labours were managed was small. Jacoby (1987:121), suggested that one reason for this may 

be that,
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"considered retrospectively, a good outcome weighs more heavily in determining 
mothers' expressed satisfaction than the actual course of events of labour and 
delivery".

In conclusion, this and other studies (Cartwright 1979), proposed that on the whole women 

prefer to not have interventionist labours. However when intervention becomes necessary to 

achieve a good outcome it is likely that women will rationalise the need for it and therefore will 

not express dissatisfaction.

A postal survey conducted in Australia in 1989 produced similar results, (Brown and Lumley 

1994). Results were based upon data collected from 790 women at eight months post delivery. 

Factors that were highly related to dissatisfaction with intrapartum care were: lack of 

involvement in decision making, insufficient information, obstetric intervention, and perception 

that caregivers were unhelpful. From a different methodological perspective, Berg et al, 

(1996), conducted a phenomenological study of 18 women (6 primiparous, 12 multiparous), in 

Sweden. The essential structure of the studied phenomenon was described as presence and 

included three themes. Firstly, to be seen as an individual, this was expressed as

"being met with respect and seen for oneself', 

Secondly, to have a trusting relationship, this described,

"the midwife's character, professional knowledge and proficiency as well as the 
woman's feelings of security"

assuming that women feel secure with a confident and competent practitioner. Finally, to be 

supported and guided which expressed,

"the woman's need for control, to listen to their innermost feelings and to be given time" 
(Berg et al 1996:13).

The main theme overall was the presence of a midwife who became an active partner in care, 

rather than be present merely by being in attendance. If the relationship lacked any of the 

three themes then this was considered to suggest that the midwife was "absently present". 

(Berg et al 1996:13).

Although the sample group were older, better educated, had better health than perhaps the 

general population and accepting that the results are not intended to be representative, the 

account of the experiences of these women is of interest and their expression of needs 

informative. The need for women to feel that the midwife is listening and focussing upon her 

particular experience could apply equally to antenatal and post natal care. Preparation for the 

reality of motherhood may be another area in which supportive midwifery care could improve 

the experience for women.
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In an Australian study of 55 first time mothers, a grounded theory approach was used to 

analyse the data from focus groups conducted by midwife researchers to explore womens' 

experiences of early motherhood. The core category 'becoming a mother' encapsulated the 

process of change experienced by women and verbalised as; 'unready' 'drained' 'a/oneness' 

'loss' and 'working it out' (Barclay et al, 1997). The study suggested that,

"whilst the act of giving birth determines motherhood in a biological sense, our research 
shows that in the emotional and personal sense 'becoming a mother' takes some time. 
Realising the impact of the child on their lives comes as a shock to mothers" (Barclay 
1997:725).

A notable proposition made as a result of this study, was that the experience of becoming a 

mother is developmental and appears to follow a chronology related to increasing maternal 

confidence and experience. The role of the midwife may be influential in this developmental 

process although the limited time that the midwife has contact with women may reduce their 

ability to prepare adequately, all women for motherhood.

A common factor in all studies about women's expectations, experiences, satisfaction and 

quality of care provision, is the role of information and communication. The amount and type 

of information can influence the woman's ability to make choices, which is discussed in the 

next section.
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1.4: Information, choice and control

As a consequence of the past drive for health gain, with an emphasis on the safety of mother 

and child, there has been an increase in routine medical care and intervention. In some 

instances this has led to a reduction in the options and involvement of mothers in the planning 

and delivery of their care. According to the Welsh Health Planning Forum (1991:7),

"there is now a view, shared by the NHS, that mothers should be given more choice 
and more control over the process, and that the people centred focus should be 
strengthened".

The Changing Childbirth Report, (Department of Health 1993), was also concerned with the 

woman's right to be in control of her care in pregnancy:

"The woman must be the focus of maternity care. She should be able to feel that she is 
in control of what is happening to her and able to make decisions about her care, based 
on her needs, having discussed matters fully with the professionals involved" 
(Department of Health 1993:5).

To achieve this goal, woman need to be provided with evidence based information in a form 

that is appropriate and relevant. Page et al (1997), suggested that women's values and wishes 

along with information from the clinical assessment and research evidence, would need to be 

assimilated by the midwife to enable adequate information sharing. Therefore it can be 

assumed that a midwife requires skills in communication, counselling, clinical judgement and 

decision making as well the ability to read and review research critically to be deemed as 

competent. Although the curriculum for midwifery education should address these elements of 

care, the extent to which they are effectively utilised is likely to vary between different 

midwives according to experience, knowledge, understanding of probable risk and a personal 

philosophy of care.

Worth-Butler et al (1995), proposed that competence can be seen as a measure of what a 

midwife can do at a particular point in time, (usually at the point of registration), and is not an 

indication that the midwife will continue to be competent or even become more competent. As 

an assessment of competence is often based upon levels of knowledge (English National 

Board 1997), it is worrying that a number of research studies have challenged the knowledge 

base of midwives in particular subject areas, (Smith et al 1994; Mulliner et al 1995; Dyson ef al 

1996; Sadler 1997). It is unlikely that women will be provided with the necessary information 

upon which to make choices if the midwife herself lacks an adequate knowledge base.

Assuming that the ultimate goal is for the woman to feel in control (acknowledging that she is 

already in control from the legal perspective), the woman needs the necessary information and 

support from the midwife to make choices. Issues surrounding the provision of information,
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choice and involvement of the client in decision making, will be addressed in this section of the 

literature review.

1.4.1: Information and communication

Gready ef a/ (1995), on behalf of the National Childbirth Trust, published an account of 

women's hopes and experiences of birth based on a research study that investigated maternity 

care in one Health Authority in England (n=850). Data were collected from questionnaires and 

focus groups. They started from the premise that if women are to make choices and feel in 

control, they need good information. They proposed that it is not only what information is given 

to women, but also the manner in which it is communicated, that can influence whether or not a 

woman feels in a confident position to make decisions about her care. This is especially the 

case in the communication of risk which may be poorly understood by many midwives and, 

consequently, women.

Fifty five per cent of women in the survey wished they had been told more during pregnancy 

without having to ask. Alarmingly, antenatally, 92% of women said that there was neither a 

doctor or a midwife who got to know them and remembered them from visit to visit. Only 31% 

had previously met one of the midwives who cared for them during labour. However, 

interestingly, when asked whether or not they would have liked to get to know the 

doctors/midwives more before labour, only 47% said they did. It appears therefore that a large 

percentage of women were content not to know the midwife. Although women who had 

previously met their carer were significantly more likely to say that it mattered. Hence, they 

may not have identified a need but having received continuity of carer, could see the benefits. 

The debate about organisational continuity being seen to address the achievement of high 

satisfaction rather than addressing what it is that women really want is evident from these 

results.

The degree to which these results are generalisable is not clear as the results refer only to one 

maternity unit (although the authors do suggest that it was a representative sample of women 

in that locality). It is also possible that research undertaken by a pressure group organisation 

could result in a biased sample. Nevertheless, results have been readily accessible by mothers 

via popular parenting magazines, and therefore could have influenced women's expectations 

for information and involvement in care planning. For this reason the results need to be 

considered.

Kirkham (1993), demonstrated in an ethnographic study of communication in labour, that 

choices were limited to those choices about aspects of care that would not challenge the status 

quo of the service. Communication strategies were apparent in some midwives that limited 

information and communication with certain groups of women who were assessed as less in
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need of explanations. Magill-Cuerden (1992), suggested that despite the introduction of 

individualised care, communication problems were still evident, with routine care giving, and 

patterns of care that treated women like children. She suggested that there are continued 

discrepancies between what women expect and what they receive. Magill-Cuerden (1992:5) 

does however acknowledge that,

"the midwife's role in communication particularly in the hospital environment is not an 
easy one. The midwife treads a fine line between enabling and supporting women in 
their own particular needs and choices and meeting policies, guidelines and restrictions 
of institutionalised care".

Jacoby (1988), suggested that poor communication seemed to be a product of overcrowded 

and busy clinics, staff attitudes and a lack of continuity of care. This is perhaps indicative of a 

service centred, rather than woman centred focus of care.

Jacoby (1988), reported the findings of a random sample of 1,920 women who were sent 

questionnaires four months following delivery. (Results based upon 1,508 replies, 79% 

response rate). Women were asked about the main sources of information, the advice that 

they received at various stages and how helpful it had been. Among the 628 primiparous 

women surveyed, 78% mentioned books as the main source of information. Only 43% 

mentioned discussions with a nurse or midwife. It was also the women who were socially 

disadvantaged in some way, who seemed to experience most difficulty in finding out what they 

wanted to know. The recommendations of this study are similar to earlier work in proposing 

that,

"the biggest improvements could be made by changes in administrative and 
management procedures and the adoption of a more sympathetic and considerate 
attitude by clinical staff and service providers" 
(Association of Community Health Councils in England and Wales 1987:24)

How changes in administration necessarily bring about improvements in information giving is 

less clear. It is suggested that one of the factors influencing the delivery of health care in the 

future will be public access to information, (Warner et al, 1998). If women already access 

sources other than midwives to obtain the majority of information about pregnancy, it can be 

anticipated that this will have further implications for the midwife in the future. As the client 

becomes more knowledgeable with access to the Internet, the expectation will be for the 

midwife to be increasingly able and willing to engage in debate about evidenced based 

interventions, with the more informed women likely to be the most challenging. The issues for 

midwives are therefore two fold. To increase their own knowledge base as well as to maximise 

access of information to women.

In a study by Mulliner et al (1995) which explored midwives' education in, knowledge of and 

attitudes to nutrition in pregnancy, 46% of midwives achieved a poor score of nutrition
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knowledge. In a similar study by Dyson et al (1996), the majority of midwives gave the wrong 

answers to basic questions on the inheritance of haemoglobinopathies. Fewer than one-third 

answered questions about genetics correctly. Whilst there have been studies focussing on 

midwives' knowledge and access to information, other studies have concentrated on womens' 

access to information.

In Coventry, a project was set up to improve access to information about maternity care 

(Kingswell 1996). The project aimed to consult with specific groups of local women about their 

information needs and preferred styles and routes for accessing information. The most 

consistent finding across all the groups, (which included homeless women, schoolgirl mothers, 

women with disabilities, ethnic minority groups and women living in disadvantaged areas), was 

that first and foremost women wanted someone known to talk to about their pregnancy. They 

felt that the person need not be a health professional, but they would need to be empathetic 

and non-judgemental. They also wanted information to be more widely available, for example, 

in supermarkets, libraries and night clubs, and not just in health settings. As a result of this 

project a number of organisational changes have been made including the provision of 

dedicated carers for the homeless and additional information packs available for women with 

disabilities and special needs. They suggested as a long term goal the setting up of a 

confidential help line to provide information about pregnancy and basic services. A credit card 

sized information card advertising the help line number could be produced and made available 

in supermarkets, night clubs, record shops etc. (Kingswell 1996).

There would appear to be a number of points of issue regarding the information base needed to 

enable women to make choices. These include;

  access to information (written or oral),

  the quality of information (its accuracy, completeness, relevance, reality of risk and 

evidence base),

  the appropriateness (to the particular individual and at the right time),

  freedom or ability to utilise the information (supplied in a usable format and not restricted 

by hospital/obstetric policy),

  the means by which it is communicated (this factor relies upon the competence and 

confidence of the midwife as a communicator, as well as their ability to demonstrate a 

sensitive, caring, supportive and encouraging attitude) and,

  The knowledge base of the midwife.

Unless these issues can be reconciled the opportunity for women to have choice and be 

involved in decision making becomes remote.

42



1.4.2: Choice

The emphasis on client choice often focuses upon choice for non intervention or home birth. 

However, Downe (1997), warned that what is new within the maternity services is the extension 

of choice for non-intervention to that of choice for intervention. Furthermore choice for more or 

less intervention may be expensive, either in the provision of additional resources or in treating 

consequent morbidity in some women. Potentially, increasing choice could have a negative 

effect on safety. Equity of care for all women, including those who do not make additional 

demands upon the service, needs to be considered. Fisk and Savage (1997), in a debate 

about choice for or against caesarean section, argued that women may choose an abdominal 

rather than vaginal delivery to reduce pelvic floor damage for the sake of a simple operation, 

(i.e. caesarean section), that can be conducted according to convenience. The opposing 

argument cited the Confidential Enquiry figures for maternal deaths following caesarean 

section. The point is made that,

"ft is clear that the rhetoric of maternal choice is a powerful tool in adjusting the 
professional activity of all of us working in the maternity services" (Downe 1997:423).

From a sociological perspective, Sandall (1995), suggested that current changes in care, that is 

a women centred approach, characterised by continuity of carer,

"may result in a feminist-inspired paradigm of partnership with women and/or the 
creation of a new midwifery elite with the associated casualisation of employment for 
those midwives on the periphery" (Sandall 1995:201).

As suggested earlier, it is unlikely that a caseload model of care would be acceptable to 

anything but a minority of midwives currently practising. Furthermore in criticism of the 

Changing Childbirth Report (Department of Health 1993), Sandall (1995) noted that there is,

"an assumption that social support and increased choice and control on the part of 
women may partly compensate for poverty" (Sandall 1995:201;.

More recent health policy may however go some way to addressing the social and 

environmental aspects of care provision, (Welsh Office 1998a).

A further assumption that is apparent is the expectation that continuity of carer schemes will 

inevitably result in increased choice and control for women. This may however not be the case 

especially if greater choice and control for women is contingent upon midwives also having 

greater occupational autonomy over their practice and organisation of work. Although policy 

documents appear to assume that greater consumer involvement is desirable and beneficial, 

the processes and outcomes of initiatives intended to promote informed choice are only poorly 

understood (Entwistle et at, 1998).
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The promotion of evidence based information being supplied to consumers of health care may 

be justified in two ways. Firstly, there are moral obligations to provide individuals with 

information and choice about their health care. Secondly justification is based upon the 

assumptions that informed patient choice will have beneficial outcomes such as,

  Patients will choose care that is proven to be clinically effective,

  The choice of care will be appropriate to individual need thus increasing satisfaction,

  Increased involvement in decision making may in itself be beneficial

  Reduced expenditure on ineffective or routine intervention

  Reduced litigation against health professionals

(Entwistleef al, 1998)

The evidence to support these propositions is currently less than complete although studies are 

ongoing. In maternity care, the Informed Choice Initiative (M.I.D.I.R.S. 1996), aimed to make 

available to both professionals and maternity service users, a range of leaflets about topics 

related to pregnancy and childbirth based upon the best scientific evidence. The initiative 

resulted from a collaboration between the Midwives Information and Resource Service 

(MIDIRS) and the NHS Centre for Reviews and Dissemination. The effects that these leaflets 

have on women's choices is currently being researched (University of Glamorgan and 

University of Sheffield 1999). It is possible however that the use of leaflets by women depends 

to a large extent on both the prescriber of the leaflet (usually the midwife), and the availability 

for supporting any options chosen in the area where care is provided. Entwistle et al (1998), 

questioned whether people need be presented with restricted choices, that is, by giving 

information only about the options that are available to them, rather than information about all 

the options possible. Pragmatically, there are likely to be limits to the amount of information 

that can be shared with a woman, as well as the range of options available from which women 

can choose.

In relation to this latter point, Mander (1993), proposed that there are three categories of 

choices. The first are choices that midwives consider may be made only by the carers e.g. the 

accommodation for hospital stay; secondly are those choices that midwives are happy should 

be negotiated or shared with the women. These include the length of post natal stay or number 

of visitors etc. Finally are those choices that are "strenuously avoided by midwives" (Mander 

1993:25). These may include instances were the midwife might not even be prepared to raise 

the topic with the mother, e.g. choice about the contact that a mother relinquishing her baby for 

adoption would have with her child. Although attitudes over the past five years may have 

changed in relation to some of these issues, perhaps it is still true to conclude that,

"carers still retain the ultimate sanction - which choices will be available to the mother" 
(Mander 1993:25)
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Midwives inevitably act as gate keepers to the information about local service provision. 

Mander (1993), also suggested that if women are to become full partners in care, then 

participation in decision making may need to move towards a process of empowerment to 

choose which choices she wants to make for herself, rather that just accepting those choices 

that her carers think appropriate. In order to move towards this, midwives themselves may 

need to feel more empowered and willing to challenge accepted practices to support client 

choice.

Anderson and Rosser (1998), suggested that midwives have to some extent, used the woman's 

right to exercise informed choice to challenge some aspects of routine care that they have not 

been able to change. Ironically, as most women tend to comply with a maternity unit's policy, 

perhaps on the assumption that what is, must be best, the promotion of informed choice 

leaflets and similar initiatives have done little to address the issue of routine medicalised care 

and blanket policies. The fear of ignoring obstetric policies may prevent the exercise of 

professional responsibility even when it is the woman's choice. This may explain why Johnson 

(1996), found that midwives were less supportive of choices that went against their usual daily 

provision of care for which policies may exist. Choices that were outside their usual 

boundaries, perhaps not included in routine care, were more readily accepted. It could be that 

midwives do not like to be challenged in aspects of care that they are most familiar with or that 

they feel more knowledgeable about. Similarly it may prove more difficult for them to alter care 

that has been prescribed by obstetric policy.

Professional responsibility for decisions, even when shared with the woman, raise concerns for 

some midwives. In a consensus statement on maternity services, drawn up by an independent 

panel, (Kings Fund Centre 1993), it was stated that

"Professionals have the responsibility to give women and their partners advice based 
on their knowledge and experience; they do not have the right to impose views even 
where they believe the mother's choice may increase the risk of harm to herself and her 
baby" (Kings Fund Centre 1993:7).

The remainder of the consensus statement however, suggests that in reality there are a few 

clinical constraints on freedom to choose. The fact that legally the womans' choice cannot be 

overruled is however significant and is usually applied in cases of demands to not have 

interventions such as a caesarean section or blood transfusion. However, in response to 

demands for intervention rather than a request to avoid it, as in the case of induction of labour 

without clinical grounds, or for caesarean section to avoid labour, her choice is rarely upheld. 

Although the panel took the view that there would be justifiable constraints on women's choice, 

they suggested that they would only occur in exceptional circumstances. However, it must be 

acknowledged that the placing of any limitations could be considered as the taking away of 

power from the woman in support of professional power.
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Davis (1994:20), highlighted the question,

"How do partnership arrangements affect the accountability of the midwife?"

As professional practice is underpinned by a unique body of knowledge, it could be argued that 

in a partnership arrangement where clients share in decisions, the midwife is giving power 

away. Should the expected outcome not be as anticipated, the issue of whose responsibility it 

is, becomes important. Davis (1994), proposed that the answer was about the balance 

between being accountable and the use of professional judgement. She suggested that 

consideration needed to be given to the way in which the limits of professional responsibility 

are defined. This does not however provide an answer. Legally the woman has the right to 

make decisions about her own or the fetal wellbeing, then it follows that she has the 

responsibility to make that decision. The midwife however has the responsibility to ensure that 

the woman is fully informed regarding the potential effects that her decision could have. In 

addition, the potential tension between individual needs and wishes, versus collective provision 

requires consideration in a resource managed NHS. Even though choice may be central to 

NHS and Government policy,

"Choice is only useful where individuals can choose freely without pushing up public 
costs and without harming the interests of others" (Coote 1992:347).

It is possible that individual client choices may clash with the ethical principles of beneficence 

and justice. This potential ethical conflict raises the questions of, to what extent should people 

be allowed to choose treatments or forms of care that are either likely to cause harm or could 

carry a net loss of benefit to society. If all women chose either home birth with their own 

midwife, or conversely to have a caesarean section and two week stay in hospital to recover, 

the maternity service could not meet the demand.

Hence, the promotion of individual client choice will not necessarily lead to the equitable 

distribution of health care resources. Decisions about the treatment of one individual have 

implications for other people because resources used to care for one person cannot be used to 

care for another, (Entwistle et al, 1998). Richards (1997), in relation to the ethical principles of 

autonomy, justice, beneficence and non-maleficence in midwifery care concluded that 

exercising these rights would depend upon,

"understanding the envionment/circumstances; (rational) decisions; and acting on 
choices" (Richards 1997:167).

Richards (1997), proposed that,

"as an advocate of her clients' rights, the midwife may face difficulties of her own or 
within a medicolegal system" (Richards 1997:167)

Shared decision making and control therefore require further exploration.
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1.4.3: Control

There is a tendency in nursing to consider that patient participation and control is good and that 

means good for everyone, (Waterworth and Luker 1990). Entwistle et al (1998), suggested that 

studies of patient's role preferences have consistently found that not all patients are keen to 

participate in decision making about their treatment. Many of these studies have however been 

conducted in hospital settings gaining the views of patients with medical problems. Hence it 

could be argued that the need for active participation could be different for healthy pregnant 

women receiving care in their own homes, but equally could be different for women with 

complications of pregnancy requiring hospitalisation. Entwistle et al (1998), proposed that it is 

likely that the desire and ability to participate in decision making may be affected by the nature 

of an individual's own health state. However, the tendency to promote participation of all 

women in midwifery may be apparent, regardless of their expressed desire for involvement.

Based upon a small study of 12 medical patients, Waterworth and Luker (1990) suggested that,

"even if patients are well informed they may not want to be involved in decisions 
concerning their own treatment" (Waterworth and Luker 1990:972).

Waterworth and Luker (1990), presented a view of the reasons why some patients may appear 

to want to become actively involved with decisions. Although feelings of being involved were 

highly valued, the patients interviewed in their study did not present as keen to participate in 

decision making: instead there was a "pre-occupation with staying out of trouble" (1990:973). 

Patients wanted to create the right impression and would therefore go along with what staff 

wanted. In a situation where the staff adopted practices which encouraged involvement they 

could "unwittingly coerce patients to comply".

They concluded that the promotion of individualised care is not necessarily synonymous with 

active patient involvement and there appears to be lack of detailed information from the 

patient's perspective on how they feel about being involved. However, evaluating the effects of 

increased patient participation is difficult due to the multifactorial nature of the problem. It 

would appear that participation is most effective for those individuals who desire involvement, 

but not necessarily for those individuals who prefer not to participate.

The extent to which patients/clients are encouraged to participate in decisions and feel in 

control may be a reflection of the personal philosophy of the carer. For example, some 

midwives would advocate that women need to take responsibility for their own health, whereas 

others would suggest that not all women want the responsibility to take decisions and as a 

result expect to take advice from professionals whom they see as experts. The risk of the latter 

could be the creation of feelings of dependency upon the 'expert' and a failure to involve
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women in the decisions about their care. The risk of the former being the failure to 

acknowledge that some women may prefer to remain passive and dependent and should not be 

denied the choice to be so. Clearly, the nature of the relationship and shared philosophy of the 

woman and her midwife, is likely to impact upon the process and outcome of informed choice 

and shared decision making.

Enabling women to have choice and be in control of decisions, may have different connotations 

for women. In three small exploratory studies using questionnaires, interviews and diary 

recordings, Fraser et al, (1996:578), reported that "allowing the couple to be in control" was the 

second most important rating about what makes a good midwife. The sample of 50 women 

was however biased in that it was drawn from membership of the NCT, which tends to have a 

membership predominantly white Caucasian, from social class I and II and aged between 25 

and 35 years. Although the NCT suggested that the views of their groups represented many 

women, it has been argued that not all women want to be in control. This perhaps means that 

some attempt should be made to determine those women who want control and those that do 

not, rather than insist that all women should have it. Promoting partnership in care may help 

differentiate the needs of individual women.

Birth plans have been used not only to promote client involvement in choice and decision 

making, but also to enable the woman to feel in control of her care. Too (1996), conducted a 

small study using semi-structured interviews with women and midwives to explore their 

perceptions of empowerment in relation to the use of birth plans. The women in the study 

reported that the birth plan was designed to highlight any specific requests for care during 

labour and delivery, indicating that they were aware of choices. Women indicated that they 

were willing and keen to accept responsibility and participate in decision making. However 

concern was expressed when birth plans were not looked at or carried out, and when 

information giving was insufficient to meet individual needs. In this study Too (1996), 

concluded that the birth plan,

"offered superficial, casual choices. It did not enable women to be more in control 
during labour" (Too 1996:36).

This could support the earlier suggestion that the midwife retains the ultimate sanction on which 

choices are available to women. Perhaps more worrying were the expressed feelings of 

frustration, loss of control and powerlessness that were recounted by women whose birth plans 

were ignored.

These feelings which have been described as indicators of disempowerment, (Rappaport 

1984), were also apparent from Too's (1996) study of midwives views. Although the midwives 

appeared to have a shared vision with the women in gaining control in childbirth and their 

philosophy of care was based upon partnership, they indicated several constraints. Midwives in
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the study used stereotypes to make assumptions about what a woman was likely to want. 

Other midwives adopted an advocate role on behalf of the woman's interests. In fostering such 

a role, the midwife could create dependency in women, which encouraged the midwife to take 

charge and control of the situation. In defence of acting in the woman's best interests, some 

midwives displayed attitudes of paternalism e.g. withholding information. On a more macro 

level, some midwives felt less in control of the situation because of hospital policies and 

protocols which sometimes conflicted with the midwives perceptions of good practices.

Control in childbirth is a complex phenomenon that must be considered in terms of safety of 

mother and baby as well as the values and beliefs of those involved. The concept of locus of 

control as it relates to the woman as well as her carer is relevant to this discussion.

The concept of locus of control was first described by Rotter (1966), cited in Oberle (1991). 

The belief in internal or external control is thought to be a relatively stable personality 

characteristic. People with an internal locus of control believe that what happens to them is a 

result of their own behaviour or attributes. Those with an external locus of control believe that 

what happens to them is unpredictable or is a matter of luck, fate, chance, or the actions of 

others who are more powerful, (Rotter 1966, cited in Oberle 1991). However Arakelian (1980), 

suggested that new social learning experiences may, over time, alter previous expectancies, 

and change the locus of control. Rotter (1966), cited in Oberle (1991), supported this view 

giving particular importance to new or ambiguous situations, wherein the individual can only 

guess what to expect. Once the individual becomes more familiar with the specific situation, 

behaviour is more likely to be based on experience in that situation, rather than on generalised 

expectancy about outcomes. This can be applied to the woman's experience of her first and 

subsequent pregnancies and a change in her attitude to control over the childbirth process.

Schroeder (1985), attempted to adapt locus of control issues and test a questionnaire that 

would address the specific domain of control in childbirth. The Labour Locus of Control Scale 

focused on control of pain, control of emotions and control of interpersonal relationships with 

staff. It attempted to measure women's expectations of control in labour but was limited in 

application to ante and postnatal periods. Rotter (1966) cited in Oberle (1991), proposed that 

expectancy is only one of three determinants of behaviour potential in social learning theory. 

The other two features are, the value of reinforcement to the individual, and the psychological 

situation. Oberle (1991), recounted that there is frequently a suggestion that attempts should 

be made by the health professional to move the patient towards internal control orientation.

"The assumption appears to be that internality will result in more optimal health 
behaviours" (Oberle 1991:805).

However, this claim is not justified by research. Whereas, in a study of the relationship 

between locus of control and weight loss it was demonstrated that a more external orientation is
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associated with improved outcomes related to compliance to a therapeutic regimen, 

(Gierszewski 1983). Oberle (1991), following a critical review of the literature on locus of 

control concluded that nursing research in the subject area has not provided conclusive results 

for direction of practice. However, the concept may have implications for practice that require 

further exploration, for example, there are studies that have suggested that encouraging the 

patient to take control can reduce patient's perception of pain, restore morale and reduce 

anxiety (Kavanagh 1983, Ryden 1984, Boeing and Mongera 1989, cited in Oberle 1991).

The locus of control perspective of the nurse/midwife will also influence how care is provided. 

Smith and Draper (1994) undertook a comparative study of nurse and patient beliefs regarding 

control of health and perceptions of the amount of patient control in a surgical ward of a 

general hospital in England. Data were collected from 21 nurses (all permanent staff 

members), and 32 patients admitted for elective surgery under general anaesthetic. A battery 

of self-completion questionnaires including; the perceived control scale (PCS), the 

multidimensional health locus of control scale (MHLC) and the Krantz health opinion survey 

(KHOS) were completed between the first and third post operative day. No significant 

differences were found between nurse and patient perceptions of patient control following 

surgery using the PCS, however a significant difference was found between nurse and patient 

scores on the powerful others subscale of the MHLC scale. Results suggested that patients 

have a greater belief in the influence of powerful others on health. This indicates that patients 

might find involvement in decisions very stressful if they do not want it and feel they lack the 

skills to exercise control effectively. Other significant differences were found on scores of the 

KHOS. Nurses expressed a greater desire for information than did patients, indicating a 

greater nurse desire for involvement in health care and a greater overall desire for control over 

their own health care.

Reactions to being given control may depend upon the extent to which that control is congruent 

with the individuals' beliefs. This includes health locus of control, self efficacy beliefs, spiritual 

beliefs and desire for control. Smith and Draper (1994) suggested that teaching people to be 

more internal in their beliefs may increase the effectiveness of health promotion programmes, 

but may also decrease adjustment to hospitalisation. Smith and Draper (1994) concluded that,

"It would therefore seem to be more sensible to try to meet the individual's existing 
desire for control rather than attempt to change it". (Smith and Draper 1994:890)

However it must be remembered that this was a relatively small study and applies to surgical 

patients. It may therefore not be directly applicable to midwifery since pregnant women are, in 

the main healthy, and their care provided out of institutions. In midwifery a case could be 

made for a greater emphasis on teaching and information giving to promote internal control 

and self-efficacy of women, although this would be contrary to Draper's recommendations.
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Manning and Wright (1983) described self-efficacy as a person's belief that he or she will be 

able to execute a particular behaviour successfully. They suggested that self-efficacy is limited 

unless outcome expectancy is also taken into account, that is, the belief that a particular 

behaviour can actually result in a desired outcome. Manning and Wright (1983) used the 

concept of self-efficacy to explore women's control of pain in labour by asking women to make 

self-efficacy judgements of pain control before and during labour. It was found that self- 

efficacy expectancies of pain control predicted actual pain control better than other predictors 

such as locus of control. The degree of influence that a midwife has on a woman's self-efficacy 

beliefs in relation to the need for pain relieving drugs during labour is obviously important. 

Expectations about pain in labour and the need for drugs to relieve it can be raised or lowered 

both by the mother's previous experience but also by the experience of a midwife. A midwife 

who has experienced labour could influence a woman's expectations positively or negatively 

relative to her own personal self efficacy.

Smith and Draper (1994:891), raised the question, "what beliefs do nurses want their patients 

to hold?". This would appear equally applicable to midwives who may want to be seen as 

powerful figures and would prefer clients to remain dependent on them. Results from Smith 

and Draper's study (1994), indicated that professionals had more desire for control over their 

own personal health than did patients. This would not necessarily mean that nurses or 

midwives are willing to pass on control to patients. The extent to which a midwife's own beliefs 

influence the care they give to women is important. From the work already completed in this 

area, it appears important that midwives attempt to ensure that the care given to women is 

congruent with their health locus of control and desire for control. Women who do not wish to 

be in control should not be forced to take decisions. It is more likely that the establishment of 

a relationship that enables an assessment of a woman's locus of control, is best achieved 

within a model of continuity of carer. Both midwife and women need to establish a degree of 

trust and confidence in their relationship before the concept of control can be explored and 

applied to their midwifery care. There is also a need for each midwife to be aware of her own 

individual locus of control and philosophy of midwifery care. These issues are explored in the 

next section of the literature review, although as a result of this discussion it could be proposed 

that some mechanism of determining a womans' and a midwifes' locus of control at the 

beginning of the care provision would be useful.
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1.5: Philosophies of care and public involvement

The apparent shifting of maternity care away from a paternalistic medical model towards a 

more holistic, woman-centred approach has encouraged client participation and partnership as 

a posited means of promoting high quality care. The ability to adapt care in this way to some 

extent depends upon the individual carer as well as the organisation of care.

1.5.1: The philosophy of the midwife and of midwifery care

When a midwife undertakes any activity or action, or provides care, be it psychological, 

educational or physical, according to Bryar (1995), that activity is undertaken in the light of the 

midwife's personal understanding, knowledge and theories that combine to make up the 

philosophy that the midwife might hold of midwifery care.

If the midwifes' personal beliefs about midwifery focus on potential risks then this is likely to 

influence how she practises. Her beliefs or philosophy of care will have developed as a result 

of personal and professional experience and education. Hence, a midwife working in a high 

dependency labour suite of a regional referral unit is less likely to have a balanced view of the 

normality of childbirth. Likewise a community midwife caring in the main for low risk women is 

less likely to emphasise potential complications. The midwife's personal philosophy could also 

influence where she chooses to work. If she has strong beliefs in the need for continuity of 

carer and community based care, she is not likely to be content working in a high dependency 

unit that offers fragmented care.

Hence when provision of care is assessed according to the model of care, results may or may 

not relate solely to the organisation but also to the individuals working within it. Which has the 

strongest influence is debatable.

Rothman (1996), a professor of sociology in New York, recounted an experience in the 

Netherlands that she applied to the differences between the attitudes and philosophy of Dutch 

midwives, to that of American carers that affects the overall philosophy of midwifery care and 

its organisation. Apart from the different obstetric approaches to childbirth and varying societal 

views in the two countries, Rothman proposed that,

"it is the ordinariness of home birth that is hardest to explain to Americans .......How is it
that in one country birth is so easy, so ordinary, so well done, and in another, such a 
problem, such a project?" (Rothman 1996:796).

Although cultural differences are addressed, Rothman (1996) suggested that it is more to do 

with the attitudes and approach to birth that the Dutch midwives portray. Rothman (1996),
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used the experience of watching her teenage daughter being taught by a Dutch midwife, how to 

ride on the back of a bicycle. Rothman (1996) writes,

"She (the midwife) never lost her patience. She never denied how scared the kid was, 
never suggested she was being unreasonable. She made endless varied suggestions 
as to ways of doing it, lots of adjustments, constant encouragement, but she never said 
anything patronising. Laughter, but always with the kid, with the situation, the 
predicament, never at her. It was not an easy ride. We had to stop a couple of times 
and go through it all over again. But my daughter learned how to do it. She may not 
have enjoyed it, but she did it and felt good about herself (Rothman 1996:479).

Using this analogy it is worth relating it to the different approaches to care in labour. For 

example, when women are scared and in pain, feeling that they cannot go on anymore, one 

approach for the midwife is to agree, to propose that the woman doesn't need to be in pain, 

offer an epidural and take over control. Alternately, as in the bicycle scenario, it was the 

midwife who had confidence in Rothman's daughter, to know that she could do it,

"she (the midwife) had the resources, the patience, the wit and the strength to teach 
her how"

Conversely, this scenario needs to be balanced with the acceptance that in some instances a 

woman who is fully informed may actively choose pain relief and has a right to have her needs 

met and have control of the decision.

Another American writer, Crolius (1993), recounted a similar encounter with Dutch midwives. 

The stark difference between the two systems of maternity care rested with the approaches 

taken by midwives. In Holland birth has continued to be a traditionally domestic event. Crolius 

(1993), writes about a discussion with a Dutch midwife who had stated,

"women approach birth knowing that it is a risk, no matter where they are, in hospital 
the mental temptation to use technology is so strong. The hospital setting, with its 
focus on machinery can dull a woman's sense of responsibility for her birth experience, 
and thus create more risks than might be present at home. The use of forceps, 
electronic fetal monitoring, sedation and other procedures often end up increasing the 
likelihood of complicated birth (Crolius 1993:83).

Even the act of entering a hospital labour ward is known to increase anxiety and therefore 

reduce the effectiveness of uterine contractions. However, there will be some women for 

whom birth outside a hospital would present a high risk to the wellbeing of the mother or baby. 

This may be for physical or psychological reasons, hence if the woman does not feel safe at 

home her choice must be honoured even if the midwife believes home to be as safe. 

The Dutch view of childbirth in comparison to America and possibly to some extent the U.K., is 

a cultural belief that is difficult to change,

"the inculcation in young girl's minds of medical imagery around pregnancy and 
childbirth, the routinisation of everything from ultrasound to mother-child separation at 
birth, and hierarchical relationship between client and doctor seriously impede the 
switch to home birth (Crolius 1993:84).
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Home birth may however only be one aspect of this different philosophy to midwifery care. The 

same variations in beliefs are apparent in approaches to antenatal care, for example, in the 

need or not to see a doctor or obstetrician, the need for regular check ups, the need for 

ultrasound etc. The home birth debate serves to highlight the diversity of opinion on whether 

pregnancy and childbirth is a normal life event that occurs in the home or a medical condition 

that requires hospitalisation.

A midwifery group practice set up in London in 1994, aimed to promote similar values of care 

to the Dutch system although delivery can occur in hospital if the mother so chooses, (Leap 

1994). The development of a "new midwifery philosophy', not only promotes the notion of 

woman-centred care but attempted to demonstrate,

"how the midwife can facilitate the empowerment of women through their experiences 
of pregnancy, birth and parenting" (Leap 1994:143).

The subtle differences in the approach to all aspects of care are detailed by Leap and include a 

move away from a task-orientated approach and the development of the ability to listen to 

women,

"midwives ask the woman how she thinks the baby is - how and when it is moving, how 
does she think her baby is growing" (Leap 1994:143).

This approach encourages women to see themselves as the main source of monitoring of their 

baby's well being, so reducing the dependency on professional expertise. She proposes that 

for intranatal care,

"midwives need to minimise the 'menu' approach   giving women huge lists of 
possibilities and options to choose from. Instead, a 'wait and see' and 'keep your 
options open' policy can be more useful" (Leap 1994:143).

There is little evidence to support this opinion and furthermore there is an assumption that all 

women are routinely offered a list of options, for example, about choices of pain relief, fetal 

heart monitoring, mobility and position for delivery. It is probable that this may not be the case 

for all women. From Leap's perspective the important message for women is that they will 

know at the time. Overall it requires that the midwife places trust in the expertise of 

childbearing women, which inevitably involves a shift of power towards the childbearing 

woman. However, it is important that this new philosophy does not become paternalistic in its 

fulfilment. That is, because the midwife believes in the total normality of childbirth and the 

need for a non intervention approach, this does not necessarily meet the expectations and 

desires for all woman. Enforcing this philosophy could be as controlling as the model it intends 

to replace. Ensuring an individualised approach to all women is difficult to assess and 

measure, since it is more about what individual midwives do in any interaction with a woman 

than it is about the model of care provided.
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Thompson et al (1989), attempted to explore what it is about the interaction between mothers 

and midwife that is important in care by using observation techniques. Thompson et al (1989) 

wanted to define a theoretical construct of midwifery care in America. They acknowledged that 

the health status of an individual is a result of many factors in addition to professional 

intervention (e.g. environmental factors, socio economic means and personal health habits 

etc.). Nonetheless they wanted to examine what it is that nurse-midwives do and say that might 

contribute to better health in others. In addition, to define this process clearly enough so that it 

can be measured in relation to outcomes of care.

The authors began by examining the underlying philosophy of the profession for key concepts. 

They used videotapes of six antepartum visits, showing interactions between midwife and 

client, which were examined independently by a panel of experts. A questionnaire about 

elements of care that midwives thought were special was completed by 37 nurse-midwives, 

including things that they did that promoted safety in, and satisfaction with their care giving. 

Client indicators of satisfaction were collected from a review of the literature. The indicators 

derived from all these sources were categorised and presented to a second expert group. 

Following further revision, concepts that described the process of nurse-midwifery were 

identified as safe, satisfying, respects human dignity and promotes self-determination, respects 

cultural and ethnic diversity, is family centred and promotes health. The major components 

and empirical indicators of each of these processes of care were then identified, (See Appendix 

1).

It is interesting that the American literature tends to focus more on safety as a priority even 

though mortality rates are similar to the United Kingdom. This could be because of the 

increase in litigation which makes professionals more aware of the expectations of women in 

relation to safe and competent care, as well as the variation in the power of obstetricians 

compared to nurse/midwives in America.

Although providing a useful framework to examine midwifery care, the model proposed by 

Thompson et al (1989), could be criticised for over simplifying the process of care into discrete 

concepts which could detract from the complexity of reality. Assumptions are also made about 

the transferability of the information gained from a study of antenatal care only, rather than a 

holistic view of the childbearing process. However, if midwifery practice is to be analysed in 

such a way that new organisations of care can be evaluated, there would appear to be value in 

being able to examine the variety of concepts that make up that care in the antenatal period 

and apply them to holistic care. Although Thompson's framework was not replicated in the 

design of the current study, many of the concepts identified were explored albeit in different 

ways. It has therefore been appropriate to refer to this model later as it applies to the results.
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The interaction between these concepts is obviously complex in relation to the variation of 

midwife perceptions about care as well as the possible perspectives of women. Lee (1997), 

presented a model of four perspectives of continuity of care proposing that there are as many 

different types of midwives as there are clients with different expectations of a high quality 

service.

If women are to be offered a high quality service that is individualised and woman centred, the 

philosophy of the client as well as the midwife has to be acknowledged and respected. When 

the woman is viewed as a consumer of care rather than a recipient, then her rights as an equal 

partner in decision making may be more apparent, for example, where care is provided by 

independent midwives who contract for an agreed service. In line with this, current government 

policy requires more public involvement in the planning and delivery of services to all NHS 

consumers, (Welsh Office 1998c).

1.5.2: Public involvement

Within a general social movement towards greater autonomy of the individual citizen the 

aspect of patients' rights has become popular in health care. One of the factors within this is 

the expectation to be given choices and the control to exercise the right to choose. Although 

some would argue that this form of consumerism is a market rhetoric of today's NHS, (Melville 

1997), others would suggest that changes in health care provision can lead to an increase in 

power for the client, (Potter 1988). Consumer theorists have suggested that empowerment of 

the health care consumer occurs within five dimensions: access, choice, information, redress of 

grievances and representation, (Potter 1988). The role of women as consumers of maternity 

services has already been explored in relation to choice and information. It was concluded that, 

choices may be restricted by limited availability of options and/or appropriate or sufficient 

information which is accessible and useable. With regard to the right of redress, it could be 

suggested that the existence of Charters, Government Reports and health gain targets are an 

attempt to address the issue of consumer empowerment. However, they do not provide any 

additional legal rights,

"the consumer may gain material redress but only when harm has occurred and only 
then through a lengthy and expensive court case" (Melville 1997:339).

Consumers of health care in the main, lack purchasing power, even though they contribute to 

the funding of the service. This anomaly allows the purchasers of health care to exercise 

power and at times paternalistically determine the needs of society as a whole. Melville (1997), 

suggested that this has led to a situation where,

"The patient of the 1990's has now become a consumer who is granted much on paper 
but is given little in practice" (Melville 1997:339).
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This may not however be the same for the employment of independent midwives. In this 

situation the parents make direct payment to the midwife for the service. Presumably 

individual needs must be met as far as possible to warrant payment. The introduction of new 

models of midwifery care within the health service have to some extent tried to achieve the 

same provision of care as provided by independent midwives for some women. The extent to 

which this is achievable for all women is debatable as is the extent to which models of care 

offer a match between a woman and a midwifes' philosophy. However, an approach to thinking 

of patients as consumers in need of Potter's (1988) five dimensions could improve 

representation of clients and greater involvement in care planning and evaluation. An 

acknowledgement of the need to include the public in health service planning and provision is 

the Government support of a strategy document that promotes public involvement (Welsh 

Office 1998c).
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1.6: Discussion and Summary of Literature Review

This literature review was carried out to help inform the design of a study to evaluate caseload 

managed midwifery care. At the time of the study design (1994), service providers were 

concerned about the implementation of recommendations of Government Reports (Department 

of Health 1992; Department of Health 1993) and the achievement of targets for health gain, 

(Welsh Health Planning Forum 1991). It was important to establish the extent to which a new 

model of care would achieve the proposed objectives.

The Department of Health (1995), in a Report on priorities for research and development in the 

area of health of mothers and children, proposed that;

"Better understanding of the effects of different models of care on service users would 
be useful, including qualitative research on users' views and perspectives. A further 
important strand of work is the effects on service providers, including descriptive work 
on existing patterns of care and evaluations of new configurations of services and 
models of care. Above all there is a need to demonstrate that major changes in service 
provision do not have any adverse side effects on the safety of mothers and their 
offspring" (Department of Health 1995:28).

Above all, it was proposed that the process of care provided by caseload management would 

need to be assessed for safety of mother and baby. Although it is generally assumed that 

safety is paramount for all women, the literature review presented studies that in the main 

focussed upon other aspects of care emphasising the need for effective psychological care in 

achieving satisfaction. Although a number of themes were recurring, the relative importance of 

one above another was less apparent. In an attempt to conceptualise the relative importance of 

some of the criteria that influence safe and satisfying care, a flow chart was devised (Figure 

1.1).

It is proposed in Figure 1.1, that satisfaction is influenced by three main factors that were 

explored in the literature review.

> Firstly safety, which was discussed mainly in relation to high and low risk categorisation of 

women. It was proposed that those of low risk (which potentially is the majority) are 

suitable for care led by a midwife. Those at high risk of complications that could ultimately 

be life threatening require the expertise of obstetricians. The problem that appears to arise 

is the lack of differentiation, or of consensus criteria to define risk status of women and 

hence the likelihood of a large percentage of low risk women being subject to the 

technology and interventions best saved for those classed as high risk, (Halksworth-Smith 

1999). Hence the concerns that medicalisation of all births, many of which could be made 

abnormal by the use of technology, could lead to adverse psychological effects. There is a 

tendency to present this issue as an either/or scenario. Either childbirth is treated as a
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normal life event, birth taking place possibly at home but in any case, without the need for 

intervention and as a result women will be fulfilled and satisfied. On the other hand 

childbirth is seen as a medical condition utilising available technology to ensure a safe 

outcome in an environment with the necessary equipment. In this scenario it is supposed 

that women are subject to a take-over of their natural instincts with the inevitable 

psychological trauma that this brings. In reality this is unlikely. Many women prefer, for a 

variety of reasons to have their baby in hospital. The process of labour can be equally as 

normal and satisfying. When technology is required women are generally pleased to have 

it available and can be equally fulfilled. There are perhaps as many women who would 

choose a pain free labour and as short a labour as possible, as would choose no use of 

pain relief and natural progress regardless of the duration of labour. Provided that the 

needs of both types of women are met it is likely that they will be satisfied provided that the 

end result is positive.

It must also be remembered that many of the advances in the active management of 

childbirth have been introduced to overcome mortality and make childbearing safer. It is 

often less obvious in today's literature that the use of this technology has been significant in 

the reduction of maternal and perinatal mortality. What is emphasised is that over usage 

or routine intervention has had side effects, many of which are psychological as well as 

physical. Perhaps in an attempt to overcome some of these negative outcomes, the 

pendulum of focus has swung towards psychological aspects of care and satisfaction, with 

safety assumed. It may need reiterating in a study of a new model of care that although 

childbirth in developed countries is relatively safe, that safety cannot be assumed and 

probably remains the paramount concern for women. This creates a level of expectation 

on behalf of women and midwives which ultimately influences satisfaction/dissatisfaction 

with care.

> The second influencing factor identified in Figure 1.1 is the relationship between the 

woman and her carers. There is an abundance of literature suggesting that woman want 

continuity of carer and like to know the midwife who will be present when they give birth. 

There are however, studies that suggest that as long as care is focussed upon the 

individual and provided in a competent and caring way, then continuity may be less 

important. These aspects would inevitably need further exploration in a study of a new 

model of care that provided increased continuity of carer.

> The third area explicit in the literature as a factor affecting satisfaction was control. Figure 

1.1 attempts to separate out the various aspects that ultimately influence the extent to 

which a woman feels in control. Being in control suggests that the woman has the power to 

make decisions about her care. It is acknowledged that legally this is the case. However, 

she cannot decide to have a service that is not available, hence, service availability cannot
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be ignored. There is also an argument that not all woman want to be in control. Some may 

prefer to rely upon the expertise of their carers. However, even in such cases, the woman 

may need to feel assured that the expertise that she holds about her pregnancy will be 

heard even if her subjective knowledge conflicts with clinical findings.

Perhaps the largest influencing aspect of control relates to informed choice, which can be 

explored further as it incorporates both information and choice. Women cannot make an 

informed choice without the necessary information upon which to base their decision. The 

quality of information is therefore vital not only in relation to the evidence base, but also 

how easily it is obtained and portrayed in an unbiased way. This in turn may be reliant 

upon the knowledge and communication skills of the midwife. Although women are likely 

to have access to a variety of information sources as well as to the midwife, the woman will 

still require the support and encouragement of the midwife to make a choice. Furthermore 

it is often the midwife who acts as the gatekeeper to information about local service 

provision. It is the midwife who often chooses the aspects of care over which the woman is 

allowed to have choice and control. It is these aspects of care that need to be explored in 

a study of a new model of care.

Hence, in an attempt to prioritise the areas for study from the literature review the following 

factors were conceptualised in rank order according to the extent that they would influence 

satisfaction and therefore, inform the methodology for the study.

1. Safety

2. Relationship with the midwife/continuity of carer

3. Information sharing and communication

4. Choice

5. Control

Perhaps one of the most consistent messages from the literature was the importance of 

evaluation of new forms of care, Wraight et at (1983); Department of Health (1992); Campbell 

(1997). Within England, implementation of the targets of Changing Childbirth (Department of 

Health 1993) were supported by the funding of 68 research projects. In Wales funding was not 

made available centrally, hence Trusts engaged their own assistance in the research, 

evaluation and audit of care provision necessary to inform the future of their service provision. 

This provided the rationale for the current study that was planned as a quasi experiment.

Chapter 2 details the methods of data collection which were undertaken between May 1995 - 

February 1997.
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Chapter 2 

Methods

The rapid expansion of research on and about health services has led to a demarcation of a 

distinct field of health services research, (Pope and Mays 1995). Some of the most important 

questions in health services (with the exception of clinical trials), concern organisation and 

culture of those who provide health care. Pope and Mays (1995), argued that although the 

more qualitative approaches found in the social sciences may seem alien alongside the 

experimental, quantitative methods used in biomedical research, they should be an essential 

component of health services research,

"not just because they enable us to access areas not amenable to quantitative 
research, such as lay and professional health beliefs, but also because qualitative 
description is a prerequisite of good quantitative research" (Pope and Mays 1995:42).

It could however be challenged, that ft is possible to assess beliefs using a quantitative 

approach. Pope and Mays (1995) also propose that,

"The rigid demarcation of quantitative and qualitative research as opposing traditions 
does not encourage movement or interaction between the two camps" (Pope and Mays 
1995:42).

This chapter describes the study design that was based upon the application of the best method 

of data collection to achieve the aims and objectives set. As a result it utilises both quantitative 

and qualitative methods.

It starts by detailing the aims and hypothesis of the study. This is followed by a description of 

the sample and method of recruitment. Each of the data collecting instruments are discussed in 

turn, followed by an overview of the process of analysis. Finally, reference is made to the 

ethical considerations of the study and the funding arrangements.
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2.1: Aims and objectives

The aim of the study was to discover if a caseload approach was a more effective way of 

providing midwifery care. To achieve the aim, the study compared the efficacy, maternal 

satisfaction and midwife acceptability of caseload managed care with team midwifery. The 

specific objectives were;

1. To obtain outcome variables in relation to obstetric factors and the achievement of specific 

health gain targets set out within the Protocol for Investment in Health Gain, Maternal and 

Early Child Health (Welsh Health Planning Forum 1991).

2. To gain information from the client group on their satisfaction with the midwifery care 

received, the amount of choice offered, the extent of control accepted by the individual and 

their suggestions for improvements in the service

3. To explore the views of the midwives and their managers about the advantages and 

disadvantages of providing either a caseload or team approach to care

The study tested the hypotheses that compared with team care, caseload managed care would 

produce similar or more favourable outcomes (with the overall balance being in favour of 

caseload care), in relation to;

complication rates

the achievement of health gain targets (see Table 2.1)

continuity of care and carer

communication with clients

choice and control for clients

overall satisfaction with care

It was anticipated that results might be similar for a number of the outcomes with others being 

better for caseload care. For example, continuity of carer was expected to improve, whilst it 

was not expected that complication rates would be affected at all. However, it was important to 

monitor obstetric outcome in order to demonstrate safety.

Policy makers needed to be able to assess which of the outcomes were more or less favourable 

and those where no change was observed. This information, together with an economic review 

and consideration of the acceptability and sustainability of this new model of care to midwives, 

would inform the type of future provision of midwifery care. If for example, the model 

demonstrated an increase in maternal satisfaction, achieved more health gain targets, was 

acceptable to midwives and was at least cost neutral, it would be likely to increase the provision
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of this model of care. (Provided that there were no adverse effects on obstetric outcome). If the 

results indicated greater maternal satisfaction, but this was accompanied by midwife 

dissatisfaction or was more expensive, an assessment of the relative importance of each of 

these criteria would be needed and the expansion of the model would perhaps be at a different 

rate. Obviously, if the model appeared to have negative consequences for the mother or 

midwife, it would need to be discontinued.

In the event, it was not possible to include an economic evaluation at the same time. This 

component is however now ongoing.

Table 2.1: Protocol for Investment in Health Gain, 
Maternal and Early Child Health

Aims:

  to provide the right type of service, by the right provider, at the right time and place

  to provide the opportunity for informed choice within a practical framework

Health Gain Targets:

  by 1997 90% of women should describe pregnancy and childbirth as a positive experience

  by 1995 each district should have a caesarean section rate no greater than 10-15%, and an 

episiotomy rate no greater than 20%

  by 1997 at least 50% of mothers from all socio-economic groups should have access to a 

scheme offering continuity of carer with all mothers being covered by 2002

  by 1997 each district should increase the number of women breast feeding for 6 weeks to at 

least 75%, and reduce the pattern of social disparity in breast feeding rates across its 

population

  by 1997 each district should reduce to 20% the failure rate among women choosing to breast 

feed

  by 1993 no woman should experience an unsupported episode of emotional ill health 

associated with pregnancy

(Welsh Health Planning Forum 1991)

Although these and other targets are pre determined, they are not always very explicit, easy to 

measure, or reflect actual quality of care. For example, to provide the right type of service, by 

the right provider, at the right time and place' is in effect four different targets. Furthermore 

there is no clarity about the criteria to determine what is the right service; who is the right 

provider; when is the right time; and where is the right place. Based upon the main philosophy 

of the Report (WHPF 1991), the following interpretations were made;
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  The right type of service, is that which meets individual needs. Hence it may be hospital 

based or community based, providing a high technological approach or low. 

The right provider was considered to be midwife led care for low risk women and obstetric 

led care for high risk.

  The right time was judged according to provision early enough to prevent or diagnose 

abnormality and as frequent as determined by individual need to monitor progress and 

assess any deviations from the norm.

  The right place was interpreted according to the most appropriate place for delivery, that is, 

home, hospital, birth centre, midwife led unit etc.

Another target for which there is no agreed criteria to measure is 'no woman should experience 

an unsupported episode of emotional ill health associated with pregnancy'. A further target set 

by the Trust was easy to measure yet, it could be argued, does not reflect quality of care, is the 

number of women given the opportunity to complete a birth plan. Evidence of a written birth 

plan can be counted from an audit of case notes. This does not however measure the number 

of women for whom the plan was implemented successfully. There is a further debate that if a 

relationship of trust is established between the mother and her carers (especially if only one or 

two midwives provide total care), then there is no need to document a birth plan since the 

woman can be confident that the midwife knows her intentions and desires for care.

Each aspect of the hypotheses therefore required careful consideration to determine the most 

appropriate criteria that could be used as a measure. This led to the study design which is 

described in the next section.
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2.2: Study design

Inherent in the design of any research study is the need to address what strategies are required 

to develop information that is accurate, objective, and interpretable, (Polgar and Thomas 1992). 

In the design of the current study an intervention , that is, the introduction of a new approach to 

care, had already been determined. An experimental design was therefore an appropriate way 

to test the research hypothesis that caseload care was a more effective way of providing 

midwifery care, or alternatively to test the null hypothesis that there is no relationship between 

the effectiveness of midwifery care and the organisational model. To qualify for an experiment, 

a research design needs to possess three properties, that is,

1. Manipulation

2. Control

3. Randomisation

True experiments represent the most powerful method available for testing hypotheses of cause 

and effect relationships between variables (Polit and Hungler 1993). However, they are subject 

to a number of limitations that make them difficult to apply to many real-world problems. 

Theoretically, it would have been possible to design a purely qualitative study involving 

observation, in depth interviews or ethnography for example. The advantages of each of these 

methods are well documented, (Gilbert 1995). However, these methods on their own would 

have given no data about the relationship between the mode of organising care and various 

outcomes. Using them on their own would have given insights into respondents' experiences, 

but in the absence of any attempt to manipulate, control or randomise, it would not be possible 

to attribute any findings (however indicative) to the independent variable. Qualitative methods 

do however, often give results which generate the most informed research 

questions/hypotheses. In relation to the organisation of midwifery care, the literature review had 

drawn upon sufficient theory and evidence to be confident that the study aims and objectives 

were appropriate without needing to carry out any further empirical work. The gathering of rich 

insights are however very important and for this reason qualitative approaches were 

incorporated into the design. In addition, the design of the current study had to address certain 

constraints brought about by the Trust in terms of;

> their expectations for numerical data,

> the timescale during which they were prepared to support caseload care, and

> the financial constraints that allowed only one caseload partnership to be piloted.

It was therefore necessary to use a quasi-experimental design, sometimes referred to as a 

pragmatic trial, which could involve the manipulation of the independent variable, but lacked the 

process of randomisation and some of the control group features. This type of experiment is 

appropriate in cases where the researcher seeks to introduce minimum disruption in a natural 

setting (Parahoo 1997). Because quasi-experiments do not have the high degree of control over
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extraneous variables that are seen in true experiments, it is not possible to state with confidence 

that any new intervention is actually responsible for the effects measured. Quasi-experiments 

therefore cannot establish cause and effect relationships with certainty but can establish strong 

links. Furthermore because they take place in a natural setting, the findings are likely to be 

generalisable to that setting (Gilbert 1997). Quasi-experimental designs do however, introduce 

some research controls when full experimental rigour is lacking, (May 1993), the main 

advantage being its practicability, feasibility, and, to a certain extent, generalisability.

Because caseload care had been introduced in one area only, a randomised controlled trial was 

not possible for practical reasons. However the different areas used for comparison were 

matched to be as similar as possible and subsequently analysed to assess any social-economic 

or clinical differences between women in both groups.

The criteria for selection of data to be collected were that they were of significance to clinicians, 

to policy makers and to women. The sources of data and the ways of collecting them were 

chosen according to what were likely to provide reliable information. A survey technique was 

needed as a means of collecting data from a large number of people, so that a general overview 

of the group could be obtained. It was obvious that a structured postal questionnaire could be 

used to obtain the opinions of the women. However, that would not indicate the views of 

midwives.

From the point of view of reliability, a contemporaneous source such as records was preferred 

to overcome the post-event recall difficulties by either women or midwives. As a result three 

methods of data collection from three sources were used;

Case notes, (for data about clinical outcomes including frequency of antenatal care,

interventions, complications and outcomes of pregnancy etc.)

Survey, using four postal questionnaires (to ascertain psychosocial outcomes such as

women's satisfaction with care, communications, relationship with carer in terms of

continuity and its effects on choice and control)

Semi-structured interviews, (to explore midwives opinions)

For an overview of the project plan and the specific stages in the survey phase see 

Appendix 2.

2.2.1: Sample

A non-probability convenience sample formed the study groups (n=260: 80 experimental [i.e. 

caseload care]; 180 control [i.e. team care] ). The size of the sample was determined by the 

introduction of the caseload approach into one GP practice only, and each midwife being
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expected to care for no more than 40 women per year. The requirement to use a convenience 

sample had the obvious risk of bias, since there is no guarantee that the subjects are typical of 

the population in relation to the variable being measured. However, it could be argued that 

when the phenomena under investigation are fairly homogeneous within the population the risk 

of bias may be minimal, (Polit and Hungler 1993). If the experimental and control groups were 

dissimilar on important confounding variables in particular, maternal age, social class or parity, 

results could have been attributed to those factors rather than the model of care. For the 

purpose of this study successful attempts were made to provide a representative sample in 

relation to these three variables, (See Section 3.2 Results). There was also no reason to 

believe that this sample was untypical of any other urban area. These three variables (that is, 

maternal age, social class and parity), were considered important in relation to obstetric 

outcome, previous childbirth experience, expectations of care provision and subsequent 

satisfaction/dissatisfaction.

All women who booked for care at or before 16 weeks gestation, either with the GP practice that 

provided caseload care or the practice that provided team care were eligible for inclusion. 

Recruitment prior to 16 weeks gestation would have increased the risk of inviting women who 

might have subsequently suffered early pregnancy loss. Women booking after this time may 

have received a different approach to care elsewhere, or may not have had sufficient 

opportunity to establish a relationship with the midwife and so were excluded.

Attempts were made to exclude women who may have suffered pregnancy loss at or around the 

time of recruitment. Thereafter an outcome of intra uterine death, stillbirth or neonatal death did 

not exclude women from continuing in the study, if they so chose. An adaptation of the 

questionnaire would have been made to remove questions that could have caused distress. 

The role of a supportive midwife in these circumstances may be very important, therefore 

attempts would have been made to ensure that the opinion of these women was made known. 

Fortunately, in the event, there were no fatalities.

2.2.2: Recruitment

Recruitment took place between 1st May 1995 until 30th April 1996. Women recruited at the 

end of the study delivered by the end of 1996. All questionnaires were returned by February 

1997.

It was not possible to recruit all women in the same way. This was because women receiving 

caseload care were routinely seen by the midwife at 16 weeks gestation, whereas women in the 

team care group were not. Women receiving caseload care were given an information leaflet 

and consent form by their named midwife at 16 weeks gestation. Forms were returned directly 

to the research office, using a stamped addressed envelope. Caseload midwives recorded the
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name, age, parity, expected date of delivery and social class of the women on a separate form 

which was returned to the research office monthly.

Data were collected from the case notes of all women who had received caseload care (n=79; 

one woman moved out of the area).

For recruitment to the control group, the team midwives recorded the name, address, age, 

parity, expected date of delivery and social class of all women after their first initial visit which 

ranged between six and 18 weeks gestation (n=270). These data were sent to the research 

office monthly. The information sheet and consent form were then sent from the research office 

to women at 16 weeks gestation. (See Appendix 3, for forms completed).

For the first 3 months of the project, attempts were made to match the control group with the 

experimental group based on age, social class and parity prior to control women being invited 

to participate. The response rate from the invited control group was too low to continue this 

method of recruitment. Thereafter, all women who were booked for care by the team were sent 

an invitation to participate at 16 weeks gestation and matching conducted retrospectively. 

Sufficient numbers of women were cared for by the team midwives to enable a reasonably 

matched sample to be achieved.

In total, 180 women were invited to participate from the possible 270 women booked for team 

care. (This reduction in number was due to miscarriage n=18, booking after 16 weeks n=10, 

incomplete address n=7, moved out of area n=2, other n=3, not included at commencement of 

trial due to failed attempts to match n=50)

In the final analysis of questionnaires, all responses from the control group were compared on a 

percentage basis with the experimental group. The matching process was applied prior to the 

data being collected from the case notes. Seventy nine women who had received team care 

were matched with the experimental group for age, social class and parity.

The priority for matching was firstly parity since the risk factors associated with primigravidae 

and multigravidae vary and previous experience of patterns of care can influence expectation. 

The differentiation was between gravida 1,2, and more than 2.

Social class was the next considered factor because of the potential effect on expectation of the 

service and resulting satisfaction. Social class was determined by the caseload or team 

midwife, using the Registrar General's classification with given examples. The documentation 

used by both groups of midwives was the same, (See Appendix 4). As in all studies of this kind 

user variation has to be acknowledged as well as the potential inaccuracies of assessing social 

class status based solely upon the husband's occupation. For this reason data were also

69



collected on education, employment, housing status and marital status of each respondent to 

the questionnaires. For the analysis of case notes, the stated social class in the notes was 

accepted.

Maternal age was the final variable. Teenage girls and women over 35 years, especially 

primigravidae, often have special age related needs and variations for care. There were a 

similar number in each of the three age groups of; less than 20 years, 21 - 34 years and over 

35 years.

In the final analysis 64 women were matched on all three criteria, 14 matched on two and 1 

woman matched on parity only.

2.2.3: Questionnaires

The main advantage of the questionnaire is that it can be designed and customised for any 

purpose or group of people. In addition, because a questionnaire does not have to be 

administered by the researcher in person, it means that a large sample of people can participate 

in the study by post, (Hicks 1996). Additional advantages and disadvantages of questionnaires 

are well documented, (Polit and Hungler 1993; Gilbert 1993; Hicks 1996). However, designing 

and using questionnaires is a complex activity that Oppenheim (1992) compared to fishing. 

Oppenheim (1992) suggested that it is like trying to catch a particularly elusive fish, by casting 

different kinds of bait at different depths, without knowing what lies below the surface. It is 

common and often recommended that questions are borrowed or adapted from other validated 

instruments. The wording of each question still requires careful monitoring for clarity, sensitivity 

to the particular respondent's anticipated psychological state, freedom from bias and reading 

level, (Polit and Hungler 1993).

All four questionnaires used in the current study utilised questions from two validated 

instruments, which had been designed for use in the U.K.; the Office of Population Censuses 

and Surveys (OPCS), Survey Manual of Maternity Care (OPCS 1989), and What Pregnant 

Woman Think, A Survey of Women's Opinions of Maternity Care (Home Antenatal Care in the 

Valley's Project 1994), although a number of related questionnaires were also considered.

Shell et at, (1995), conducted a secondary analysis of data using the Maternal Concerns 

Questionnaire, to determine if this tool measured maternal concerns in different populations of 

women. Although they concluded that the instrument was able to discriminate specific concerns 

between populations and is a precise measure of concerns, it was not utilised for the current 

study because the results would not have directly addressed the research question and the 

objectives that had been set. The issues that this tool addresses however, could be used for a 

more focussed study on empowerment as women are asked to identify questions, worries,
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problems or concerns about themselves, their baby, their partner, their family and the 
community.

The questionnaire adopted for use in the study of the Glasgow Midwifery Development Unit 

(Turnbull 1995), was also considered because of the focus upon a comparison of two types of 

care. Many of the questions in this questionnaire are similar to those utilised. However, some 

questions were specific to the purpose of that study. Many of the questions had been taken 

from the OPCS Survey Manual (OPCS 1989), which had already been identified as the most 

important source.

The OPCS Manual (OPCS 1989), describes how to carry out local surveys of women's 

experience of maternity services. It was designed primarily for use by District Health Authorities 

(DHA), wishing to measure consumer's views of local services. It contains model 

questionnaires for both an antenatal and a postnatal survey. They were designed for postal self 

completion by women and it is suggested that adaptation to reflect particular circumstances or 

interests may be necessary (OPCS 1989). These questionnaires had been tested by the OPCS 

in four DHA's in England and as a result they concluded that,

"it is practical and produces reliable and useful results, with response rates averaging 

75% to be expected" (Office of Population 1989:1).

The "What Pregnant Women Think' questionnaires were developed in South Wales (in an 

adjacent area to the current study) as part of a project which commenced in 1992, (Home 

Antenatal care in the Valley's Project 1994). The project included a longitudinal study of 

womens' perceptions of, and satisfaction with pregnancy and services relating to maternity, to 

establish what is important to women against which to measure existing services. The first 

stage of the project involved the multi-phased development of five questionnaires. The 

women's agenda was identified by semi-structured interviewing, and a subsequent sample of 

1000 women were sent a detailed questionnaire at five points throughout pregnancy, from 

booking, to two months after delivery. Parallel use of diaries were used to complement the 

former approach. The second stage of the project was a randomised study comparing detailed 

clinical, economic and satisfaction outcomes (using a modification of the questionnaire 

designed) in women with recognised high risk pregnancies. This study was conducted in an 

adjacent geographical location to the current study and it was therefore appropriate to utilise 

questions that were applicable to both studies.

To ensure that the data collected would achieve all the objectives set, a small number of 

additional questions were formulated and piloted before being incorporated into the final 

questionnaires. Questionnaires were designed to be sent to women at 20 weeks and 36 weeks 

antenatally and 10 days and 6 weeks post delivery.
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The timing was decided to enable questions to be focussed on significant points within the 

duration of a childbirth experience. It is well documented that opinions change after an event. 

Chamberlain et al, (1993), questioned women about pain relief in labour, immediately post 

delivery and again at six weeks postnatal. Post delivery 70% of women said they had been free 

to choose their method of pain relief, six weeks later this had fallen to 55%. Likewise 92% of 

women post delivery stated that they had been given sufficient information, this later fell to 82%. 

Similarly, memories of adverse effects of drugs had faded from 43% after delivery to 20% at 

six weeks.

Utilising the recommendations for questionnaire design (Cormack 1991; Rees 1995; Houston 

1996), the questionnaires were designed to have separate sections with a logical progression 

and format. Each questionnaire started with simpler questions to provide general information, 

with more personal questions asked at the end. Care was taken not to raise anxiety or 

expectations by questions asked. A combination of closed, open and semi structured 

questions were included. This facilitated better comparison of some questions for which there 

was a pre coded response. Satisfaction was measured using a five point Likert type scale of 

general satisfaction, as well as specific opinion responses to dimensions of care such as 

information, communication, choices and control. Although scales permit quantification of 

subtle gradations in the strength or intensity of individual characteristics, they have been 

criticised for response set biases, (Polrt and Hungler 1993). Free response questions allowed 

for comments on areas of particular note or for suggestions of improvements needed. It also 

enabled comment about issues which had not been asked about in the pre coded questions.

Structured pre coded questions have been criticised by Robinson (1996), who suggested that 

patients who complete questionnaires are powerless because they do not choose the subject or 

frame of the questions. For this reason she advocates opportunities for open comments and 

the need to report,

"direct quotations, rather than percentage responses to allow readers to actually hear 
patient's voices" (Robinson 1996:44).

To do this there is also a requirement to balance responses since a small number of direct 

quotations that demonstrate strong opinions may have a more lasting impact than the majority 

of less definite statements. The aim for all voices to be heard is incredibly difficult. The 

questionnaires were provided in English only and required women to be literate to complete 

them. These factors do present a potential bias, although with the size of the study and the 

nature of the study area, the number of women excluded for these reasons was very low. Free 

response questions were included in the current study, although the volunteered nature of such 

free responses is not comparable between subjects. They do however permit an indirect 

assessment of the number of comments made about specific aspects of care, to get an
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impression of strength of feeling. (For example if 50% of women all express the same concern). 

It also allows for totally different issues to be introduced.

Each questionnaire was piloted on ten women either attending an antenatal clinic, or who had 

given birth at the maternity unit involved in the study. This was because, although the 

questions had been taken from a validated source, some new questions had been added and 

the order of responses changed. It is likely that any new draft could contain flaws or 

typographical errors; questions could be illogical or include technical terms not understood by 

respondents; or the layout could be unclear. Piloting is therefore essential. Fortunately, only 

minor alterations were necessary following this stage. Completion time was also monitored 

which ranged between 15-25 minutes. This could be considered too lengthy. Ideally 10 

minutes should have been a maximum since women would have had time constraints especially 

after the baby was born. But at the time it was felt that all questions were essential and it 

seemed better to take the risk of rater fatigue rather than collect superficial data. In retrospect, 

some sections could have been shortened, for example questions about parentcraft education 

and hospital admission.

Robinson (1996), stated that researchers should not assume that patients welcome giving up 

their time to complete a questionnaire,

"we should always presume that patient's time is of value to them, and should not be 
wasted in useless effort (Robinson 1996:43).

Bell (1987), recommended sending reminder letters one week after the expected date of return, 

followed by a second reminder. Further contact after this should be avoided as it could be 

considered an invasion of privacy. Reminder letters were sent if questionnaires had not been 

returned within three weeks. No further follow up was attempted after this time. This was 

because of the timing of each questionnaire. After a period of approximately six weeks the next 

questionnaire was due to be completed. The use of telephone reminders was considered, 

however, because women had been recruited anonymously, it was felt that this could have 

been seen to compromise confidentiality.

Questionnaires were coded for purposes of confidentiality, and an SPSS program designed for 

analysis.

The final version of each questionnaire is shown in Appendix 5, together with the accompanying 

letters and reminders.

2.2.4: Semi-structured interviews

A semi structured interview was chosen to ascertain views from the midwifery staff because 

this approach provides the opportunity to explore attitudes, values, beliefs and motives that
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would not have been possible within a questionnaire, (Barriball and While 1994). The total 

potential sample was also small, making this approach feasible, (n=12, that is, caseload 

midwives n=2, team midwives n=7, managers n=3). However, ensuring validity and reliability is 

as important as other more quantitative approaches. In this situation this does not rely upon the 

repeated use of the same question, but upon conveying equivalence of meaning. This 

equivalence of meaning helps to standardise the semi structured interview and facilitate 

comparability (Barriball and While 1994). Holloway (1991), proposed the use of the terms 

'authenticity' and 'attestabiiity1 as appropriate concepts for validity and reliability in qualitative 

studies. Authenticity means that the data are internally consistent and credible, are fully 

reported and represent the reality and meanings of the phenomenon under study. That is, the 

analysis of the interview measures what it is intended to measure and is therefore valid. 

Attestabiiity refers to the degree to which the researcher makes the methods explicit and 

uncovers negative biases or reactive effects. This can be related to the degree of consistency or 

dependability with which the interview measures the attributes it is designed to measure. The 

process employed to conduct the interviews is therefore required to be visible and systematic.

It was acknowledged that semi structured interviews would not produce similar data to the 

questionnaires, since they allow for respondents to add their own views to a greater extent. A 

structured interview could have offered pre coded responses from which preferences could 

have been indicated. Although this has some advantages it also has some shortcomings. In 

particular, they do not allow for answers other than those suggested. Semi structured 

interviews give respondents the opportunity to define answers and pose questions. The 

interviewer also has the opportunity to clarify and probe. For the current study, it was important 

to have major areas covered but it was also considered to be an advantage to have additional 

responses. A semi structured schedule was therefore developed.

Participation in interviews had been discussed with all staff within the overall communication 

strategy of the project. Regular attendance at team meetings to update staff on progress meant 

that the written request to participate in an interview was expected. Despite total agreement in 

a group situation, one team midwife did not respond to the request, another commenced 

maternity leave prior to the arranged date and was unable to fulfil the commitment. A third team 

midwife was on long term sick leave during the time when interviews were conducted and 

subsequently left the team on her return. Hence, even though every effort was made to involve 

all interested parties, the total potential sample was not achieved. This may have been because 

the midwives knew the interviewer in roles other than 'researcher'. The interviewee chose the 

location and time, although all chose to come in work time and be interviewed on the research 

unit site. With hindsight the interview may have obtained different perspectives it they had been 

conducted in the midwife's homes and involved members of their family, who inevitably had a 

viewpoint about work commitments.
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The confidentiality of the interview was stressed. However, ensuring anonymity was more 

difficult. Although names were not to be used in any subsequent reporting, the nature of the 

study allowed for collective opinions to be identified with 'the managers', 'the team midwives' or 

'caseload midwives'. This is inevitable with a study of such small numbers. Information sheets 

and consent forms completed by the midwives identified these issues, (See Appendix 6). The 

length of each interview varied, ranging between 20-45 minutes, which allowed for time to listen 

to each person's opinion and to develop a rapport which Carey and Hawkes (1994), stated is an 

essential way of establishing equality between the two parties. Equality arises from the 

interviewer giving an assurance that information offered will not be challenged or resisted. The 

framework within which the interview was designed and conducted enabled comparisons to be 

made, whilst providing the opportunity for midwives to volunteer additional information of 

relevance to themselves. (See Appendix 7, for interview schedules).

Interviews were audio taped which allowed for interaction rather than note taking and also 

provided a complete and accurate account of individual responses which were then transcribed 

verbatim. Factors threatening the reliability and validity of interviews as a method of data 

collection include memory decay; the importance of the research topic for the respondent; the 

social characteristics of the interviewer and interviewee; the substantive content of the 

questions; misunderstanding or misinterpretation of the interviewer or interviewee; and a 

tendency for the interviewer to seek answers that support his or her preconceived notions, 

(Smith and Armstrong 1989).

Overall, therefore, the success of the semi structured interview method to some extent will rely 

upon the skills of the interviewer in making a number of field decisions. Adjusting each 

interview in order to obtain accurate and complete data whilst maintaining sufficient 

standardisation to secure validity and reliability requires training and experience. In this 

instance, the interviewer undertook the necessary theoretical preparation. Experience was 

gained by conducting the interviews. To overcome any potential bias in the conduct of the 

interviews, responses were analysed in a rigorous way. Each transcript was read independently 

and coded by three additional researchers. No misinterpretation was noted and no evidence of 

bias in questioning identified. It is also encouraging to note that the themes that emerged from 

manual analysis have more recently been shown to be the same as those arising from a 

subsequent study using similar data but applying a computer analysis technique.

2.2.5: Case note data

All women were responsible for retaining their own case notes during the antenatal period. 

They are retained by the hospital after delivery. The woman retained her care plan until 28 days 

post delivery, when it was collected by the midwife and returned to the case notes. All records 

were available from hospital sources. The danger of inaccuracy of retrospective recordings is
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acknowledged. However, the use of data from case records can help overcome the problems of 

response bias and allows for extensive amounts of detailed information to be collected without 

inconvenience to the participant. However, since the researcher has not been responsible for 

the collection and recording of information, he or she may be unaware of the limitations, biases, 

or incompleteness of the records, (Polit and Hungler 1993). Two of the major sources of biases 

in records are 'selective deposit' and 'selective survival'. In the current study data were initially 

collected from the birth register by the researcher following delivery of women in the study. This 

gave a complete and accurate set of intrapartum data about all women. The entire details 

about care were not collected until all women in the trial had completed care. In some cases 

this exceeded twelve months. After this period of time the availability and ease of access to 

records varied dramatically, (selective survival). Some women had embarked upon a 

subsequent pregnancy, whilst others continued to receive related gynaecological care that 

necessitated their case records being filed or held elsewhere in the hospital. Obtaining the 

entire set of intended records was time consuming. All case notes from the caseload group 

were located. Attempts were made to match on all three variables, that is, parity, social class 

and age. It was not possible to match all caseload women with women in the team care group 

who had also completed questionnaires. Fifty five women matched on all three criteria and a 

further seven on two criteria. Matches were then sought from women who had received team 

care but had not completed questionnaires. A further 9 women were then matched for all three 

criteria and 5 on two criteria. In the final sample groups used for comparison of case note data, 

64 out of 79 matched on three criteria, 14 matched on two criteria and one woman was matched 

on parity alone.

The incompleteness of records caused some additional effort in searching for details from the 

case notes or care plans, (selective deposit). In summary it was estimated that data had been 

incomplete in no more than 3% of records, which was considered to be acceptable. Data were 

collected into a Paradox1 table format for analysis. Details of data collected are shown in Table 

2.2.

In summary, each method of data collection has advantages and disadvantages. It was hoped 

that a combination of methods would assist with triangulation of results. Having utilised a 

variety of data collecting sources, the methods by which each could be analysed also required 

different analytical tools to be considered which are discussed in the next section.

1 Paradox is a relational data base that can be used to attach codes to statements and make 
simple statistical counts. (See Section 2.3 Analysis).
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Table 2.2: Data collected from case notes

Face Data Ante natal data

Age
Parity
Gestation at booking
Marital status
Social Class
Drugs, folic acid

Lead professional, transfers 
Number of ante natal visits 
Number of times "did not attend" 
Number of carers (different signatures) 
Number of ultra sound scans 
Complications
Admissions, reason, length of stay 
Admissions for false labour

Labour data Post Natal data

Onset, gestation, spontaneous/induced,
seen at home by midwife
Labour, length, acceleration, time spent
in hospital
Pain relief
Monitoring
Artificial rupture of membranes
Complications, maternal/fetal
Type of delivery
Number of carers in labour
Known carer at delivery
Perinea! trauma, suturing
Apgar score
Admissions to special care baby unit

Birth weight

Length of post natal stay
Number of carers in hospital
Number of home visits
Breast feeding at delivery and 6 weeks
Complications, maternal/neonatal
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2.3: Analysis

This study involved collecting large amounts of information from the women in the trial. In order 

that an overall picture of the groups could be described in terms of any characteristics which 

were of interest, the data collected were analysed in the main, using descriptive statistics in 

order to highlight some of the most interesting findings. Inferential statistics were not 

considered to be appropriate as the sample size was small and not randomly allocated. 

However, a number of correlations were used in a descriptive capacity. It would however, be 

inappropriate to make inferences based upon what could have been a non representative 

sample.

The quantitative data collected from the questionnaire were analysed using the Statistical 

Package for Social Sciences (SPSS) using frequency counts and cross tabulations between the 

two groups and between specific questions. For questions of a similar nature or with a similar 

theme, for example, control in labour and relationship with the midwife in the antenatal period, 

the responses to each question were cross-tabulated to explore consistency of response and 

also to check if there was any possible misinterpretation of questions.

The questionnaires also included a number of scales to measure the intensity of attitudes and 

perceptions of care. Likert scales presented the respondent with a series of items worded either 

favourably or unfavourably towards some phenomenon. Although this has the advantage of 

allowing graduations in the strength or intensity of individual responses to be quantified, it has 

an inherent risk of response set bias (Hicks 1996). This can include either a socially desirable 

or an extreme response bias. Furthermore there are some respondents who may tend to agree 

or disagree with statements regardless of their content. McDowell and Newell (1987) suggest 

that judgements of psychological qualities or feelings may be more susceptible to bias in self 

report which varies among people and overtime. McDowell and Newell (1987) describe two 

approaches that are used to deal with bias in health measurement. The first argues that health 

care should consider the problem as perceived from the patient's perspective. From this view 

point it can be argued that the biases inherent in subjective judgements do not threaten the 

validity of the measurement process. The counter argument is that in the interests of correct 

interpretation of data, that measurements should disentangle the objective estimate from any 

personal response bias. Most health indices or scales do not disentangle the subjective and 

objective components in the measurement. However, the calculation of summation of scores is 

one method that is commonly used in the analysis within formal scales to indicate an overall 

response, for example SF-36. This method is less used between separate scales. The SF-36 

scale (Ware et al 1993), provides a standardised scoring system that yields a profile of eight 

health scores and a composite score of a self evaluated change in health status.
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The principles of this method are also commonly applied in assessment of academic work. For 

example, multiple parts to an assessment process are aggregated and weighted to provide an 

overall result and a single mark is then used to indicate a standard of work that refers to 

different elements. This method can also show continued progression and attainment of a 

standard when results throughout a course are aggregated towards a final grade. This 

indication of a certain standard over time would appear to be a better indication of overall 

achievement. Similarly therefore the aggregation of responses to the same questions within 

questionnaires completed over a time period indicate a consistency of feeling which can not be 

achieved by a single response.

Hence, these same principles can be applied to the analysis of data sets where single questions 

have contributed to an overall opinion of certain aspects of care. Although the specific use of 

composite scores used in the current study is not documented in the literature, the principles 

upon which they are based have been explained. This innovative approach proposed by 

Moseley and Mead (1999) provide a way of overcoming many of the problems associated with 

bias and offers a deeper and more insightful exploration of the data.

For these reasons analysis of certain questions that had been completed over the time period of 

the study and repeated in more than two of the questionnaires, were brought together in a 

summation of responses. For example, for questions that were either repeated or were of a 

similar nature such as, feelings of satisfaction, a new variable was computed giving a 

meaningful numerical value to each response (representing a positive or negative response; a 

high score being positive, a low score being negative), so creating a revised composite score for 

each respondent. This process was also utilised to create a new variable relating to 

individualised care, information, continuity of carer, and relationship with the midwife.

The values given to each response were then varied to assess the sensitivity of the new score. 

That is, initially a new variable was computed giving a response to a question about continuity of 

carer of 'yes all of the time', plus two; 'some of the time', plus one and 'not at all', zero. This 

process was then repeated but increasing the numerical value of some of the responses which 

enabled a consistency of positive and negative responses to be detailed, that is, if the most 

positive answer scored plus four, the most negative would score minus four.

Prior to any analysis the criteria was set to avoid the researcher being tempted to set post hoc 

rules which would, however inadvertently, favour personal bias/expectations. These criteria 

involved determining a the score that could be considered high, indicating a very positive 

response, and low, indicating a negative response. Care was taken to ensure that where the 

opinion of care was inconsistent that a score could reflect an overall opinion. For example, if 

continuity of carer had been reported as very good during the antenatal and postnatal periods 

but there was an unknown carer for delivery, the range of scores in each category would allow

79



for an overall positive response. The reliability of these judgements were then checked with two 

independent midwifery colleagues who were also unbiased by any results.

The two different composite scores for each new variable were then cross-tabulated. There 

were few differences in the results however, the second variable utilising the higher scores 

appeared to allow more scope for variation at either end of the responses, that is, very positive 

or very negative. Further analysis was therefore carried out on the new variables with the 

higher scores.

Frequencies of each composite score followed by cross tabulation by experimental and control 

groups, indicated that the responses were widespread and due to the small numbers of women 

overall and hence within each cell, further analysis would not have been valid. Scores were 

therefore grouped together and re-coded as high, medium or low. Results for each of the four 

new variables (for; individualised care, information, continuity of carer and relationship with the 

midwife) were then cross tabulated by group and a chi-square test carried out as a measure of 

association. This test takes each of the obtained values in the cells and compares them with 

what would have been there if the null hypothesis were true. The significance of the chi-square 

value is determined by the appropriate statistical table, (Clegg 1993).

Grouped composite variables were then correlated using Pearson and Spearman correlation 

co-efficients, with the composite score for satisfaction. Both tests were carried out since the 

advantage of Spearman rho is that it can be used to calculate a correlation co-efficient on data 

originally expressed only in grades. Whereas Pearson r is a method used when a pair of 

variables are both measured by means of scales, which use precise numbers (Clegg 1993).

A partial correlation was also computed, controlling for group, to indicate any degree of 

significance. Whilst acknowledging that the sample size was small and not randomly allocated, 

some co-efficients of composite score did appear to be influenced significantly by group. This 

offered a measure of association between the four variables of, individualised care; adequacy of 

information; continuity of carer and relationship with the midwife, with satisfaction. However, 

association does not necessarily mean causation.

Finally, the mean of each composite score was then compared with the mean for satisfaction 

(with satisfaction as the dependent variable and the other composite scores as the independent 

variable), followed by an analysis of variance (Anova) test.

The purpose of this more innovative analysis was to try and explore further the variables that 

had been input. The major output became composite variables which enabled the analysis to 

get beyond what the respondents indicated on the questionnaires. This is an attempt to 

understand more deeply what they thought and felt. This process is beneficial since it
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overcomes the problem of socially desirable responses and it also simplifies complex 

phenomena. It therefore helped to determine the relative importance that a number of the 

aspects of care had on maternal satisfaction.

The qualitative data collected through free response questions as well as the outcome data from 

case notes were analysed using a relational data base computer package, Paradox. This 

enabled the outcome measures from the case notes to be recorded consistently using pre 

assigned codes. Counts could then be made easily together with a comparison of variables in 

any outlying cases. The use of Paradox for the free text data is more unusual. In the same way 

as the outcome data, it allowed for codes to be attached to statements. This enabled themes to 

be identified within statements, both manually and automatically. It is also very easy to select a 

particular word or phrase, e.g. continuity/care by a known midwife etc. and to display all the 

statements together.

Miles and Huberman (1994), suggested that findings from qualitative studies have a quality of 

'undeniability'. Words, especially organised into stories can have a vivid, meaningful impression 

that may be more convincing to a reader than summarised numbers. However, one of the 

difficulties in the use of qualitative data is that the methods of analysis may not be well 

formulated.

"For quantitative data there are clear conventions the researcher can use. But the 
analyst faced with a bank of qualitative data has very few guidelines for protection 
against self-delusion, let alone the presentation of unreliable or invalid conclusions" 
(Miles and Huberman 1994:2)

Miles and Huberman (1994), advocated more systematic and powerful displays of qualitative 

data and urge " a more inventive, self conscious, iterative stance" utilising appropriate computer 

packages, (Miles and Huberman 1994:11). Tesch (1989), proposed that computer aided 

analysis could reduce analysis time, make procedures more systematic and explicit, ensures 

completeness and refinement and permits flexibility and revision in analysis procedures.

Moseley et al (1997), discuss the development of applying lexical and semantic analysis to the 

exploration of free-text data using the Paradox relational database. They suggest that it offers a 

way of producing publicly accessible results in a transparent and reproducible fashion, whilst 

reducing the errors of manual analysis. They demonstrate that it is possible using such an 

approach for the reader to disagree with any result, because the method of analysis can be 

demonstrated through good audit trails.

There are however some apprehensions about the use of computer analysis of qualitative data. 

There is the fear of the researcher becoming detached from the data, with reliance upon a 

system that cannot interpret phrases etc. and undertakes the categorisation process with less 

constant reading and re-grouping of categories. There is also the risk that an incorrect
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interpretation could be placed on a comment and coded inappropriately. The concept of 

quantitative analysis of qualitative data may also be considered inappropriate.

Having initially undertaken a manual analysis of the free text data, the experience of then using 

Paradox identified the subtle advantages of computer assisted packages. Far from becoming 

detached from the data, each comment had to be assigned to categories and then could be 

read together to deepen understanding. Viewing all comments about a certain theme enabled 

comparison and further clarification of the categories. The ease with which every positive or 

negative statement for each theme and by each group could be selected, allowed for greater 

exploration of the data. Finally, it was very easy with the manual analysis to get a quantitative 

impression of how many statements women in each group had made. Only when these could 

be refined into general type responses or single words, could a true count of comments about 

specific themes be made accurately. From the manual analysis it was concluded that the 

control group had been more vocal. Although they did in effect write more statements, the 

proportion of comments per respondent favoured the experimental group, who when they made 

a statement were far more likely to make a positive one. This variation was made explicit by 

simple counts of key words and phrases within each theme.

A similar process could have been utilised for the interview transcriptions. However, due to the 

relatively small amount of data and supporting information from notes made after the interviews, 

it was felt that manual content analysis, with independent verification of three other researchers 

could be used.

The use of a classical content analysis has been described by Fielding and Lee (1991), utilising 

the theory developed by Krippendorf (1980) and Berelson (1952). The purpose of this type of 

analysis is to make replicable and valid inferences from data to their context, therefore providing 

an objective and systematic description of the communication.

The first step in analysis of the data from interviews was the organisation of the narrative and 

the development of a coding scheme based upon the areas of questioning. The coded material 

was then organised into conceptual files according to the codes by the cutting of the written 

words. The actual analysis of the data is then an inductive process beginning with a search for 

themes. The search for themes involves the discovery of shared themes across subjects as 

well as variations in response. The final stage of the analysis is the integration of the themes to 

present the composite results with reference to direct quotations to support the methods of 

analysis and themes chosen. The ability to reproduce the methods used is important in the 

provision of an audit trail that can be checked.

At all stages in the process of analysis, data were rendered anonymous and confidentiality 

maintained. This was one of the ethical requirements which are discussed in the next section.
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2.4: Ethical Issues

There are a number of ethical obligations which may be considered relevant to research in 

healthcare . These include obligations to;

  produce the best outcomes

  respect autonomy, which includes informed consent

  do/avoid actions which are intrinsically right/wrong

  not harm intentionally

  respect life

  act justly and fairly, valuing people equally, assessing needs impartially, providing equal 

access to resources and distributing benefits fairly

  respect religious/cultural views of patients, relatives, professionals and carers

  act in accord with nature as far as possible

  carry out professional duties, i.e duty of confidentiality and duty to always act in the patients' 

best interest.

(Source: Multi centre research ethics committee (Wales), guidance notes for members)

In relation to the current research, women were informed in writing, about the study, their rights 

to confidentiality, and their rights not to participate or to withdraw at any time, without affecting 

their care. Written consent was required from all participants. There was no given time limit 

imposed for women to decide to participate, although it was hoped that forms would be returned 

within three weeks to enable the first questionnaire to be mailed at 20 weeks gestation.

Individual members of staff were given assurance regarding confidentiality. However, due to 

the size and nature of the study, ensuring anonymity was more difficult. This was explained to 

staff prior to their written consent and they were again reminded prior to the commencement of 

the interview.

All questionnaires were coded to maintain confidentiality and anonymity.

It was not anticipated that the study could cause harm. The potential that questions could raise 

expectations was considered, however care was taken with phrasing and direct contact could 

have been made by post or telephone, where advice to seek further information from the 

midwife could be given.

The possibility of pregnancy loss or bereavement was considered. Midwives provided the 

names of all women suffering early pregnancy loss on a monthly basis, and bereavement 

details were available from the birth register. Unfortunately two women were sent 

questionnaires who had suffered a miscarriage or termination for fetal abnormality. In one
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instance the woman returned the questionnaire with a polite indication of her reasons and an 

apology was sent. The second woman detailed the distress that the questionnaire had caused. 

Again an apology and explanation of how the error had occurred was sent. Permission was 

also needed to extract data for audit purposes from the case records of those women who did 

not consent to complete questionnaires.

No decision was taken in advance of what should be done if a respondent reported sub 

standard care. In the event, the writings of two women caused concern. In the first instance the 

account of care was given at 20 weeks gestation. The researcher contacted the woman directly 

and advised her to detail her concerns directly to a named midwife manager.

This was the course of action chosen and the woman's pregnancy and care progressed to her 

satisfaction. The second woman's partner took the opportunity to detail his concerns about a 

named Health Visitor on the final questionnaire. No action was taken in this instance.

Two further ethical issues were considered. Firstly, it was necessary to collect data from the 

case notes of women who had not consented to take part in the survey. Secondly, for women 

recruited from the team care group, access to details of names and addresses were provided by 

the midwives.

As this study was being conducted on behalf of the Trust, they considered that it was justifiable 

to give access to data that were routinely collected as part of the audit process and to supply 

details of their clients. Providing this data to the researcher without prior consent of the women 

however, could raise an ethical and/or legal debate. The research ethics committee approved 

the perspective taken by the Trust in relation to data collected for audit purposes and did not 

challenge access to the subjects. This could have been because data protection is a legal 

issue rather than an ethical issue. At the time of consideration, ethical approval was granted by 

the Local Research Ethics Committee without revision to the study protocol.

With hindsight, it would have been possible to request access to case notes only, for those 

women who chose not to complete questionnaires. Furthermore the midwives could have 

gained consent from the women, to share their personal details with the research team. In the 

funded study that is continuing in this area, these issues have been addressed.
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2.5: Funding

Funding was sought from the Wales Office of Research and Development to support the current 

study, which initially encompassed an economic review. The application was initially 

unsuccessful. This led to the adaptation to the original design thereafter omitting the planned 

economic evaluation. A small amount of money was made available via a professional award 

from a baby milk company, which paid for the production of the questionnaire covers. 

Remaining costs were self funded. Following completion of data collection, the Wales Office of 

Research and Development (WORD) awarded a small grant to support time for analysis prior to 

submission of a new proposal. The new proposal was successful in achieving a grant of 

£56,000 to extend the study and include an additional model of midwifery care.

This chapter has described the study design, the sample involved and the methods of data 

collection and analysis. Chapter 3 now presents the results generated from each of the tools 

used.
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Chapter 3 

Results

This section reports the results obtained from three different sources;

1. Four postal questionnaires

2. Case note data

3. Semi structured Interviews

Results from questionnaires and case notes that relate directly to the research questions are 

presented first. In addition, data arose that were of interest to midwives and the profession but 

did not specifically address the study objectives. These subsidiary findings are presented as 

they are of interest to related aspects of care. Where appropriate, a brief explanation of the 

findings is offered. Further analysis and discussion is presented in Chapter 4, which 

summarises the results in relation to the research questions and draws upon related literature.

Data are presented on a number of aspects of care that only involved a small proportion of 

women in the study, for example, only four women who answered questionnaire two were 

delivered using forceps, yet their opinions in relation to this experience have been mentioned. 

Trends in relation to aspects of care that involve only small numbers are identified.

Frequencies and cross tabulations have been used to present the data. In the main, a greater 

use of more detailed statistical analysis would have been inappropriate due to the small 

numbers and non-random sample used.

Results are shown with accompanying graphs where the difference is at least 10 percentage 

points. An exception to this are results from Likert type scales that consistently show that the 

experimental group were more likely to tick the extremes of the scale, i.e. strongly 

agree/strongly disagree.

Results that do not show a 10 percentage point difference may be presented in the text or in a 

table form if they demonstrate a trend or pattern of responses.

Results of differences between the experimental and the control groups that exceed 10%, have 

been used to make suggestions about answers to the research questions, although 

generalisations cannot be made.

The same colour coding has been applied to all graphs as appropriate. Green to yellow shows a 

very positive to positive response, whereas red to orange depicts a very negative to negative 

response. Neutral responses are coloured blue.
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3.1: Strategy for data analysis

To meet the aims and objectives of the study, data were examined to answer three main 

questions;

1. Is this model of care safe?

2. Is it satisfying to the women involved?

3. Is it acceptable to the participating midwives?

Defining and reporting evidence of what is safe care and what is satisfying care is complex. For 

this reason the key priority areas identified in Section 1.6 (Figure 1.1), together with the 

additional data collected to meet Trust requirements have been used to provide a framework for 

reporting results. That is;

> Safety

> Satisfaction, which comprises,

> Continuity of carer

> Information and communication

> Choice and control

> Overall satisfaction as defined by the women 

> Achievement of health gain targets

> Subsidiary data that did not relate directly to the research question, but includes results 

relevant to midwifery care.

At each sub-set of results presented under these headings, the significance to the aims, 

objectives and hypothesis of the study is identified. Where appropriate results are presented as 

they relate to each episode of care, that is, antenatal, intranatal and postnatal.

Data from free text responses that relate to all aspects of care are reported in Section 3.8.

Data from interviews about the acceptability of the different organisational approaches from the

professional's perspective are presented in relation to the four themes that emerged from the

interview data, that is; (See Section 3.9)

> Commitment and motivation

> Inequality, unfairness and conflicts

> Support

> Organisational issues

Initially, a profile of the sample, together with a brief discussion about their chosen place of birth 

and opinions of any previous experiences of maternity care is provided.
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3.2: Sample and response rates

Table 3.1 shows the age, parity and social class of the achieved sample (from whom 

questionnaire data was collected) and of the population from which the sample was drawn. 

Table 3.2 shows the comparison of variables between the experimental and control groups in 

the achieved sample. Both experimental and control groups had a higher proportion of women 

in social class A and B than in C in both the population and the achieved sample. Higher 

response rates from social classes A and B, is unsurprising as with many studies, the more 

articulate women are likely to respond. Although this could create a bias to the results the two 

groups being compared are very similar and were matched as far as possible prior to analysis. 

The experimental group however, did have a slightly higher proportion of women in social class 

C in both the population and the achieved sample, (27% compared to 17%) compared to the 

control group.

Table 3.1: Profile of population
Table showing how representative the achieved sample were in comparison to the

population from which they were drawn.

Age

Parity Para 0

Para 1

Para >1

Social Class A 

(i&ii)

Class B 

(iii)

Class C 

(iv & v)

Experimental Group

Achieved 

sample n=49

Mean 28yrs 

range 17-39

24 (48%)

1 8 (36%)

7 (14%)

17(34%)

1 9 (39%)

1 3 (27%)

Population 

from whom 

sample was 

drawn n=80

Mean 28yrs 

range 17-39

35 (44%)

30 (37%)

1 5 (1 9%)

23 (29%)

31 (39%)

26 (32%)

Control Group

Achieved 

sample n=84

Mean 27yrs 

range 17 -38

35 (41%)

33 (39%)

16 (19%)

35(41%)

35 (41%)

14 (17%)

Population 

from whom 

sample was 

drawn n=180

Mean 27yrs 

range 14-38

72 (40%)

75 (41%)

33 (18%)

58 (32%)

78 (43%)

44 (24%)

The experimental group consistently achieved a higher response rate, especially for social class 

C, possibly due to the method of recruitment or the effect of introducing a new model of care. 

The trend for response rates were the same for both groups with social class C having the 

lowest response rate and social class A being the highest. (See Table 3.3).
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Table 3.2: Comparison of variables
Table showing the comparability of age, parity and social class for both groups in the

achieved sample

Age

Parity Para 0

Para 1

Para >1

Social Class A (i&ii)

B (iii)

C (iv&v)

Experimental n=49

Mean 28yrs

24 (48%)

1 8 (36%)

7 (14%)

1 7 (34%)

1 9 (39%)

1 3 (27%)

Control n=84

Mean 27yrs

35(41%)

33 (39%)

16 (19%)

35(41%)

35 (41%)

14(17%)

Table 3.3: Response rates for each social class

Social Class A

(i&ii)

Social Class B

(iii)

Social Class C

(iv& v)

Achieved sample

Exp.

17

19

13

Cont.

35

35

14

Population from whom

sample were drawn

Exp.

23

31

26

Cont.

58

78

44

Response rate

Exp.

74%

61%

50%

Cont.

60%

45%

32%

From the total 260 women (n=80 experimental, n=180 control) who were invited to complete 

questionnaires, 119 consented to do so, (n=49 experimental, n=84 control). As this is a fairly 

high attrition rate, the potential for bias exists. Once women had consented to take part, 

response rates to questionnaire one were 90% (n=44), for the experimental group and 89% 

(n=75), for the control group. Response rates thereafter were satisfactory although they did 

decline over time as expected. (See Table 3.4). For both groups the highest drop out rate 

occurred prior to consenting to take part.
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Table 3.4: Response rates to questionnaires

Numbers of women who 
agreed to take part in the 
completion of 
questionnaires

questionnaire 1

questionnaire 2

questionnaire 3

questionnaire 4

Experimental Group

n=49 
(invited to participate 
n=80, response rate 62%)

Number

n=44

n=41

n=36

n=33

Response 

rate

(90%)

(84%)

(73%)

(67%)

Control Group

n=84 
(invited to participate 
n=180, response rate 
46%)
Number

n=75

n=63

n=57

n=49

Response 

rate

(89%)

(75%)

(68%)

(58%)

Additional data about educational background, occupation and housing were collected from the 

women who completed questionnaire one. (See Table 3.5). This enabled comparison between 

the two samples on factors in addition to age, parity and social class.

Age on leaving school was lower for women in the experimental group, with 50% finishing full 

time education at 16 years or less, compared to 33% of the control group, although the highest 

education attainment level was similar for both groups, (See Table 3.5). The variation in the 

percentage of women who were housewives in the experimental group (14% compared to the 

control group 25%), could be attributed to the higher proportion of primigravidae in the 

experimental group. Contrary to expectation the employment of partners in the experimental 

group was higher, especially for management occupations, (42% experimental, 29% control).

From the sample of women who completed questionnaires it was not possible to match each 

woman from the caseload load group with a woman from the team care group according to 

parity, social class and age. The two groups were proportionately similar but not matched 

directly. Attempts were made however to ensure that data collected from case notes achieved 

a more accurate match of age, social class and parity for both groups.
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Table 3.5: Background of respondent sample

Do you live 
with?

Occupation

Partners 
Occupation

Age on leaving 
school

Highest 
Education 
Attainment

Alone

Husband/partner
Parents
Others, not partner

Unwaged, but not 
registered unemployed 
e.g. housewife
Unemployed
Employed - self
Employed -management
Employed - other

Unwaged, but not 
registered unemployed 
e.g. housewife
Unemployed
Employed - self
Employed -management
Employed - other

16 or below

17-18
>19

None

GCSE's and/or 'O 
Levels
'A' Levels
Degree, B.Tec or above
Skilled trade or 
Professional 
qualification

Experimental group 
n=44

0

40 (93%)
2 (5%)
1 (2%)

7(16%)

6 (1 3%)
3 (7%)
7 (16%)
21 (49%)

0

2 (5%)
3 (7%)
17(41%)
19(46%)

22 (50%)

9 (20%)
1 3 (29%)

2 (5%)

9 (20%)

8(18%J
11 (25%)
14(32%)

Control group 
n=75

4 (5%)

67 (88%)
3 (4%)
2 (3%)

18(24%)

6 (8%)
3 (4%)
11 (15%)
37 (49%)

2 (3%)

7(10%)
5 (7%)
20 (29%)
35 (51%)

25 (33%)

30 (40%)
20 (26%)

7 (9%)

12 (16%)

13(17%)
1 8 (24%)
25 (33%)
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Data from case notes

For data collection from case notes, the total of 79 women who had received caseload care 

(one woman moved out of the area and was excluded from the study), were matched as far as 

possible, by parity, social class and age, with 79 women from the team care group. Table 3.6 

shows the total numbers in each grouping. Ideally each experimental woman would have had a 

match on all three variables and would also have participated in questionnaires. It was not 

however possible to achieve a complete match. The priority for matching the variables were 

firstly parity, then social class and lastly age.

Table 3.6: Profile of women from whom case note data was obtained

Parity Para 0

Para 1

Para >1

Social Class Class A (i&ii)

Class B (iii)

Class C (iv & v)

Age <20 years

21 yrs - 34yrs

>35 years

Experimental Group n=79

35

29

15

23

30

26

8

57

14

Control Group n=79

33

32

14

23

32

24

6

59

14

For the 79 women in the experimental group a match was searched for initially from the control 

group women who had completed questionnaires (n=75). Only 55 matched on all three criteria 

(73%). A further seven women were matched on parity and age but not social class.

A match was then sought from women who had received team care and had been invited to 

participate who either did not return questionnaire one or who chose not to consent to 

participate in the completion of questionnaires. It was possible to match a further 9 women on 

all three criteria. Five women matched on social class and parity but not age and two matched 

on social class and age but not parity. In the final control group sample from whom case note 

data were collected 64 out of 79 matched the experimental group on all three variables (81%). 

Nineteen percent (n=14) matched on two out of the three variables and one woman was 

matched on parity only. Seventy eight per cent of the women in the control group from whom 

case note data was collected had also completed questionnaires. (See Table 3.7).
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Table 3.7: Numbers of women who matched on each of the variables

Matched on 

parity, social 

class and age

64

Matched on 

parity and social 

class only

5

Matched on 

parity and age 

only

7

Matched on 

Social class and 

age only

2

Matched on 

parity only

1

The timing of questionnaire completion was decided so that their most recent experiences of 

maternity care could be explored and to minimise recall bias. Questionnaire one was sent at 20 

weeks gestation. By this stage most women would have attended the hospital on at least one 

occasion and would also have had an ultrasound scan if desired. Questionnaire 2 was sent at 

36 weeks duration, at which time most women would have attended for antenatal care on 

numerous occasions and would be preparing for the birth. Questionnaire 3 was timed to enable 

women to still have an accurate recall of labour and delivery and also to have experienced care 

at home by the midwife. The final questionnaire was sent at 6 weeks following delivery. This 

denotes the physiological end to the puerperium and care from the health visiting service will 

have replaced midwifery care. After this period of time it was intended that women would 

reflect back on the pregnancy, birth and postnatal care as an episode of care rather than 

concentrate on her care at any one stage. Completion times of questionnaires did vary from 

intention. (See Table 3.8).

Table 3.8: Completion times of questionnaires

Questionnaire 1 sent (2

Questionnaire 2 sent (2

Questionnaire 4 sent <?

$ 20 wks

$ 36 wks

§ 6 wks post natal

% completed within four weeks 

intended time

of

77%

95%

93%

n.b. The time of completion was not requested in questionnaire 3.

There were no differences in completion time between the two groups. The earlier completion 

times of questionnaire one, could be explained by revision of dates following ultrasound. 

Although only 77% of respondents to questionnaire 1 completed it at or around the intended 

time, all data have been used. Recall of first antenatal visits may have been less than expected 

for those completing after 24 weeks gestation, however experience of other visits may have 

been greater. Due to limited numbers overall, exclusion of questionnaires on this criteria was 

not justified.
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3.3: Place of birth and previous experience

At 20 weeks gestation, of the 119 women who completed questionnaire 1, only 2 women (1 

experimental, 1 control), planned to have a home birth. Both women had their babies at home 

as did one woman from the caseload group who did not have this intention at 20 weeks. Home 

birth is theoretically an option given to all women. Both GP practices will provide intrapartum 

care, although some individual doctors are more supportive than others. Women were asked 

whether or not they were aware of their GP's provision of care for home birth. If the GP was 

known to refuse to support a woman who requested a home birth, this may have influenced 

their decision. Sixty per cent of women in both groups thought that provision was offered, 

although the remaining 40% did not know. Issues relating to the informed choice regarding 

home birth are discussed later.

Women who were pregnant for a second or subsequent time (excluding miscarriages), n=71, 

were asked about their previous experiences. They were asked to list in rank order the three 

best aspects of their care in a previous pregnancy, and the three aspects most in need of 

improvement. (See Table 3.9). This question was not intended to show any comparison 

between the two models of care being studied. The frequencies of responses of the total 

sample (caseload and team care women), were expected to be useful as a comparison to 

womens' suggestions for improvement in the midwifery service that would latter be elicited from 

questionnaire 4. The question did not offer women options to choose from in relation to the best 

aspects of care or suggested areas for improvement. They were intended to volunteer ideas, 

not endorse ideas offered to them. Hence factors listed were very variable with only small 

numbers ranking views in the same way. For this reason results were aggregated for first, 

second and third choices and the highest scoring single categories identified.

Only thirty-two women responded to the question, and not all offered three suggestions. There 

were 60 comments in total about positive aspects of care and 53 comments about areas in need 

of improvement. Table 3.9, shows the comments categorised according to physical care, 

psychological care, and other factors. The importance of a balance between physical and 

psychological care is apparent. The highest single category for the best aspects of care was 

'knowing the midwife'. For areas most in need of improvement 'time wasting' was most 

commonly noted.

Results about aspects of physical care that related to safety in the current study, are presented 

in the next section.
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Table 3.9: Aspects of care in previous pregnancies

Best aspects of care

Physical care e.g. care was 

efficient/good during either 

antenatal, labour or postnatal. 

Hospital care

Psychological care e.g. caring, 

understanding, good 

communications, information. 

Knowing the midwife (highest 

single category)

Other factors e.g. convenient, 

home visits, parentcraft

% of aspects 
ranked 1 st, 2nd 

or 3rd

40% n=24

48% n=29

12% n=7

In need of improvement

Physical care e.g. care 

was poor, no support 

hospital care, post natal 

care, poor pain relief

Psychological care e.g. 

poor attitudes of staff, 

communication, 

information. Seeing too 

many, not knowing the 

midwife

Other factors e.g. Wasting 

time (highest single 

category) 

20% n=11

% of aspects 
ranked 1 st , 2nd 

or 3rd

38% n=20

39% n=21

23% n=12
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3.4: Safety

In order to compare the efficacy of caseload versus team care, it was necessary to obtain 

outcome variables in relation to obstetric factors and the achievement of some health gain 

targets, such as reduction in low birth weight. The hypothesis tested was that caseload care 

would produce similar or more favourable outcomes in relation to complication rates and health 

gain target achievement.

This assumption was based upon previous research evidence that suggested an increase in 

continuity of care and carer can lead to the use of less systemic pain relief, less use of 

episiotomy, greater social support and increased birth weight, (Flint and Poulengeris 1987).

Thompson et al, (1989), defined the concept of safe as it relates to midwifery care as;

"Actions that secure the woman from harm; i.e. minimising the effects of existing 
psychosociai, biological (medical and obstetrical), and behavioural risk factors, and 
preventing injury and death (presumably of mother and/or baby,) during health care" 
(Thompson et al, 1989:126).

The components and indicators that demonstrate safe practice include; early history taking, 

screening procedures, attendance for examinations to identify deviations from normal, the 

ongoing reassessment of the plan for care, and achieving the desired outcome of a healthy 

mother and baby. The results from the current study that inform the achievement of this concept 

are drawn in the main from data collected from the case notes. A limited number of questions 

were asked in each questionnaire that will also be reported as appropriate.

3.4.1: Antenatal care

Safe care may best be provided by the most appropriate professional. It has been suggested 

that care for low risk women is best provided by a midwife (Department of Health 1992). 

According to case note data, 64% (n=51), of caseload women, and 87% (n=69), of team care 

women, had shared care between the midwife, GP and hospital consultant. The remainder of 

women (36%, n=28 caseload, 13%, n=10 team care), chose or were provided with midwife led 

care (MLC). Of this number of low risk women who were allocated MLC, 41% (n=11) of 

caseload women and 70% (n=7) of team care women were subsequently referred for medical 

assessment at some point during the antenatal or intranatal periods. This variation in referral 

rate could be due to a more appropriate selection of low risk women made by the caseload 

midwives, or alternately caseload midwives were more reluctant than the team midwives to 

transfer the women to obstetric led care Following a referral for treatment/intervention, the 

majority of women in both groups were returned to MLC.
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Achievement of a higher percentage of women for whom the midwife was the lead professional, 

is in line with health gain targets. There was also a lower proportion of women who needed 

referral to an obstetrician, suggesting an appropriate selection had been made. However, the 

extent to which the women in this study had themselves chosen this type of care is more difficult 

to discern. Thirty two percent of women in the caseload care group (n=14), indicated that they 

disagreed or strongly disagreed with the statement "/ have had a big influence on the type of 

antenatal care offered to me", compared to only 21% of team care women (n=16), although this 

represents very similar numbers of women. If the number of women who responded uncertain 

are included the percentage of women who could not state that they had had an influence over 

their care becomes similar, (45% n=20 caseload, 42% n=32 team care). Although the 

percentage differences appear small these results are presented because there were almost 

three times more women in the caseload group who received midwife led care yet it appears 

that this was not due to the womans" influence or choice for it, (See Figure 3.1). The influence 

in favour of midwife led care therefore appears to be directed by the midwife promoting MLC. 

The results also highlight the proportionately high number of women (64%), still receiving 

obstetric led care, even with a model of care that supports total autonomy of the midwife.

Figure 3.1: / have had a big influence on the type of antenatal care offered to me

1

18.2%

36.4%

13.6%

29.5% 

2.3% j

Experimental

14.5%

43.4%

21.1%

19.7%

1 . »<»£..

Control

  Strongly disagree D Disagree D Uncertain O Agree Q Strongly agree

According to Thompson et al, (1989), performing an early risk assessment is a component of 

safe care. Obtaining a comprehensive history of previous experiences from the woman is part 

of this process which Methven (1990) recommended take place in the home. It is Trust policy, 

for both caseload care and team care, that antenatal booking visits take place at home, 

therefore no comparisons could be made. However, women were asked about the timing of first 

meeting with the midwife and how long she waited before the booking interview took place.
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Ninety per cent of the caseload group had met their midwife by 10 weeks gestation, compared 

with only 68% of team care women. Fifty five per cent of caseload women were seen at home 

within 10 days of visiting the GP with 97% of them being visited within 28 days. In the team 

care group only 29% had been seen by 10 days and 87% by one month.

The gestation at first hospital visit was the same for both groups, hence care appears to be 

offered to all women at a time that could be considered safe. The fact that the caseload 

midwives provided care more promptly and hence, for a longer period of time can be considered 

positive in terms of establishing communications and relationships, but would be difficult to 

justify in terms of cost effectiveness, especially if outcomes are the same.

Frequency of attendance at antenatal clinic was similar for caseload and team care women. 

Only three women in both groups were recorded in the case notes as having missed an 

appointment on one or more occasions. The pattern of visiting (i.e. routine visits monthly until 

28 weeks gestation, fortnightly until 36 weeks gestation and weekly until delivery), was also very 

similar, despite a higher proportion of caseload women having midwife led care. It could be 

anticipated that with individualised care, women would have less routine timing of visits, but in 

the current study this was not the case. The mean number of visits to an antenatal clinic for 

caseload women was 13.5, compared to 14.4 for team care women.

Women were asked a variety of questions about hospital clinics, their purpose and frequency. 

Women's opinions of the need for visits were similar. Since the frequency of attendance was 

the same for both groups, it is suprising that there were more women in the experimental group 

who indicated that they were being seen too little. (See Table 3.10). This could reflect an 

expectation brought about by being part of a new model of midwifery care.

Women in the caseload group were also less reassured when they left the hospital. (See Figure 

3.2). This finding is contrary to expectation. If caseload midwives were providing care 

whenever the woman was seen, then it would be expected that her continued presence would 

make for similar experiences in or out of hospital. It would also be hoped that the presence of 

their known midwife would have increased reassurance.
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Table 3.10: Hospital attendance 
Table showing responses to questions about hospital attendance

Statement/Question

It isn't worth going to all the

check-ups they expect you to

goto...

I think it is better to go to the

hospital for check-ups

because they are more

specialised than local clinics...

Do you think that you are

being seen at the hospital

Strongly Agree/Agree

Exp.

6.8%

22.5%

Cont.

8%

30.7%

About the right

number of times

78.6% 93.3%

Uncertain

Exp.

9.1%

17.5%

Cont.

5.3%

22.6%

Too often

3.5% 0%

Strongly

Disagree/Disagree

Exp.

84.1%

60%

Cont.

86.7%

46.7%

Too little

17.9% 6.7%

Figure 3.2: On leaving the hospital I usually feel reassured.

10.8%

51.4%

21.6%

13.5%

27%

4.8%

77.4%

9.7%

Experimental Control

I Strongly disagree B Disagree EJ Uncertain D Agree S Strongly agree
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Screening procedures during the antenatal period, (i.e. ultrasound, amniocentesis and blood 

tests), were similar for both groups, 76% of caseload women and 78% of team care women had 

three or fewer ultrasound scans, with 29% of the experimental group experiencing a 

complication of pregnancy, and 32% of the control group. Similar numbers required hospital 

admission for obstetric care, 31% of caseload women and 30% of team care. Hence in relation 

to complication rates antenatally, as suggested in the hypothesis, rates were similar for both 

groups. Women in both arms of the trial indicated from questionnaire data that they understood 

the need for blood tests, ultrasound scans or hospital admission, and were informed about 

results.

Seventy eight per cent of the experimental group and 82% of the control group were requested 

to keep a kick chart (Maternity unit policy promotes 100%). Over 90% of women felt that 

completion had been explained to them, although when asked what their action would be if fetal 

movements diminished, 28% of caseload women and 21% of team care women would not have 

acted appropriately. Interestingly, of those who would make immediate contact with a health 

professional, 67% of caseload women would notify the midwife, compared to only 39% of team 

care women who were as likely to contact the hospital, (only 5% of caseload women would 

contact the hospital first). (See Table 3.11)

Table 3.11: Action taken in the case of reduced fetal movements
Group

Experimental

Control

First contact made to...

Midwife

67%

39%

Hospital

5%

39%

Other

28%

22%

This indicates a move towards greater confidence in, and reliance on a midwife rather than a 

doctor.

Table 3.12: Summary of antenatal data from case notes

Midwife as lead Professional

Number of ante natal visits 
<8 
Mean
Number of times did not attend
Number of signatures in a/n 
records; 6 or fewer
Number of ultra sound scans 
3 or less
Complications
Admissions
Completion of a birth plan

Experimental Group n=79
36% n=28 

»

5% n=4
13.5

4% n=3
83% n=66 

»

76% n=60
29% n=23
31%n=24
52% n=41 

»

Control Group n=79
13%n=10

6% n=5 
14.4

4% n=3
38% n=30

78% n=62
32% n=25
30% n=24
40% n=32

» result favours the experimental group
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From the data collected, both models of care appeared to provide safe care during the antenatal 

period.

3.4.2: Intranatal care
Safe provision of intranatal care is indicated by appropriate intervention based upon the ongoing 

reassessment of a plan and negotiation with the woman to maximise safety, (Thompson et al, 

1989). During the intranatal period the overall complication rate for both groups was similar 

(49% experimental group, 44% control group). However differences were apparent in the 

induction rate, augmentation rate, artificial rupture of membranes, use of continuous fetal heart 

monitoring and management of the third stage of labour. (See Table 3.13). These results were 

not affected by variations in social class. Consistently, a more active approach was apparent 

for the experimental group which was evident in the use of systemic pain relief, type of delivery, 

and degree of perinea! damage, (See Figures 3.3, 3.4 & 3.5: Actual numbers are presented 

rather than percentages since the number in each group is identical).

Table 3.13: Summary of intranatal data from case notes

Induction

Seen at home by midwife
Length of labour; >12hrs 
Time in hospital; <6hrs
Continuous fetal monitoring

Pain relief
Artificial rupture of 
membranes (in labour)
Augmentation

Complications
Type of delivery
Number of carers in labour 
2 or fewer 
>4

Known carer at delivery

Perineal damage
Passive management of 3 ra 
stage
Active management of 3rd 
stage
Apgar score 7or below at 1 
min and 5 mins
Admissions to SCBU
Birth weight; <2.5kg 
>4.0kg

Experimental Group n=79

40% n=32

56% n=44
5% n=4 

44% n=35
76% n=60

Control Group n=79

25% n=20 
«

56% n=44
4% n=3 

54% n=43
35% n=28 

«
See Figure 3.3 «

29% n=23

18% n=14

49% n=39

14% n=11 
«

9% n=7 
«

44% n=35
See Figure 3.4 «

83% n=66 
n=1 
»

86% n=68 
»

76% n=60 
n=3

74% n=58

See Figure 3.5 «
28% n=22 

»
72% n=57

19% n=15 
n=0

5%n=4
8%n=6 

1 0% n=8

16% n=13

84% n=66

9% n=7 
4%n=3

2.5% n=2
5% n=4 
11% n=9

» result favours the experimental group: « result favours the control group
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Figure 3.3: Types of pain relief used in labour
n=79

21

26

19

14

36

18

Experimental

IG A D Epldural / Spinal D Pethedine D Entonox / Tens B None

Figure 3.4: Type of delivery
n=79

66

Experimental Control
• Elective LSCS D Emergency LSCS D Ventouse & forceps & assis breech BSVD

Figure 3.5: Perineal damage
n=79

23

17

21

16

Experimental

35

3

12

22

I Not known D Not applicable D 1st 2nd & 3rd degree tears D Episiotomy • Intact |
102



In the experimental group, 18% (n=14) of women had labour augmented using syntocinon, 
compared to only 9% (n=7) of women in the control group. A further 29% (n=23) of women in 
the experimental group had an artificial rupture of membranes in labour compared with 14% 
(n=11) of control women. These interventions may account for the variation in the use of 
continuous fetal heart monitoring from 76% of caseload women compared with 35% of team 
care women. Data from questionnaire 3 suggests that women in the team care group were 
more likely to have the fetal heart monitored by a hand held monitor, 23%, compared to 11% of 
caseload women. Not suprisingly the number of women in the caseload group needing 
systemic pain relief also increased. (See Figure 3.3).

Apgar scores for the experimental group were lower on average than the control group, with 15 
babies scoring 7 or less at one minute compared to 7 babies from the control group. However, 
at 5 minutes, all babies from the experimental group had an Apgar of 9 or above, compared to 3 
babies from the control group who continued to have a score of 7 or below. Admission to the 
special care baby unit was necessary for 4 of the babies in the experimental group, compared to 
2 in the control group. Low birth weight (less than 2.5kg), was evident in 6 babies from the 
experimental group and 4 from the control.

On all of these measures the caseload midwives were approximately twice as active in their 
care as were team midwives. These small counter-intuitive variations could be due to defensive 
practice on behalf of caseload midwives. Conversely however, the number of women who had 
a passive management of the third stage of labour was higher for the experimental group 28%, 
compared with 16% of the control group.

The health gain targets for episiotomy rates showed little variation between the two groups. The 
target for caesarean section was not achieved within the experimental group, but was by the 
control group, (rate 20% exp. 10% cont.; target 10-15%) (See Table 3.14).

These results are contrary to the hypothesis and evidence from similar studies. Criteria shown 
with a symbol » in Tables 3.12 and 3.13 show a positive result for caseload care with a relative 
difference of at least 12 percentage points. In all but two, that is, active management of the 
third stage of labour and breast feeding rates, the effects seem to be social benefits rather than 
physical (See Figure 3.14). Conversely less intervention was achieved by team midwives as 
indicated in the table by the symbol «. There is no indication that care was not safe from an 
obstetric perspective for either group. However, women in the experimental group may have 
suffered more physical trauma which could have impacted upon their psychological well-being 
and morbidity in the postnatal period. This may however, depend upon the extent to which a 
more active approach to care was at the request of the woman or involved her in the decision.
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3.4.3: Postnatal care

The mean postnatal stay for both groups was 2.1 days (range <one day to ten days), 

suggesting that women in the caseload group who received a more active management of care, 

did not require hospitalisation for an any longer period of time. However, at ten days and six 

weeks, the women in the experimental group did express a higher percentage of feelings of 

slight depression, compared to the control group. (See Figure 3.6.)

Figure 3.6: Have you been feeling at all depressed?

36.4%

60.6%

3.0%

46.9%

42.9%

8.2%

Experimental Control

I yes very depressed ^ yes quite depressed D yes a bit depressed H no not at all

A counter finding to this was that in response to the statement "the first few weeks at home after 

my baby was born were terrible. I just didn't know what I should be doing", the women in the 

caseload group indicated a more positive response. Hence, caseload women appeared to feel 

more prepared for the reality of motherhood than did the team care women, yet they were more 

depressed. (See Figure 3.7).

Although numbers are very small, the apparent interventionist approach and possible increase 

in slight depression among women in the caseload group, did not adversely influence their level 

of satisfaction. Women in the caseload group were more satisfied with care overall, including 

intranatal care. This may suggest that safety had been defined from both the client's and the 

professional perspective and expectations had been met when possible but renegotiated when 

not, as proposed by Thompson et al (1989).
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Figure 3.7; TTie first few weeks at home after my baby was born were terrible, I

didn't know what I should be doing...

27.3%

57.6%

9.1%
mam

Experimental

23.4%

42.6%

10.6%

14.9%

8.5%

Control

I Strongly agree H Agree m Uncertain D Disagree ® Strongly disagree
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3.5: Satisfaction

Client satisfaction was one of the key comparators stated in the aims and objectives of the 

study. The hypothesis stated that caseload managed care would produce similar or more 

favourable outcomes in relation to continuity of care and carer and satisfaction with care. A 

caseload model was intended to increase continuity of carer therefore outcomes in relation to 

this were expected to be more favourable.

Thompson et al, (1989), defined satisfying as;

"Actions that maximise congruence of women's/family preferences for care and 
expectations of outcomes with realities of settings and actual health outcomes" 
(Thompson et al, 1989:121).

They propose that the concept is indicated by the provision of continuity of care including 24 
hour access and the meeting of birth expectations, presumably achieving 'congruence' without a 

lowering of maternal expectations. The majority of data that related to satisfaction was sought 

from questionnaires. An analysis of free response text is given separately in Section 3.9 which 

also relates to many aspects of satisfaction. Statistics that relate to numbers of carers and 
known carer at delivery were gathered from case notes as well as questionnaires.

The difficulty in assessing satisfaction by use of questionnaires in healthcare generally and 

maternity care specifically, is acknowledged. Poulton (1998), suggested that the issue of 

concern is who determines the criteria for satisfaction, because what healthcare professionals 
deem to be good quality care, and therefore ask about, may not be rated highly by recipients of 
care. Due consideration must therefore be given to the formulation and appropriate wording of 

questions about satisfaction. Smith and Armstrong (1989), compared user's views of quality 

primary care against government criteria. The study demonstrated that criteria of quality, as 

determined by government, were not highly valued by service users. The three criteria ranked 
highest by all groups of patients were; having a doctor that listened; having a doctor to sort out 

problems, and seeing the same doctor. The questionnaires used for the comparison of women's 

views in the current study asked about who would listen to them, provide advice and support 

and offer continuity, Therefore it is hoped that responses were relevant to women's 

perspectives of high quality care, although it is likely that responses relate more to the clinical 

style and personality of the carer rather than the organisation of care. Jacoby (1987) also 

warned about the effects that a good outcome can have on women's expressed satisfaction 

retrospectively. The problem of non reliability of any questionnaire to depict exactly what a 

respondent feels rather than what he/she wants the reader to think they feel is endemic to this 

design. However, the use of four questionnaires may have helped to overcome some of these 

issues.
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Following the literature review, a flow chart was developed to show additional elements of care 

(as well as safety), that could influence satisfaction (Figure 1.1). This section of the results are 

collated utilising those aspects of care, that is;

> Continuity of carer
> Information and communication
> Choice and control
This is followed by results that asked women generally about overall satisfaction.

3.5.1: Continuity of carer

The number of times that women were seen during the antenatal period was similar for both 

groups. However, differences were apparent in relation to the number of professionals who 

provided care during these visits. This was calculated by the number of different signatures 

within the antenatal records. As it could be expected that women in the team care group would 

see a minimum of six midwives, the number of different signatures above this number were 

counted. Eighty three per cent of caseload women had six or fewer different signatures 

(includes midwives and doctors), whereas only 38% of team care women showed six or fewer 

different signatures (that is, 62% were seen by more that six different professionals). This is 

considered as a positive outcome in favour of caseload care. Fewer carers are an indication of 

greater continuity that can reduce the likelihood of conflicting advice. Complaints from women 

of meeting different professionals at each visit are well documented, (Flint 1989).

Questions were aimed at trying to determine the relative importance and preference for seeing 

the same doctor and midwife at antenatal visits in local GP clinics and hospitals. A question 

was also asked about the importance of getting to know the midwife who would be present for 

the birth. Caseload women consistently indicated more of a preference for continuity of carer. 

(See Figures 3.8, 3.9 & 3.10.). In comparison with other studies such as Flint (1989), this would 

suggest that the more continuity women receive the more importance they attribute to it. In 

studies that have compared fragmented systems with team care, it is women who received 

team care that rate continuity more highly. In the current study the team care women attached 

proportionately less importance to continuity than the caseload women. To this end women in 

the team care group who received less continuity got what they wanted, similarly women in the 

caseload group who wanted more continuity received it. This may reflect expectation about a 

given service.
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Figure 3.8: It is best to see the same doctor or midwife at check ups, rather than

different ones each time

>

I 

63.6%

27.3% 

2.3%

6.8%

40.0%

33.3%

8.0%

18.7%

Experimental Control
• Strongly disagree ED Disagree D Uncertain D Agree 0 Strongly agree

Figure 3.9; How important do you think it is to see the same midwife at your local

clinic appointment?

(I'm not bothered if I see someone different each time/1 would be happy if I saw one of a small
number e.g.3-4/1 would prefer to see the same person but wouldn't mind if occasionally I saw

someone else/ It is important for me to see the same person each time)

15.0%

60.0%

37.1%

38.7%

Experimental Control

I not bothered B small number D someone else occasionally B important same
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Figure 3.10: / would like to get to know the midwife who will be there when I give

birth

72.7%

22.7% 

2.3%

52.0%

42.7%

Experimental
•I .3% 

Control

I Strongly disagree a Disagree O Uncertain D Agree H Strongly agree

The reasons for preferring to see a midwife instead of a doctor are consistent between the two 
groups. (See Table 3.15). Midwives were considered to be knowledgeable about pregnancy, 
more willing to provide information and talk about personal issues than a doctor, who was 
preferred only for medical advice. Caseload midwives were rated as giving the woman more 
confidence by 71% of women, compared to 63% of team care. However, more suprisingly 
caseload midwives were rated as more caring by only 68% of caseload women whereas team 
midwives were classed as more caring by 82% of the team care women. Seventy six per cent of 

team care women also rated the midwives as giving more information, compared to 68% of 
caseload women. These results are counter intuitive to a system of care that promotes more 
continuity of carer and opportunity to establish relationships and share information.

Table 3.15: Why do you prefer to see the doctor or the midwife?

They seem to know more about 

pregnancy and birth

I have more confidence in them

They give more information

They are more caring

They can sort out medical problems

I feel I can talk about more personal 

things

Midwife

Experimental

90%

71%

68%

68%

15%

80%

Control

89%

63%

76%

82%

13%

86%

Doctor

Experimental

10%

17%

5%

5%

73%

2%

Control

11%

9%

6%

8%

81%

5%
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Known carer for delivery and continuity of a single carer during labour appear to be desirable to 
women, (Pankhurst 1997). Known carer at delivery was calculated from the case notes and 
recorded if the midwife present was a member of the team or alternatively, a caseload midwife. 
Results indicate that a known carer was present for the delivery of 86% of caseload women and 
74% of team care women. Eighty three per cent of caseload mothers had two or fewer carers 
throughout their labour, compared to 76% of team care women. (Length of labour was similar 
for both groups). Using data collected from questionnaires, women were asked how often they 
had met the midwife who cared for them in labour. Interestingly, although the known carer at 
delivery rate was similar for both groups using data from case notes, the number of times 
women felt that they had met the midwife varied a lot with only 31% of team care women 
indicating that they had met the midwife many times. This compared to 90% of caseload 
women who indicated that they had met their carer on many occasions. (See Figure 3.11).

Figure 3.11: Had you met the midwife who cared for you in labour before?

Experimental Control
I Never D Once or Twice E3 Many times

The possible reasons for this are as follows. In relation to the data collected from case notes, 
provided that the name of the midwife present at delivery was a caseload or team member, this 
was recorded as known carer for delivery. It is however possible that the woman had only met 
that member once or twice or even not at all. Furthermore, asking women how many times they 
had met the midwife who was present at delivery may have led women to assess the number 
based on presence during labour even if the known midwife was not actually present for 
delivery. This finding identifies the need to define precisely the term known carer at delivery 

when statistics are reported.
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Eighty eight per cent of caseload women who responded to questionnaire 3, indicated that they 

had one midwife who provided care throughout their labour, compared to 71% of team care 

women. Continuity of midwifery care and known carer at delivery as indicated by the women 

does appear to be improved by caseload management. The number of women who completed 

questionnaire 3 and had a forceps or ventouse delivery are too small (n=3 experimental group, 

n=1 control group) to warrant report of comments in relation to continuity of doctors.

Women were asked to give the number of midwives and student midwives who had provided 

postnatal care in their home. One hundred per cent of the experimental group stated that they 

had seen no more than 2 midwives with 8% seeing 1-2 students as well. Only 31% of the 

control group had 2 or fewer midwives visiting, with 27% indicating between 4-7, and 70% also 

being attended by 1-2 student midwives. (See Figure 3.12). Women were asked whether they 

had met the same midwives post natally as they had met during the antenatal period. Ninety 

two per cent of caseload women had met both midwives and the remaining 8% had met one. In 

comparison only 51% of team care women had met them all, with a further 38% having met 

most of them (Figure 3.12a).

Figure 3.12: Altogether how many midwives have you seen since you came
home from Hospital ?

100.0%

31.0%

41.7%

Experimental Control

• Four to seven D three D two or fewer]
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Figure 3.12a: Had you met all of these midwives before you had the baby?

91.7%

50.9%

38.6%

8.3%

Experimental

I no Dyes most D yes to all

Knowing the midwife who provides care postnatally appeared to be more important to caseload 

women with 36% stating that they preferred to see one midwife, compared to only 2% of team 
care women who wanted a single carer. (See Figure 3.13). Although a slightly different 
question had been asked antenatally, the opinion of caseload women would appear to get 
stronger in favour of a single carer over time, (See Figure 3.9 for comparison with antenatal 
response). Table 3.16 highlights the percentage change in responses. Having a known carer 

seems to raise the womans' desire to have this model of care. Although this suggests that they 
value the relationship, it could be argued that it could raise expectations that may not be met if 

the known midwife leaves during the duration of care.
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Figure 3.13: How important was it to have the same midwife calling around to see

you at home after having your baby?
(I was not bothered if I saw someone different each time/1 would have preferred the same person but 

didn't mind if I saw someone else occasionally/ I didn't mind provided I had met them before/ It was very
important for me to see the same person every time)

36.4%

24.2%

33.3%

Experimental

42.9%

26.5%

Control

I Not bothered D Didn't mind if met before D Preferred same person El Important same person |

Table 3.16: Importance of knowing the midwife: Comparison of antenatal and
postnatal responses

Q. How important was

is to have the same

midwife....

Very important

Preferred the same

midwife

Didn't mind

Not bothered

Caseload

A/N

%

15

60

20

5

P/N

%

37

24

33

6

%

change

+22
-36

+13

+1

Team

A/N

%

0

37

39

24

P/N

%

2

43

26

29

%

change

+2

+6

-13

+5
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There were a number of questions in questionnaires 3 and 4, that focused upon the woman's 

experience of continuity of carer rather than her opinion of its importance. From these 

responses a composite score of continuity of carer was computed by assigning a different value 

to each answer and aggregating the values, thus creating a new variable. The questions 

included in the new variable are shown in Table 3.17

Table 3.17: Questions that make up 'Composite Score for Continuity of Carer'

Questionnaire

3

3

4

Question

Had you met the
midwife who cared for
you in labour before?

Was there at least one
midwife who saw you
through labour and
delivery from start to
finish?

Had you met all the
midwives who have
visited you before you
had the baby?

Responses

Many times
Once or twice
Not sure
Never

Yes
Not sure
No

Yes, most of them
Yes, all of them
Can't remember
No

Score 1
+2

+1

-1

-2

+1

0
-1

+1

+2

0
-1

Score 2
+4

+2

-2

-4

+2

-1

-2

+3

+4

-2

-4

New variable - Composite score of continuity of carer

(Further analysis was conducted using score 2, see section 2.3 analysis, page 79 for 

explanation of two scores))

The scores (for score 2), could range from minus 10 to plus 10. A high score, considered to be 

6 or above indicated that a high degree of continuity of carer had been provided throughout the 

antenatal, labour and the postnatal period. A low score indicating that continuity of carer had 

not been provided adequately, scored between minus 1 to minus 10. A score between 0 and 

plus 5 shows some degree of continuity but not throughout the whole childbearing experience. 

(See Appendix 8 for detail of results)

A frequency count was made for all women in the sample (experimental and control). No 

woman scored minus 10, indicating no continuity at all, the lowest score being minus 8, with the 

highest proportion of women (33%), achieving plus 10 (maximum score). This would be the 

expected result from a study of two models of care that are both designed to provide continuity 

of carer. However, when one model offers caseload care, it could have been anticipated that 

more than a third of women would have achieved the highest score. Sixty four per cent of
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women do however score between 6 and 10. Only 9% indicated poor continuity. For the 

remaining 27% of women, continuity was probably available for part of the total experience, that 
is ante and postnatal and not labour or labour and not ante and post natal.

Composite continuity of carer scores, grouped as high, medium and low, were then cross 
tabulated with group. Results are shown in Table 3.18.

Table 3.18: Cross tabulation of the variable 'Composite continuity of carer' with
group

Score

High score (6 to 10)

Medium score (0 to 5)

Low score (-10 to -1)

Experimental n=33

85%

15%

0%

Control n=49

51%

35%

14%

This result strongly favours a caseload approach to care in achieving a greater degree of 

continuity of carer. The extent to which this result could have influenced satisfaction is 

discussed in Section 3.5.4.

This section has examined continuity of carer as a major component contributing to satisfaction 

with care. The next section will look at the other components suggested to be,

> Information and communication
> Choice and control
> Feelings of overall satisfaction
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3.5.2: Information, communication and relationships

Information was shown as a component of satisfaction and as an important element of 

facilitating choice and enabling women to make decisions. (See Figure 1.1).

Thompson et al (1989), relate information giving, communications and relationship 

development to the aspect of care that they name 'respecting human dignity and self 

determination'. To achieve these concepts within the care process requires a reduction in 

power differentials, an acceptance of the person as she is, and the promotion of 'individuation' 

and self-esteem, (Thompson et al, 1989). These components of care may be indicated by the 

ability of the midwife and/or the system of care to facilitate the introduction of information at 

appropriate times, in the right amount, content and style appropriate for the client. Care needs 

to be individualised, respecting the client's values and motives, and may be facilitated by the 

establishment of good relationships which assist communication. Evidence of these indicators 

were sought from data collected from questionnaires.

Information

Information about pregnancy is gained from a variety of sources. The most popular source 

indicated by women in both arms of the trial was books, the next most important source was the 

midwife. Family, friends, and doctors were less significant. The amount of information sought 

may depend upon how much the woman feels that she already knows about pregnancy. Sixty 

seven per cent of caseload women and 75% of team care women stated that they knew a lot or 

a great deal at 20 weeks gestation. In relation therefore to how much more they wanted to 

know during this pregnancy, 58% of caseload women and 43% of team care women still 

indicated that they wanted to know a great deal more or a lot more. Although the percentages 

are lower for the team care group, it is this group who later in pregnancy and postnatally 

indicated that they would have liked more information. These results also highlight the desire 

that women have for information irrespective of previous knowledge, which can be overlooked if 

women are stereotyped according to parity, with only primigravidae being offered additional 

classes and leaflets to support understanding of the childbirth process.

In relation to the information that they had received on first meeting the midwife, both groups felt 

that it had been sufficient in relation to; the early stages of pregnancy; minor disorders; risk of 

miscarriage; smoking; alcohol; hospital visits and scans; and type of antenatal care. Caseload 

women indicated that they would have liked more information on choices of places to deliver the 

baby, whereas team care women would have liked more information about diet in pregnancy. 

The use of pregnancy leaflets as a method of information giving was assessed by asking 

women's views about how useful they had been. Eighty per cent of team care women thought 

that they were very useful or useful. Fewer caseload women (65%), supported this view.
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The giving of copious amounts of advice can cause difficulties especially if it conflicts with 
advice from different carers. At 36 weeks gestation, 15% of caseload women indicated that 

they had received conflicting advice on one or two occasions or a few times. This percentage 
was increased to 27% for team care women. The question did not ask women to indicate the 

carers or the topic areas that were involved in this conflict. These issues were explored at 6 

weeks post delivery. Health visitors were indicated as the most likely group of professionals to 
give conflicting advice by the caseload group, 33%, (opposed to 22% of the team care group), 
whereas the highest ranked group for team care women was the midwives, 31%, (compared to 

27% of caseload women). Conflicting advice from doctors and hospital staff was mentioned 
less frequently. Common areas where there was conflicting advice varied between the groups. 

Caseload women indicated bottle feeding and baby's sleep patterns as the most common 
areas, whereas the team care group indicated general baby care and care of themselves as the 
likely areas. Contrary to other studies (Waters 1997), conflicting advice about breast feeding 
was not a problem for over 80% of both groups.

In each questionnaire, women were asked about the amount of information that they had 
received and the way in which they obtained information. Results are shown in Tables 3.19 and 
3.20.

Table 3.19: Amount of information received from the midwife 
Which statement best describes the amount of information received from your midwife?

Responses

It has been sufficient in all 
areas

Sometimes it was too 
detailed

I would like more detail in 
some areas

It leaves a lot of gaps

Antenatal 
(Questionnaire 2)
Exp.

83%

0%

15%

2%

Cont.

63%

2%

30%

5%

Intranatal 

(Questionnaire 3)

Exp.

97%

0%

0%

3%

Cont.

86%

2%

4%

8%

Postnatal 

(Questionnaire 4)

Exp.

100%

0%

0%

0%

Cont.

88%

2%

10%

0%
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Table 3.20: Obtaining information from the midwife
Which of the following best describes the way you obtained information from your

midwife?

Responses

It was always given without 

me having to ask

Only rarely do 1 ask for it

Sometimes 1 need to ask 

for it

1 usually had to ask for it

Antenatal 

(Questionnaire 2)

Exp.

22%

41%

32%

5%

Cont.

8%

31%

48%

13%

Intranatal 

(Questionnaire 3)

Exp.

66%

28%

3%

3%

Cont.

49%

25%

14%

12%

Postnatal 

(Questionnaire 4)

Exp.

18%

30%

40%

12%

Cont.

8%

38%

50%

4%

The amount of information for both groups tends to be sufficient, although there were still gaps 

or more required by 17% of caseload women and 35% of team care women at 36 weeks 
gestation. Overall the team care women tended to have to ask for information more often and 
this appeared to be consistent during the antenatal and labour periods but not postnatally. 

Results relating to information giving tend to favour caseload care overall.

Eighty five per cent of caseload women indicated that they were always able to discuss things 
fully about their pregnancy with the midwife, compared to 71% of team care women. However, 
in response to the question ' Who encourages you to ask all the questions you want to ask?', 

25% of women in both groups indicated 'no one'. In comparison with other care providers (i.e. 

G.P., hospital doctor and consultant), the midwife was favoured as the person who encouraged 

women to ask all the questions that they want to ask.

A composite score relating to each of the questions about information was computed by giving 
each response a different value and aggregating the values, thus creating a new variable. The 

questions included in the new variable are shown in Table 3.21

The scores could range from minus 24 to plus 24. A high score, considered to be 5 or above 
indicated that information giving had been good throughout the antenatal, labour and the 

postnatal period. A low score indicating that information had been poor in amount and the way 
it was shared, scored between minus 1 to minus 24. A score between 0 to plus 4 shows some 
degree of information giving but the amount and/or the ease of sharing has not been adequate 

or consistent throughout the whole childbearing experience. (See Appendix 9 for detail of 

results).
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Table 3.21: Questions that make up 'Composite Score for Information'

Questionnaire

2

3 (a)

3(b)

4

Question

Which of the following best 

describes the way you obtain 

information from your midwife?

Which statement best 

describes the amount of 

information you received from 

your midwife

Responses

Always given without asking 

Only rarely do I have to ask 

Sometimes I need to ask 

I usually have to ask

Sufficient in all areas 

Too detailed 

More detail required 

There were gaps

Both above questions repeated

Question as 1(a) above, 

repeated relating to labour and 

delivery

Always given without asking 

Only rarely do I have to ask 

Sometimes I need to ask 

I usually have to ask 

No information obtained or 

given

Question as 1 (b) above, repeated relating to labour and delivery

Both above questions repeated relating to the post natal period

Score

+3 

+ 1 

-1 

-3

+3 

-1 

-2 

-3

As above

+3

-1 

-2 

-3

As 1 (b)

As 3 (a & b)

New variable - Composite Score for Information

A frequency count was made for all women in the sample (experimental and control). No 

woman scored minus 24, indicating no information at all, the lowest score being minus 11, with 

the highest proportion of women (52%), achieving 5 to 24 (high score). This does however, only 

represent just over half of the women with no women scoring the maximum score. Thirty three 

per cent of women scored between 0 to 4 which had been considered to indicate that 

information giving had been just satisfactory. However, the remaining 15% indicated a poor 

score between minus 1 and minus 11. Composite information scores, grouped as high, medium 

and low, were then cross tabulated by group. Results are shown in Table 3.22.

Table 3.22: Cross tabulation of the variable 'Composite Information Score' with group
Score

High score (5 to 24)

Medium score (0 to +4)

Low score (-1 to -24)

Experimental n=33

67%

27%

6%

Control n=49

43%

37%

20%

This result favours a caseload approach to care in achieving a greater degree of information 

giving. The extent to which this result could have influenced satisfaction is discussed in Section 

3.5.4. The way women obtain information could relate to both their expectations for information 

and the ability of the midwife to communicate effectively, which is discussed in the next section.
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Communications and expectations

Associations have been drawn between expectations and satisfaction, (Green et al, 1998). 

Women in the current study were asked whether they had been adequately informed about 

what to expect at the hospital antenatal clinic and also their reaction to first attendance.

Figure 3.14 indicates that for caseload women, their first reactions to the hospital antenatal 

clinic were not as positive as team care women, although 90% of caseload women indicated in 

another question, that they had been sufficiently prepared as to what to expect. In comparison, 

although fewer women in the team care group (83%), felt adequately prepared about what to 

expect, they were made to feel more welcome. This result is again counter intuitive and 

worrying. If caseload care ensures continuity of carer wherever care is provided, it could be 

anticipated that women in the experimental group would feel more special than women 

receiving standard care or team care. It could therefore be suggested, that in an attempt to de- 

medicalise care, caseload midwives presented contact with the hospital as not always 

necessary and less friendly than home or GP based care. The extent to which all caseload 

women where always accompanied in clinic by their midwife, is also questionable.

The length of time spent with the midwife at each visit was considered important in relation to 

meeting the woman's needs and sharing of expectations. The average consultation time with a 

midwife was 14 minutes for caseload women and 13 minutes for team care women. This was 

acceptable to over 95% of all women. However, during consultation times more women in the 

team care group felt unable to express preferences about their care during pregnancy, (16%, 

n=10), compared with caseload women (5%, n=2).

Figure 3.14; My first reaction to the hospital antenatal clinic was...

(Being made to feel very unwelcome/ Like being in a cattle market/ Like being just another 
pregnant woman/ Being made to feel very welcome)

56.8%

34.1%

159%

71.1%

197%

7.9%

Experim ental Control

IVery unwelcome alike a cattle market DJust like another woman • Very welcome
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Relationships

The provision of individualised care and the promotion of self-esteem may be facilitated by and 

also contribute to, the establishment of a trusting relationship between the midwife and the 

client. Women experience very mixed feelings throughout the duration of a pregnancy, from 

excitement to fear, (Kirkman 1997). They may experience periods were they feel very sensitive 

or that no one understands how they feel. They may want to be made to feel special and have 

their care planned for them as an individual. A friendly relationship with the midwife may be 

important in supporting women through this emotional state. Questionnaires 1 & 2 concentrated 

on these aspects of care.

There were a number of questions posed to explore the relationship with the midwife to assess 

any differences. Interestingly the results were very similar for both groups. As a general 

pattern, caseload care appeared to be favoured. However, more worrying were the number of 

negative comments which were the same for both groups despite the intent that both models of 

care provided continuity of carer. (See Table 3.23).

Table 3.23: Table of responses about the relationship with the midwife

Statement/Question

1 . There are times when I

feel no-one understands

how I feel about being

pregnant

2. I enjoy going to see the

midwife because she is

like a friend

Strongly

Agree/Agree

Exp.

24.4%

82.9

Cont.

25.8%

79%

Uncertain

Exp.

4.9%

12.2%

Cont.

11.3%

8.1%

Strongly

Disagree/Disagree

Exp.

70.7%

4.2%

Cont.

62.9%

12.9%

3. Has your experience of

antenatal care been

designed for you as

individual

Yes

42.5% 42.6%

Don't Know

42.5% 19.7%

No

15% 37.7%

4. When talking to the

midwife she makes me

feel

Very special

19.7% 12.2%

Quite special

65.6% 70.7%

Just like another

woman

14.8% 17.1%
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Table 3.23: Table of responses about the relationship with the midwife

5. Do you think the
midwives you have met
realise how sensitive

pregnant women feel

All very sensitive

81% 74%

Can't generalise

12% 16%

Not as sensitive as
could be

7% 10%

By grouping together the above results it appeared that some responses may have been 
illogical, that is, some women may have indicated that they had felt just like another women yet 
felt that their care had been individualised. Alternatively the questions could have been 
misinterpreted. For this reason these questions were cross-tabulated with each other as 
follows;

Question 1 "There are times when I feel no-one understands how I feel about being pregnant" 

was cross tabulated with Question 2, "/ enjoy going to see the midwife because she is like a 
friend", and Question 5, "Do you think the midwives you have met realise how sensitive 

pregnant women feel"

Question 3 "Has your experience of antenatal care been designed for you as an individuar was 
cross tabulated with Questions 2 "/ enjoy going to see the midwife because she is like a friend" 

and Question 4 "When talking to the midwife she makes me feel". 

(For detailed results see Appendix 10)

Question 1 with Question 2. Support for the midwife would have been indicated by the 
response of agree/strongly agree to the statement - the midwife is like a friend; and 
disagree/strongly disagree to the statement - no-one understands me. Although 63% of 
women in the experimental group and 51% in the control group made both these responses 
there is the remaining 37% and 49% respectively that were less than positive.

Question 1 with Question 5. Once again there was an overall positive response for both groups 
who indicated that midwives were always sensitive and also disagreed/strongly disagreed with 
the statement - no-one understands me, (66% experimental, 51% control).

Results from both these cross-tabulations favour a caseload model yet the percentage of 

women who are not positive is worrying.

Question 3 with Question 2. The responses to questions related to individualised care were 
interesting. A positive response to both questions was indicated by agree/strongly agree that 
the midwife was like a friend and that care was individualised (yes response). Only 37% of the
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women in the experimental group and 40% in the control group offered both these responses. 
Fifteen per cent of women in the experimental group and 26% in the control group indicated that 
although the midwife was like a friend, that their care had not been individualised.

Question 3 with Question 4. Similar results were apparent in relation to individualised care and 
whether or not the midwife made the woman feel special. Forty per cent of the experimental 
group and 41% of the control group indicated both 'very special' and 'yes' that care had been 
individualised. Twelve per cent of the experimental group and 26% of the control group 
indicated that they felt 'quite or very special', but care had not been individualised.

This raises at least two questions. Firstly, to what extent does both caseload and team care 
achieve individualised care. Secondly to what extent does individualised care influence 
satisfaction. This latter question is explored further in Section 3.5.4, overall satisfaction.

The further analysis of these questions demonstrates the extent to which a person's feelings are 
complex and not always logical or consistent. This would apply to data collected using both 
qualitative and quantitative methods. The cross tabulation of different questions as well as the 
use of composite variables does allow further exploration of the subtleties of feelings.

Six weeks after delivery, women were asked to describe the care and support that they had 
received from the midwife, the GP and the health visitor. The team care group appeared to 
have appreciated the care from the midwife and the health visitor equally. The caseload group 
however, indicated a strong preference for the midwife. (See Figure 3.15). It must however be 
considered that the care from the midwife has been continuous throughout pregnancy, labour 
and the early postnatal period. Care from the health visitor may only begin around ten days 
post delivery. The health visitor input is however the same for caseload and team care women. 
Therefore it could be suggested that it is either the relationship with the caseload midwife that is 
different or the personality of the individual health visitors and/or midwives. The change in care 
provider is considered less positively by caseload women which again could be seen to be 
detrimental if caseload midwives were to change during the period of care as it may affect the 
established relationship.

A composite score of the relationship with the midwife was computed by giving responses to 
each of the questions posed in questionnaires 1 and 2, a different value and aggregating the 
values, thus creating a new variable. The questions included in the new variable are shown in 
Table 3.24

The scores could range from minus 16 to plus 16. A high score, considered to be 8 or above 
indicated that the relationship was considered to be very positive. A low score indicating that
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Figure 3.15: Which of the following statements best describes the care you have 

received from each of the following groups since your baby was born?

(I have received excellent care and support/ The care and support has been good/1 found the 
care and support given to be poor/ Not applicable)

Midwives

81.2%

18.8%

74.5%

255%

Experimental Control

Poor QGood • Excellent

Health Visitor

38.7%

54.7%

Experimental Control

||3N/A BPoor DGood H Excellent |

General Practitioner

36.7%

300%

20.0%

Experimental

26.7%

467%

13.3%

133%

Control

QN/A BPoor QGood • Excellent
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the relationship had been less than positive, scored between plus 3 to minus 16. A score 

between plus 4 to plus 7 shows some positive aspects of the relationship with the midwife. 

(See Appendix 11 for detail of results)

Table 3.24: Questions that make up 'Composite Score for Relationship'

Questionnaire

1

2

2

2

Question

Are you able to discuss

things fully about your

pregnancy with your

midwife?

As above

When talking to the

midwife she makes me

feel....

I enjoy going to see the

midwife because she is

like a friend

Responses

Yes, always
Yes, most of the time

Occasionally

Hardly ever

No, never

Very special

Quite special
Just like any other woman

On a production line

Strongly agree

Agree
Uncertain

Disagree
Strongly disagree

Score 1
+3

+2

+ 1

0
-1

+2

+ 1

0
-1

+2

+ 1

0
-1

-2

Score 2

+4

+2

+ 1

-1

-4

+4

+2

0
-4

+4

+2

0
-2

-4

New variable - Composite score of relationship

A frequency count was made for all women in the sample (experimental and control). No 

woman scored minus 16, indicating a very poor relationship with the midwife, the lowest score 

being minus 1, with the highest proportion of women (84%), achieving over 8 (high score). No 

woman scored the maximum score. Six per cent of women scored less than 3, indicating a 

poor relationship with the midwife.

Composite relationship scores, grouped as high, medium and low, were then cross tabulated 

by group. Results are shown in Table 3.25.

Table 3.25: Cross tabulation of the variable 'Composite Relationship Score' with group

Score

High score (8 to 16)

Medium score (4 to 7)

Low score (-16 to +3)

Experimental n=33

91%

6%

3%

Control n=49

80%

12%

8%
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This result favours a caseload approach to care in achieving a relationship with the woman that 
is rated higher. The extent to which this result could have influenced satisfaction is discussed in 
Section 3.5.4.

The relationship which women have with the midwife is obviously important in terms of 
information giving, trust in the midwife and confidence in her ability. It may not influence the 
type of care that the woman receives. It may be that the relationship with the midwife is good 
yet the midwife treats all women in the same manner and care is routinised rather than 
individualised. For this reason similar statistics were computed for individualised care.

A composite score of each of the questions in questionnaires 2 and 3, about individualised care 
was computed by giving each response a different value and aggregating the values, thus 
creating a new variable. The questions included in the new variable are shown in Table 3.26

Table 3.26: Questions that make up 'Composite Score for Individualised
Care'

Questionnaire

2

2

3

Question

Has your experience of
antenatal care been
designed for you as an
individual?
Has your experience of
antenatal care met all
your needs?
Were all your
preferences (in labour)
met?

Responses
Yes
No
Don't know

Yes
No
Don't know
Yes, all of them
Yes, most of them
No, not really
No, not at all

Score 1
+ 1
-1

0

+1
-1

0

+2

+1

0
-1

Score 2
+4

-4

0

+4

-4

0

+4

+2

-2

-4

New variable - Composite score of individualised care

The scores could range from minus 12 to plus 12. A high score, considered to be 7 or above 
indicated that care had been individualised during the antenatal and labour period. A low score 
indicating that care had not been individualised, scored between plus 1 to minus 12. A score 
between plus 2 to plus 6 shows some attempt to provide individualised care. 

(See Appendix 12 for detail of results)
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A frequency count was made for all women in the sample (experimental and control). No 

woman scored minus 12, indicating no attempt at individualised care although 15% of women 

did fall into the low category scoring between plus 1 to minus 12. The highest proportion of 

women (48%), scored between 7 to 12 (high score). Thirty eight per cent of women scored 

between plus 2 to 6, suggesting only some attempt at individualised care.

Composite relationship scores, grouped as high, medium and low, were then cross tabulated 
by group. Results are shown in Table 3.27.

Table 3.27: Cross tabulation of the variable 'Composite Score of Individualised
Care' with group

Score

High score (7 to 12)

Medium score (2 to 6)

Low score (-12 to +1)

Experimental n=33

52%

39%

9%

Control n=49

45%

37%

18%

The achievement of individualised care is very similar for both approaches to care. The 

proportion of women whose care was not, or only partially individualised is worrying when both 
models of care are meant to promote continuity of carer and an individualised approach. The 
extent to which this result influenced satisfaction is discussed in Section 3.5.4.

The relationship with the midwife, which can affect the amount of infonnation that the woman 

receives, plus the extent to which care was individualised were all explored in this section. 
Ultimately these factors will influence the choices that the woman is given and the degree of 

control which she exercises over those choices. These aspects are considered in the following 
section.

3.5.3: Choice and Control

One of the study objectives was to ascertain from the women in the survey the amount of 

choice that they were offered and the extent of control accepted. The hypothesis stated that 

caseload managed care would produce similar or more favourable outcomes in relation to 

communication, choice and control for clients.

In relation to choice, 96% of women in both groups felt that they had decided about place of 

birth, although only 92% indicated that this should be their decision, 4% felt that it should not be 

the woman's decision and 4% were not sure. In response to the statement 'women are always 

given an informed choice', over 35% of women in both groups indicated that they were not sure 

or that they disagreed with the statement. The variation in response to these questions is a little
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illogical. Ninety six per cent of women had a choice about place of birth yet 35% indicated that 

women were not always given an informed choice. It could be that their choice about place of 

birth was not viewed as being an informed choice, that is, it lacked information about the topic. 

In relation to informed choice, what may be more important to women is the information rather 

than the choice. It is also feasible that women felt that they could not generalise from their 

choice about place of birth, to choice generally. Choice may or may not have been informed 

for other aspects of care. The use of a Likert type scale could also suggest to women that they 

were making an indication of the extent that all women are given choice, rather than 

themselves.

In preparation for choice in labour, 52% of case notes from the experimental group had 

evidence of a birth plan. This compared to 40% of the control group. Women were also asked 

about their preferences for aspects of labour and delivery care, whether they had talked to the 

midwife about them prior to labour and the degree to which they expected them to be followed 

and were then adhered to. Similar numbers of caseload and team care women stated that they 

had preferences about their management of labour. Eighty one per cent of caseload women 

compared to 64% of team care women indicated that they were able to discuss their 

preferences with the midwife. A further 4% of team care women indicated that they did not feel 

that their preferences would be followed. After delivery, 100% of caseload women felt that their 

preferences had been followed totally or mostly, compared to 84% of team care women.

Women were then asked following delivery about choices in labour, knowledge of the reasons 

for any intervention, the extent to which there was consultation about decisions to change care 

from an original plan. Of the women who had a vaginal birth, 82% of caseload women and 

78% of team care women felt able to choose a comfortable position to give birth. The midwife 

decided the position for 3% of caseload women and 15% of team care. The actual position 

chosen did not vary much between the two groups although more caseload women indicated 

that they were kneeling, squatting or in the bath than team care women, suggesting a greater 

range of choice, (24% caseload, 11 % team care). The involvement in decisions about induction 

of labour, artificial rupture of membranes, active management of the third stage and suturing 

were very similar for both groups, with all women indicating a high level of consultation.

Women in both arms of the trial, who had a forceps or ventouse delivery, were aware of the 

reason and had been consulted in the decision. For caesarean section, six out of six caseload 

women felt that they had 'a bit' or !a lot' of say about having this operation, compared to four out 

of the six team care women. The remaining two team care women felt that they had no say at 

all. The number of women who felt disappointed by the decision was the same for both groups, 

however the size of the sample was too limited to make any generalisations.
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Case note data indicated a greater usage of systemic pain relief in the caseload group. (See 
Figure 3.3). From questionnaire data it appears that more women wanted pain relief and got it 
than the team care group. (See Table 3.28). This could be because caseload women received 
more information about pain relief antenatally or felt confident to request pain relief in labour. 
Since caseload women had more intervention it is not surprising that there was an increased 
use of systemic pain relief. Furthermore for both groups more pain relief was used than the 
women had wanted, or expected that they would need, which is a common phenomenon. The 
most acceptable action in these instances where a women did not plan to have any pain relief is 
the use of entonox. This may explain why the number of control group women who received 
entonox but had not wanted it was high.

Table 3.28: Pain relief wanted and received
Pain relief

Entonox

Pethidine

Epidural

TENS

Alternative

None

Experimental group
Wanted

72.2%

36.1%

8.3%

36.1%

11.1%

0%

Had

80.6%

47.2%

8.3%

38.9%

11.1%

15.8%

% difference

+8.4%

+ 11.1%
~

+2.8%
—

+ 15.8%

Control group

Wanted

52.6%

28.1%

7%

24.6%

24.6%

2.8%

Had

71.9%

35.1%

8.8%

19.3%

19.3%

8.8%

% difference

+ 19.3%

+7%

+ 1.8%

-5.3%

-5.3%

+6%

Post delivery around 30% of women in both groups indicated that the pain they had 
experienced was worse than expected, although more women in the caseload group were 
pleased with the pain relief given, 72%, compared to 56% of the women who received pain 

relief. (See Figure 3.16).

Figure 3.16: How do you feel about the pain relief you had?

71.9%

15.6%

9.4%
3.1%

55.6%

28.9%

Experimental

11.1%

Control

I Very unhappy D Quite unhappy D No strong feelings D Mixed feelings H Pleased about it |
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Post delivery, more women in the caseload group indicated that they were in control of 
decisions and even when emergencies arose were consulted to a greater extent. (See Figure 
3.17). This appears to influence overall feelings of being in control of what staff are doing and 
in control of the way the woman herself feels that she behaved. Caseload women tend to feel 
more in control of the staff than team care women, yet more of the team care group felt in 
control of their own behaviour. These opinions however become more positive over time for 
both groups. (See Figure 3.18). As these findings are counter intuitive it could be speculated 
that there is a reliance upon the caseload midwife that the woman feels in control of what the 
midwife is doing but is placing more control onto the midwife than herself. Conversely, the 
woman being cared for by a team approach may have a lesser relationship with her midwife and 
therefore is reliant upon herself to be in control.
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Figure 3.17: How do you feel NON emergency decisions were made during

labour?
(The staff just got on with it/ The staff made the decisions and kept me informed/ The staff discussed 

things with me before making their decisions/ The staff told me what they thought but I was in control of
the decision)

48.5%

27.3%

24.2%

30.0%

42.0%

20.0%

8.0%

Experimental Control

• Staff just got on with it D Staff kept me informed
D Staff discuss and made decisions D I was in control of decisions

If there was any kind of emergency during your labour, how were decisions

made during that time?
(There was no emergency during my labour/ The staff just got on with it/ The staff made the decisions and

kept me informed/ The staff discussed things with me before making their decisions/ The staff told me
what they thought but I was in control of the decision)

No emergency Exp=61.3%:Cont=56%

8.5%

33.0%

50.0%

18.2%

63.6%

8.5%

Experimental
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Figure 3.18: Did you feel in control of the what the staff were doing to you in

labour?

(Yes, always/ Yes, most of the time/ Yes some of the time/ No, not at all)

51.5%

39.4%

36.0%

48.0%

8.0%

[ao%
Experimental 10days Control

54.5%

36.4%

O.TYo

I No • Some of the time D Most of the tirre« All of the time

26.5%

14.3%

Experimental 6wks Control

Did you feel in control of the way you behaved during labour?

(Yes, always/ Yes, most of the time/ Yes some of the time/ No, not at all)

21.2%

57.6%

36.0%

38.0%

22.0%

424%

36.4%

43.8%

31.3%

Experimental 10days Control Experimental 6wks Control

134



To explore how responses to both the questions about control in labour had influenced 

satisfaction, a new variable called 'in control' was computed. For each of the responses to both 

control questions a score of plus 3 to zero was given for strongly positive to strongly negative 

answers. (That is, response all the time scored 3, most of the time 2, some of the time 1, not at 

all 0). These scores were added together in relation to the response to both questions, e.g. if a 

woman felt that she was in control of staff and herself all of the time, she was given a score of 6. 

If she felt in control of staff all of the time but herself not at all, she scored 3. Respondents then 

had a score relative to how in control they were of both themselves and staff, (Maximum score 

6, minimum score 0). This was completed for responses to the same questions asked at 10 

days post delivery as well as 6 weeks post delivery to assess changes in opinion over time. A 

score of 4 or above was considered as feeling overall in control, 3 or below was considered as 

not feeling in control. Results are summarised in Tables 3.29 and 3.30. (See Appendix 13 for 

detail of results).
Table 3.29: Feelings of Control - Total Sample

In control score 4 to 6 (high)

In control score 0 to 3 (low)

10 days post delivery

n=58 (64%)

n=33(36%)

6 weeks post delivery

n=61 (74%)

n=21 (26%)

Table 3.30: Feelings of control by group

In control score 4 to 6 (high)

In control score 0 to 3 (low)

10 days post delivery

Experimental

n=25(71%)

n=10(29%)

Control

n=33 (59%)

n=23(41%)

6 weeks post delivery

Experimental

n=26 (79%)

n=7(21%)

Control

n=35(71%)

n=14(28%)

Sixty four per cent of the total sample indicated that they were in control. These feelings tend to 

become more positive over time, (74% at 6 weeks). Cross tabulation by group favours a 

caseload approach, more so at 10 days post delivery.

This composite variable (as a numerical score for each respondent), was then cross tabulated 

with the question about satisfaction with care during labour and delivery. (See Table 3.31).

Table 3.31: Feelings of control and satisfaction - Total sample

In control score 4 to 6 (high) and 

satisfied/very satisfied with care

In control score 0 to 3 (low) and 

satisfied/very satisfied with care

1 0 days post delivery

n=58 (64%)

n=24 (26%)

6 weeks post delivery

n=61 (74%)

n=13(16%)
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As expected, the majority of women who felt in control were also satisfied with their care. At 10 

days post delivery 64% of women in both groups who scored 4 or above indicating that they felt 

in control were either satisfied or very satisfied. However of the women who scored 3 or less for 

their 'in control' score, suggesting that they did not feel in control, 26% still indicated that they 

were satisfied or very satisfied with care in labour. This suggests that for some women who had 

not felt in control they were still satisfied. Four women in the control group who scored 3 or less 

indicated that they were dissatisfied with care.

A similar pattern emerged from the data collected at six weeks post delivery, with the majority of 

women with scores of 4 and above indicating that they were satisfied or very satisfied, (74%). 

The percentage of women in both groups who scored 3 or less for 'in control', yet were also 

satisfied had fallen to 16%. Four women in the control group and one in the experimental group 

who scored 3 or less indicated that they were dissatisfied with care in labour.

It can be suggested from these findings that feeling in control does positively influence 

satisfaction with care although for some women it is not essential. Other factors will be 

important in influencing overall satisfaction, which are reported in the next section.

3.5.4: Overall satisfaction

Overall satisfaction rates vary over the duration of the childbearing experience for both groups 

although women in both groups are generally satisfied with all aspects of care. There does 

however appear to be a difference in the numbers of women in the caseload group who 
consistently indicate 'strongly agree' rather than 'agree' compared to the control group. This 

response is repeated throughout the results. This could indicate that women in the caseload 

group women felt more strongly or alternatively felt more confident to express their opinion.

The degree of satisfaction for women in the caseload group appears to be greater than the 

control group at 20 weeks gestation, 66% compared to 42% (See Figure 3.19), although by 36 

weeks the difference is smaller.
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Figure 3.19: Overall how satisfied are you with the maternity care you have received from

your midwife

(Questionnaire 1, 20 weeks)

65.9%

27.3%

4.5%

42.1%

43.4%

7.9%
6.6%

Experimental Control

I Dissatisfied E3 Neither n Satisfied • Very satisfied

Figure 3.19: Overall how satisfied are you with the care you have received from your

midwife ?

(Questionnaire 2, 36 weeks)

67.5%

25.0%

7.5%

61.9%

33.3%

3.2%

Experimental Control

I Very dissatisfied m Dissatisfied m Neither D Satisfied • Very satisfied |
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At 36 weeks women were asked in one single question to indicate their degree of satisfaction 
with the care received from both the midwife (Figure 3.19), the GP, the hospital and the 
maternity services. (See Figure 3.20).

Figure 3.20 suggests that caseload women are slightly less satisfied with the care from the 
hospital and GP, than team care women. Both groups respond similarly about overall 
satisfaction with the maternity services. The early satisfaction with caseload care could be due 
to the ability of one midwife to have established a relationship early in the pregnancy. If the 
woman feels that she has one midwife to relate to it is likely to influence her satisfaction levels. 
By 20 weeks many women in the control group would not have met all members of the team. 
By 36 weeks the opportunities to establish a relationship have been greater for both groups. It 
is still difficult to discern whether or not women are satisfied with the midwife as an individual or 
the model of care, especially since women in the experimental group indicate less satisfaction 
with the maternity services.

A similar question was posed at the end of questionnaire 2, which asked for overall satisfaction 
levels during the antenatal period. This same question was then repeated at 6 weeks post 
delivery. The proportion of women indicating very satisfied in the caseload group exceeded the 
team care group and increased proportionately over time. (See Figure 3.21).

In summary, the concept of satisfaction appears to be achieved during the antenatal period for 
both approaches to care, although expressed more positively by women in the caseload group.
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Figure 3.20: Satisfaction with antenatal care
(Questionnaire 2, 36 weeks) 

Overall how satisfied are you with the care you have received from your GP?

16.7%

41.7%

361%

238%

540%

15.9%

Experimental Control

Overall how satisfied are you with the care you have received from the hospital?

. 12.5%

500%

35.0%

27.4%

56.5%

16.1%

Experimental Control

• Very dissatisfied Q Dissatisfied d Neither a Satisfied • Very satisfied |

Overall how satisfied are you with the care you have received from the maternity

services?

529%

20.6%

26.5%

51.8%

28.6%

19.6%

Experimental Control
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Figure 3.21: Comparison of satisfaction with antenatal care asked at 36 weeks
antenatal and 6 weeks post natal

Antenatal

65.9%

27.3%

4.5%
2.3%

42.1%

43.4%

7.9%
6.6%

Experimental Control

I Very dissatisfied E3 Dissatisfied D Neither D Satisfied • Very satisfied

Postnatal

81.8%

12.1%

6.1%

61.2%

30.6%

6.1%

2.0% 
ControlExperimental
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Overall satisfaction with labour and delivery care was also high. At 10 days post delivery 
women in the caseload group indicate a higher degree of satisfaction which, although less by 6 
weeks post delivery is still rated higher than team care. (See Figure 3.22). Interestingly, women 
become more positive about antenatal care over time, yet less positive about labour care. In 
addition to these results women were also asked whether there was anything that should have 
been done differently or better during labour and delivery. Ninety seven per cent of caseload 
women indicated 'not really', compared to 78% of team care. Six team care women and one 
caseload care woman indicated that they had been put off having any more children by their 
experience.

Figure 3.22: How satisfied were you with your care during labour and delivery?

Ten days post delivery

82.9%

11.4%

5.7%

67.9%

19.6%

5.4%
5.4%

Experimental Control

I Very dissatisfied B Dissatisfied • Neither D Satisfied • Very satisfied |

Six weeks post delivery

m
78.8%

15.2%

3.0%

57.1%

28.6%

6.1%

41%

Experimental Control
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At six weeks post delivery caseload women continue to rate their degree of satisfaction with 
post natal care higher than team care women. (See Figure 3.23). Looking towards the next 

pregnancy, (if appropriate) women in both arms of the trial indicate their willingness to return to 
the same hospital, and with the same type of midwifery care. Only one woman in each group 
would choose a home birth.

Figure 3.23: Overall how satisfied are you with the care you have received from 

the midwifery services during the postnatal period?

(Questionnaire 4, six weeks postnatal)

78.8%

18.2%

59.2%

40.8%

Experimental Control

I Very dissatisfied n Dissatisfied D Neither D Satisfied B Very Satisfied |

A composite score of the responses to the question about satisfaction with antenatal, labour 
and postnatal care asked at six weeks post delivery was computed by giving each response a 
different value and aggregating the values, thus creating a new variable. The question and 

scores used for the new variable are shown in Table 3.32.

The scores could range from minus 15 to plus 15. A high score, considered to be 12 or above 
indicated that women had been very satisfied for two episodes of care and satisfied with the 
third. A low score indicating that the woman was dissatisfied with care at some time during the 
childbearing experience was between minus 1 to minus 15. A score between 0 to plus 11 

shows that the woman was generally satisfied overall. 
(See Appendix 14 for detail of results).

A frequency count was made for all women in the sample (experimental and control). No 
woman scored minus 15, indicating total dissatisfaction, the lowest score being minus 3, with 

the highest proportion of women (66%), achieving above 12 suggesting a high degree of 
satisfaction throughout the whole childbearing experience. A further 32% of women scored
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between 0 to plus 11 indicating that they were generally satisfied overall. Two per cent of 
women were however very dissatisfied with their care.

Table 3. 32: Questions used for 'Composite Score for Satisfaction'

Questionnaire

4

4

4

Question

Overall how satisfied are
you with the care you have
received from the midwifery
service during the antenatal
period

Overall how satisfied are
you with the care you have
received from the midwifery
service during labour and
delivery

Overall how satisfied are
you with the care you have
received from the midwifery
service during the postnatal
period

Responses

Very satisfied
Satisfied
Uncertain
Dissatisfied
Very dissatisfied
Very satisfied
Satisfied
Uncertain
Dissatisfied
Very dissatisfied
Very satisfied
Satisfied
Uncertain
Dissatisfied
Very dissatisfied

Score
+5

+3

-1

-3

-5

+5

+3

-1

-3

-5

+5

+3

-1

-3

-5

New variable - Composite Score for Satisfaction

Composite information scores, grouped as high, medium and low, were then cross tabulated by 
group. Results are shown in Table 3.33.

Table 3.33: Cross tabulation of the variable 'Composite Score for Satisfaction'
with group

Score

High score (12 to 15)

Medium score (0 to 11)

Low score (-15 to -1)

Experimental n=33

82%

15%

3%

Control n=49

55%

43%

2%

This result favours a caseload approach to care in achieving a greater degree of expressed 
overall satisfaction. What aspects of care are more or less important in influencing satisfaction 
is more difficult to discern. Further calculations were made to try and explore this issue.
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Maternal satisfaction was a specific outcome measure of the current study. However, women 

tended to be satisfied with maternity care irrespective of the model of care. This may be due to 

either, the positive nature of having a baby; a cultural inclination to be grateful, or specific aspects 

of care that affected the quality of the service. It was therefore worth attempting to discover which 

aspects of care could have influenced satisfaction to a greater or lesser extent.

This required a deeper exploration of the data, using the composite variables that had been 

computed for: continuity of carer, information, relationship with the midwife, individualised care and 

satisfaction. The values for each of these variables were grouped into high, medium and low 

scores so that the number of responses in each cell was higher and would be less likely to be 

biased by random fluctuations. It also prevents the spurious appearance of irrelevant precision. 

Grouped composite variables were then cross-tabulated with the type of intervention (i.e. caseload 

or team care), and a chi square test computed. (This calculation was used to get an indication of 

the relative importance of these different factors rather than to make inferences, acknowledging that 
the sample was not random). (Result tables are shown in Appendix 15).

From this calculation it appears that there is an association between continuity of carer and type of 
intervention that is statistically significant. The value of x2 obtained (11.013) with df = 2, was 

significant at the 0.004 level of probability, indicating that continuity of carer was significantly higher 
for caseload care. Also, in relation to satisfaction the value of x2 obtained (6.990) with off = 2, was 

significant at the 0.03 level of probability, indicating that the caseload group had slightly higher 
levels of satisfaction. Results from the remaining composite variables indicated that there was no 

significant association with the type of intervention.

Using grouped variables gives only three categories, which inevitably loses some of the detailed 

information in the data sets. To try and retrieve this detailed information, the correlations between 
each of the composite variables and the composite satisfaction measure was calculated. As the 

data was ordinal, the Spearman rank order correlation co-efficient was used. Results indicated that 

correlations between each of the variables are positive and indicate a degree of association. 

Although this association is significant, the level of effect is low. Results of the correlations between 

each aspect of care with satisfaction, indicate that a high information score is the most positively 
correlated variable (rho = +0.368, N = 82, significant at the 0.001 level of probability), although the 

remainder also show a statistically significant association (See Appendix 16).

It is interesting that all correlations are statistically significant except the one between continuity of 

carer and the relationship with the midwife. This suggests that women could have a good 
relationship with a midwife without receiving continuity of carer. This was counter-intuitive and led

one to wonder whether these inter-relationships were the same for the caseload group as for the
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team care group. Correlations between all the measures were therefore computed for each group 
separately. (See Appendix 16).

What was strangely apparent was that the association between each of the variables with 
satisfaction were much stronger with team care than caseload care. Although each of the variables 
are still positively correlated with each other for both types of intervention, it is the variation in 
association between information and individualised care, satisfaction and individualised care, and 
satisfaction and information that show the greatest difference. (See Table 3.34)

Table 3.34: Rank order correlations of composite variables by type of intervention

Composite variable

Information with Individualised 

care

Satisfaction with Individualised 

care

Satisfaction with Information

Correlation co-efficient 

Significance

Correlation co-efficient 

Significance

Correlation co-efficient 

Significance

Caseload care

0.255 

p<0.152

0.304 

p<0.085

0.382 

p<0.028

Team care

0.658 

p<0.001

0.605 

p<0.001

0.561 

p<0.001

The reasons for these results are difficult to explain. The association between these variables was 
positive (that is, more of one means more of the other) for both groups. Why this was less so for 
caseload care can only be a subject for speculation. It is possible that caseload care provides a 
more consistent approach to care, where no single aspect is more or less influential on satisfaction. 
Alternatively women in the caseload group may have placed less emphasis on any single aspect 
because they were satisfied being part of a new or special model of care. It is perhaps more likely 
that because the caseload group scored higher on most of the individual variables as well as 
satisfaction, the range of responses was therefore narrower. As a result these findings are 
somewhat of an artefact. Since the experimental scores were higher than the control scores, the 
experimentals just did not have as much room to vary. A calculation of the means was therefore 

carried out.

A comparison of the means of each of the grouped composite variables by type of intervention and 
an Anova test was computed. The variation in means is shown in Table 3.35. Although the means 
are consistently higher for caseload care, there is minimal difference for satisfaction, relationship 
with the midwife and individualised care. The most noticeable variation is for continuity of carer and 

information.
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Table 3.35: Means of Composite Variables by type of intervention

Variable

Satisfaction

Information

Relationship

Continuity of Carer

Individualised Care

Caseload care

13.1

7.2

9.1

8.3

6.7

Team care

11.5

3.7

8.4

4.7

5.1

An Anova score shows that it is a high score for continuity of carer that is of greatest statistical 

significance, F (2,81) = 16.970, p <0.001). For information, F (2,81) = 8.951, p<0.004. (The 

remainder of results are shown in Appendix 17).

Although there is clearly an effect brought about by the type of intervention that is significant, the 

degree of significance is still low. The practical effect of these differences would be small. Even 

changes in continuity of carer (the most influential variable in this analysis) would explain only 17% 

of the changes in satisfaction, (Eta 0.175). In relation to information this proportion is around 10% 

(Eta 0.101).

These additional calculations were an attempt to explore what effect each of the composite 

variables have on each other and on satisfaction, and thereafter to consider whether or not the type 

of intervention makes a difference. The result of the former, is to show that each of the variables 

are positively correlated with each other, most of which were statistically significant, indicating a 

real relationship. However, the relationships are low and account for no more than 21 % of the 

variance. The result of the latter question is to conclude that although continuity of carer and 

information were significantly greater for the caseload group although, this is likely to explain only 

17% of the variation in satisfaction.

In summary, overall satisfaction for women is likely to be influenced in the main by a positive and 

safe outcome. Thereafter the amount of information that the woman receives that is individualised, 

is significant. Information giving is influenced by continuity of carer and the relationship with the 

midwife. It is likely that the more information the woman has, the more able she is to make choices 

and to feel in control. Where the contributing variables are considered by group, caseload care is 

favoured, especially in relation to providing continuity of carer. This detailed analysis needs to be 

viewed in the context of all the other results presented in this chapter in order to achieve a balance 

from the totality of data collected in the study. The following section discusses the achievement of 

certain health gain targets which were another area of exploration.
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3.6: Achievement of health gain targets

To assess the efficacy of a new approach to care, it was important to determine the impact that 
it may have on the achievement of health gain targets and health promoting activities, which 
were of interest to the Trust. Health promotion for childbearing women is considered very 
important as a pregnancy may be the first contact that a woman has with the health services 
and she may be more willing to adapt health habits for the benefit of her baby. Pregnancy care 
also provides midwives with an opportunity to talk to women and their families in the home 
setting, offering information, advice and support that may influence parenting skills for the 
future. The health of the next generation may therefore be influenced indirectly by the midwife 
effectively providing health education and health promotion, (Grafter 1997).

Data collected that provides evidence of health education and health promoting activities came 
mainly from questionnaires. The achievement or non-achievement of some health gain targets 
were apparent from case note data. Health education is considered in relation to information 
giving and attendance at parentcraft classes. Health promotion is presented in relation to 
breast feeding and changes in social habits such as smoking and alcohol consumption.

Parentcraft education is an opportunity for health education. Only 54% of caseload women and 
46% of team care women attended parentcraft classes. There were no conclusive reasons 
given for non attendance. Twenty five per cent of team care women indicated that they had 
attended previously and small numbers of both groups cited inconvenience, need for 
babysitters, not fancying them, or not needing them as the reasons. Of those who did attend, 
over 95% of both groups were at hospital run classes, and were considered to be meeting their 
needs mostly or totally for 95% of all women. Twenty nine per cent of team care women would 
have preferred more choice in the topics covered, compared to 15% of caseload women. 
Postnatally, over 65% of all women felt that the classes had been a lot of help with the 
remainder indicating 'a little help' in preparing them for parenthood. With hindsight women 
would have liked more information about relaxation, baby care, and caesarean section. There 
were no differences between the two groups. The main function of parentcraft classes was 
suggested to be to provide information, with the ability to make friends ranked the next highest. 
This opinion did not alter postnatally. The model of care apparently had no effect upon 
parentcraft education, attendance, content or type.

Health gain targets
Because breast feeding has advantages for the health of both the mother and the baby, it is 
detailed as a health gain target in the Protocol for Investment in Health Gain, Maternal and 
Early Child health (Welsh Health Planning Forum 1991). However, these are absolute targets. 
When womens' choice is considered as an additional criterion, the achievement of a given 
target must be relative to that choice. If all women were made to breast feed to achieve the
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absolute target then choice would inevitably have been compromised. Therefore achievement 
of targets is relative to a women's wishes.

At 20 weeks there were more women in the team care group who were undecided regarding the 
method of feeding (13%, compared to only 2% of caseload women). Sixty six per cent of 
caseload women and 59% of team care women had decided to breast feed. By 36 weeks 
gestation the percentage had increased to 76% for caseload women and 61% for team care 
women intending to breast feed. By six weeks post delivery only 33% of both groups who 
responded to questionnaire 4, were still solely breast feeding. Of those who had started but 
since given up, 50% of caseload women had done so within 2 weeks, compared to 77% of 
team care women who gave up during this period. Team care women indicated that they would 
have liked more information about; coping with sore nipples, increasing milk supply, the way the 
breasts work and on how demanding it would be. Caseload women would have preferred more 
information about stopping breast feeding. Although more women in the caseload group 
started to and continued to breast feed, 21% of the team care group suggested that there had 
been a little pressure from the midwives to breast feed. Only 3% of caseload women felt this 
way. The way midwives promote breast feeding must therefore be variable, and possibly 
reflects their personal feelings towards supporting breast feeding as well as achieving targets.

Case note data about breast feeding was collected for all 79 women who received caseload 
care. Following delivery, 62% of caseload women started breast-feeding compared to 49% of 
team care women. By 6 weeks 77% of caseload women, who had started, were continuing to 
do so, compared to 64% of team care women who had started. (See Figure 3.24). Although a 
smaller number of women completed questionnaire data about breast feeding, percentage 
results were similar. The achievement of this health gain target would appear to be improved 
by caseload care. A summary of other target achievements was shown in Table 3.14.

Questions about social habits related to; smoking, alcohol consumption and use of addictive 
drugs. At 20 weeks, 16% of caseload women and 9% of team care women were smokers. By 
36 weeks gestation, 12% of caseload women were continuing to smoke, as were 5% of team 
care women. This favours a possible approach taken by team midwives, since the percentage 
drop for women in the control group was 44%, compared to a 25% drop for women in the 
experimental group. Forty two per cent of caseload women indicated that they were drinking 'a 
lot less' alcohol at 20 weeks and by 36 weeks 51% did not drink alcohol at all. For the team 
care women, 30% were drinking 'a lot less' by 20 weeks and 53% had given up completely by 
36 weeks. None of the respondents stated that they were using addictive drugs during 

pregnancy.
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Figure 3.24: Breast feeding rates
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Indicators of future health awareness were asked about in relation to follow up postnatal 
examinations and immunisation. All women in both groups indicated that they intended to have 
a postnatal check up in the near future and were also intending to have their baby immunised at 
the appropriate time.

Some improvements in personal health habits are achieved for both groups but more so by 
team care midwives. It could be speculated that in an attempt to establish a more friendly 
relationship by the caseload midwives limits their desire to address negative social habits. 
Provision of health promoting activities appear similar for both approaches to care, however 
higher breast feeding rates were achieved by caseload care.
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3.7: Subsidiary data from questionnaires

It is acknowledged that midwifery care should be family focussed as well as woman centred, 
(UKCC 1996). The current study did not set any specific objectives that refer to this category of 
care, although family centredness may be implicit in providing a service that meets the needs 
of, and is satisfying to women and their families. Thompson ef al, (1989), defined family centred 
care as;

"Actions that accept the family and significant others as important participants during 
pregnancy and that promote optimal development of the family unit as defined by the 
woman" (Thompson ef al, 1989: 128).

Thompson ef al (1989), do not define what is meant by optimal development of a family unit 
and hence it is difficult to assess. However, a number of questions asked within the current 
study did concentrate on the involvement of family as support, the involvement of other health 
care professionals to meet all needs and the level of preparation for the reality of parenthood. 
These responses are reported in this section.

Women were asked to indicate which people (including partners, family and friends as well as 
health care personnel), provided medical advice, general advice and reassurance about 
pregnancy and childbirth as well as comfort and emotional support. The midwife was ranked 
the highest for the provision of medical advice and general advice and reassurance about what 
happens during pregnancy and childbirth by all women, regardless of caseload or team care. 
The doctor was viewed as important for medical advice by 52% of the caseload group and 74% 
of the team care group. The involvement of husband/partner, family and friends in the provision 
of general advice and comfort and support was higher in all categories for the caseload women. 
(See Table 3.36). This could suggest a move away from a medicalised approach whereby 
there is less reliance on doctors and the health service to meet all needs.

The opportunity to talk to other health professionals as well as a midwife and doctor was asked 
about at 20 weeks of pregnancy and again at 36 weeks. Caseload women would have liked 
more opportunity to speak to a physiotherapist, dietician, geneticist and special care baby unit 
staff, than would team care women. Team care women would have liked more opportunity to 
talk to a radiographer. The differences however are small. This desire to involve more health 
professionals is the same at 36 weeks as at 20 weeks, suggesting that this need had not been 
met. (See Table 3.37). Perhaps more important is the expressed need to talk more to the 
midwife. Even though both groups of women had indicated that they had talked to the midwife 
more than any other professional, the need to talk more was still rated the highest need for 
around half of all women in both groups. This is perhaps indicative of their requirement for 
information. However, these results are contrary to other responses that indicate information 
giving by caseload midwives was adequate. It is feasible that the more information women
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receive, the more aware they become of the need for still more information. There is also the 
possibility that midwives may consider themselves the main providers of information and 

therefore not always appreciate the need to involve additional experts. This may account for 
why the need to talk to a hospital doctor was greater for women in the caseload group rather 

than for team care (16% and 4% respectively). It is however important, not to imply an 
undermining of any of the members of the multi-professional team

Table 3.36: Which of the following people have you talked to for each of these things?

Your midwife
Doctors
Husband/
partner
Family
Friends

For medical advice
about pregnancy and
childbirth

Exp.n=44

93%
52%

23%

30%

16%

Cont.
n=76

91%

74%

28%

30%

24%

For general advice and

reassurance about

pregnancy and

childbirth

Exp.n=44

84%

23%

37%

52%

52%

Cont.
n=76

87%

30%

26%

39%

42%

For comfort and

emotional support

Exp.n=44

25%

7%

89%

66%

43%

Cont.
n=76

29%

5%

84%

57%

36%

Table 3.37: Health professionals 
Which of the following health professionals would you have liked to have talked more to?

Midwife

GP

Hospital doctor

Consultant

Physiotherapist

Dietician

Radiographer

Geneticist

Special care baby 
unit staff

20 weeks gestation

Experimental

43%

16%

16%

14%

7%

11%

11%

9%

16%

Control

51%

18%

4%

17%

4%

10%

22%

3%

12%

36 weeks gestation

Experimental

32%

10%

7%

17%

7%

10%

10%

12%

15%

Control

51%

25%

14%

22%

6%

8%

13%

0%

11%
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The length of time away from the family home may be important for women who choose a 
hospital birth. The average length of postnatal in-patient care was 2.1 days for both groups. 
Antenatally, 33% of caseload women planned to stay in hospital for less than 24 hours, as did 
26% of team care women. Post delivery, 40% of caseload women had been transferred home 
within 24 hours compared to 36% of the team care women. Length of stay met the preferences 
of 75% of caseload women and 72% of team care women. In over 80% of cases the decision to 
go home was made jointly with the midwife or by the woman herself. Before delivery, 78% of 
the experimental group and 82% of the control group felt prepared for coping with the reality of 
parenthood.

Postnatally, women were asked 'whether or not being a mum was like you expected' and then 
to indicate the extent to which they agreed or disagreed with the statement 7 knew being a mum 

was going to be hard but I didn't realise just how hard'. The questions were repeated at 10 
days and 6 weeks postnatal. Eight per cent of women in both groups were more tired than 
expected, a higher proportion agreed that being a mum was really tiring although 39% of 
caseload women were slightly more positive in their response by suggesting '/'// soon get into a 

routine', compared to 25% of team care women. By 6 weeks post delivery, 42% of caseload 
women suggested that they were getting into a routine, compared to 32% of team care women.

In relation to motherhood being harder that expected, 43% of caseload women and 35% of 
team care women disagreed or strongly disagreed with this statement at 10 days post delivery, 
suggesting that this percentage of women did realise how hard motherhood would be. 
However, by 6 weeks post delivery, 48% of caseload women were still of this opinion whereas 
only 29% of team care women indicated that they had adjusted to the demands of motherhood. 
(See Figure 3.25). These results tend to favour a caseload approach in relation to preparation 

for motherhood.

The results presented so far relate to specific questions that had asked about identified aspects 
of care that were thought to contribute to safe and satisfying care. A free response section in 
each questionnaire allowed for women to comment about aspects of care not asked about 
specifically. These results are presented in the next section.

153



Figure 3.25: / knew being a mum was going to be hard, but I didn't realise just

how hard

10 days post natal

11.4%

40.0%

5.7%

40.0%

Experimental

12.3%

49.1%

3 5%

35.1%

Control

I Strongly disagree • Disagree E3 Uncertain D Agree • Strongly agree

6 weeks post natal

39.4%

9.1%

45.5%

12.5%

54.2%

4.2%

22.8%

6.3%

Experimental Control

154



3.8: Data from free response questions

A small number of open ended questions were included at the end of each questionnaire to give 

women an opportunity to state their views in their own words. Women were asked in both 

antenatal questionnaires to "describe anything about your care during pregnancy that you are 

particularly satisfied with". The question was then repeated for aspects that they may have 

been particularly dissatisfied with. They were also asked to suggest ways in which their ante 

natal care could have been made better. Lastly there was a page for "anything else you would 

like to say about the care that you have received from the midwifery service during your 

pregnancy".

At 10 days post delivery, women were given the opportunity to "describe anything about your 

care during labour and delivery that you are particularly satisfied with", with the question being 

repeated for dissatisfaction followed by the same questions repeated about postnatal care. 

There was a separate page for anything else they would like to say about the care they had 

received during childbirth and since they have had the baby. At six weeks the open ended 

satisfaction and dissatisfaction questions included a free text response about midwifery care at 

any time during pregnancy, labour or the postnatal period that they had been particularly 

satisfied or dissatisfied with. The final page asked for "anything else you would like to tell us 

about your experiences of midwifery care".

A total of 120 women responded to at least one question (44 experimental, 76 control), with a 

total of 824 comments recorded, (320 experimental, 504 control).

This section describes the process of analysis using Paradox, before reporting the statistics and 

summary of results which includes quotations.

3.8.1: Process of analysis

Data from each questionnaire were entered into a Paradox table with fields for respondent 

number, respondent group, questionnaire number, question number and comment. Where 

more than one theme was mentioned within a single statement, duplicate records were 

generated and coded.

An inductive approach was then used to develop generalisations from the data. A manual 

search for themes or recurring generalisations was conducted before the comments were 

coded. The coding system adopted initially, followed the five concepts of care used for the 

analysis of quantitative data. These were then regrouped into four categories relating to;

> physical care from health professionals
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> aspects of the relationship with the midwife, including continuity of carer
> information and communication, including choice and control, and
> aspects of care affecting the family or personal life.

There was one further category which was used for statements that were very general in nature, 
for example "everything's been lovely", "all is fine", "all in all satisfied", "I am very pleased with 

the service so far". This contained exclusively positive comments.

Each comment in the Paradox table was then coded as 'positive' or 'negative'. If the comment 
'nothing' or 'none' was written in response to a question that asked for aspects of care that they 
were particularly dissatisfied with, the comment was scored as positive. (This accounted for only 
a minority of responses). There was only one similar comment written in response to the 
question regarding areas of particular satisfaction. One respondent wrote "nothing in 

particular". This was coded as negative because the same respondent made a number of 
comments under the dissatisfaction question. (This type of response to a satisfaction question 
could have been interpreted as positive if the respondent indicated that they were satisfied with 
everything, but nothing in particular. Alternatively it could be neutral if interpreted as satisfied 
with nothing in particular yet not dissatisfied with anything in particular).

The number of positive and negative comments made in relation to each of the five categories 
were then counted, and crosstabulated with experimental and control group.

The use of quantitative methods to analyse qualitative data has been supported by Miles and 
Huberman (1994), who proposed that data reduction, data display and conclusion drawing are 
activities required to analyse all qualitative data. The use of computer software to assist in 
selecting, focussing, simplifying and abstracting the data can offer a sequential and iterative 

process that can be made explicit.

3.8.2: Statistics

An initial count of positive and negative comments per question, per questionnaire according to 
experimental and control groups was undertaken, (See Table 3.38 for summary). 
To ensure that these results had not been biased by interpreting the answer nothing in 
response to a dissatisfaction question as positive, these responses were counted separately. 
Twelve of the positive comments made by the experimental group were awarded in this way. 
Twenty two of the positive comments made by the control group had been awarded in this way. 
These comments were subsequently removed from the analysis, and results then considered. 
As this did not alter the overall percentages to any great extent, thereafter they were included in 

the category of general responses for further analysis.
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The first striking feature of the results are the ratios between positive and negative comments, 

which shows a marked difference between groups in each of the four questionnaires. There 

was also a consistent and strong finding that when women in the caseload group made a 

comment, it was much more likely to be a positive one.

The next stage was a count of each of the comments related to the five categories. Two 

calculations were then made. Firstly, to establish the total number of positive and negative 

comments made by caseload and team care women for each category and secondly to explore 

any variations between the two groups especially in relation to comments made about specific 

aspects of care within the main four categories.

Table 3.39 shows which category attracted the most positive and negative comments as a 

percentage of the total positive and negative comments made by each group. 

Table 3.40 shows the percentage of positive and negative comments as a proportion of the total 

comments made in each specific category.

The total number of comments per category is shown below;

Categories 1-4 specific

comments

Category 5 general comments

Response 'none'/'nothing' to

areas of dissatisfaction

Response 'nothing in

particular' to area of

satisfaction

Total comments

Experimental n=44

283

25

12

0

320

Control n=76

435

46

22

1

504

A discussion of these results follows in Section 3.8.3.
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3.8.3: Discussion of results

The proportion of comments made in each questionnaire declined over time, as did the number 
of respondents. Questionnaires 1 & 3 had the most comments overall, as well as the most 
positive comments. Questionnaires 1 & 2 had the most negative comments.

Table 3.38: Percentage of positive and negative comments per questionnaire

Questionnaire 1

Exp. group n=41 
Total comments 
121

Positive
86 

(71%)

Negative
35 (29%)

Ratio of positive to negative comments 
2.4:1

Cont. group n=65 
Total comments 
185

113 

(61%)

72 (39%)

Ratio of positive to negative comments 
1.5:1

Questionnaire 3
Exp. group n=30 
Total comments 77

67 

(87%)

10 (13%)

Ratio of positive to negative comments 
6.7:1

Cont. group n=43 
Total comments 
130

102

(78%)

28 (22%)

Ratio of positive to negative comments 
3.6:1

Questionnaire 2

Exp. group n=30 
Total comments 80

Positive
62

(77%)

Negative
18(23%)

Ratio of positive to negative comments 
3.4:1

Cont. group n=43 
Total comments 120

74 

(61%)

46 (39%)

Ratio of positive to negative comments 
1.6:1

Questionnaire 4
Exp. group n=20 
Total comments 42

36

(85%)

6 (1 5%)

Ratio of positive to negative comments 
6:1

Cont. group n=33 
Total comments 69

52

(75%)

1 7 (25%)

Ratio of positive to negative comments 
3:1

Total number of positive comments =592 (251 exp. 341 cont.)
Total number of negative comments = 232 (69 exp. 163 cont.)

Ratio of positive to negative comments = 2.5:1 
Experimental group 3.6:1 Control group 2:1

Total number of general care type comments = 106 ( 37 exp. 69 cont. 105 positive, 1 
negative)
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Overall, and in relation to each of the four questionnaires, the control group made a larger 
number of positive comments than did the experimental group. See below.

Positive comments (absolute numbers)

Questionnaire 1

Questionnaire 2

Questionnaire 3

Questionnaire 4

Total

Experimental

86

62

67

36

251

Control

113

74

102

52

341

On this measure the women in the control group were more positive at every stage of their 
childbirth experience. If the same table is repeated for the negative comments, (see below), the 
trend is the same.

Negative comments (absolute numbers)

Questionnaire 1

Questionnaire 2

Questionnaire 3

Questionnaire 4

Total

Experimental

35

18

10

6

69

Control

72

44

28

17

163

Hence, overall the control group made more than one and a half times more comments than the 
experimental group. The variation in numbers of women in each group accounts for some of 
this variation (exp. n=44, cont. n=76). However when the number of comments per respondent 
is averaged, the women in the experimental group tend to make more comments per 

respondent overall. See below;

Average number of comments per respondent

Positive

Negative

Total

Experimental 
n=44

5-6

1-2

7

Control 
n=76

4-5

2
6-7
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Overall, both groups were predominantly positive at every stage. The comments categorised as 
general care were then omitted from the analysis to assess the relative importance of the other 
aspects of care, where comments had been specific to the remaining four categories.

There was a degree of consistency between the two groups in relation to what they write most 
specific comments about, Table 3.39.

Table 3.39: Positive and negative comments according to category as a
percentage of the total comments made
(Category 5 - general comments omitted)

Category 1 
Physical care

Category 2 
Relationship with the 
midwife including 
continuity of care 
and caring
Category 3 
Information, 
communication, 
choice and control
Category 4 
Family related 
aspects
Total number of 
comments

Experimental Group
Positive

68 (32%) 

Ratio = 1.9:1

79 (37%) 

Ratio = 7:1

31 (14%) 

Ratio = 15:1

36 (1 7%) 

Ratio = 1.7:1

214 (100%) 
Ratio = 3:1

Negative

35(51%)

11 (14%)

2 (3%)

21 (31%)

69(100%)

Control Group
Positive

76 (28%) 

Ratio = 1:1

103(38%) 

Ratio = 3:1

37 (1 3%) 

Ratio = 2:1

57(21%) 

Ratio = 1.3:1

273 (100%) 
Ratio = 1.6:1

Negative
72 (44%)

32 (20%)

16 (10%)

42 (26%)

162 (100%)

Category 2, i.e. relationship with the midwife including continuity of care and caring, contained 
the highest proportion of positive comments by both groups. Category 1, i.e. physical care, 
contained the highest proportion of negative comments by both groups. Category 3, i.e. 
information, communication, choice and control was the least frequently commented upon either 
positively or negatively, by both groups. The relatively higher number of negative comments 
about physical care supports the suggestion made earlier that greater emphasis may have 
moved towards psychological care, moving away from physical care because safety is 
assumed. It also supports the suggestion that continuity of carer is often introduced as a means 
of promoting a high quality service, yet it may be the relationship element which has as much 

influence on care provision.
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Interestingly, although the proportion of positive and negative comments by category was 

similar for both groups, the experimental group tended to detail more negative responses in 

relation to physical care than the control group, (51% compared to 44%, Table 3.39), whereas 

the control group detail more negative comments in relation to choice, control and 

communication, (10%, compared to 3% experimental). This tends to support the suggestion 

that greater efforts to achieve continuity may be beneficial in achieving satisfaction for certain 

targets yet could reduce satisfaction with other aspects of care classified as physical.

Positive and negative comments were then examined as a percentage of the total comments 

made for that category (rather than as a percentage of the total comments made). Table 3.40.

Table 3.40: Positive and negative comments as a percentage of total comments
for each category 

(Category 5 - general comments omitted)

Category 1
Physical care

Category 2
Relationship with the
midwife including
continuity of care
and caring

Category 3
Information,
communication,
choice and control

Category 4
Family related
aspects

Experimental Group

Positive

68

(66%)

79

(88%)

31

(94%)

36

(63%)

Negative

35

(34%)

11

(12%)

2

(6%)

21

(37%)

Total

103
Ratio
= 1.9:1

90
Ratio
= 7:1

33
Ratio
= 15:1

57
Ratio
= 1.7:1

Control Group

Positive

76

(51%)

103

(76%)

37

(70%)

57

(57%)

Negative

72

(49%)

32

(24%)

16

(30%)

42

(43%)

Total

148
Ratio =
1:1

135
Ratio =
3:1

53
Ratio =
2:1

99
Ratio =
1.3:1

Overall, the experimental group were less negative than the control group. The proportion of 

positive comments compared to negative comments made by each group suggests that the 

experimental group consistently detail more areas of satisfaction than dissatisfaction within all 

four categories. The category of greatest difference between the experimental and control 

groups was choice, control and communication. In this category, the ratio between positive and 

negative comments made by the experimental group was 15:1 compared to the control group 

whose ratio was 2:1.
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For both groups and for all categories, positive comments outweighed negative ones. However, 

for physical care among the control group, the number of comments were similar (76 positive, 

72 negative). Perhaps having to meet more carers influenced this result.

The following quotations from the free text responses provide examples of comments given in 

relation to areas of particular satisfaction and dissatisfaction. As only a small proportion can be 

detailed, the key types of response are given as they relate to; hospital/physical care; 

relationship including continuity of care by the midwife; communication and choice; and aspects 

of family/home involvement. An attempt has been made to balance both positive and negative 

comments, with representation from both groups.

Physical care/hospital services

Relationships with medical personnel of different roles, were variable, but on balance generally 

negative, e.g.

"All medical staff have been very friendly and made me feel 
at ease. Any questions I have had have been answered

fully and helpfully" 
(respondent 56, control group)

"The hospital doctors - they are not interested in your
problems and won't listen" 

(respondent 15, experimental group)

"I found ante natal checks with the GP's quite anxiety
provoking as they do not explain what they are doing etc."

(respondent 27, experimental group)

"With an appointment with the consultant. She treated me 
like a child. When I left I felt as if I had just had a row with

my mother" 
(respondent 98, control group)

Aspects of hospital care were also criticised for a variety of reasons, although some women did 

offer praise for the service, e.g.

"Area of particular satisfaction - "The prompt co-operation 
at the hospital to ensure I left clinic in time to collect my

eldest daughter from school" 
(respondent 43, control group)

"Antenatal clinic at..... is like a conveyor belt for blood tests 
etc. Would like a more private area. Would consider going

private to get improved environment"
(respondent 17, experimental group)

"Your pregnancy is discussed within earshot of at least 
tnree other antenatal patients while numerous others

wander in and out" 
(respondent 63, control group)
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"/ would like to have asked some advice when at the
antenatal clinic but they all seemed very rushed and busy"

(respondent 79, control group)

"When asked the sex of my baby I was told that the
radiographer didn't have time to spend looking"

(respondent 39, experimental group)

"When having the scan, nothing was explained to us. In 
fact we were very disappointed" 
(respondent 59, control group)

Waiting time was an area of dissatisfaction for a high proportion of women. In one instance this 
could have affected care,

"/ feel that waiting for hours in the surgery is a complete
waste of time, as I have a four year old to pick up from

school. I often have to leave before being seen"
(respondent 69, control group)

"Waiting times at hospital - as ever. Consultant seemed a
tad abrupt but may have been an especially busy day"

(respondent 31, experimental group)

"Had to wait two hours to see a doctor for seven minutes
once" 

(respondent 107, control group)

Management of problems and the provision of good care balances some of the negative 
aspects of the environment, e.g.

"AFP result came back as high risk and the midwife advised
me re amnio and told me about the high density scan and

amnio risk re miscarriage. She also bent over backwards to
accommodate my wishes and arranged whatever

appointments were necessary"
(respondent 97, control group)

"The encouragement that the midwives are there for you if
any problems arise any time of day or night. If you need to

talk about any other problems the midwives are there to
listen" 

(respondent 15, experimental group)

"My two midwives have been very friendly and helpful and
give lots of confidence as to their ability and expertise"

(respondent 1, experimental group)

"I would like to point out that I feel confident that myself and
my baby are being very well looked after with just total 

midwife care. I feel this option is more beneficial as there
are only 2-3 people seeing you" 

(respondent 41, experimental group)
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Midwifery care tended to attract a large number of positive and negative comments, dependent 

upon the woman's experience of continuity of care and carer and perhaps her relationship with 
the midwife.

Continuity of midwifery care

Examples are given of the reasons why women found continuity of care or carer particularly 
satisfying or dissatisfying.

" the fact that I get to see the same midwives at clinic and 
hospital appointments and at birth hopefully is very

reassuring indeed" 
(respondent 35, experimental group)

"I do like the idea of midwife teams. That way you get to
know at least one of the people who will deliver your baby"

(respondent 44, control group)

"all the midwives on the team were excellent. I really felt
that there was always someone there if I needed them for

anything throughout my pregnancy, delivery and post natal
care" 

(respondent 57, control group)

"The team midwives are very helpful with advice and care
both during and after the birth. Very reassuring to know
that if you have a problem the midwives are only a phone

call away with help and advice"
(respondent 89, control group)

"I was particularly impressed recently I needed to contact
my midwife in the middle of the night and she was able to

contact me straight back with help and advice"
(respondent 41, experimental group)

Feeling that women 'know' all the midwives was the area of most concern,

"/ still haven't met all of the domino midwifery team and 
very much want to do so. I don't think this is enough of a

priority for the midwives themselves" 
(respondent 70, control group at 36 weeks)

"The only thing that is worrying me slightly is that I have
only met my allocated midwife twice -1 haven't seen her
now since I was about 19 weeks   I am now 32 weeks   I

would have liked to see her a little more"
(respondent 3, experimental group)

"Overall quite good but it gets confusing when I see a
different midwife every time as they have to work out what
has been said to me before and things get missed out or

repeated" 
(respondent 19, experimental group)

"I was very unhappy that I only saw a midwife 4 times
during my pregnancy" 

(respondent 91, control group)
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Two of these quotations suggest that although the experimental group were part of caseload 
care, the womans' experience suggests that continuity carer was not provided. Having their 
known carer for delivery also provoked a number of positive and negative responses, e.g.

"even though I didn't know the midwife who delivered me,
the midwife was excellent, really friendly, helpful and took
time to read my birthing plan so she knew what I wanted"

(respondent 14, experimental group)

However, the same woman also responded,

"Disappointed rather than dissatisfied that neither 8...... or
j....(caseload midwives named) delivered me"

(respondent 14, experimental group)

"during labour no team midwife was available, initially the 
ward sister came in and was very very very rough indeed

- unnecessarily so" 
(respondent 72, control group)

The attributes of individual carers were often commented upon. It would appear that the 
attitude, philosophy and personality of the carer is what has a significant influence upon the 
relationship between mother and midwife and hence is reflected in comments about 
satisfaction and dissatisfaction.

Relationship with the midwife

The development of a friendship with the midwife, was commented upon a lot and had obvious 
benefits to the woman, often the prefix my, suggested something about ownership e.g.

"Very friendly, the midwives make you feel at ease, always 
willing to listen and advise you on any fears/problems you

may have" 
(respondent 78, control group)

"My midwife is very friendly, they tell you everything you
want to know and explain and can understand when I am

worried. They are very reassuring"
(respondent 2, experimental group)

"midwives don't just deliver your baby, they become
good friends" 

(respondent 8, experimental group)

"/ believe the service provided by the midwives could not be
much improved. They offer general health advice,

supported me and gave me telephone numbers for me to
contact them should I have any queries"

(respondent 51, control group)
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"Yes, / am glad that both my midwives treat me as an
individual person needing care and not just 'another

pregnant woman for them to deal with"
(respondent 38, experimental group)

Unfortunately this is not the feelings of all women and the attitude of professionals caused 

concern to some women, e.g.

"I was feeling very low one visit to the midwife and
concerned about the baby being breech, and generally felt

not too good. I felt I was fobbed off and the midwife
couldn't be bothered" 

(respondent 37, experimental group)

"The parentcraft classes were not as 'father friendly' as they
could have been. The deliverer allowed her personal

experiences to colour her attitude towards the supportive
role of the father. Comments regarding 'useless men' were

not helpful" 
(respondent 88, control group)

"there is an obvious conflict of attitude between hospital 
and community midwives. Information conflicts, patients

are affected" 
(respondent 73, control group)

Information generally was also commented upon, often in a negative way which was 

categorised with communication, choice and control e.g.

Information, communication, choice and control

"Information from midwife presented on too basic a level.
Reluctance to discuss such things as group antibody

screening, AFP, amniocentesis and toxoplasmosis testing"
(respondent 63, control group)

"more information should be given for blood tests on
results etc. and what should be done about them"

(respondent 19, experimental group)

I would have preferred that it wasn't left to leaflets to teach
me about pregnancy and babies and birth

(respondent 79, control group)

"I found I was told many conflicting ideas on how to feed
and look after my baby" 

(respondent 65, control group)
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"Have received conflicting information and also not 
convinced that the choices re birth will be a 'reality' on the

day" 

(respondent 73, control group)

Involvement in choice and control did attract some positive responses although, the question 
did not specifically ask about these two aspects e.g

"I'm impressed with the choice of care that is offered and
the options that appear to be available"

(respondent 7, experimental group)

"I am always asked what I would prefer to do - always 
involved in any decision making" 
(respondent 103, control group)

They always asked or advised and never told me what to
do or what not to do 

(respondent 1, experimental group)

I have had a lot of encouragement during labour to do what
I wanted 

(respondent 89, control group)

She also bent over backwards to accommodate my wishes
and arranges whatever appointments were necessary

(respondent 97, control group)

Acknowledgement of involving the family and the delivery of care in the home attracted a 

number of comments and often suggestions for improvements.

Family related aspects

Care provided at home appeared to be positively received for a variety of reasons, e.g.

"/ feel that the midwife calling at your home on the first visit
was a excellent idea, as it made me feel more comfortable,
and I felt at ease to discuss things in my own surroundings"

(respondent 49, control group)

"Flexibility of appointments - midwives will see me in my 
own home (I have two small children so this makes life

easier for me)" 
(respondent 53, control group)
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"/ feel much more relaxed with the midwife visiting me at
home than in a crowded antenatal room"

(respondent 13, experimental group)

The involvement of the family is also important to women,

"Plenty of opportunity to talk to midwives about the baby
and myself. They have been very kind and supportive in
their attitude to the baby, the rest of the family and me"

(respondent 53, control group)

An appreciation of the needs of the family was an area that gave rise to most suggestions for 
improvements, e.g.

"Perhaps a creche or some service to look after my one
year old during examinations at the G.P. practice"

(respondent 32, experimental group)

"Clinic appointments should be given and kept to by
patients and doctors/mid wives. Women with children to

pick up from school need to be seen earlier"
(respondent 48, control group)

"More flexible times for parentcraft classes as I have been
unable to fit them in with my work commitments"

(respondent 17, experimental group)

Areas for improvement

Many of the suggestions detailed as a response to areas for improvement were in relation to 
the provision of information to help prepare women for their experiences.

"perhaps it would be possible for an information sheet
regarding the midwifery service with photos of the midwives

to be issued at the beginning of your ante natal care"
(respondent 88, control group)

"as a first time mother it would have been useful to have
been given a written plan of when things would happen

e.g. when ante natal classes begin, frequency of
appointments throughout the whole of pregnancy,

midwife's role during labour" 
(respondent 27, experimental group)

"more information about the hospital, i.e. what to take in
and the procedure when in labour. I had to ask a lot of

questions, they presume you know things when it is your
second baby" 

(respondent 37, experimental group)

"I would like to be told more about the baby's developments
on each visit e.g. fingers and toes and developing at this

stage and told how the baby is lying in the womb"
(respondent 68, control group)
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Also listed as areas for improvement were environmental factors and facilities within the hospital 
service. Criticism often focused on standards of cleanliness and visiting arrangements. Women 

express strongly a need to improve appointment systems, waiting times and their experience of 
ultrasound scanning. These comments have not been included as they relate indirectly to 
midwifery care, although it could be argued that caseload care should be able to counteract 
these adverse factors, perhaps by the midwife acting as an advocate.

These quotations represent only a small, yet representative sample of all the comments made. 
From the calculations of the number of comments, feelings of satisfaction were proportionally 
higher than for dissatisfaction, (592 positive, 232 negative). It is however worrying that 
comments made by nine caseload women within the free text, would suggest that their care was 
not individualised and/or lacked continuity. This represents 20% of this group.

It is acknowledged that given a culture that has a desire to give praise, (which is a cultural norm 
in this part of Wales), and a common appreciation for a service that results in a happy outcome, 
that satisfaction may be exaggerated. What was perhaps more informative was the aspects of 
care that were commented upon.

This study has sought the views of women in data from questionnaires and the free text 
sections of questions. However, caring is a two way partnership and another facet of 
experiencing two different systems was accessed by interviewing the midwives and managers 
involved in the study. This data set informs the next section (3.9).
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3.9: Data from interviews

Semi-structured interviews were conducted with caseload midwives, team midwives and 

midwifery managers to achieve the study aim of comparing the midwife acceptability of different 

approaches to care. This required a review of the alterations in working patterns and an 

exploration of their perceptions of the roles. Since the study was also examining aspects of 

client satisfaction it was important to incorporate organisational issues that may affect the 

employee satisfaction and motivation which can ultimately influence consumer satisfaction, 

(Bagozzi 1992). The concept of empowerment was not central to the design of the interview 

schedule. However, due to the nature of some of the questions midwives talked about issues 

that related to empowerment and enablement which are further developed in Chapter 5.

The interview schedule focussed questions in four areas;

1. The midwife's personal role in the team/caseload, why she had chosen to work in this way, 

how she was selected, her expectations and the reality of workload issues,

2. Questions about the team/caseload, what makes a team/caseload successful, the benefits 

and the problems,

3. The organisational perspective of what is expected of the role of team/caseload midwifery 

and their relationship with management and,

4. The relationship with the client, what the approach to care offers women and their thoughts

on what women want from midwifery care.

Time was given at the end of the interview for any other aspects of the role or relevant issues to 

be directed by the interviewee.

In total, nine interviews were conducted each lasting 25-35 minutes, (caseload midwives n=2, 

midwife managers n=3, team midwives n=4). Tapes were transcribed and analysed manually. 

Computer analysis was not utilised for these data for a number of reasons. The overall aim was 

to explore midwife acceptability and review working patterns as to what helps or hinders the 

approach to care. With the smail numbers involved this was possible to extract manually. Also 

the small numbers meant that care was needed in the summary to not identify particular 

individuals, and at times the meaning behind the phrases said, required reference back to 

interviewer notes and reflections about the interview. Two independent researchers read the 

transcripts and the emerging themes were clarified and discussed for purposes of validity and 

reliability.

A similar inductive approach as was taken with the free text data, albert not computerised, was 

applied to the transcriptions to search for themes or recurring regularities in the data. The 

responses to the four areas that had been asked about allowed for a refinement of the themes. 

As a result the themes that emerged focussed on; their personal commitment and motivation;
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issues of inequality, unfairness and conflict, support from management, colleagues and family; 
and organisational issues considering the acceptability of continuity of carer schemes.

Each theme is presented from the perspective of caseholding midwives, team midwives and 
managers. A brief profile of the sample is given initially to provide background to the 
perspectives of the interviewees.

3.9.1: Profile of interviewees

Both caseholding midwives had worked in that way since its inception two years ago. They are 
both graded a 'G' grade for level of responsibility and salary. They are both married with 
dependent children. They had been qualified as a midwife for 5 years and 14 years respectively 
and were both studying for a Masters Degree in a midwifery related subject.

The team midwives were also all graded a 'G' grade, with three members having worked in the 
team since its inception 6 years ago. The fourth midwife had been a member for 4 years. Two 
midwives were married and three have family dependants. Years of experience as a midwife 
ranged from 5 years to 21 years. One member was currently studying for a Master's Degree, 
the remaining three were undertaking Bachelor level courses.

The managers all had more than 26 years experience as a midwife and had been in their posts 
an average of 10 years. One manager had total responsibility for the midwifery service, was 
graded on a management scale of pay and responsibilities and had recently gained a Master's 
Degree. The two other managers had a more clinically focussed managerial role, being 
responsible for defined areas of care and graded as clinical managers. Both had undertaken 
diploma level modules in the last five years.

3.9.2: Commitment and motivation

There appeared to be different perceptions of the commitment needed to provide continuity of 
carer, between the three groups interviewed. Caseload midwives acknowledge that working 
independently and providing total care does require commitment and that not all midwives 
would like to work in that way. The willingness to accept this additional commitment would need 
to be explored prior to appointment. Both caseload midwives agreed that it affected their 

personal life, one caseload midwife said

"it is your whole life that is affected and therefore you've got to look at 
your family situation and think you can actually do it".

However, the commitment offered was presented as not causing a problem to them perhaps 

because their perception could be different,
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"actually working 24 hours a day and being on call 24 hours is two different
things really"
"I don't think well I can't do this, I can't go shopping, I'm on call I can't go
swimming, I'm on call, I just take my bleeper everywhere with me", (caseload midwife).

The team members however viewed the commitment of caseholding differently,

"it's just the amount of availability, even though maybe you're not going to 
be called out but its that constant bleep there, knowing it can go off at 
any time, your social life is very restricted with that on. I would resent 
being available for that amount of time", (team midwife).

This demonstrates a fundamental difference in viewpoint about being on call. Carrying a bleep 
did not constitute a difficult commitment for caseload midwives because it did not influence their 
behaviour. Team midwives however, saw carrying a bleep as a constant commitment that 
would be unacceptable. All team midwives stated that they would not like to provide caseload 
care because of the on call commitment. Caseload midwives however state that they would not 
want to work in any other way, one said

" I'd be devastated if I had to go back to anything else now".

The difference may arise because the caseholding midwives talk about their commitment to the 
women, rather than the commitment by them as individuals or to the organisation. Team 
midwives see team midwifery as requiring a lot of commitment, more so than the core staff in 
hospital,

"/ think you've got to want to work as a team and not as an individual in 
a unit otherwise if you don't want to do it, you won't be committed to it 
and it is a lot of commitment".

Not all managers shared this view, one stated

"they (the teams; haven't got such a big commitment'. 

Another manager suggested that commitment was linked to motivation

"/ think some prefer to go autonomous, I think some probably think that 
they can be not supervised such as they are in the hospital".

These were not the reasons given by any of the midwives for joining a team or caseload 
practice.

Motivation to work as caseholders was the same for both caseholding midwives. Both had 
been members of a team which they did not think was working very well,
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"/ didn't feel that the way that the team was progressing met my expectations 
of what, as midwives, we could offer to the women".

They both volunteered to casehold because they viewed this way of working as

"less stressful" "offering more continuity to women" and "would improve 
my skills as a midwife".

Their anticipation of less stress was because they felt confident that they were working with a 

partner who shared the same philosophy of care and therefore fulfilment of their role would be 
easier. Only one of the team midwives had asked to join the team, the others had just evolved 
into it and one member with previous experience stated that,

"/ specifically didn't want to go as part of a team.....I just got sucked back 
into if.

None of the four had been interviewed specifically for a team post, although the managers 

stated that this was now common practice. All interviewees saw benefits from the involvement 
of team members in selection of individuals to join a team. In relation to caseholding, the 
personal choice of a partner was considered vital and interviews are now conducted as a 
partnership. Some team members felt that there could never be a "perfect set of people", even 

with selection and team building, others suggested that a mix of different types of individuals 

were necessary. However the differing personalities in a team and varying perspectives on the 
philosophy of care was cited as the main cause of conflict within a team. Conversely similar 
personalities and a shared philosophy was seen as the strength of caseholding. This has 

implications for selection.

3.9.3: Inequality, unfairness and conflicts

This theme emerged from each interview with midwives when they were asked about their 

relationships with core midwives (i.e. hospital based) and how they thought other midwives 

understood their pattern of care provision. Relationships between case holders and teams and 
hospital staff had caused negative feelings. These feelings were acknowledged by managers, 

one stated,

"because there is so much sickness ('among hospital midwives), they 
tend to call on the teams and they feel they're being picked on".

Another manager suggested that some of the inequality was

"because of the restriction on resources.. .personally, what I'd really like 
to do is have a clean sheet of paper and start all over again, but now 

that people are entrenched in their little ways, it's very difficult to go back 
and could be bad for morale to say we'll ban team midwifery and start again, 
and have good practices".
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Midwives indicated that each of the midwifery teams provided by the Trust including the 

caseholders have established their own working patterns to suit that individual team. However, 

this had resulted in variations in on call duties, off duty rotas, hours worked and claimed, 

expectation of support to hospital staff, clinical grades and financial remuneration for the roles 

fulfilled. There appeared to be little shared understanding of each other's sphere of practice, or 

vision of them all being part of a bigger team to provide a midwifery service to the local 
community.

Conflict within the team was often blamed on personalities,

"some of the problems have been down to just personalities, people 
haven't got on and I think things sort of escalate from there, you know, 
you find fault in things that people do and it just causes problems" 
(team midwife).

Another team midwife said

" we all have different ideas, we all have different goals...but I think 
personality is the main thing", "you do get a lot of personality clashes - 
we were all fairly strong, all thought we knew which way the team was 
going but initially we were all pulling in totally different directions, all 
wanted to do the same thing but could see it working in different ways,... 
we all worked so differently".

The personality, attitude and philosophy of the individual midwife was also identified in the 

previous section that referred to a womans' satisfaction/dissatisfaction. Conflict within the team 

was blamed on different philosophies of care and commitment to the work, one team midwife 

explained,

" you'd have one person who was so committed to the women that 
they'd do absolutely everything for them and you'd have another one who 
would just say well they're people within their own right, they must think 
for themselves and they must decide what they want for themselves ,... 
so of course if you feel one person is putting in an awful lot of work you 
feel guilty yourself, 7 ought to be doing that', and if somebody else isn't 
pulling as strong you think 'well why should I, she's not doing it?', 
so you get conflict in that way and that's ongoing".

This difference in philosophy described above has an effect on informed choice. There appears 

to be a variation in opinion of how much support is appropriate to enable women to feel in 

control and how much would constitute a paternalistic taking over of control by the midwife. 

These conflicts were not apparent within the interviews with caseload midwives, one caseload 

midwife said about forming the partnership,

" we just sort of grew together, we think about the same, it was a natural progression",

her partner said
" we already knew we were looking at the same philosophy, at the type 
of care we wanted to offer and take forward".
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They did however share differences of opinion with managers over the support that should be 
given to the core staff in times of staff shortages,

"you'd be called just to work on the unit and I can't do that, with the best will in the world 
I can't, I've made a commitment to my women and that's my priority" 
"it certainly creates a difficult situation because I will say no, and then the core staff 
think I'm just being awkward".

Opinions about the amount and type of support from managers varied. 

3.9.4: Support

Support was a theme that was mentioned in terms of the relationship between the 
team/caseload and management; the relationships within the team/caseload as well as the 
supporting role of the midwife in the care of childbearing women.

All midwives gave a similar account of being enabled to develop the team/caseload approach to 
suit the members. According to one team midwife management had

" given us a free run initially, do what we like, go out there and please yourself, 

another remembered the manager saying

"look I've given the team to you, work it out, come to me when you've got 
problems".

The caseload midwives viewed this freedom positively, one stated

" we've been willing to take on the responsibility of caseload, and they 
(management) presumably think we're confident and competent because 

they allowed us to do that, they expect us to work at that level".

Some midwives however, would have welcomed a clearer direction from their manager,

"I don't think there's any set pattern maybe of what to expect...., 
there's a problem area with these unspoken things, maybe what we expect 
from them is different to what they actually do",

Another team midwife suggested

" you need to get some ground rules sorted out with your 
manager first" (team midwives).

When the manager was asked about what ground rules she had set before the caseload 

midwives began she said

"the first thing they were told was I'll support you in what you want to do 
but there isn't any increased finance, there isn't any".
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Midwives acknowledged a need for support from managers because they perceived a greater 

level of responsibility therefore the role required a supportive mechanism,

"- it's new ground, we haven't done it before, we do need guidance 
and that's what we use the manager for, and on the whole I do find 
that we've been able to approach them",
"it's just her (the manager) being there , that they're available if there 
is a problem" (caseload midwife).

Colleagues within the team or caseload partnership also fulfilled a supportive role and provided 

someone to talk to which was valued by all midwives. Some midwives added that midwives 

who chose not to work in continuity schemes also needed support because they felt all 

midwives should have a choice of working patterns. Overall there was no agreement on what 

managers should do. This may be because midwifery as a profession has been actively 

managed since the early introduction of statutory supervision. Moves towards more 

autonomous practice may mean that managerial roles need to evolve and adapt.

Choice for women was mentioned by all interviewees. One team midwife felt that all women 

should have a choice of whether they have a known midwife or not,

"you've got women with different personalities, some women don't seem 
to mind who cares for them - they don't mind, they say 'oh it don't matter
who's there when I'm in labour, I don't care when I'm in labour, who cares' 
and other women are desperate that somebody that they know are there".

This latter view was more commonly expressed by the midwives who also relate to feelings of 

guilt when they are not available to give intrapartum care and of 'letting women down'. They do 

however acknowledge that it is not possible to offer 100% guarantees of known carer at 

delivery. They all state that women are given realistic expectations of the service, which 

according to the caseload midwives, the women accept. One team midwife felt that womens' 

expectations were often too high and could lead to dissatisfaction. The team midwives are also 

aware that they often only get to know a small number of women very well. They explained the 

ways in which they attempt to meet all the women at least once but accept that this is not ideal. 

Some blame having too many members in the team as the reason for this not being possible, 

although they suggested that reducing the numbers of midwives in the team places too much 

workload upon them. There was also a view expressed that

"some women become very dependent on a midwife",

This suggestion of dependency was a issue raised within the literature review since it is 

possible that the promotion of a better relationship between the woman and the midwife could 

lead to the woman having so much confidence in her carer that she relies on her totally to make 

decisions. This is opposite to what a known carer is meant to achieve. In the main however, it 

was the establishment of relationships with the women and their families that midwives were 

very positive about and suggested led to their job satisfaction,
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"it's the relationship that's really nice that gives you the buzz" (team midwife).

The team midwives saw caseholding as better in achieving this relationship and they all stated 
there were times that they wished they could provide that type of care to their women, (they had 
all stated earlier that they would not contemplate working as caseholders). Caseholding was 
seen as having the advantage of smaller numbers not only for midwives but for women and that 
this would make communication easier and more effective. Team midwives referred to the 
difficulty in communicating everything about the clients to all the team members and explained 
their strategies to achieve effective communications. Meetings however tended to deal with 
administrative issues such as off duty and holidays and any particular problems. Trying to bring 
about change in practice required consensus of opinion which would often take some time. The 
caseload midwives describe their communication strategy which is understandably different. 
They both described (almost identically), the changes that they were considering to make within 
their practice and the aspects in need of review. They could both articulate their shared 
philosophy of care and the strengths and weaknesses of their partner in fulfilling their roles. 
The closeness of their relationship and support for each other and for their clients was apparent. 
They view their role as autonomous practitioners and accept the accountability that it brings. 
They rely on the organisation to support them in that role rather than control it.

3.9.5: Organisational issues

All the midwives appreciated the need for management to review their workloads. The means 
of reporting work patterns was criticised by them all as not giving a true reflection of their role. 
The managers agreed with this view although suggested that it was the midwife's responsibility 
to demonstrate what she was doing and if the forms required from them did not do this, then 
they should design a new one, she added

" they (the midwives) don't seem to want to convince me as their manager 
or indeed more senior managers within the Trust about the workload, 

because they're just putting up with it and filling in their worksheets".

Demonstrating effectiveness to the Trust was an important consideration for management. 
Without actual measurement, one manager did suggest that she felt intuitively that the caseload 
system was more expensive and there would be a case for demonstrating value for money in 
other ways. She was happy if this was in the form of increased satisfaction and fewer 
complaints from clients, because this was seen as a cost saving in relation to time presently 
taken in addressing client complaints. However, issues of more midwife led care was more 
tangible and met contract specifications. Changes needed to achieve greater continuity and 
efficiency in the teams was also acknowledged. Three team members proposed a system of 
dividing their geographical area into three parts and assigning two midwives from the team to 
each area for continuity of ante and postnatal care. They propose a caseload approach before 
and after birth with a team cover for delivery. Women would be told that they were part of a
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team, which they feel is appreciated and important to women, but they would have limited 
opportunity to meet all members, but one member would be available at delivery,

"/ don't think many of us want to work as caseholders for delivery".

The advantage was seen to be 'good continuity' before and after birth. This was seen as an 
improvement upon the present system. One of the managers suggested a review of role 
specifications and the employment of a health care support worker within a team which could 
reduce the costs of duties that could be done by others. The caseload midwives just wanted to 
continue as they were, although they had considered having a third member attached to the 
partnership for cover during holidays or study leave. Sick leave had not been a problem in the 
caseload partnership. Caseload midwives were more concerned about having to manage two 
women in labour rather than cover sickness since neither midwife had taken time off work for 
sickness since the scheme started.

Caseload midwives talked about their audit of care which they felt needed to be different to that 
in a maternity unit,

"we want to put down questions that are relevant to us particularly just 
for our own personal audit"

Although comments to date had been mainly positive, changes in practice had resulted. They 
were also aware of the need to be cost effective and felt disadvantaged by this,

" we document the actual hours that we work, it does end up that you 
get less in your pay package than if you're a traditional midwife working 

a weekend who documents seven and half hours on a weekend, we just 
document what we work - and if that's only 2 hours, we put 2 hours.

It was these sort of issues that the caseload midwives felt needed to be addressed for future 
caseload partnerships.

3.9.6: Acceptability of continuity of carer schemes

Midwives in both approaches to care suggest that there are benefits for themselves as well as 
the women. The maintenance of all their skills, the increased autonomy and relationship with 
women meant that the job was satisfying and enjoyable. They particularly refer to the flexibility 
of their work patterns and the support of their colleagues as being rewarding. Only one team 
midwife was planning to return to hospital work to have a break from on call commitments. The 
remaining three did not see themselves working in the team forever but were happy to continue 
at present. They all stated they did not intend to become part of a caseload partnership. The 
caseload midwives both wanted to continue their approach to care.

In response to the final questions asked to all interviewees about the qualities of a good

midwife, one caseload midwife stated,
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" somebody who is competent, somebody they can talk to and somebody 
who will listen to them, somebody who will give them the correct information 
and support them",

her partner responded,

" extremely competent and able to answer all their questions, very professional, 
well informed and they find you approachable, friendly perhaps".

Similar, yet slightly different responses were received from the team midwives and the 
managers. The team midwives responded,

"a midwife who gives them encouragement, support and confidence, allows
them to make their decisions based on good information";
"they like to see that you've got some experience as a midwife,
and that you appear confident",
"caring, show that you care for them and that you're professional"
"being supportive, they obviously expect you to know your job".

Two of the managers responded,

" mainly to be kind and communicate well and be good at your job"

and,
"supportive, good communicator".

In addition the third manager said,

" if you ask that to other midwives, they'd probably say kind and caring 
and all those things but I think that's a load of rubbish, I think that a mother 
wants a competent midwife, she wants an intelligent midwife, she wants 
an informed midwife and she wants I'm sure, to be given the correct 
information, mothers will realise how important it is that midwives are 
more than kind and caring".

There appears to be some shared consensus between midwives and managers although, the 
emphasis placed upon competence and ability to share information differs.

The final quotation in this section is taken from an account of care given by a manager to 
explain her view of the potential benefits of having an effective relationship with the woman by 
providing total continuity of care and carer,

"She, (a client) never had any knowledge about medical nursing, 
midwifery care, processes, procedures, didn't have a clue. But she
was starting to get, I mean I don't like to use the word empower because
I think that implies that we've got the power to give it, we haven't, women 
have got the power and I believe that women will empower themselves
with information - feeding it through - and facts but I just don't think they
always get it"

This chapter has presented the results from all aspects of the study, with supporting 
commentary and some explanation. Further analysis and discussion with reference to current 
literature is now provided in Chapter 4.
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Post script to data from interviews

The statements made by the midwives appeared to express their honest views at the time. 
Caseload and team midwives seemed to have definite ideas about their futures in relation to the 
provision of midwifery care. However, since the study has completed, one caseload midwife 
has become a lecturer practitioner and is hospital based, the second midwife has been 
promoted to a completely different role not directly associated with midwifery. Three of the team 
midwives have all become caseholders. One team midwife has returned to hospital practice. 
These changes are opposite to the intentions expressed at interview.

There are now two new partnerships of caseholding midwives in the area. An ongoing 
evaluation is exploring the sustainability of caseload practice.
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Chapter Four

Discussion

4.1 Analysis of results

4.1.1 Is caseload care safe?

4.1.2 Is caseload care satisfying for women?

4.1.3 Is caseload care acceptable to midwives?



Chapter 4 

Discussion

This chapter summarises the findings from the current study, and draws together some of the 
key results that have emerged. The analysis is related to the objectives of the study and the 
hypothesis statement, whilst discussing their implications for practice.

4.1: Analysis of results

With the introduction of a new approach to care questions naturally arose, they were:

1. Is this model of care safe?
2. Is it satisfying to the women involved?
3. Is it acceptable to the participating midwives?

The hypotheses were therefore drawn from these questions, and the study designed to test 

them.

The hypotheses tested were that, compared to team midwifery, caseload managed care would 
produce similar or more favourable outcomes in relation to;

> Complication rates
> The achievement of health gain targets
> Continuity of care and carer
> Communication with clients
> Choice and control for clients
> Overall satisfaction with care

An assessment of the balance of achievement was necessary to inform policy, with the 

expectation that caseload care would be favourable overall.

Because data were collected from a variety of sources, the presentation of the analysis has 

been brought together under the areas addressed by the three main questions.
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4.1.1: Is caseload care safe?

This question was answered in the main from data collected from case notes about intervention 

and complication rates, and health gain target achievement. The outcome of the literature 

review suggested that it was important to focus on the lead provider of care, (e.g. midwife, GP, 

or obstetrician), and medicalisation of childbirth, (e.g. routine use of technology). Clearly the 

two are related, therefore it was important to examine both. Issues explored related to place of 

birth, the process of antenatal care and interventions in labour.

One of the aims set by the Welsh Health Planning Forum (1991), was for maternity services to 

"provide the right type of service, by the right provider, at the right time and place". To compare 

the achievement of this by a model of caseload care rather than team care required a review of 

the structure of antenatal care (where care took place and by whom) and the processes of care 

(what was being done and how) that had been provided.

Place of birth

Green (1998:49), suggested that it is generally taken for granted that women will be delivered 

in the hospital nearest to where they live,

"if the question of choice does arise it is usually with respect to those few women who 
are interested in the option of a home delivery".

Campbell and MacFarlane (1994), proposed that between 5% - 15% of women would prefer to 

have a home birth if given the choice. The South East London Midwifery Group Practice have a 

home birth rate of 65%, by allowing women to plan to start labour in their own home and then 

decide where they would like to be for the delivery based upon their needs at the time, (Leap 

1996b).

The Changing Childbirth Report (Department of Health 1993), stated that 98% of the women 

that they surveyed felt that they had been given no choice as to place of delivery and that 72% 

would have liked some choice, suggesting that 22% would have opted for a home birth. Women 

who completed questionnaire one in the current study, both experimental and control, confirmed 

that they were all given a choice about place of birth, and ail but two women chose hospital. 

This finding is therefore opposite to other studies about the choice for home birth.

Jones and Smith (1996), conducted a randomised cross-sectional study to determine the 

factors that influenced women's choice of place of birth. Three per cent of parous women and 

11% of nulliparous women indicated that they would prefer home birth. Parous women gave 

the reasons for not having their baby at home as; previous obstetric complications, fear of 

complications and non support from partners. The majority of parous women in the study by 

Jones and Smith (1996), perceived that their choice of hospital had not been forced and was a
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personal choice. The current study supports this. Influence of doctors and midwives did not 

appear relevant. This is contrary to popular opinion which was the reason for specifically asking 

a direct question about who influenced the decision. The opinions of professionals are however 

likely to be variable and could be influential in a less overt way.

Bathgate ef at, (1995), conducted a survey of all obstetricians in Grampian, and a random 

sample of GPs and midwives to ascertain their experience of home deliveries and their views 

about the option for all low risk women. The finding that personal experience of home birth was 

limited in all three groups is unsurprising as the national home birth rate has been around 1% 

for many years (Young 1992). Lack of experience did not however affect the willingness of 

midwives to be involved in home deliveries, although it would appear to deter the medical 

profession from being enthusiastic. When each professional group in this survey were given 

scenarios of women presenting for care, for the woman who requested a home delivery, 72% of 

the obstetricians, 51% of the G.Ps and 45% of the midwives indicated that they would try and 

persuade her against having a home delivery, but accept that her decision was final.

The views of some GPs and obstetricians in this part of Wales have been made apparent to the 

local Trust where the study was conducted and are known to be similar to those identified by 

Bathgate ef a/ (1995). The views of midwives on issues of home birth were not the focus of the 

current study although references were made, the information has not been reported formally. 

Both caseload and team midwives in the current study were supportive of, and undertook home 

births. Furthermore they indicate that they give priority towards the care of these women. 

Consistently in the interviews with team midwives, the provision of care for women planning a 

home birth was a priority for the team to ensure continuity and home based care. Flint (1992), 

proposed that this approach is common and therefore recommended that all women should 

book for a home birth even if they intended to have a hospital delivery, because the provision of 

care would be better. Flint (1992:16), saw this as,

"a tactic to get around the system, which means that the woman does have control 
over the situation".

It was anticipated that there could be an increase in women in the caseload group requesting 

home birth. This would be because the woman has the opportunity to get to know her carer 

well and have confidence in her ability to provide care at home. This potential for more 

antenatal care to be provided in the home, involving the family could also lead women to 

choose a home delivery. Furthermore the increased opportunity for women to be offered an 

informed choice would, according to the literature lead to an increase in the home birth rate.

However, caseload care in this study did not influence the home birth rate. Women stated that 

they had the choice and it was their decision to choose hospital. A few women would have liked 

more information about home birth yet for those women who were planning to have more
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children, the choice for home birth was indicated to have still been very low. There are a 
number of reasons why these results differ from other studies. Firstly, the area that the study 
was conducted has historically be considered as a deprived area with national, and in particular, 
local perinatal mortality rates being higher than England. Women in this area may perceive 
that a hospital environment offers security, expecting care to be safer, or are simply satisfied 
with hospital care, perhaps having no other comparison. Alternatively, maybe women are 
asked to make the choice too early in their antenatal care and without the evidence upon which 
to make an informed choice. Whatever the reasons, it was apparent that women in this area 
wanted and received hospital orientated care regardless of caseload or team midwifery.

Lead provider of care

The two geographical areas used in the study were very similar. The matched sample from 
whom case note data were collected had similar numbers of women of the same parity, social 
class and age. There was therefore potentially a similar number of women in both groups who 
would have been suitable for midwife led care, regardless of the criteria used to select low risk 
women. Since the number of women who experienced complications antentally was also low, it 
could be suggested that more women were suitable for midwife led care than were actually 
provided with it. Maternal choice may have been a factor, perhaps women still feel that it is 
safer to be seen by a doctor. Also it appeared that even for women who were provided with 
midwife led care (MLC), a high proportion felt that they had little influence over this decision. It 
appears that it was more likely to be the influence of the midwives.

The type of care provided in relation to lead professional was influenced by a caseload 
approach. Almost three times as many women in the experimental group had midwife led care. 
Midwife led care in this area was characterised by the midwife planning and providing total care 
of the mother and baby, antenatally, intranatally, and postnatally, and only referring to other 
professionals if necessary (Meldrum ef a/, 1994). The GPs continued to provide care if that was 
the choice of the woman. Deviations from normal progress antenatally were referred in writing 
by the midwife to the consultant obstetrician. Medical intervention during the intrapartum period 

was available on oral request.

The expected percentage of transfers from MLC to obstetric care was around 60%, based on 
results of similar studies, (Turnbull 1995). In the current study transfers were lower for the 
caseload group compared to the team care group (Experimental group, of the 36% n=29 
selected for MLC, 41% n=12 were referred to obstetric care. Control group, of the 13% n=10 
selected for MLC, 70% n=7 were referred for obstetric care). This included the number of 
temporary transfers to consultant care that occurred during labour and were later returned to 

midwife led postnatal care.
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Even though more women in the experimental group had MLC, the structure of antenatal clinic 
attendance and the format of examinations appeared unchanged. The frequency of visits for 

both groups (mean number of visits 13.5 experimental group, 14.4 control group), exceeded the 
recommended number of 8 for low risk women (Royal College of Obstetricians & 
Gynaecologists 1995). The average number of antenatal visits across Wales is 14 with the 
percentage of hospital attendances being higher than anywhere else in the U.K. (31%), (Audit 
Commission 1998). Women in this study therefore received almost twice the recommended 
number of visits with the pattern of attendance not affected by different models of midwifery 
care.

Antenatal care

One of the anticipated economic advantages of individualised care provided by a caseload 
model and/or MLC is a reduction in the number of routine check ups. Although in the current 
study this was not the case, women indicated that the number of visits were about right, or in 
some instances too few. This finding concurs with similar studies that have suggested women 
do not want a reduced number of antenatal visits, (Sikorski et al, 1996). Hirst et al, (1998), 
suggested that there was little doubt that for most women antenatal care does some good and 
has benefits which include the prevention and detection of pregnancy related problems, 
education and psychological support. The extent to which each of these benefits need to be 
focussed upon does however vary between women. Not all women need the same amount or 
type of antenatal care. Hence, if care was truly individualised some women may have more 
than the average number of check ups and some, a lot less.

Steer (1993), questioned the usefulness of some routine measurements which are conducted 
during antenatal examinations. However, women do tend to be reassured by antenatal checks 
and for this reason they may be worthwhile. They also offer the opportunity to have contact with 
carers and to establish relationships. Chalmers et al, (1989), proposed that the frequency and 
timing of antenatal visits was a form of care 'with unknown effects, which required further 

evaluation' (See Table 1.1). However, if the main effect is psychological and this was seen as 

the main purpose of antenatal attendance, women may be less willing or able to take time off 

work. Hirst et al, (1998:34), suggested that,

"for some women there is a stigma attached to the psychological aspects of care"

and that being able to treat the pregnancy as an illness and perhaps off load some obligations 
in the home and at work has advantages for some women. Women in the current study tended 

to comment positively upon the psychological aspects of care, their need for reassurance and 
support. It is therefore likely that women would still attend for antenatal care even if the focus 
was shifted away from the series of routine tests and examinations that presently constitute 

antenatal care.
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An examination of the details recorded about antenatal visits in the case notes, suggests that 
care provided and procedures carried out were the same for both groups except for the number 
of carers. There were significantly fewer midwives and/or doctors providing care to caseload 
women (83% of the experimental group had fewer than 6 different signatures compared to only 
38% of women in the control group). If additional visits are meeting individual needs and are 
considered beneficial in terms of psychological support and the development of relationships, 
then records need to alter to reflect this aspect of care. Free text data suggested that antenatal 
care in the home was appreciated by women in both arms of the trial although it is not apparent 
from case note recordings what was different about the process of care that was provided at 
home.

Willingness to contact the midwife as the professional of choice appeared to be increased by 
caseload care. In response to questions about reporting diminished fetal movements nearly 
twice as many caseload women would contact the midwife first. Involvement of doctors 
however, appeared to be important to most women. Although the midwife was favoured as the 
provider of care who offered the most information and understanding, and also acknowledged 
as being an expert, the desire to see other medical personnel exists. Hirst et al, (1998), 

suggested that preference of carer was a conditional preference that is, influenced by many 
factors such as who they know, their past obstetric experience, gender of clinician, place of care 
and other resources available such as a creche. Women with no past experience of maternity 
care may therefore rely upon their carers to inform them of the benefits of seeing the midwife, 
GP or obstetrician. For some women for whom pregnancy and childbirth will be complicated, 
the need for a familiar obstetrician would be reassuring. There was no evidence to suggest that 
antenatal care for women in the caseload group was managed differently, nor was there any 
evidence to suggest that it had been adapted to suit individual needs. Caseload women in this 
study indicated less satisfaction with hospital clinics and less need to see doctors, than did their 
team care counterparts. The reasons for this are not clear. It was anticipated that the 
accompaniment by the caseload midwife at clinic would have made hospital clinics more 
acceptable but this was not apparent from the responses given.

As in other studies, it is the hospital environment and, at times staff attitudes, that result in 
antenatal care being criticised. Waiting times and lack of childcare facilities in rushed clinics 
were some of the main areas of criticism in the current study that were not affected by a new 

approach to care.

However, women in both arms of the trial indicated a high degree of overall satisfaction with 
antenatal care and were likely to state their preference for care in a subsequent pregnancy, as 

the same approach as they had received. The extent to which this indicates satisfaction with 
the system of care or alternatively a lack of awareness of options is unclear. Porter and
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Maclntyre (1984), indicated that future preferences were heavily influenced by what women 
had already experienced in the belief that 'what is' must be best. The degree of satisfaction 
indicated by a five point scale as weli as the increased number of positive comments about 
antenatal care, did however suggest that women appeared to appreciate caseload care more so 
than did the team care women.

Care in labour

Women in the caseload group were more likely to complete a birth plan for care during labour 
and delivery. Although this is often considered to be evidence of increased choice, it is 
probably because it is easy to measure as a target, but gives little indication of actual choice 
and involvement in care. It has also been suggested that birth plans are more important when 
there are multiple care givers involved, (Kitzinger 1988). It could therefore be argued that if the 
woman feels that she knows her midwife well and has confidence that she will be fully informed 
in all decisions, will be in control and able to make an informed choice, then there is no need to 
document this on a birth plan. It is ironical therefore that for caseload care when only two 
midwives are involved, more birth plans were completed. Similarly, Brown and Lumley (1998), 
found that it was the women in their study who had team midwifery (in comparison with 
obstetric led), who were more likely to complete a birth plan. They also concluded that birth 
plans did not contribute to significant differences in womens' experiences of intrapartum care. 
The main benefit of birth plans identified by 27% of women in the study undertaken by Brown 
and Lumley (1998), was the opportunity to consider options and discuss these with caregivers 
during pregnancy. On the negative side, 8% women reported that care did not reflect their plan; 
sometimes this was because of unanticipated complications or alternatively, caregivers did not 
read or respect the preferences that women had recorded on their birth plan. Hence, a target 
that merely measures the number of women who complete a birth plan rather than monitoring 
the compliance to the wishes has to be of questionable value.

Data about care during labour and delivery indicated the biggest differences between the two 
groups in this study. They were also markedly different to results from similar studies of 
continuity of carer schemes, (Flint and Poulengeris 1997; Lester 1989; Pankhurst 1997). From 
the results of these studies, it was anticipated that increasing the likelihood of known carer at 

delivery could,

"result in less induction, pharmacological pain relief, neonatal resuscitation and fewer 
episiotomies" (Protocol Enhancement Project 1998:56).

However, the results in the current study indicated entirely the reverse. Caseload midwives in 
this study were twice as likely to take a more active approach to care management. This 
resulted in an increased induction, augmentation, artificial rupture of membranes rate, use of 
systemic pain relief and continuous fetal heart monitoring. It is likely that the latter two
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interventions may have been as a direct result of the former. Type of delivery and perineal 
trauma were also similarly affected, probably due to a more active approach overall.

Induction and acceleration of labour may become necessary when progress deviates from 

normal, hence the decision becomes obstetric rather than midwifery. There is little controlled 

research on the indications, benefits or adverse effects of induction and augmentation of labour 
using oxytocin (Enkin et al, 1995). Why a new approach to midwifery care should affect these 

rates is therefore not clear. One possible suggestion is that caseload midwives may have 

requested an obstetric opinion earlier because they were the lead professional, and action 

resulted more quickly than for consultant led clients.

In relation to augmentation it is conceivable that the pressure of working alone and perhaps 

having two women to care for in labour, could increase the likelihood of wanting to speed up the 

process. There was no evidence to support or refute this suggestion. Artificial rupture of 
membranes (ARM) may have a similar accelerating effect which women sometimes are aware 
of and therefore do not have strong feelings against. Fraser et al (1997), suggested that a 

policy of early amniotomy in normal labour reduced the length of labour by an average of 1-2 
hours and is associated with less use of oxytocin but has no effect on the use of analgesia, 

forceps or caesarean section. ARM is also necessary if a scalp electrode is to be applied to the 

fetal head or the liquor is to be observed. Although there is no direct evidence to support this 
intervention (Chalmers et al, 1989), the practice is still common and could be considered 

reassuring for the woman and the midwife. For women, they may feel more closely looked 
after, for the midwife it provides security as a form of evidence of care provided. This ability to 

demonstrate care given may seemingly be more important in cases of midwife led care which 

are likely to be scrutinised to a greater extent than obstetric led care.

The use of routine continuous fetai heart monitoring without fetal blood sampling is a form of 
care that 'should be abandoned in light of available evidence" (Chalmers et al, 1989), (Table 

1.1). Conversely, Chalmers et al, (1989), also proposed that electronic fetal heart monitoring 

provided the most reliable method of monitoring the fetal heart in labour by identification of 

changes in base rate, decelerations and loss of baseline variability. Current consensus is to 

limit continuous electronic fetal heart monitoring to high risk cases, including those with 

interventions such as induction, augmentation or epidural analgesia, (M.I.D.i.R.S. 1996). 

Seventy six per cent of women in the caseload group had continuous fetal heart monitoring for 

part of their labour which is clearly higher than recommended practice. This compared with only 

35% of women in the team care group. The Audit Commission (1998), reported an 87% use of 

electronic fetal monitoring in labour which was continuous in 53% of cases. It is possible that 

this increased rate is partly justified because of the increased induction, augmentation, ARM 

and epidural rate which necessitated more active assessment of fetal well being. Other 

influencing factors could be defensive practice on behalf of the midwife and/or maternal request.
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Unfortunately, the quantitative analysis was not complete at the time of the interviews with the 
midwives, hence this suggestion was not explored.

Green et a/, (1998), found that the attitude towards electronic fetal monitoring differed sharply 
from attitudes towards other interventions such as induction and acceleration. Over half the 
women in her study (n=554 out of a total 744) had an active preference for monitoring and over 
a third of these indicated that they wanted continuous monitoring.

Women in the current study were not asked about their preferences and expectation of 
interventions prospectively. They were however asked retrospectively whether or not they had 
any preferences for the medical management of their labour. Seventy three per cent of the 
caseload women indicated that they did have preferences but the question did not ask whether 
or not the preference was for or against interventions of any kind. Only 42% of the teamcare 
group answered in the same way. The same data also indicated that 81% of caseload women 
felt able to express their preferences during labour compared to only 64% of team care women.

Symon (1998), suggested that the increase in use of cardiotocograph (CTG) monitoring has 
been in response to the prospect of litigation. He stated,

"while some midwives and obstetricians acknowledge over use of the CTG, because of 
the imprecision of the concept of defensive practice, it is impossible to state how much 
CTG use is justified and how much is defensive" (Symon 1998:569).

This aspect coupled with maternal choice could have influenced practice, which resulted in an 
unexpected high usage of continuous CTG without fetal blood sampling (which is contrary to 
guidelines and is not seen as good practice) and increased use of systemic pain relief.

Pain relief in labour

Maternal choice appears to have also influenced the use of systemic pain relief even though, 
Enkin et al, (1995:247), suggested that,

" there is evidence that support from caregivers reduces the need for analgesia in 
labouring women"

but they added,

"it does not reduce the importance of informed choice and availability".

Again, evidence from the current study does not support this assertion. Consistently more 
women in the caseload group indicated that they had wanted more pain relief and received what 

they had wanted (Table 3.28), although many did receive more than they had anticipated. There 
may have been a number of reasons why there was an increase in the use of systemic pain 
relief for caseload women. A more active management or interventionist approach could have
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increased the woman's experience or perception of pain. In combination with this, women may 
have felt more able to choose pain relief and their wishes were respected.

Green et al, (1998), concluded from the study on women's expectations, that women who want 
a particular type of pain relief antenatally were more likely to have it. However, women were

"happier if they had not used a drug than if they had used it, over and above their 
antenatal wishes" (Green et al, 1998:104).

In contrast, women in the current study who got more pain relief than they had wanted indicated 
that they were happy with this outcome

Delivery

The variations in type of delivery, although small, need to be acknowledged since they are 
contrary to expectation and findings from other studies of known carer at delivery. It is feasible 
that the increase in forceps, ventouse and emergency caesarean sections in the experimental 
group could in part be attributed to more continuous fetal heart monitoring and the possibility of 
early intervention and call for medical assistance for midwife led clients. This may be defensive 
practice as a result of a new approach to care and an awareness of an increased scrutiny of 
care management post delivery. Perineal trauma is also affected by the increased use of 
instrumental deliveries and perhaps an anxiety about the duration of the second stage of labour.

Despite a more active approach to the management of labour within the caseload care group, 
recorded obstetric complication rates were similar. Unsurprisingly, Apgar scores were 
marginally lower at one minute in the babies of caseload women, but were comparable at 5 
minutes, suggesting no long term damage. Admissions to special care baby units were too 
small in number to draw conclusions.

In relation to physiological management of the third stage of labour, the main disadvantage has 
been documented as a greater mean blood loss. The advantages are a decrease in the 
incidence of manual removal of placenta, a reduction in the incidence of secondary post partum 
haemorrhage and the absence of the side effects of ergometrine such as nausea, vomiting and 
hypertension, (Begley 1990; Prendiviiie et al, 1997). Interestingly, the one aspect of labour care 
where a less active approach was taken by the caseload midwives was management of the 
third stage of labour. Twenty eight per cent of women in the caseload group had a passive 
management of the third stage of labour, compared to only 16% of women in the control group. 

As a proportion of the normal deliveries conducted by the midwives, this increased to 40% for 
the experimental group and 20% for the control group.
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Postnatal care

The final area of safe care examined was during the postnatal period, where psychological ill 
health could have been affected by the increased intervention rates during labour. The 
attainment of a number of health gain targets was also considered. The literature asserts that 
postnatal psychosis or post traumatic stress disorder (PTSD) has been associated with a 
traumatic delivery and feelings of intense fear and helplessness during labour, (Lyons 1998). 
Results in the current study did suggest that more women in the caseload group experienced 
some degree of depression during the early postnatal period. There was no evidence to 
suggest that PTSD was increased in these women.

Health gain targets

* Breast feeding

The National rate for breast feeding in England and Wales in 1995 was 68% (Office for National 
Statistics 1997), and the target rate within the Protocol for Investment in Heath Gain (Welsh 
Health Planning Forum 1991) was 75%. Improving breast feeding rates is however debatable, 
as it can impact upon maternal choice. A recent American study reported that the rates can be 
influenced when information and instruction is accurate and positive and provided to both the 
women and the key referent persons or groups who influence women's feeding decisions, 
(Libbusef a/, 1997).

The achievement of breast feeding targets in the current study appeared to be positively 
influenced by a caseload approach to care. Not only did more women start breast feeding (62% 
n=49 experimental group, 49% n=39 control group), but women in the caseload group were 
also more likely to continue to breast feed after 4 weeks, (77% n=38 of those who start, 
continued in the experimental group, compared to 64% n=25 of those who started in the control 
group). It is also interesting that maternal age, educational level and social class are all strongly 
associated with the incidence of breast feeding. Although these two samples were matched 
prior to data collection from case notes, (which provided the above statistics), data from the 
respondents to questionnaires still indicate higher breast feeding rates for the experimental 
group. There were more women in the lower social groups and who had left school at 16 years 
or less, in caseload care, which are the groups of women where breast feeding rates tend to 
be lower, (Office for National Statistics 1997).

• Low birth weight
The proposed increase in maternal support and family involvement for women in the caseload 
group did not appear to influence incidence of low birth weight. According to the study by 
Oakley ef a/ (1990), it could have been anticipated that the mean birth weight should have 

increased for babies in the caseload group, (mean birth weight caseload group 3.40Kg, control 
group 3.34Kg). This may suggest that the level of support and continuity of carer provided by 
both approaches to care meets the minimum requirements as provided in Oakley's work (1990).
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- Smoking in pregnancy

The potential ability of caseload care to affect maternal social habits that could impact on birth 

weight was considered. Influencing maternal social habits however, has been found to be 

difficult, since the knowledge of the potential harmful effects of smoking or alcohol consumption 

does not appear to exert a major influence on pregnant women's behaviour. The evidence that 

does exist points to the need for health professionals to adopt more sophisticated interventions 

with pregnant women, (Macleod Clark and Maclaine 1992). In the current study, rates of 

smoking and alcohol consumption were relatively small although results did favour a team 

approach. One interpretation of this could be that the caseload midwives were reluctant to 

persist with areas of discussion that could adversely affect their relationship with the woman.

The following table summarises results discussed in this section that show differences between 

the two models of midwifery care.

Table 4.1: Summary of results: Safety

Results that favour caseload care Results that favour team care

Lead professional
Transfer rates from MLC
Number of carers during the antenatal period
Completion of birth plan
Passive management of the third stage of
labour
Breast feeding rates

Reduction in smoking during pregnancy
Intervention in labour, ARM, augmentation
Use of systemic pain relief
Use of continuous CTG
Type of delivery
Perineal damage
Caesarean section rate
Incidence of mild post natal depression

Results that do not demonstrate any differences

Place of birth
Time for first attendance at hospital
Physical environment, waiting times etc.
Complication rates antenatal, labour, postnatal

Pattern of antenatal care

Episiotomy rates
Birth weight
Length of post natal stay in hospital
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4.1.2: Is caseload care satisfying for women?

Data to answer this question came mainly from the questionnaires completed by women. 
Issues such as continuity of care and carer, information, communication, choice and control 
were explored to assess the extent to which each may influence feelings of satisfaction or 
dissatisfaction with midwifery care.

Continuity of care and carer

Fenwick (1998), argued that it is now widely accepted that women knowing their delivery 
midwife is a good thing, although the extent to which it is essential to good quality care has 
been challenged, (Lee 1994). Continuity of carer throughout the childbearing experience was 
positively influenced by caseload care. A known carer at delivery rate of 86% for the caseload 
group, (74% team care group), compares with the one-to-one scheme, (Pankhurst 1997), who 
achieved a rate of 82% of caseload midwives present at delivery, which involved three 
partnerships in a group practice. It is not clear how known carer was defined in that study.

Women who responded to questionnaire three, offered a different interpretation to the recording 
of known carer at delivery. When asked how many times the women felt that they had met the 
midwife before delivery, the results suggested a greater achievement by the caseload group, 
with 91% of the caseload women indicating that they had met the midwife many times 
compared to only 31% of the team care women. This is however a subjective measure that 
could have been predicted when the difference is between one or two midwives providing all the 
antenatal care compared to a team of seven midwives with proportionately more women to 
provide care for.

Care by one midwife throughout a labour was also more common for the caseload women, 
although the average number of carers during labour was the same for both groups (n=1.5). In 
the postnatal period, caseload women had significantly fewer carers than women in the team 
care group (100% saw 2 or fewer midwives, compared to only 31 % of team care women). The 
extent to which this meets women's needs preferences and expectations is perhaps more 

important.

Smith (1996), found that 14% of the women in her survey (n=164), did not agree that continuity 
of antenatal midwifery care was important and one-quarter did not wish to get to know the 
midwife who might deliver them. The Audit Commission (1998), suggested that having one 
continuous carer throughout labour was rated as more important than a known carer for 
delivery, 48% indicated it was very important to have one carer, compared to 24% indicating 
very important for a known carer (N=2406). Based upon these findings both models of care 
provided good rates of known carer at delivery and number of carers during labour.
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Comments within the free text responses and answers to specific questions about the 
importance of a small number of carers antenatally and postnatally, and known carer at 
delivery, all suggested that women in this study favoured continuity of carer. Interestingly, 
women in the caseload group had stronger preferences for continuity that increased over time. 
There were however a small number of women in both groups for whom continuity was not 
important antenatally, n=17 (14%) for delivery, n=5 (7%) and postnatally n=16 (17%). Perhaps 
the individual preferences of women, which are inevitably different, are less often considered 
when agreed targets of accepted good practice determine priorities for care.

Lee (1997), attempted to demonstrate the variation in women's and midwives preferences using 
a diagram comprising four quadrants each representing a view about continuity of care. She 
described a proportion of women who, although wanting to be able to predict good quality care, 
have confidence in the system to provide it regardless of whether or not they know their 
midwife. Others though, may feel that they have to know who their carer will be in labour in 
order to feel assured. Both types of women Lee (1997) proposed, need to trust the midwife and 
be provided with woman centred unity of care, which may or may not be facilitated by continuity. 
As well as maternal differences, Lee (1997), refers to midwife preferences. There is obvious 
variation in the number of midwives who want to offer the commitment of caseload care. Others 
prefer to work in a hospital environment and are content to provide high quality care during 
labour to women whom they have not met before.

Caseload care in the geographical area of the current study was introduced regardless of 
maternal need or preference. Women did not have a choice regarding the model of care. 
Therefore, although this approach to care achieved health gain targets for continuity to a greater 
extent than team care, and overall appeared to be more satisfying for the majority of women, 
the extent to which this care could be seen as individualised, that is, matched according to 
maternal preference, is less apparent.

Halldorsdottir and Karlsdottir (1995), suggested that the need for 'safe care' that was 
considered as 'caring' was more important to all women regardless of the level of continuity 
preferred. Achieving this aspect of care, Halldorsdottir and Karlsdottir (1995) argued, needed to 
be the priority for service providers, rather than continuity schemes for 100% of women as 
targeted by the (Welsh Health Planning Forum 1991). Providing women with the opportunity to 
choose and influence what is important to them is arguably more relevant.

Communication, choice and control

Control alone cannot be studied without an examination of choices and the information upon 
which choices can be made. Many questions in this study therefore concentrated on the 
amount of information women received at all stages in the childbearing process and on how 
easy it was for them to obtain information. Consistently more women in the caseload group
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received sufficient information to meet their needs and obtained it without having to ask. Eighty 

five per cent of caseload women felt that they were always able to discuss things fully about 

their pregnancy with the midwife. What needs to be considered in relation to this apparently 

positive outcome are the results of studies that suggest midwives lack knowledge in certain 

areas which is a barrier to providing information to clients, (Smith et al 1994). In a study which 

assessed obstetricians' and midwives' knowledge of routine prenatal screening tests for fetal 

abnormality, 43% of midwives and 14% of obstetricians provided correct responses to fewer 

than half the items. Smith et al (1994), concluded that lack of knowledge and greater clinical 

experience were barriers to providing patients with information.

A similar study by Sadler (1997) assessed the knowledge base specifically about serum 

screening for Down's syndrome. Fifty nine per cent of all health professionals correctly 

answered only half or less of the factual questions. Sadler (1997) concluded that professions 

involved in antenatal care do not fully understand the test for Down's syndrome and are thus 

unlikely to provide accurate information to clients.

It would appear that it is not only midwives who are subject to such criticism of their knowledge 

base. Burke and Madan (1997) and others have conducted similar studies with a multi- 

professional sample. Results of a poor knowledge base and/or non-reporting of information 

highlights a deficit in the provision of education across professions. In the current study a 

proportion of women expressed a desire to speak to a number of other health care 

professionals (not doctors or midwives) during their pregnancy. This need seemed greater for 

the caseload women, (59% n=23, caseload, compared to 40% n=24, of team care women) and 

did not appear to have been met by 36 weeks. Interestingly, women in the caseload group 

were more likely to involve their partners and family for information and support than were 

women in the team care group, which appears to indicate a greater family involvement.

Attendance at parentcraft classes as a means of obtaining information was relatively low for 

both groups, hence women depended upon alternative sources to obtain the information they 

required. Because books were the most common source with the midwife ranked second, 

questions about the amount of information received and the way it was obtained made direct 

reference to the midwife as provider. The relationship that the woman has with the midwife may 

therefore be an important factor in the sharing of information. The midwife's willingness to listen 

to the woman and how she adapts the level of information to suit individual needs is also 

commonly thought to be important. Comments from free text questions suggested that a lot of 

women appreciated having a friendly and supportive midwife who they felt was a good listener. 

Effective listening skills, empathy and genuineness have been suggested to be necessary for 

the establishment of good relationships, which according to Butler and Jackson (1998), is 

fundamental to high quality care. The midwife's own knowledge base must also be sound in 

order to communicate comprehensive information upon which women can make an informed
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choice. Hunt and Symonds (1995), suggested that communication is the underlying issue in 

both control and choice in childbirth. Results from the current study support the role of 
information as significant in influencing satisfaction. Whether or not this is because information 

is necessary for choice and control is less clear. Relationships with the midwife and 
individualised care were also important factors influencing satisfaction.

Weaver (1998), suggested that good communication in labour might counteract the 
disempowering effects of obstetric interventions. Green et al (1998) showed that, in most 

cases, it is not the interventions themselves which were associated with women's postnatal 

emotional well being, but the woman's perception of the appropriateness of the intervention. As 

more women in the caseload group had some form of intervention and yet appeared to be 

satisfied with their experience, it is possible that the relationship of trust that the women had 

established with the caseload midwife helped her to feel in control during labour. In response to 

questions about feelings of being in control during labour, it is interesting that more women in 
the caseload group felt in control of what the staff were doing, yet more women in the team care 

group felt that they were in control of what they themselves were doing in labour. One 

interpretation for this result could be that women in the experimental group who knew their 

midwife very well, felt confident to rely upon her and therefore felt in control of what they were 

doing to the extent that the midwife was more in control than the woman. It could be suggested 

that because the woman feels in control, she is able to actively choose to rely upon the midwife 

to make decisions. To this extent there may be a degree of over-reliance upon the midwife not 

only as the professional but as a friend. This paternalistic type approach generated by the 
increased familiarity is opposite to what a model of caseload care is meant to promote, which is 

an emphasis on informed choice and control for the woman. Familiarity may also influence how 

the midwife behaves with perhaps an unintentional tendency towards defensive practice. Within 

a less well established relationship with a team or unknown midwife, women may have felt 

more able or were encouraged to be less reliant upon the midwife to communicate their wishes.

It is notable that between 10 days post delivery to 6 weeks post delivery, opinions became 
more positive about antenatal and postnatal care as memory lessened. This may affect how 

women view their involvement in subsequent pregnancies. The expectation that preferences 

would be met, and then actually were met, were greater for the women in the caseload group. 

This suggests that caseload midwives did attempt to involve the women more in choices and 

decisions during labour. This was either because they knew the women better than team 

midwives, or that the philosophy of care held by the caseload midwives supported an approach 

of woman focussed unity of care as suggested by Currell (1990) and Bournes (1997). This 

latter proposal would suggest that the philosophy of the carer and perhaps personality is more 

important than the model of care in supporting maternal choice and control.
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Whether the range of choices offered to women in the caseload group varied from the team 

care group could not be determined from the data collected. This is especially important, as 

caseload women may still have had their choices limited or controlled by the midwife or the 

organisational setting in which she was working, (Mander 1993). Since the majority of women 

delivered their babies in hospital, an element of control may have been inadvertently taken 

away from the woman, by the organisational constraints of the maternity unit, even though 
women in this study chose hospital birth.

Kirkham (1993), recounted how this can influence communication and Hall (1993), described 

how obstetricians, senior midwifery staff or hospital managers can feel constrained by such 

factors as budgets or fear of litigation. This can limit the autonomy of staff and the client to take 

control. Ashcroft (1998:506), concluded that although the notion of giving women choice is 

worthwhile and beneficial,

"any aspiration towards unlimited choice is simply an ethereal and idealistic sentiment 
that appears to have no basis in the real world of practice".

The availability of resources is inevitably limited in any District General Hospital. Women in the 

current study had no choice about the model of midwifery care or who their midwife would be. 

The extent that their care was individualised was also limited.

Ashcroft (1998), also asserted that there is a tendency towards paternalism from a legal 

perspective, in that the best interests of the woman can be decided by the clinical judgement of 

her carers. Similarly from an ethical viewpoint,

"there can be no moral justification in promoting unlimited autonomy, if achieving it 
results in the majority suffering for the benefit of the few" (Ashcroft 1998:506).

There is no reason to suspect that women in the same geographical location, could have had a 

lesser standard of care because of the introduction of a caseload model. That is, to provide the 

increased continuity of carer to a small number of women, did not mean that a different group of 

women received less continuity. However, its provision was only made available for a minority. 

Extending this provision is likely to have resource implications because of the smaller number of 

women that each caseload midwife provides care for. From the service provider's perspective, 

there needs to be a balance between high quality care that is satisfying to women and midwives 

and the overall cost of provision for all women. The variation in monetary costs is currently 

being assessed in an ongoing study.

Overall satisfaction with care
Both caseload and team care were satisfying for women in this study. The extent to which there 

is a greater degree of satisfaction with caseload care, is indicated by more positive responses to
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a five point scale as well as responses to aspects of care considered to contribute to 

satisfaction. Women in the caseload group reported greater satisfaction with the amount of 

information they received; the ease at which it was obtained; their degree of choice and control 

during labour and their adaptation to motherhood. It is notable that this increased satisfaction is 

despite the apparent more active approach taken to the management of labour and delivery. It 

is therefore feasible to suggest that satisfaction was improved in part because the caseload 

midwives had more time to get to know the women and to share their information and 

knowledge more. Also the shared philosophy of care held by the two midwives could have 

facilitated a greater degree of unity of care that was welcomed by the women. The motivation 

and personality of the midwives could presumably achieve similar outcomes in relation to 

satisfaction without a caseload model being in place. The model serves to enable a relationship 

to develop over a longer period of time, which can be reassuring for women and increase job 
satisfaction for midwives.

From all the data sources used it appears that women want safe care from competent 

caregivers above anything else. They may also want support and a relationship that enables 

them to acquire the information needed to make informed choices and to feel part of decisions 
made. Confidence in the maternity service to provide this standard of caring is therefore 

essential for all women; for some this confidence is best achieved by a system of care that 

supports continuity of carer. It is important for all midwives to understand not only the 

differences in women's needs but also the similarities. Approaches to care that support 

continuity of carer are clearly not feasible for all midwives. This should not however lessen their 
commitment to provide the standard of caring that women want.

Following a phenomenological study that explored empowerment and discouragement in 

relation to women's experiences of caring and uncaring encounters during childbirth, 

Halldorsdottir and Kartsdottir (1996), concluded that,

"it is imperative that midwives and nurses make a special effort to sustain their caring 
ideology.....if we want to be truly progressive it is not a question of either technology 
and competence or caring. What we need to promote is the art and science of nurse- 
midwifery,., it is humanised technology and compassionate competence, which are the 
essential ingredients of professional caring" (Hallorsdottir and Karisdottir 1996:377).

If this view is accepted, the model of care is perhaps secondary. Midwives can practice in a 

caring and focussed way without providing continuity of carer throughout the whole of the 

childbearing experience. The reasons why some midwives choose to work in an organisation of 

care that facilitates continuity of carer to a greater or lesser extent, therefore requires 

exploration. The views of the midwives in the current study were considered, to examine not 

only the sustainability of different approaches to care, but also to look for factors about 

individuals that may have influenced the care provided and how acceptable the model of care is 

to them.
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Table 4.2: Summary of results: Satisfaction

Results that favour caseload care

Continuity of care 

Known carer at delivery 

Adequacy of information giving 

Meeting of preferences in labour 
Control of staff in labour 

Overall satisfaction 

Adaptation to motherhood

Results that favour team care

Control of self in labour

Results that do not demonstrate any differences

Attendance at parentcraft classes 
Number of carers during labour 
Pregnancy described as a positive experience 
Proportion of women who indicate that no-one understands how they feel about being 

pregnant
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4.1.3: Is caseload care acceptable to midwives?
Data were collected from midwives working both in the caseload as well as the team to 

ascertain their views about the acceptability of both models of care. The views of their 

managers were thought to be relevant in relation to the changes that a new approach to care 

could have upon the remainder of the midwifery service and the likelihood of continuation or 
expansion of caseload care .

The views of midwives and their managers have been sought in a number of studies following 
the introduction of continuity of carer schemes (tester 1989; Pankhurst 1997; Pope et al, 1998). 

Although the results of these studies will be drawn upon within this discussion, alternative 

sources from nursing will also be utilised. The current study compared two different models of 

midwifery care, both of which offered continuity of carer. Published midwifery research to date, 

has in the main concentrated on a comparison of team, caseload or group practice approaches 

to care with a fragmented system. Results in the current study were never expected to be 

dramatically different between the two groups, although small variations were important to 

highlight not only in relation to maternal satisfaction but also midwife acceptability. There are 

however, a number of nursing studies that have sought to compare primary nursing with team 
nursing, which has similarities to caseload and team midwifery. The results of these studies will 

be utilised to explore possible similarities and/or differences to care provision.

Job satisfaction

Schemes that support continuity of carer have been reported to increase midwife job 
satisfaction for a variety of reasons, for example; utilisation of all their skills, greater continuity 

with women facilitating better relationships and sense of fulfilment, increased autonomy and 
responsibility, and flexibility of working patterns (Pankhurst 1997; Pope ef al 1998). In the 

current study, midwives working in both approaches to care made reference to each of these 
aspects of their role which they considered made their work rewarding. However, midwives 

working in the team commented upon some potential deficiencies of the team approach in 

achieving these outcomes.

Within the team approach, difficulties with ensuring continuity of carer meant that team 

midwives established good relationships with only a small proportion of the women for whom 

they cared. Flexibility of working was limited in their provision of 24 hour care, utilising a rota 
system. Their autonomy and responsibility tended to become shared within the team. As such, 

the structure of team midwifery may have allowed autonomy to be exercised, (i.e. structural 

autonomy), but the individuals must also perceive freedom and be willing to exercise 

autonomy. Attitudinal autonomy as described by Batey and Lewis (1982), (See Section 1.2.5), 

may be less apparent in a team approach to care, and both attitudinal and structural autonomy 

are necessary for autonomy to be operational. There is a need for a balance between the 

culture of an organisation that supports structural autonomy and the philosophy of the individual
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midwives to want attitudinal autonomy. It could be speculated that there are possibly only a 
small proportion of midwives currently working in models of care that support structural 
autonomy who also exercise attitudinal autonomy. There are historically more organisations of 
care that are bureaucratic in nature within which midwives continue to be content not to 
exercise attitudinal autonomy.

Caseload midwives indicated that they felt individually autonomous in their practice. This was 
not a concern to them. Their commitment to the women caused some concern when they were 
unable to fulfil their intention of being present at the birth. Page (1996:249), stated that 
midwives working in the one-to-one system described,

"greater commitment, an intense need to learn, a sense of accountability to the family 
rather than the institution, and greater satisfaction".

The greatest perceived benefit for being part of a caseload partnership in comparison with team 
working for the midwives in the current study was the shared philosophy with the partnering 
midwife. Both caseload midwives made a number of references to this point, which focussed 
on their reason for wanting to start caseload practice and the reason why they felt that the 
system was successful for themselves and for the women. Team midwives as well as caseload 
midwives suggested that caseload care was more rewarding for women because of the 
increased continuity and relationships that could be established.

Philosophy of care

Reed (1988), undertook a comparative study of team and primary nursing in relation to nurse- 
related behaviour and quality of care, philosophy of care, and job satisfaction. The advantages 
of team nursing were seen to be, firstly for the patients, a greater interaction with staff which 
resulted in a sense of patient belonging; and for the nurses, a greater sense of accountability 
and support from colleagues which was particularly beneficial for junior staff. The differences 
with primary nursing were seen to be that the philosophy more clearly emphasised a basic one 
to one nurse-patient relationship and individualised patient care. "The model is designed to give 

nurses direct accountability for their patient's care" (Reed 1988:384). Within the nursing 
literature, there appears to be a predominance of mainly descriptive evidence about the 
potential benefits of primary nursing such as; greater patient satisfaction and feelings of more 
personalised care; higher quality care; improved job satisfaction, and cost effectiveness, 
(Sellick et al, 1983). However other studies have found few differences in the two approaches 
to care, (Steckel et al, 1980), and suggest that individual responsibility and accountability may 

lead to increased stress and anxiety and working alone has consequences for the isolationism 

of the individual nurse.

Reed (1988), found that all primary nurses in the sample held a similar philosophy towards care 
delivery of individualised patient care. All team nurses in comparison held varying philosophies
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towards priorities of care and had dissimilar attitudes towards delivery of individualised patient 

care. Reed (1988), also found that team nurses identified aspects of direct physical care as 
being most important whereas primary nurses placed a higher value on psychological 

components of care. Applying the similarities to midwifery care in the current study, it appeared 

that the philosophy of team care was perhaps less coherent or explicit than the caseload 

partnership. The team depended upon shared judgement whereas the caseload midwives 
emphasised their professional judgement as an individual.

Mead (1994) found that only 3% of wards in Wales were practising primary nursing in 

accordance with defined criteria. It would appear that there is overlap in models of care 

regardless of the intention. It is likely that this has occurred to a greater or lesser extent with 

both caseload and team midwifery models within the current study. Caseload midwives stated 
that they each had their own defined caseload, yet on call responsibilities were shared and 

women referred in the free text data to the partnership or the two midwives. It is likely that a 

partnership model emerged from an intended caseload model. It is also apparent that within the 
team midwives, individuals would offer a small number of women (often those whom they had 

previously cared for), a caseload model.

Rafferty (1992), suggested that some of the differences between team and primary nursing are 

brought about by differences in the power base. In primary nursing the power base is 
decentralised, allowing the primary practitioner rather than a ward sisterto set priorities for care. 

The preparation for primary nursing and a shift in the power base, therefore becomes vital as is 

support from managers and the organisation. The issues of support and preparation were key 
points discussed by both team and caseload midwives in their accounts of aspects of their role 

which were perhaps less acceptable, or in need of improvement.

Managerial support

Both approaches to care had been allowed to evolve and develop according to the participants' 

plans and expectations. This managerial approach was seen as both supportive and trusting by 

some midwives as well as lacking in direction by others. The role of the midwife manager has 

been seen as crucial in taking change forward. Henderson (1997), stated,

"how empowered, developed and supported they are as leaders will determine how 
successful the organisation is in providing a woman-focussed service" (Henderson 
1997:670).

In the current study the philosophy of the senior manager appeared to be in accord with that of 

the caseload midwives. The senior manager acknowledged that there was a greater degree of 

autonomy accepted by the caseload midwives. Batey and Lewis (1982), suggested that 

decisions and actions in the context of autonomy have to be the professional's own; they cannot 

be shifted to another when the outcomes have been less than favourable. This shifting of

responsibility is possibly more likely within a team approach where decisions can be shared. If
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a woman is seen by a number of midwives, the responsibility to make a decision can be passed 
on to other members of the team.

Working together

Caseload management makes demands upon the midwife which does not allow this model to 

be suitable for all. There is a danger that if the model did lead to greatly improved outcomes, 

those practising in this way could be seen as providing a better service and become an 'elite' of 

the profession. This increases the perception of inequality, since a midwifes' choice to provide 

care in a hospital setting must be respected. The potential dilemma that this could cause is 

acknowledged. That is, if a caseload model was proven to be clinically as well as cost effective, 

a Trust would need to implement this approach based on evidence. The reluctance of some 

midwives would need to be overcome by good change management practices.

Robinson (1992), suggested that the implementation of primary nursing could have a similar 

effect, with a core of primary nurses relying upon a larger peripheral workforce of associate 

nurse and support workers. For those nurses who were unable to fulfil the 'elite 1 role of the 

primary nurse,

"they may find themselves on a downward career progression from positions within the 
core to those within the peripheral workforce" (Robinson 1992:24).

The reasons given in the current study and other similar studies (Fenwick et at, 1998), for not 

wanting to work as a caseload midwife or even provide continuity of carer was the requirement 

of the on call rota, and the resulting intrusion into the midwife's personal life. In reality the 

midwives in the current study did not find this commitment difficult although they did 

acknowledge the need for family support. This increased commitment has also been cited as a 

reason for schemes to be discontinued due to stress and burn-out of the midwives (Wraight ef 

a/, 1983). Stress as a result of the change in working patterns and increased responsibility may 

be offset by greater flexibility, autonomy and enhanced job satisfaction. Lack of managerial 

support and the need to maintain continuing education and academic credibility have also been 

suggested as reasons for stress in midwifery (Carlisle et al, 1994). Midwives in the current 

study made no reference to stress levels or suggestions of burn-out, although it is important to 

note, that none of the midwives interviewed could see themselves staying in the same role long 

term. Caseload practice and to a lesser extent team midwifery appeared to be a way of working 

that suited different midwives at different points in their career. Caring for a caseload of 40 

women a year appeared to be sustainable. Caseload midwives later gave up the role for 

reasons other than workload.

In summary, both caseload midwifery and team midwifery within the current study were 

acceptable approaches to care for the midwives concerned. (Acknowledging that this study 

involved only two caseload midwives and six team midwives). The pre-requisites to this
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perhaps were that the midwives chose the approach to care and for caseload practice, chose 

her partner. The partnership needs to support the same philosophy of care and they both need 

to be content to accept the increased level of individual responsibility and autonomy. Both 

organisations of care required the support of management to enable them to practise in the way 

that the individual practitioner saw as necessary for each client. Since these models of care are 

not desirable for all midwives it is important for the organisation to support a culture of equality 

across the whole workforce and different professional groups. No one model should be seen as 

elite since the contribution of all members of the caring team should be valued. The promotion 

of equality between the medical and midwifery professions could also lessen the likelihood of 

defensive practice.

Overall, the results of this study were interesting in that they supported the hypotheses that 

greater continuity of carer could positively influence communication, choice and control which 

would ultimately affect satisfaction. Outcome in terms of labour management was however, not 

as expected.

Interestingly, a similar hypothesis was tested using a randomised controlled trial in the care of 

diabetes in general practice, (Kinmonth et al 1998). Kinmonth ef at (1998), hypothesised that 

additional training for practitioners in a patient centred approach would lead to better 

communication, healthier lifestyle choices and improved clinical, social and psychological 

outcomes, compared with routine care. However, their results indicated that although the 

intervention group reported better communication and greater treatment satisfaction, and well 

being, their diabetic control was less, as were their knowledge scores.

Kinmonth et al (1998), proposed that that the trained practitioners may have found it difficult to 

integrate attention to well being with management of disease risk. They recommended that 

professionals using patient centred consulting should not lose the focus of disease. It is 

intended that any additional psychosocial support should be in addition to effective clinical care 

rather than instead of it.

It is useful to compare these results with caseload management of midwifery care. Caseload 

midwives were committed to achieving the benefits of woman centred care which could have 

influenced and impaired their focus on labour management. This may have also been 

compounded by a greater proportion of care that was midwife led which could have affected 

judgements, sometimes adversely. The potential of needing to demonstrate the effectiveness 

of a new model of care to other midwives and obstetricians altered their practice.

This chapter has attempted to summarise the results in the context of the three main questions 

that needed to be answered, drawing upon associated literature. It is apparent from both the
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results and surrounding literature that aspects of accountability, autonomy and power are linked 

to the sharing of information, the provision of choice, and ultimate control of the childbearing 

process. These concepts are to a greater or lesser extent associated with empowerment. 

Before conclusions and recommendations can be drawn from this study, a brief review of the 

literature about empowerment is therefore presented.
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Chapter 5 

Empowerment

Throughout the literature review and discussion of results references to power and 

empowerment, both of women and midwives, emerged. The concept of empowerment 

however, is ill defined and there is no empirical evidence to suggest what it is or how it can be 

measured. In relation to women, empowerment is meant to be associated with feelings of being 

in control and with the ability to make choices. Many women however, appear content to rely 

upon the expertise of their carers. This does not necessarily mean that they do not want to be 

involved but rather that they look to the professionals to advise about decisions, and they are 

likely to accept that decision. How this can be reconciled with empowerment needed further 

exploration. In relation to empowerment of midwives, it may be obvious in relation to their 

autonomy of practice, yet how this conflicts with empowerment of the woman was also in need 

of exploration. It was therefore desirable to examine the concept of empowerment in more 

depth to ascertain the relevance, if any, to the results before conclusions and recommendations 

are made. The first part of this chapter explores the theoretical frameworks of empowerment 

which are later applied to the findings and midwifery practice.

5.1: Defining empowerment and enablement

The Concise Oxford Dictionary defines empowerment as the giving of power or authority to, 

enabling, permitting or giving ability to, (The word is derived from the latin 'potere' - meaning to 

be able). However, Kieffer (1984), suggested that the term empowerment has not been clearly 

defined and is not used consistently. Empowerment can be viewed as a process or as an 

outcome and is often associated with such concepts as coping skills, mutual support, personal 

efficacy, competence, self sufficiency, self-esteem, support systems and neighbourhood 

participation, (Gibson 1991).

A similar variation in interpretation exists with the interchange of the concepts of enablement 

and empowerment. Jacks (1995) argued that within a process whereby someone uses their 

power to enable someone else to do something, what that something is - its nature, goals and 

extent, is controlled by the enabler. Thus,

"the process of enablement is circumscribed by the power of the enabler and does not 
involve giving power over that process to the enabled" (Jacks 1995:15).

By contrast, if empowerment is seen as a process by which people become able to take control 

of their circumstances and achieve their own goals, the emphasis is shifted towards power 

being taken rather than given by another. For this reason enablement and empowerment must
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be seen as different concepts, (Adams 1994). Because empowerment can mean different 

things to different people and in different contexts, empowerment always needs to be defined by 

the people concerned.

Gibson (1991), presented an analysis of empowerment that examined the attributes, 

characteristics and uses of the concept within nursing. She proposed that empowerment can 

be conceptualised as a composite of,

"attributes that relate to the client, attributes that relate to the nurse, and attributes that 
belong to both the client and the nurse" (Gibson 1991:354).

In a broad sense, empowerment is a process of helping people to assert control over the factors 

which affect their lives. This process encompasses both the individual responsibility in health 

care and the broader institutional, organisational or societal responsibilities in enabling people 

to assume responsibility for their own health. Gibson (1991), suggested that to adopt an 

empowerment model in nursing, a paradigm shirt would be needed. It is worth considering the 

extent to which this shift could be seen to be occurring in midwifery, and in particular, within a 

new model of care.

In the context of midwifery care, a midwife may involve a woman in making certain choices 

about her care. The midwife may thus enable the woman to develop self confidence and self 

esteem in the process. However, if the power to provide the service is retained by the midwife, 

then none of the power to control either the process or the outcome has been shared. The 

woman may have been enabled but not empowered. Empowerment of the woman would 

involve her having the power to determine all aspects of the service in the pursuit of her goals. 

An example of this would be the ability to purchase a service as occurs by the engagement of 

the services of an independent midwife. Jacks (1995), therefore proposed that enablement and 

empowerment are by necessity two different activities. Enablement can be a professional skill 

because it is about the development of another's capabilities, whereas empowerment is about a 

struggle for power and control that can be seen as essentially a political activity. For this reason 

it is important to consider this debate not only in relation to involvement of the clients, but also 

within the wider process of professional groups whose boundaries overlap, involved in 

defending their own professional interests. The struggle for power between the medical 

profession and the midwifery profession has already been raised within this review. It is 

therefore important to recognise a potential conflict of self interest in the midwifery profession's 

commitment to woman centred care and client empowerment.
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5.2: Power and empowerment

If empowerment indicates a sharing of power, then there is a need to consider how the less 

powerful attempt to take power, and how the powerful release power. Furthermore it is ironic to 

consider that legally women have the power to make decisions about their care, but in the main 

this power is not exercised. The power seemingly rests with the health care professionals.

The nature of the relationship between professionals and service users is therefore central to 

the empowerment debate. Gomm (1993), suggested that there are four interpretations of this 

relationship.

Firstly, he referred to an oppressive or liberating relationship. The role of the organisations and 

that of the professionals within them is to maintain at least a minimum level of functioning in 

people in order that they may continue to work to increase the wealth and control of the 

powerful. This form of organisation may also serve to disguise the true nature of this 

domination and its effects by convincing their users that their dependence on these services is 

due to their shortcomings rather than the structural disadvantage which is the true source of 

their dependency.

"It is in this sense that professionals who claim to empower users by enabling them to 
be involved and participate in decision making without having control over the outcomes 
have merely 'domesticated' the term in the interests of maintaining the status quo" 
(Gomm 1993:132).

It is likely that this is true of small proportion of midwives. As discussed earlier, it is often the 

midwife or the maternity services that make the choice about the range of aspects from which 

women are allowed to choose

The second type of relationship was described as disabling. Here professionals are in well paid 

secure jobs and use their power to protect their own interests by exaggerating the value of their 

skills and knowledge and restricting access to them. Their power is founded on their expertise 

in assessing and defining problems and offering solutions, which require the special skill which 

they possess. Individuals within the medical profession, including some obstetricians, could 

arguably be seen as maintaining this type of relationship. This level of power can also prevent 

users gaining access to the skills, knowledge and resources they need to deal with their 

problems themselves - not only therefore do professionals not empower or even enable users 

they may actively disable them through this relationship. A working example of this is the 

preventing of distribution of informed choice leaflets (MIDIRS 1996), to women, by obstetricians.

Thirdly, Gomm (1993), referred to a helping relationship. On the assumption that professionals 

do possess some expert skills and knowledge which users do not, this relationship helps 

redress the balance. Professionals can be called upon to help clients identify and meet their
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needs which could otherwise go unmet. In these instances the professionals have a legitimate 
power which is exercised on behalf of their users and their interests. Here professionalism is 
seen as apolitical and enablement as part of the armoury of effective professional practice. It is 
hoped that most midwives and obstetricians would strive towards this position.

Finally there is a brokerage relationship in which the expertise of the professional is again 
accepted but it is a different type of expertise. Here the expertise is less about defining the 
user's needs for them and more about negotiating on their behalf the resources which the users 
think need to be met.

These assertions about the relevance of empowerment and how it can be manifest are 
interesting to relate to midwifery, although it is not clear how they can or should affect practice. 
An exploration of the process of empowerment as conceptualised by Kieffer (1984), and 
Gibson (1995), will therefore be described in an attempt to relate the issues to practice.
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5.3: Models of empowerment

This section describes two models of empowerment, Kieffer (1984) and Gibson (1995), neither 

of which refer to or are applied to midwifery. Aspects of both models can however be adapted 

to apply to midwifery, Section 5.3.3 offers this application to practice.

5.3.1: A developmental model

Kieffer (1984), defined a model of empowerment that described the process in four stages. The 

first stage was the era of entry which parallels the developmental stage of infancy. In this stage, 

the participation of the individual is exploratory, unknowing and unsure whilst authority and 

power structures are demystified.

The second stage is the era of advancement, which is characterised by a mentoring relationship 

as well as supportive peer relationships, and parallels late childhood. In this stage there are 

opportunities for collaboration and supportive problem solving. Kieffer (1984) suggested that an 

understanding of the situation was gained with the assistance of an external enabler. The 

individual develops mechanisms for action and accepts responsibility for choices.

The third stage is an era of incorporation, a phase where activities are focussed on confronting, 

contending and self-determination, likened to adolescence. In this phase organisational, 

leadership and survival skills are developed.

The final stage is an era of commitment, paralleling the stage of adulthood. In this period the 

individual integrates new personal knowledge and skills into the reality and structure of the 

everyday world.

The evidence for this model comes from the study of various communities and tribes in 

Southern America, and their attempts to achieve political power in the face of repression. What 

is more relevant to midwifery and nursing is the adaptation of the model by Gibson (1995).

5.3.2: A hybrid model

Gibson (1995), utilised the work of Kieffer (1984), and incorporated the ideas into a model of 

empowerment based upon the results of a fieldwork study of mothers of chronically ill children. 

As a result of the study, empowerment was conceptualised as

"largely a personal process in which individuals developed and employed the necessary 
knowledge, competence and confidence for making their voices heard" (Gibson 
1995:1201).
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Interestingly, having a voice has also been suggested by Papadakis and Taylor-Gooby (1987), 

cited in (Melville 1997), as the strongest form of participation, compared with control and choice. 

It is arguably as important for pregnant women to express their intuitions or subjective 

knowledge with confidence. It has often been observed in practice (but not tested), that women 

intuitively know if the pregnancy is progressing normally. More often this is manifest when the 

women feels that there is something wrong with the baby, yet clinical signs do not always detect 

an abnormality. Likewise, clinical observation may suggest that there is a need for further 

investigation or intervention, as in the case of diminished fetal movements, yet the woman's 

intuitive knowledge is that the pregnancy is normal. In the authors' experience in these 

instances the woman's intuition is correct. It may be especially in these instances that women 

need to feel empowered and to be heard.

Gibson (1995), conducted participant observation and in-depth interviewing of 12 mothers of 

neurologically challenged children. Although each mother's experience was unique, consistent 

patterns were apparent. The process of empowerment was iterative and interactive rather than 

linear in development. The components of the process were found to be interdependent and 

overlapping. A precondition of the process of empowerment was the mother's deep love, 

commitment, and feelings of responsibility for their child. This required them to ensure that their 

child received the best care possible, and hence, motivated and sustained the process of 

empowerment (Gibson 1995).

The stages in the developmental process that describes the model are;

• discovering reality

• the role of frustration

• critical reflection
• taking charge, which was contingent on establishing partnerships and,

• holding on, which was the final phase in the process that enabled mothers to maintain their 

sense of power even during changing circumstances.

"The mothers were empowered when they were full participants in their child's care, in 
working towards mutually agreed goals for their child with health care professionals, 
and when they were heard" (Gibson 1995:1206).

In being heard, the mothers perceived that health care professionals were receptive and 

responsive to what they had to say and that their expertise about their child was recognised. 

Applied to midwifery this would require a similar partnership with the midwife. This, it could be 

argued, is best achieved in a model that supports continuity of carer.
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Gibson (1995), identified the influencing factors in the process of empowerment as being both 

intrapersonal, that is, the mother's values, beliefs, determination and experience, and 

interpersonal, which involved social support.

Although it may be appropriate to relate these findings to the mother-midwife relationship, the 

relatively limited contact time during the provision of care will affect the process. Even where a 

system of continuity of carer is provided, the average duration of care is around seven to eight 

months. Enabling first time mothers to become empowered could take longer. Schott (1994) 

however, asserted that

"the way parents are cared for during pregnancy and childbirth is crucial in laying the 
foundations for confidence and self esteem. Good care empowers women and it 
involves respect, acknowledging their concerns, giving information and offering choice" 
(Schott 1994:3)

Schott offers no evidence for this claim. Indeed it contains an assumption that the midwife can 

empower and not merely enable a woman. This view is challenged by Gibson (1995) who 

concluded from her study of mothers of ill children that

"health care professionals cannot empower people; people can only empower 
themselves", (Gibson 1995:357).

Midwives may however by able to lay the foundations for women to become empowered, which 

could contribute to adaptation to motherhood as well as influencing any subsequent 

childbearing experiences. Gibson (1995), suggested that empowerment is not a linear process, 

it is therefore likely that women, especially multigravidae are at various stages in the 

empowering process as a result of previous good or bad experiences. Hence, it is conceivable 

that a midwife could be able to provide the necessary pre-requisites for the woman to feel 

empowered. What is vital in this achievement is the attitude and philosophy of the individual 

midwife. Enabling a woman to appreciate that she is the expert in the subjective knowledge of 

herself and her fetus may require a distinct skill within the midwife as well as a philosophical 

shift. The midwife herself must be confident in herself as an expert practitioner of midwifery and 

in the woman as the expert regarding the observation of her own health and pregnancy. The 

attitude of the professional could possibly be influenced by the extent to which they themselves 

feel more or less empowered in their practice.

The process of empowerment therefore can be applied to both the client, the midwife and the 

organisation of care. However, there is little agreement as to what it is or the way to facilitate its 

development, and therefore what it is that midwives would be looking for to see if they had 

achieved it in their care. The relevance to being heard is however worth pursuing in relation to 

the acceptance and willingness to take action on a woman's intuitive knowledge. For this 

reason an attempt has been made to apply a model to midwifery to explore further how a better 

understanding of empowerment could be utilised in practice.
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5.3.3: A model applied to midwifery

Empowerment can be seen as a process of learning and development that can be applied to 

childbearing and midwifery practice. Unfortunately it would appear that the outcome of this 

process will be manifest in different ways because the content of the process is likely to be 

variable, as are the different people and settings involved, which makes measurement 

impossible. Rappaport (1984), suggested that

"for some people the mechanism of empowerment may lead to a sense of control; for 
others it may lead to actual control, the practical power to affect their own lives" 
(Rappaport 1984:3)

The process of empowerment has been described as both sequential, iterative and interactive. 

People may embark upon the process and progress at different rates and indeed go back to 
different stages as circumstances change. For childbearing women the experience will vary 

according to the number of pregnancies and previous experiences of maternity care, as well as 

the cultural, social and spiritual differences of the women that will influence their perception of 

becoming empowered.

According to Kieffer (1984) and Gibson (1995) the process can be divided into stages with the 

potential outcome being participatory competence. Kieffer (1984), referred to participatory 

competence as,

"the combination of attitudes, understandings and abilities required to play a conscious 
and assertive role in the ongoing social construction of one's environment" (Kieffer 
1984:31).

Gibson (1995:1202), defined participatory competence as " the ability to be heard by those in 

power"

In midwifery care, it would be difficult to define when the outcome of participatory competence 

could be seen to be achieved as the process may extend into motherhood. Progress through a 

number of stages is perhaps easier to apply, albeit accepting that the rate may be variable. 

Table 5.1 outlines a suggested application of the stages in the process of empowerment to 

midwifery care

Stage 1
Kieffer (1984), described this first stage as the initiation of what ultimately can evolve as an 

empowering response. Likewise Gibson (1995), defined a beginning where there is a 

discovering of reality, the diagnosis and post diagnosis stage. For women with behaviourally 

challenged children, this is likely to evoke a variety of mixed responses including emotional, 

cognitive and behavioural. Similarly, the diagnosis of pregnancy, although welcomed by some
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women will evoke a variety of mixed responses even when planned (Kirkman 1997), and in the 
case of unplanned or unwanted pregnancies the response is likely to be more intense.

Table 5.1: A model of empowerment in midwifery

Stages in the 
process of 

empowerment

Stage 1

Stage 2

Stage 3

Stage 4

Developmental 
model, Kieffer (1984)

Era of entry

Era of advancement

Era of incorporation

Era of commitment

Hybrid model, 
Gibson (1995)

Discovering reality

Critical reflection

Taking charge

Holding on

Model applied to 

midwifery care

Diagnosis of 
pregnancy

Pregnancy

Childbirth and early 
postnatal period

Motherhood

An emotional response to the diagnosis of a pregnancy could be similar to the women in 
Gibson's study (1995). They were shocked, bewildered, confused, frightened and anxious. For 
planned pregnancies there may be an additional feeling of ecstasy and excitement, yet still 
feelings of "inability to grasp reality and envision the future", (Gibson 1995:1202) could be 
common in pregnant women. Kirkman (1997), confirmed that these feelings were apparent in a 
phenomenological study of planned first pregnancy.

At a cognitive level, uncertainty leads to the quest for information. Individuals are receptive to 
outside help and tend to believe everything that is told to them, having trust in the system to 
provide appropriate care, Gibson (1995). Women who responded to the questionnaire sent at 
20 weeks in the current study, indicated that they had used books to the greatest extent in their 
quest for knowledge. They also indicated a desire to speak to a lot of health care professionals. 
This continued throughout the pregnancy, regardless of their indication that they already knew a 
lot about pregnancy at the beginning and received sufficient amounts of information from the 
midwife throughout their care. At this stage the professionals may be seen as the experts, 
holding the power due to their perceived superior knowledge base. It would be worth midwives 
acknowledging this stage, as it may occur some time before parenthood education usually 

commences.

The behavioural response perhaps offers the ideal opportunity for midwives to influence the 
development of an empowering response in women. Gibson (1995), described this response 
as a period when the mothers learnt about their child, discovered their unique characteristics, 
actively watched the child's responses, and noticed patterns and variations. The mothers were
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likely to constantly monitor their child and record any changes. In applying this model to 

pregnancy it is feasible to suggest that midwives could encourage women to become much 
more vigilant and aware of their pregnancy and their reactions to the changes ongoing in their 

body. This may start a process whereby the woman comes to realise that she holds the expert 

knowledge about her pregnancy and that her responses will be unique to herself. It could start 
a process of self monitoring and record of changes which may promote continued involvement 
in antenatal care. It would also highlight the importance of intuitive knowledge, and the 
professionals' willingness to accept it and rely upon it.

During this stage Gibson (1995), observed the role of frustration in driving the mother forward 
into the next stage of development. Mothers became frustrated with health care professionals; 
with their unwillingness to share information, or to offer conflicting opinions. Waiting for 
appointments and consultations were irritations to mothers whose prime focus was their child. 
Some pregnant women in the current study, experienced these frustrations as evidenced by the 
free text responses in this and numerous other studies about maternity care. Pregnant women, 
especially primigravidae feel unique; comments from the women suggested that it was 
important for them to feel special and not just another pregnant woman. Multigravidae, may 
enter the pregnancy with feelings of frustration about their previous childbirth experiences, or 
their perception that they are meant to know what to expect because they already have a child. 
Although these feelings of frustration may be variable and could be reduced by health care 
professionals, in reality they exist and may be instrumental in driving forward the next stage in 
the empowerment process.

Stage 2

During this stage of advancement, Kieffer (1984), emphasised the 'centrality of a mentoring 

relationship'. The role of the mentor is to cultivate a more critical understanding and facilitate 

reflection. In addition the mentor enables the impact of supportive peer and community 
relationships to be realised and acts as a friend. Kieffer (1984), suggested that this results in 
the individual accepting responsibility for choices and becoming self-critical of their own efforts.

Gibson (1995), observed the development of similar strengths, abilities and resources within the 
mothers of behaviourally challenged children but there was not any evidence of a specific 
enabler in the process. The mothers themselves experienced self realisation that life would 

never be the same again and learnt to accept reality and become free from longing for what 
they had lost. To this extent the two models vary. Although if, according to Kieffer, the process 
of becoming empowered was a process within the individuals then the enabler merely facilitated 

the process. Likewise, in Gibson's study, there did not appear to be an external enabler but the 

process of empowerment could still continue, perhaps at a different pace or in a different way.
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In application to midwifery, the stance taken by Kieffer (1984), has been applied, whilst 

acknowledging that some of the individual traits displayed by the mothers in Gibson's study will 

apply. There are some women who are naturally empowered throughout their childbearing 

experience. Others will require some external support to enable them to be in control. It is 

proposed that during this stage of advancement, which could represent the duration of a 

pregnancy and perhaps beyond, the midwife could fulfil the role of enabler.

In the analysis of free text data, women frequently used the words 'friend/friendship', 

'relationship', and 'support'. If an enabler is viewed as an external person who helps them 

understand, maybe a midwife who is seen as a 'friend', can fulfil this role. The involvement of 

family and friends also appeared to be significant for women. According to Kieffer (1984), the 

longer that individuals extend their involvement in this stage, the more that they come to 

understand, and as they understand more they become more motivated to continue to act. If 

this stage can be associated with pregnancy, the time frame is inevitably pre determined. 

However, many women experience pregnancy on more than one occasion, and may be more 

motivated to continue the process post delivery or in a subsequent pregnancy. Women often 

continue involvement with self help groups and post natal support groups to continue the 

process. The individual realisation that life with a baby/child will be different and that 

motherhood requires the relinquishing of some independence and a change in lifestyle, are 

feelings described by women in Kirkman's study (1997). This realisation may however, not 

always occur prior to delivery and can result in problems for some women in adapting to their 

new roles post delivery.

If women are enabled through this stage of advancement, realisation of motherhood may be 

less traumatic and transition into the next stage of the empowerment process facilitated.

Stage 3
During the era of advancement, Kieffer (1984), referred to a "crisis of transformation". In 

preparation for this transformation, individuals develop organisational skills, leadership skills 

and survival skills. The stage involves struggles and confrontations to achieving self- 

determination. This stage which is likened to adolescence, requires the resolving of role 

conflicts and the "getting to know your own mind, your values and everything really changes" 

(Kieffer 1984:24).

Gibson (1995), referred to this stage as 'taking charge'. The mothers became aware of their 

strengths and were confident in their knowledge to take charge of the situation. Their 

orientation to authority shitted from external to internal as they learnt to listen to themselves. 

They had learnt to assert themselves and in so doing gained a greater sense of confidence to 

continue. At this stage in Gibson's model (1995) establishing partnerships were important, in 

which there was mutual respect and open communication between the health care professional
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and the mother who shared the commitment to a common goal. Although the mothers 
acknowledged their expert knowledge in a situation, they did not necessarily want total control 
of it. They wanted to be able to rely on the expertise of professionals if they encountered 
situations with which they were unfamiliar. Their consistent need was to be heard and to be 
involved, to feel in control rather than be in control.

Clearly, this stage has relevance to midwifery practice and could be likened to labour and 
delivery for some women. The experience of labour presents most women with a challenge that 
they are required to overcome utilising the skills that they have learnt. Leadership skills and 
assertiveness skills are important. Women in the current study referred positively to being in 
control of what staff were doing and the way they behaved during labour. For some, 
assertiveness skills will be important to achieve the outcome that they require. But this may not 
mean that they want total control. Women in the current study wanted to be able to trust the 
midwife to provide safe and competent care, even if this resulted in interventions that deviated 
from their plan for birth. The establishment of a partnership at this stage with one who shares 
the commitment to common goals would indicate that this could be with an unknown midwife, 
which may be acceptable for some women. For other women, the establishment of this 
relationship will have needed to develop over time within a model of care that provided 
continuity of carer.

The duration of this crisis of transformation may also be the time when women resolve their role 
conflicts, (between being a wife, daughter, friend, worker and now mother) which occur during 
the antenatal period, (Kirkman 1997), and the actualisation of having the baby may bring 
feelings of fulfilment, of "knowing your own mind" and a change in the "value" of life, (Kieffer 
1984). The feelings could extend into the early postnatal period before the era of commitment 

is embarked upon.

Stage 4
This final stage, the era of commitment or holding on, occurs as a result of the passage through 
the earlier stages. For childbearing women this may be their adaptation to motherhood and for 
subsequent deliveries, their adaptation to being a mother of children. The stage is 
characterised by a continued struggle to integrate new knowledge and skills into the reality of 
everyday life, (Kieffer 1984). According to Gibson (1995), individuals who have progressed 
through these stages of empowerment are able to maintain a sense of power even during 
changing circumstances in terms of regulating their responses. They have learnt the process of 
critical reflection which for childbearing women can be applied in subsequent pregnancies and 

in their role as parents.

In Kieffer's study of citizen empowerment (Kieffer 1984) having achieved this final stage in the 
process meant that they had embarked upon participatory competence. They had an "abiding
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set of commitments and capabilities". For Gibson (1995) participatory competence was evident 
by the mothers' ability to be heard by those in power. For childbearing women, parenthood 
demands commitments and capabilities, and for the survival of their child/children, the ability to 
be an advocate for them and to be heard will undoubtedly be an important skill to have 
developed. The role of the maternity services in this development can only be seen as enabling 
the process; the fulfilment of empowerment must develop within the individual. Furthermore, it 
would be useful if convincing examples could be found to provide evidence of empowerment 
and potential benefits. For example, it could be possible to devise a structured research study 
to investigate the phenomena of intuitive knowledge. If the instances where women had 
reported a problem, or conversely denied a problem based on her own intuitive feeling which 
was contrary to clinical evidence was documented, then, depending upon the action taken and 
subsequent outcome, conclusions could be drawn. It could be possible to identify cases in 
which intuition was valid and those in which it was false.

The concept of empowerment supports the notion that intuition is always valid. Observation 
and anecdote suggests that it is so in a minority of cases. In a sense it may be more important 
to listen to the woman's self reports as a safeguard against false negatives and in trying to 
avoid increasing the number of false positives. Once again, more structured research could 
throw light on this problem by comparing the number of times internal feelings and external 
results concurred. If the internal feelings were the same for around 50% of cases then it would 
be right to investigate the validity of the self reports further. If however, it was a lot less then 
care would need to be taken not to adjust routine care for most women because of the feelings 
of a minority. In addition, where the external tests and the internal reports disagreed, it matters 
which was right. Both the external tests and the internal reports can be right or wrong. It would 
be necessary to know how often, and in what circumstances, each of them is right. Until this 
evidence is available perhaps the woman's self report should be seen by the midwife as one 
datum amongst many, which should be weighed along with other items of evidence.

Although the concept of empowerment can be applied theoretically to midwifery practice, 
because it is not possible to define and hence assess its achievement in childbearing women, 
application to practice is limited. Current literature may make reference to the need for 
midwives to empower women, but what this means in reality, how it is achieved and what 

benefit it has is far from clear.

In an attempt to assess the degree to which women in the current study could be considered to 
have been empowered, a composite variable was computed from various questions that could 
indicate that women felt empowered. Table 5.2 shows the questions that were incorporated into 

the composite variable called 'Empowerment'.
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Table 5.2: Questions used for 'Composite Score of Empowerment'

Question 
naire

Question Responses Score

I have had a big influence on 

the type of antenatal care 

offered to me

Strongly agree 

Agree 

Uncertain 

Disagree 

Strongly disagree

+2 

+ 1 

0
-1
-2

How involved would you like 

the midwife to be in making 

decisions throughout your 

labour and delivery?

I'll leave it to the midwife to make the decisions -2

I'll leave it to the midwife to advise me, and I'll -1

probably take her advice

I'd like the midwife to advise me, but I'll make up +1

my own mind even if the decision is different
from hers

I want the midwife to be involved in decisions as +2
little as possible

Were you able to choose a 

position which was 

comfortable for you to deliver 

your baby?

I was free to move into any position I wanted +1 
The midwife decided what position I should be in -2 

I was not able to move off my back (because of 0 
drips, epidural etc)

How do you feel NON 

emergency decisions were 

made during labour?

The staff just got on with it

The staff just got on with it and kept me informed

The staff discussed things with me before

making their decisions

The staff told me what they thought but I was in

control of the decision

-2

-1

Did you feel in control of the 

way you behaved during 

labour?

Yes, all of the time 

Yes, most of the time 

Only some of the time 

No, not at all

+2 

+ 1
-1
-2

Overall did you feel in control 

of what the staff were doing to 

you in labour?

Yes, always 

Yes, most of the time 

Only some of the time 

No, not at all

+2 

+ 1

-1
-2

How involved was the midwife 

in making decisions about the 

care of your baby?

I left it to the midwife to make any decisions -2 

The midwife advised me, and I took her advice -1 

The midwife advised me then I made up my own +1 

mind even when the decision was different from 

hers

I made all the decisions +2 

Someone else helped me decide e.g. mother, -1 

partner
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The scores could range from minus 14 to plus 13. A high score, considered to be 10 or above 

indicated that the woman had been empowered and in control of the aspects of care detailed in 

the questions. A low score that suggested aspects of care had been determined by the 

midwife, sometimes without negotiation with the woman, scored between minus 14 and plus 4. 

It was anticipated that women would indicate that they had felt in control or empowered but with 

the midwife to act as an advisor. The mid range score therefore suggests some degree of 

empowerment of women, (plus 5 to plus 9), but with support of the midwife to inform decisions. 

(See Appendix 18 for detail of results).

A frequency count was made for all women in the sample (experimental and control). No 

woman scored minus 14, although 70% of women did fall into the low category scoring 

between minus 8 and plus 4. According to this score there were no women assessed to be 

totally empowered. Twenty nine per cent of women indicated some degree of empowerment 

but not total control.

Composite empowerment scores, grouped as high, medium and low, were then cross tabulated 

by group. Results are shown in Table 5.3.

Table 5.3: Cross tabulation of the variable 'Composite Score of Empowerment'
with group

Score

High score (1 0 to 1 4)

Medium score (5 to 9)

Low score (-14 to +4)

Experimental n=33

0
39%

60%

Control n=49

0

22%

77%

This result favours a caseload approach in achieving a slightly higher indication of 

empowerment. The proportion of women who score poorly on this measure is worrying. As 

referred to earlier in this chapter, there would appear to be a lot of assumptions made in the 

literature about the ability of a model of care to bring about empowerment of women. Although 

the current study was not designed to assess this concept directly, it has been possible to 

compute a composite variable to provide an indication of empowerment. The results are less 

than favourable for two approaches to midwifery care that both offer continuity of carer.

The theoretical models presented in this chapter do however, provide an indication of the 

aspects of care that could enable women to become self empowered. Fulfilling the role of 

enablerto women requires midwives to;

• Share information

• Support women in making choices
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• Promote self-confidence in intuitive knowledge
• Ensure that the woman's views are heard
• Act as an external resource for expert knowledge, whilst enabling the woman to feel in

control 
« Establish a trusting relationship, which gives women confidence.

Achievement of the above would arguably achieve a high level of satisfaction for all women, 
whether or not they felt empowered. It is however important to recognise that the midwife may 
need to feel self empowered to provide some of these enabling aspects of care. The power 
base between professional groups requires further exploration since it may influence how care 
is delivered.
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5.4: Empowerment of midwives

Pride, determination, integrity, commitment to self-reliance and feelings of attachment to the 

community were all attributes displayed by citizens who became empowered in Kieffer's study 

(1984). Similarly, commitment to responsibility was a pre-condition for mothers in Gibson's 

study (Gibson 1995). The extent to which these attributes can be seen in midwives is perhaps 

significant in determining the extent of their feelings of empowerment. These ideas are 

tentatively applied to caseload practice based upon the data from the interviews with midwives. 

The following section is therefore speculation of the application of a model of empowerment to a 

model of midwifery care.

During the interviews, caseload midwives referred to feeling of discontentment with their 

previous team roles, they felt that they lacked the power to fulfil their work according to their 

philosophical beliefs. This could be likened to the era of entry, a point in which the individual 

midwives felt a need to respond to their situation. The importance of their knowledge base in 

observing the reactions of the women whom they cared for and the role of frustration with the 

existing patterns of care may all have been influential during this first stage. Progress into an 

era of advancement for the caseload midwives could have been facilitated by their manager and 

the formation of their partnership.

Critical reflection on their role would have been necessary to direct the establishment of the 

caseload practice. Support to cultivate a more critical understanding of midwifery issues, both 

physiological, social and political, could have come from continuing education and the use of 

their manager as a role model. A deeper understanding of midwifery as an art and science may 

be significant in the support of midwives through this stage.

The stage of taking charge as in the models previously described involves some struggles and 

confrontations which caseload midwives appear to have experienced with other midwives and 

obstetricians. Interview transcripts from the caseload midwives relate to their resolution of role 

conflicts as a midwife with their own caseload; rather than a midwife to help out in the hospital. 

Their commitment had to become focussed, which required them to develop leadership and 

organisational skills for their professional and personal lives to work together. They realised 

that they could not go back to any other way of working having progressed through this stage.

The next stage, that of continued commitment and holding on is perhaps characterised for the 

caseload midwives by their awareness of the continued struggle to demonstrate their worth. 

Integrating their new knowledge and skill, developed as a result of working in a caseload 

practice, had to be realised in everyday life. The completion of audits of care and evidence of 

success were important to caseload midwives. The ability to maintain a sense of power during 

changing circumstances may or may not be an important element of this stage of development.
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Caseload and team midwives saw their roles as transient and since the completion of this study 

both caseload midwives have moved on to more senior positions in the organisation. An 

increased breadth of knowledge may facilitate progression into achieving the final stage in the 

empowerment process, that of, 'participatory competence' or 'being heard'.

It is speculated that the caseload midwives in this study had progressed through a process of 

empowerment in their transition from team midwives to caseload midwives. The process may 

begin whilst midwives work within a team and experience some of the conflicts that they 

recounted. For three members of the team to have now taken on the role of caseload midwife 

supports this observation.

The enablement of the midwives to become empowered reflects an organisational commitment 

to the sharing of power. The leadership style of the manager was influential in this process. 

The promotion of midwife led care as a target for the Trust also indicates a move towards the 

sharing of power between midwives and obstetricians. This is still in the earlier stages of 

development and a degree of defensive practice was evident during the current study. Since 

the completion of this study, audit figures for the caseload partnerships suggest a 74% midwife 

led care rate with fewer intervention rates.

In summary, the enablement of the midwives to become empowered by the organisational 

setting was important for the midwives as individuals. The likelihood of these midwives to want 

to enable the empowerment of mothers, rather than retain a degree of increased power 

themselves, will be considered as these concepts are applied to clinical practice.
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5.5: Implications for the maternity services

Bryar (1995) suggests that skilled midwifery care results from the combination of the personal 

qualities of the midwife with knowledge, theory, reflection and thinking about how theory and 

knowledge can be best used in the care of the individual woman. Whilst midwives cannot 

empower women, practices and structures can be changed so that people are not 

disempowered by being unable to exercise powers of choice and control. Bryar (1995), 

contends that personal models of care do affect practice and therefore need to be explored. 

She suggests that an understanding of the personal factors, the organisational factors and the 
societal factors which affect midwifery practice is needed so that maternity services may be 
developed to enable all women to experience midwifery care which is supportive and personal.

In recent years attempts have been made to develop models and theories from a range of 

disciplines to inform the development of maternity services, the environment of midwifery care 

as well as the practice of midwifery (Bryar 1995). Many maternity units and teams of midwives 

have made explicit their philosophies of care, often based upon criteria stated in strategy 
documents, for example, (Association of Radical Midwives 1986, Department of Health 1992, 
Royal College of Nursing 1993). Models of midwifery care based upon an explicit philosophy 
can state that midwives are expected to provide care which will empower the woman and her 
family to make their own choices and decisions about the plan of care, Carter (1992). The 
extent to which these values and beliefs are indeed held and internalised by an individual 
midwife are more difficult to assess. The care which she provides, may not reflect an 
organisations' stated philosophy. Although there is evidence from the midwifery literature to 
suggest that the organisation of midwifery services and the philosophy upon which it is based, 
should enable women to become empowered, there is less evidence to indicate that this has 

been achieved.

Bryar (1995), refers to models of care that are subsequently reflected in the care given by 
health care professionals, including the medical model and the Health for All model. 

Interestingly, one concept of the Health for All model is participation, which she relates to as an 
element which seeks to achieve continuity, choice and control and as such can be aligned with 

the principles of promoting empowerment.

As with the promotion of empowerment, achieving participation in care by woman and by the 
community within which they live, presents challenges to professional power and models of 

practice while requiring midwives and other health professionals to exercise new skills which 

help women get involved in their care.

Brearley (1990), identifies the key aspects of the literature on patient participation as: self help, 

demedicalisation or deprofessionalisation and democratisation. These aspects of the concept
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indicate that participation is understood to involve increasing the ability of individuals to care for 

themselves and their families and to be actively involved in their care. Such increased activity 

implies education and advice on care which are also aspects of care associated with a model of 

empowerment.

Similar to the work of Thompson et al (1989), (referred to in Chapter 1), Lehrman (1981), 

following a qualitative study of antenatal care provided by nurse-midwives, defined eight 

components of midwifery care including, continuity, family centred care, education and 

counselling, non interventionist care, flexibility in care, consumer advocacy, time and 

participate care. Participative care is defined as the joint assessment, evaluation and planning 

of a program of care by the client and the health care provider. To these eight components, 

Morten et al (1991) following a study of postnatal care, present a model of midwifery to which 

they add the process elements of therapeutic techniques, empowerment and lateral 

relationship.

Morten ef al (1991) describe empowerment as the process of giving and/or receiving power, 

strength and ego reinforcement which is demonstrated through the midwife's attitude and 

approach to care and is enhanced by the client. They suggest that evidence from the data 

which indicated empowerment were statements of affirmation, validation and reassurance. 

These statements could however, be interpreted as merely an indication of support and could 

equally imply paternalistic care as well as an empowering intent.

Morten et al (1991) however, suggest that the eight concepts identified by Lehrman (1981) 

provide a broad conceptual framework and that the three process concepts of empowerment, 

therapeutic techniques and lateral relationship provide greater specificity as to the process by 

which the broader concepts are translated into practice and can be presented 

diagrammatically, (Bryar 1995:151) to help midwives to reflect upon the components of the 

care that they offer.

A further model, which incorporates empowerment has been developed in the area of palliative 

care (Davies and Oberle 1990). This model focuses upon the supportive role of the carer who 

displays a philosophical stance for valuing the involvement of the client in care. The dimensions 

of the model include, connecting, empowering, doing for and finding meaning. The concepts of 

valuing and preserving own integrity are key to the role of the carer in describing what it is that 

the professional offers in care provision. Their findings imply that,

"the nurse as a professional cannot be separated from the nurse as a person" (Davies 

and Oberle 1990).

This supports the view of Bryar (1995), that the personal model of care held by the midwife will 

reflect all aspects of the care provided and the extent of participation of the client. Participation

however, in the form of establishing good relationships is also dependent on the confidence that
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midwives have in their own role as well as the extent to which the women for whom they care, 
want to participate and appreciate the skills and knowledge of the midwife. Such participation of 
women in care can involve a challenge to professional authority with the promotion of 
knowledge sharing being seen as a reduction in power.

Gomm (1993), concluded that empowerment in the sense of giving over control is not 
something that all professionals can readily do, nor is it necessarily what many service users 
want. However, the promotion of an empowerment model for midwives and for women does 
not necessarily reduce the authority of expert knowledge, and position, but rather provides a 
partnership of care provision wherein the midwife is responsible for enabling the woman to be in 
control. It is suggested from the current study that caseload midwifery has the potential to 
support such a model of care in practice.

Schindler-Risling (1998) offers another example of midwifery practice that is claimed to 
facilitate the development of empowerment within women. She describes the development and 
evaluation of a new pattern of antenatal care in America referred to as Centering Pregnancy. 
Women are encouraged to take responsibility for themselves which leads to a shift in the client- 
provider power base. In this system, antenatal care is provided in small groups of 8-10 women, 
with similar due dates, who choose to be cared for in this way.

"Centering Pregnancy unifies the components of prenatal care - risk assessment, 
education and support within the group - and encourages women to take responsibility 
for their own health" (Schindler-Risling 1998:47).

The pattern of attendance is around ten ninety minute sessions starting at 12 - 16 weeks of 
pregnancy. Women participate in the recording of clinical measurements and have an 
opportunity for individual assessment by the midwife for fundal height measurement and fetal 
heart auscultation. The examinations are performed in the same room as the group activities if 
the woman so wishes. The group become involved and concerned about members and can 
better relate to their feelings towards aspects of their pregnancy when they can compare and 
share experiences. The need for extensive education is acknowledged and use is made of 
handouts, worksheets and videos to support the didactic exchange. Emphasis on particular 
content items is determined partly by the needs of the woman and partly by the midwives.

The support component of the program was seen as possibly the most important as the women 
with a good support system tended to have more resources to help them solve any problems. 
Schindler-Risling (1998:52), defined social support as the indication that one is valued and an 

integral part of the group.

"Positive social support and self-esteem provide a necessary sense of mastery and 
reduce feelings of helplessness".
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The evaluation of this programme which involved women from various backgrounds', suggested 

that women became more confident in their ability to direct care, were very satisfied with the 

process and had fewer low birth weight babies. Schindler-Risling (1998), summarised the 

outcomes as,

"The woman's involvement in self-care activities, the discussion and education format 
and the sharing among women all lead to her enhanced sense of empowerment. This 
in turn results in a sharing of power between the provider and the consumer" (Schindler- 
Risling 1998:53)

Some of the problems associated with this model of care are also recounted. They included the 

shift in the focus of care away from individual to group care and the inherent shift in power base 

from the midwives to the women. These aspects may however need to be faced and 

addressed if the intentions of family involvement and self help as promoted by the World Health 

Organisation (1998), are to become a reality.

Robertson (1996), referred to the empowerment of women through a new approach to childbirth 

preparation termed active birth. Robertson (1996) suggested that a woman was empowered 

when she takes control over what happens to her utilising her own resources and abilities. In 

practice, for women to feel empowered within the maternity care system a number of principles 

may need to be adopted, for example,

• "The woman is fully aware of her rights and responsibilities
  She is enabled to exercise her rights and make decisions about care affecting herself 

and her baby
• She has the necessary social supports to ensure her physical and emotional well being
  Her ability to grow, produce and nurture her baby is respected and accepted within a 

framework of birth as a normal bodily function for women" (Robertson 1996:3)

Robertson (1996), also proposed in addition that "she is not subject to discrimination based on 

her age, sex or her state of pregnancy". This however, does not allow forfocussed care and 

an emphasis on individual need which should be welcomed as it positively discriminates in 

favour of women with special needs.

The promotion of these principles have been incorporated into a different kind of prenatal class, 

where the emphasis is on enabling the parents to develop appropriate skills necessary for 

obtaining the kind of birth they desire. Instead of giving advice and information in didactic 

teaching sessions, a more flexible approach based on the individual parent's goals, practical 

problem solving and the development of communication and negotiating abilities has evolved.

"Rather than seeing the birth itself as an end point for education, it is viewed as one 
step in the process of becoming a parent, and an opportunity for practising skills that 
will be useful after the baby is born" (Robertson 1996:8).

This model of preparation for parenthood, is similar to the models of empowerment described 

earlier. Robertson (1996) also identified some of the likely obstacles that women were likely to
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have to confront in their progress through pregnancy. These included a medical model of care, 

with protocols and policies limiting maternal choice; a jargon which may not be understood by 

the women; and the risk of discrimination which may promote a retention of power by the 

professional. However, in many areas, protocols, if based on evidence, can enhance the quality 

of care. However, they may be used inflexibly. It is therefore important to maintain a balance 
between protocol and individualised care.

Caseload practice and midwifery led care have the potential to overcome some of these 

difficulties. With both approaches to midwifery care in the current study there was however, 

little evidence to suggest that care was individualised, and improvements are needed.

Robertson (1996), suggested that it may be impossible for women to feel empowered when 

they are dealing with inadequate housing, a lack of finance or an absence of family supports. 

The disempowering effects of the social environment from which some of the women in the 

current study came from is acknowledged. This may need to be identified as requiring greater 

emphasis for midwives working in the area, in order for them to adapt care to meet individual 

needs more fully.

This section was based upon speculation about how empowerment can influence maternity 

services and midwifery practice whilst identifying the relevance of models of care. In the 

writings about empowerment there is little evidence of its effects or outcomes. Suggestions for 

adapting care do however offer some guidance to bringing about improvements in aspects of 

care that are currently criticised by women.

This chapter was included because the concept of empowerment featured throughout the 

literature review and the discussion of results. Further exploration led to the speculation that a 

model of empowerment could, in theory be applied to practice. However, due to the lack of 

empirical evidence about how to assess the achievement of empowerment or indeed the 

benefits of it, it is concluded that the role of the midwife is better focussed upon the factors 

thought to enable participation, choice and control, until evidence can be collected to 

substantiate claims. An exploration of the power base between midwives and obstetricians 

does however, require consideration. The setting up of new models of care that offer midwives 

autonomy but without a transfer of power could lead to defensive practice as is proposed to 

have occurred in the current study. Empowerment of midwives may be a first step in the 

empowerment of mothers.

Chapter 6 summarises the findings from the current study. Based upon the results, and the 

preceding exploration of associated literature, conclusions are presented.
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Chapter 6

Summary and Conclusions

In response to a number of Policy documents, as well as maternal and midwife pressure, the 
maternity services underwent many organisational changes in the early 1990's. As a result new 
models of care were introduced. The response of one maternity unit in South Wales that 
already provided mainly team midwifery was to introduce a pattern of care that was intended to 
increase continuity of care and carer for women. The introduction of caseload managed 
midwifery care was supported on a temporary basis provided that it could be resource neutral 
and that it could be formally evaluated. Earlier work of the author led the Trust to request that 
an external review to be undertaken. This study was the result.

An initial literature review identified key areas that would be essential to study. These were 
summarised in three questions;

1. Is caseload care safe? Concerns about the medicalisation of childbirth and its effects on 
women's physical and psychological well being were evident in the literature. On the other 
hand, any moves towards de-medicalisation must also be assessed for safety. The trends 
towards increasing the proportion of low risk women who would receive midwife led care 
posed questions about appropriate providers of care.

2. Is caseload care satisfying for women? There were good reasons to believe that 
continuity of care and carer would have a positive effect on satisfaction. Continuity in terms 
of consistent advice can lead to less confusion and continuity of carer can form the basis of 
a relationship in which the midwife can provide individualised and focussed care which 
promotes trust. However the raising of unrealistic expectations had been associated with 
dissatisfaction, and appropriate care from a previously unknown carer had also been 
shown to result in high levels of satisfaction. Within the literature, various new patterns of 
care that had been introduced to promote continuity of carer also tended to introduce 
changes in the process of care so that results that demonstrated increased satisfaction may 
have been due to factors in addition to the continuity of carer scheme. For example team 
approaches sometimes offered midwife led care, or attempted to promote a philosophy of 
care that moved away from medicalisation. In some cases the physical environment that 
women were cared for also changed, and women were delivered in a birth centre or their 

own home. These additional variables, incorporated into many of the new schemes of 
continuity that had been evaluated, meant that the assessment of what aspects of care 
resulted in increased satisfaction was not clear. It could not be assumed that any changes 
in satisfaction of care would be solely due to an increased continuity of carer provided for

within a caseload model.
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3. Is caseload care an acceptable model for midwives? The literature suggested that 

many schemes to promote continuity had failed because they were not sustainable by the 
midwives.

Incorporating these areas, plus the Trust's desire to demonstrate achievement of health gain 
targets by the two models of care that they offered, led to the design of a comparative study. 
The aim of the study therefore became to discover if a caseload approach was a more effective 
way of providing midwifery care. To achieve this it was necessary to design a study that 
compared the efficacy, maternal satisfaction, and midwife acceptability of caseload care with 
the existing model of care, which was team midwifery.

The introduction of a new model of care was expected by the midwives and management to 
have the potential to be better than the existing care in some way. For this reason it was 
appropriate for the study to test the hypotheses that compared with team care, caseload 
managed care would produce similar or more favourable outcomes in relation to;

> Complication rates
> The achievement of health gain targets
> Continuity of care and carer
> Communication with clients
> Choice and control for clients
> Overall satisfaction with care

It was anticipated that caseload care would be more favourable on balance of all outcomes 

when they were considered together.

Although many of the results supported the hypothesis, a number were counter intuitive. 

Results have been summarised in relation to,

=> Aspects of care that were improved within a model of caseload care

=> Aspects of care that got worse within a model of caseload care

=> Aspects of care that did not change

=> Aspects of care that were improved within a model of caseload care

Increased midwife led care with lower referral rate 

Relationship with the midwife
Number of carers during the antenatal and post natal periods 

Continuity of carer
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Known carer at delivery
Balance between satisfaction and dissatisfaction
Adequacy of information giving
Feelings of control of staff during labour
Meeting of preferences for care during labour
Completion of a birth plan (but not necessarily implementation)
Passive management of the third stage of labour
Breast feeding rates
Adaptation to motherhood

Aspects of care that got worse within a model of caseload care

Reduction in smoking during pregnancy
Rates of induction, augmentation and ARM in labour
Use of systemic pain relief
Use of continuous CTG
Caesarean section rate
Feelings of self control during labour
Perineal damage
Rate of mild post natal depression

Aspects of care that did not change

Home birth rate
Pattern of antenatal attendance
Time of first hospital attendance
Format of antenatal examinations
Attendance at parentcraft classes
Proportion of women who indicate that no-one understands how they feel
about being pregnant
Number of carers during labour
Complication rates
Episiotomy rates
Birth weight
Duration of postnatal stay
Dissatisfaction with hospital environment and waiting times
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Key conclusions

1. The benefits of caseload care are in the main psychosocial. Many of the results are 
contrary to similar studies. The apparent adverse affects on physical care in labour may 
have been due to defensive practice on behalf of the midwives. Alternatively, there may 
have been difficulty in integrating attention to the aspects of choice, control and continuity 
with the management of labour. It is not clear as to the extent that an increased use of pain 
relief and CTG recordings could have been influenced by the supporting of maternal 
request.

2. The marked difference in the balance of positive comments made in the free response 
questions, whilst adding to the conclusion that this model was more satisfying, does raise 
concerns about dependency upon the midwife. The potential for this needs to be 
acknowledged since the promotion of a close friendship between midwife and mother could 
put additional pressure upon the midwife, perhaps leading to more defensive practice, but 
also could increase dependence on the midwife to make decisions for the woman. This 
may be because the woman has developed more trust in the midwife, but there is a 
danger that if that midwife is not available for labour or leaves employment during the 
pregnancy, the woman could feel less confident or able to have control over the remainder 
of her pregnancy/labour.

3. The number of aspects of care that were not influenced by caseload care leads to a 
question of the degree to which the improvements in psychosocial outcomes was a result of 
the personality/philosophy of the midwives providing caseload care rather than the 
organisational model. The attitude of the midwives and their shared philosophy of care, 
together with an organisational model that allowed for frequent contact with women and 
sharing of information were probably the most important factors contributing to women's 
satisfaction in this study. Many women indicated similar levels of satisfaction with the 
midwives providing team care, even though the extent of continuity was less. It is therefore 
likely that it is the attitude and communication skills of the midwife that is the main 

influencing factor.

Green et al (1997), supports this view following a review of the organisation of midwifery 

services in the U.K. They state,

"It seems to be more important to women that the midwife who delivers them is 
competent and caring than that they should have met her before" (Green et al 
1997:134)

They conclude by suggesting that what probably matters is that the woman should feel that the 

midwife cares about her.
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Waldenstrom (1998), suggested that continuity of carer is less important in a birth centre. In a 

comparative study of satisfaction measures between women cared for by a known or unknown 

midwife they concluded that high levels of satisfaction in women having birth centre care were 

probably more affected by the carers, the philosophy of care and the environment than by 

knowing the individual midwife well.

Based upon the findings in the literature and the results from the current study it is concluded 

that in the main what women want is,

> to have faith in the midwife's competence,

> to have access to appropriate and sufficient information

> to feel that the midwife is available to provide constant support and care,

> to be made to feel special,

> to be treated like an individual and

> to have care that is focussed on their needs.

These criteria are likely to promote and support choice and control. The first three are probably 

best achieved by a known carer within a model that facilities the development of a trusting 

relationship, (accepting that there are some women who would prefer not to know their midwife 

prior to delivery). The latter three, however, are dependent upon the attitude of the midwife 

and her ability to provide individualised care which cannot automatically be guaranteed simply 

by providing a model of continuity. There could be midwives working within an organisational 

model of care that provides continuity, yet would not meet these criteria. Furthermore, since it 

is not presently possible for all women to have access to a maternity service that provides them 

with a guaranteed known midwife, it is the attitude and philosophy of the midwife that could 

best be focussed upon to promote high quality care.

Ideally, a method of determining the needs and desires of each woman in relation to their 

philosophy of care and maybe their locus of control should be developed. This could then be 

matched to the most appropriate midwife and model of care to meet the needs identified. (A 

matched approach to care). Although idealistic, it is probable that the variety of different views 

held by midwives is similar to the variety of views held by women. Therefore, enabling flexibility 

and choice of a model of care and a type of midwife may not be too difficult for a service 

provider. The apparent significant part played by information in the achievement of satisfaction 

would encompass information about the midwife as well as about childbirth. This 'matched' 

approach to care would require midwives to have the power to provide care that is 

individualised and would allow women to participate as fully or as little as they wanted. These 

issues are associated with the concept of empowerment which emerged from the literature as a 

frequent theme and was discussed in Chapter 5.
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The current study was conducted at a time when the whole of the midwifery profession was in 

transition as it responded to the challenge of implementing women centred care. The project 
focused on only one caseload partnership and one team of midwives in order to make 
comparisons. Nevertheless there were a number of factors and trends that were recurring 
within the results, which could have implications for practice. Based upon these results 
recommendations have been made which are detailed in Chapter 7.
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Chapter 7

Recommendations and Implications for practice

Service providers can be confident that a caseload model of care delivery responds to 

government policy. Continuity of carer is increased and there is an improvement in the 

achievement of some health gain targets, e.g. breast feeding rates and midwife led care.

Aspects of care, which are most important to women, are competence, caring and 

communication. Therefore those responsible for the maternity service should be careful not to 

place so much emphasis on continuity of carer that they lose sight of the more important task of 

striving to ensure a high quality of care.

It had been assumed that a caseload system of organising the service would automatically 

increase continuity of care and carer. That link is not automatic. Even in the current study, 

there are several examples in which the provision of a caseload service to women has not 

eradicated the matter of different staff, with different information and different skill levels, who 

care for a single woman. Despite such examples though, it is clear that the caseload model did 

on balance increase the continuity of carer. On some measures it did so to a marked extent.

However, the chain of reasoning does not stop at demonstrating continuity of carer. It is 

necessary to go further and question why continuity of carer is considered important. There are 

at least three answers:

1. The care will be more consistent (e.g. the woman will not receive conflicting advice, tests 

will not be repeated unnecessarily). This can be called 'a consistent skill set'

2. The information to which this consistent skill set is applied will be complete, consistent and 

up to date (e.g. notes do not get lost, the woman does not have to give the same 

information several times etc)
3. The woman gets to know her midwife, and as a further step comes to like her personality, 

and to feel supported and satisfied.

From the evidence presented throughout this thesis it appears that 3 is the more likely correct 

answer. In achieving maternal satisfaction it is the relationship that matters and the effect of the 

caseload approach is to give this relationship a chance to develop. After that, it is a matter of 

the midwives' personality and her ability to engender trust in her continuing support and in her 

competence. The unique relationship between midwife and client at any stage in the 

childbearing process may be as important as continuity of carer, in achieving maternal 

satisfaction.
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As a result of this study the following recommendations are made for; 

=$ Service providers 

=> Caseload practice 

=> Further study

=> Recommendations for service providers

- There is a need to increase the involvement of other health care professionals during the 

antenatal period to help address an expressed desire for more information. Women desire a 

lot of information about all aspects of childbearing, regardless of how much information they 

have already received.

Since women's needs differ, inflexibility and/or stereotyping should be avoided and a 

service provided whereby women can choose a single carer or not. This could be achieved 

by a form of assessment of both midwives and women. Choice of the right carer for each 

individual could then be a possibility. If a Trust allocated midwives according to their 

preferences to a range of models of care, then womens' preferences could be assessed in 

response to a questionnaire and matched to the appropriate model.

- The organisation of antenatal care needs attention. Waiting times, creche facilities and 

effects of poor communication by radiographers and doctors continue to influence 

satisfaction regardless of the model of midwifery care. Midwives may need to have more 

control over the total environment of care, acting as an advocate for women.

Service providers should provide support for the greater autonomy and accountability 

provided by caseload midwives and midwives providing midwife led care. Inter professional 

rivalry should be addressed to prevent defensive practice. This could be done by promoting 

more joint training initiatives and sharing of experiences.

- Midwifery led care, needs a manager to support the setting up of schemes, monitoring and 

further studies.

- There is a need to explore further the extent to which a true model of caseload practice is 

implemented. It is likely that the role could evolve to a shared caseload in the interests of 

sustainability and economics. That is, rather than each midwife giving total care to 35 

women, two midwives provide care for 70 women. This reduces the number of on call shifts 

since midwives can alternate nights on-call; furthermore it could prevent both midwives 

visiting women in the same street on the same day.
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Other midwives and health care professionals working in close liaison with caseload 

midwives need to have information about the role differences of caseload midwives

Service providers should not imply an intention of total caseload provision as this can be 

threatening to some staff, be likely to adversely affect morale, and lead to conflict within the 

profession, (unless it is the committed intention to expand this model, in which case 
effective change management systems would be needed).

If caseload care is to be extended, there is a need for continued evaluation and audit of the 

areas examined in the current study as well as an economic evaluation of these and 

alternative models of care

Recommendations for caseload practice

Caseload midwives must be able to select their partner and be committed to a shared 

philosophy of care. Midwives require preparation and ongoing support for their new role

The duration of caseload practice may be limited. Midwives are likely to develop their 

career further as a result of the increased autonomy.

As caseload midwives are likely to change, it is important to acknowledge the potential for 

women to become dependent on an individual carer. Back-up is necessary for periods of 

sickness and relief so others can become familiar with the role.

Management need to make their expectations of the model of care explicit without 

constraining the partnership to develop individual patterns of working.

Education and support for increased autonomy and accountability before and during the 

role is essential. A model of supervision of midwives that facilitates reflection would be an 

advantage

Continuing education and assessment is essential to maintain competence in all aspects of 

midwifery care

Caseload midwifery would not be an acceptable working pattern for all midwives (based on 

Trust applications, perhaps less than one third of midwives would currently choose to work 

in this way)
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Additional communication strategies should be implemented for caseload midwives to 

prevent feelings of isolation. This may require them to have access to portable computers 

and to have regular face to face contact with midwives working in similar models

=> Recommendations for further study

There is an apparent lack of shared understanding of terms used to describe the relationship 

with the midwife, i.e. named midwife, known midwife, lead professional, team midwife, caseload 

midwife. Statistical comparison must state definitions.

- There is a need for further exploration about the effects of the midwife's individual 

philosophy of care on maternal satisfaction, irrespective of the model of care.

A consensus definition of competence in midwifery is needed. Studies should focus upon 

the assessment of competence and capability of experienced as well as newly qualified 

midwives.

Further study should explore what aspects of choice influence home birth rates, position for 

delivery, use of pain relief and CTG, e.g. is it information, availability, encouragement etc.

Women's memories become more positive as time progresses, hence satisfaction surveys 

should be undertaken very shortly after the episode of care being studied, certainly within 4 

weeks.

Future studies must collect data about safety and not just satisfaction and opinion.

Future work needs to investigate the attitude of carers. Observation of those carers who 

meet womens' needs could help to inform and teach others.

- Exploration is needed into the most effective ways of assessing maternal and midwife 

philosophy and locus of control. Attempts to develop methods for matching a midwife and 

model of care according to individual maternal desire and need should be tried.

Above all, it must be realised that what a midwife does and says when she is with a pregnant 

woman are important factors. These in turn are influenced by the midwife's skill and knowledge 

and her personality. These again should be influenced by selection and education/training. 

Although they appear from this study to be directly influenced by the model of care adopted, any 

model may only help (or hinder) the opportunity that the midwife has to use her skill and 

personality. Hence, caseload care may have an indirect facilitating effect, with both positive and
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negative outcomes. On its own though, it is not a major positive factor in ensuring a high quality 
of care.

On completion of any study it is possible to reflect upon the process and propose aspects that 
could have been done differently. The final section offers a few final thoughts about the conduct 
of this research project.
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Final thoughts

This study arose from an adaptation of organisational arrangements in a maternity unit, which 
then needed to be evaluated. The study design that emerged was adequate to provide answers 
to the research questions. Improvements could have been achieved by using a randomised 
controlled trial in which results could have been statistically significant by using larger numbers 
of women. The constraints from the Trust perspective were financial. Given that only one GP 
practice was to be involved, a longer recruitment period would have been the only other way of 
increasing the sample size. Unfortunately due to the protracted time between recruitment and 
completion, results were eagerly awaited. The biggest deficit in the data collected was in 
relation to economic factors. This element was initially included as part of the main research 
questions. It would have required the collection of data from women using diaries and an 
economic analysis using hospital records. Financial support would have been needed to collect 
these data and obtain the expertise of a health economist. Funding has since been made 
available and this element of the study is now ongoing.

Although the methods utilised were appropriate to achieve the objectives, with hindsight some 
improvements could have been made.

The questionnaire survey may have had a better response rate if recruitment had of been 
consistent for both groups and reminders increased. The length of the questionnaires could 
also have affected response rates. An attempt to gain the views of women who chose not to 
complete questionnaires may also have been useful, perhaps by the sending of a single page 
questionnaire, or an invitation for oral response.

The audit of case notes became a very valuable contributor to the data collected. It was from 
this that differences in labour management emerged. Additional categories for data collection 
could have provided more revealing information, especially in relation to the named midwife and 
the midwife present at delivery.

Semi-structured interviews with midwives were appropriate to achieve the objective. The views 
of hospital based midwives may also have been valid. Involvement of partners in discussions 
about acceptability of working patterns would have offered different insights.

The use of quantitative methods for free text responses provided a clearer picture of the 
differences between the two groups, but also highlighted the similarity of some comments that 

were areas of importance for all women.

It is finally important to reflect upon the conclusions of this work in the context of present day 
midwifery practice, (six years following the commencement of the study). To do this warrants a
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return to the historical underpinnings of the midwifery profession as well as a consideration of 
current Policy.

Traditionally, midwifery has centred on individualised community based care for childbearing 

women and autonomy of midwives in what is philosophically seen as a normal life event. 

Throughout the evolutions of care delivery the needs of midwives as women have become 

important. It is not possible or desirable to return to previous organisations of midwifery 

practice. Midwifery care must be applicable to the society it serves and the workforce that 

provides that care. It is important that the balance of power between the midwifery and medical 

professions is addressed, offering midwives who provide total care more control over the 

environment of care.

Midwives need choice in how they work and women need choice about their care and carer. To 

date the emphasis is on maternal choice of those aspects of care that midwives and/or 

obstetricians allow them to have choice about. The choice for midwives about the model of 

care in which they work has in the main been decided by the organisation. Continuity of carer 
schemes have been seen as a way of addressing womens' requests for choice and midwives 

request for greater job satisfaction and total care provision. In reality this approach to improving 

the quality of care for women and the work experience for midwives has not always achieved 

these aims. Additional variables are apparent in any new model of care that can suggest an 
improvement in satisfaction. This has probably more to do with the personalities and 

philosophy of the midwives who volunteer to initiate new schemes and are prepared to have 
their care evaluated. The maternity service needs to place emphasis on firstly the competence 

of all midwives and secondly their ability to offer focussed and individualised care. If the 

individual needs of women cannot be discerned by the development of a continuous care 

relationship, then some means of assessing womens' real desires for the type of care they 
require must be sought. Flexibility of organisational models of care will be essential with 

perhaps a move towards a more matched approach to care.
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Appendix 1

The care process in nurse-midwifery



THE CARE PROCESS IN NURSE-MIDWIFERY

CONCEPT: Safe

DEFINITION: Actions that secure the woman from harm; i.e., minimising the effects of 
existing psychosocial, biological (medical and obstetrical), and 
behavioural risk factors, and preventing injury and death during health
care

COMPONENTS INDICATORS

1. Performs early and continuous risk 
assessment for psychosocial, 
behavioural, biological and genetic 
factors

2. Identifies problems early

3. Treats problems with early interventions

4. Intervenes appropriately

5. Evaluates care for safety

Questioning, probing, clarifying during history
taking
Listening attentively to responses, both
verbal and non verbal cues
Performing a screening physical examination
Obtaining routine and specific laboratory
tests.

Does all the task analysis tasks 
Participate in quality assurance activities 
Schedules regular frequent appointments 
Applies current theory and research to nurse- 
midwifery care.

Does all the task analysis tasks related to
treatment
Schedules appointments according to client
need
Knows and understands implications of latest
research
Knows when to order specific tests
Knows when to refer client to another
provider
Orders necessary tests at appropriate times
to have complete data
Seeks consultation in timely manner

Reassesses plan and alters appropriately, 
using full range of interventions from 
personal presence to high tech as needed: 
Makes judgements and takes responsibility 
for necessary interventions, whatever the 
type: Follows protocols: Recognises and 
admits errors: Provides health education: 
Practices in accord with ACNM Standards

Defines 'safety' from midwife's and client's 
perspectives: Negotiates plan of care with 
woman to maximise both definitions of safety: 
Refers client out if cannot reconcile 
definitions of safe care



CONCEPT: Satisfying

DEFINITION: Actions that maximise congruence of woman's/family's preferences for 
care and expectations of outcomes with realities of settings and actual 
health outcomes

COMPONENTS INDICATORS

1. Identifies client preferences for client care

2. Helps mobilise resources throughout 
pregnancy to meet client preferences

3. Meets birth expectations of client and family

4. Minimises negative aspects of health systems 
that affect the client

5. Applies current theory and research in order 
to provide the highest quality nurse-midwifery

Elicits and listens for client identification of
preferences
Tailors schedule of pre natal or gynae visits to
needs and preferences of client
Initiates information seeking process about
supplementary care that can be adapted
according to client preferences
Indicates care options
Provides continuity of care including 24 hour
access

Is available to women throughout her pregnancy
Assesses with client her existing and potential
resources for support and self determination
Plans with client how to implement those
strategies
Participates in implementing strategies according
to appropriate role and client needs
Refers to specialised providers/services according
to need

Reviews and discusses the birth expectations for
each client
Offers options during labour
Identifies to client and family those expectations
that can and cannot be met
Explains and interprets reasons for not being able
to meet expectations
Recognises that expectations may be dynamic
and change over time
Makes birth plan with client. Explains reasons for
any changes in plan
Communicates with client, including allowing
adequate time to listen to and respond

Reviews past history of client-system
Refers client to another provider if not satisfied
with care
Asks for immediate and ongoing evaluation and
feedback regarding satisfaction with care
Encourages client to communicate effectively her
preferences for care
Intervenes when other providers are not treating
her with respect
Interprets system to client when useful
Physically and emotionally support client during
labour
Expresses caring to client

care



CONCEPT: Respecting Human Dignity and Self Determination

DEFINITION: Actions that demonstrate unconditional esteem for the woman as a 
person and that accepts and promotes the woman's rights and 
responsibilities to participate actively in decisions about her health and 
health care throughout her life cycle

COMPONENTS INDICATORS

Reduces power differentials

Accepts person as she is

Promotes individuation

Promotes self esteem

Interacts to promote mutual participation, not
'telling'
Presents image of an expert who has mutual
respect for client and self
Understands decision making process
Assesses clients strengths and deficits for
decision making about her health and pregnancy
Introduces information at appropriate times during
pregnancy
Communicates information in content and style
appropriate to client's developmental stage and
understanding
Performs gentle, caring exams
Provides written as well as verbal instructions

Listens
Communicates that the client is the most expert
person about herself
Builds on client's existing knowledge
Accepts client's cognitive and emotional levels
Respects client's values and motives for
progressing through pregnancy
Promotes trust between client and provider
Encourages woman to change unhealthy
behaviours and praises efforts to do so

Begins where client is
Individualises care
Recognises woman as separate individual from
couple relationship
Assists woman and her chosen others to assume
responsibility for her health and that of infant
Accepts shared responsibility for choices made
with or for the client

Assists client to highest possible level of
participation in her childbearing experience
Listens to client's wishes, helps her identify needs
Promotes choices within limits of setting and
practice
Supports/uses/builds on participation initiated by
client
Promotes positive efforts
Expresses/promotes idea that woman/couple
deliver infant, the midwife assists
Models positive self concept



CONCEPT: Respecting Cultural and Ethnic Diversity

DEFINITION: Actions that demonstrate understanding that each woman and her health 
can be influenced by the customs, values and acceptable behaviours of 
her family and other reference groups

COMPONENTS INDICATORS

1. Identifies customs and values that 
influence the woman's view of 
pregnancy, herself and her expected 
behaviours

2. Adapts care, when possible, to the client 
preferences

3. Works towards changing health care 
settings to be culturally relevant

Identifies customs and values that influence
the woman's view of pregnancy, herself and
her expected behaviours
Seeks information from client and research
about customs, values, and myths relevant to
the woman
Assesses with client what customs and
values are relevant
Assesses client preferences

Accepts relevant customs, values and 
preferences when not harmful 
Knows how to adapt care to relevant 
customs, values and preference 
Interprets existing care to client when 
preferences cannot be met 
Provides care in culturally relevant way 
Offers variety of teaching/learning methods

Knows policies, procedures and both official
and unofficial power structures
Spends time assessing, planning and
implementing needed changes
Reviews options for implementing change
with relevant client groups
Uses media and other community resources
in working toward needed change
Makes sure services are safe and accessible
given customs and values
Models positive, culturally sensitive care
giving to other staff and students



CONCEPT: Family Centred

DEFINITION: Actions that accept the family and significant others as important 
participants during pregnancy and that promote optimal development of 
the family unit as defined by the woman

COMPONENTS INDICATORS

1. Encourages client to identify significant 
people in her life who affect how she 
views herself, her pregnancy and her 
health

2. Includes consideration of those
significant persons during discussions of 
pregnancy and during visits when they 
are present

3.

4.

Assesses health needs and offers care or 
referral for other family members

Remembers people and situations
Recognises their presence and contributions
to progress of pregnancy and/or women's
health
Involves significant persons in care

Identifies health needs of significant persons
and assesses effect on progress of
pregnancy or health of woman
Offers appropriate care to significant others
Refers and follows up on referral
Keeps focus on client, but is aware of larger
context of client's family and environment

Evaluates with woman/family extent to 
which care is family centred



CONCEPT: Health Promoting

DEFINITION: Actions that encourage behaviours conducive to the woman's wellbeing 
throughout her life cycle and specifically promote the naturalness of 
pregnancy and birth

COMPONENTS INDICATORS

1. Provides health orientated assessment 
and intervention to maintain health

2. Provides health orientated assessment 
and intervention to enhance health

3. Promote/support woman's self care 
activities

Assesses woman's strengths about: 
diet/nutrition, exercise, sleep, sexuality, 
social support, personal health behaviours, 
stress levels, other health concerns 
Supports current strengths

Assesses deficits related to list above
Provided information to improve deficits
Encourages and facilitates needed changes
in personal health habits
Provides crisis intervention or referrals if
needed

Identifies current self care activities 
Reinforces appropriate self care activities 
Teaches self care activities appropriate to 
clients health care needs 
Teaches self care activities to relieve 
common discomforts of pregnancy_____

(Thompson eta/, 1989:126-130)
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Dear Mum-to-be,
SURVEY OF WOMEN'S EXPERIENCES OF MIDWIFERY CARE 

INFORMATION SHEET

I am writing to ask for your help with a survey which I am carrying out for ______NHS Trust, 

to help improve the care given to women during pregnancy, labour and the post natal period.

I will be asking women for their views about the care that they receive at two stages during 

pregnancy and again on two occasions after the birth of the baby.

I realise that you may be busy at the moment preparing for your baby and will be even busier 

after he/she is born. However, I would be grateful if you could agree to spare the time to fill in 

the questionnaires that will be sent to you and return them to me in the pre-paid envelopes. 

They should only take about 15 minutes to complete.

The information that you give will be treated in the strictest confidence. It will not be 

released to anyone providing your care, to other bodies, the public or press in any way in 

which it could be associated with you, your name or your address.

If for any reason or at any time you feel unable to complete one of the questionnaires, please 

write a note in the box that will be provided on each form that you will be sent and return it to me 

so that I do not trouble you further.

If you are willing to be included in the survey, I would be grateful if you could complete the 

attached form and return it to me in the pre-paid envelope provided.

The first questionnaire will be sent to you around 20 weeks of your pregnancy, the second 

around 36 weeks and then 10 days and 6 weeks after the baby has been born.

Your inclusion in the survey will in no way influence the midwifery or obstetric care that 

you receive. Nor will it be affected if you choose not to take part.

Thank you very much, 
Yours sincerely,

Barbara Bale 
Midwife Researcher



SURVEY OF WOMENS EXPERIENCES OF MIDWIFERY CARE

CONSENT FORM

Please complete all the questions.
Please cross out as necessary

Have you read the attached letter/information sheet? YES/NO 

Would you like to discuss the study further? YES/NO 

If YES, please contact me at the address below.

Do you understand that you are free to withdraw from the study at any time,
without having to give a reason and without affecting your medical care? YES/NO

Do you agree to take part in this study? YES/NO

Signed. 

Date....

NAME IN BLOCK 
LETTERS_____

ADDRESS

TELEPHONE NUMBER (IF WILLING TO BE CONTACTED BY 
PHONE)____________________

EXPECTED DATE OF
DELIVERY ____ _______________________

GENERAL 
PRACTITIONER

THANK YOU, 

BARBARA BALE

Please return this form in the prepaid envelope to: Mrs B. Bale
Research Unit 
University of Glamorgan 
Glyntaff Campus 
Trefforest 
CF37 1DL



COMPARATIVE TRIAL OF CASELOAD MANAGED MIDWIFERY CARE AND
TEAM/CASELOAD MIDWIFERY

RECRUITMENT DETAILS

CLIENTS BOOKING WITH THE..................TEAM/CASELOAD

MONTH............199...

MISCARRIAGES DURING PREVIOUS MONTH;

PLEASE RETURN FORM ON OR AROUND 1ST ............. 199.. TO;

BARBARA BALE 
SCHOOL OF MIDWIFERY

MANY THANKS FOR YOUR HELP



A Comparative trial of Caseload Managed Midwifery Care and Team/caseload
Midwifery

Recruitment Details

Name/ 
Number

Address Date Age Gravida/ 
parity

E.D.D Gest 
ation

Social 
class
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Table of social classes



TABLE OF SOCIAL CLASSES 

EXAMPLES OF TYPICAL OCCUPATIONS

CLASS A I. PROFESSIONAL ETC
Accountant, architect, chemist, company secretary, doctor, 
engineer, judge, lawyer, optician, scientist, solicitor, surveyor, 
university teacher, veterinarian.

II. INTERMEDIATE
Aircraft pilot or engineer, chiropodist, farmer, laboratory 
assistant/technician, manger, proprietor, publican, member of 
parliament, nurse, police or fire officer, schoolteacher

CLASSB IIIN. SKILLED NON MANUAL
Auctioneer, cashier, clerical worker, commercial traveller, 
draughtsman, estate agent, sales representative, secretary, 
shop assistant, typist, telephone supervisor

HIM. SKILLED MANUAL
Baker, bus driver, butcher, bricklayer, carpenter, cook, 
electrician, hairdresser, miner, policeman or fireman, railway 
engine driver/guard, upholsterer

CLASSC IV. PARTLY SKILLED/SEMI SKILLED
Agricultural worker, barman, bus conductor, fisherman, hospital 
orderly, machine sewer, packer, postman, rounds man, street 
vendor, telephone operator

V. UNSKILLED
Chimney/road sweeper, kitchen hand, labourer, lift/car park 
attendant, driver's mate, messenger, railway station man, refuse 
collector, window/office cleaner

(RG 80)



Appendix 5

Letters sent with questionnaires

Reminder letter

Questionnaires



School of Nursing 
and Midwifery

Pontypridd CF37 1DL
Telephone 01443 480480

Fax 01443 483118
Head of School 

Professor Donna M Mead

Dear

Re: Survey of women's experiences of midwifery care

Thank you for returning your consent form and agreeing to take part in our study. 

Please find enclosed the first of the four questionnaire booklets for completion.

I would be grateful if you could fill it in and return it in the envelope provided at your earliest 
convenience.

Once again many thanks for your participation 

Yours sincerely,

Barbara Bale 
Midwife Researcher

I
Vice-Chancellor - Professor Adrian Webb INVESTOR IN PEOPLE



School of Nursing 
and Midwifery

Pontypridd CF37 1DL
Telephone 01443 480480

Fax 01443 483118
Head of School 

Professor Donna M Mead

Dear

Re: Survey of women's experiences of midwifery care

Thank you for returning our first questionnaire.

Please find enclosed the second questionnaire for your completion. You will probably realise 
that there are a number of questions that are similar to those already answered. This is so we 
will know if satisfaction with the midwifery services alters as pregnancy progresses.

Once again we thank you for your time and effort

Yours sincerely

Barbara Bale 
Midwife Researcher

Vice-Chancellor - Professor Adrian Webb

^
INVESTOR IN PEOPLE
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School of Nursing 
and Midwifery

Pontypridd CF37 1DL
Telephone 01443 480480

Fax 01443 483118
Head of School 

Professor Donna M Mead

Dear

Re: Survey of women's experiences of midwifery care

Congratulations on the birth of your baby.

Thank you for completing and returning the second in our series of four questionnaires. Please 
find enclosed the third questionnaire.

I am aware that life is probably very busy at the moment coping with, and caring for your new 
baby, however we would be very grateful if you could find the time to complete the enclosed 
booklet in the next few days. A lot of the questions relate to your care in labour and delivery, 
the memory of which will fade very quickly if you leave it too long to answer the questions.

The next questionnaire won't arrive for about another four weeks, by which time life may be 
returning to normal.

Once again many thanks for your time and co-operation.

Yours sincerely,

Barbara Bale 
Midwife Researcher

Vice-Chancellor - Professor Adrian Webb INVESTOR IN I'bOPLE



School of Nursing 
and Midwifery

Pontypridd CF37 1DL
Telephone 01443 480480

Fax 01443 483118
Head of School 

Professor Donna M Mead

Dear

Re: Survey of women's experiences of midwifery care

Thank you for finding the time to complete and return our third questionnaire. 

Please find enclosed the fourth and final questionnaire for your completion.

I would like to take this opportunity to thank you for participating in the study, which will 
hopefully improve services in the future.

I hope all is well with yourself and your new baby. 

Yours sincerely

Barbara Bale 
Midwife Researcher

Vice-Chancellor - Professor Adrian Webb
V

INVESTOK IN I'bOPLE



School of Nursing 
and Midwifery

Pontypndd CF37 1DL
Telephone 01443 480480

Fax 01443 4831 18

Head of School 
Professor Donna M Mead

Dear

Re: Survey of Women's Experiences of Midwifery care

A few weeks ago I sent you the ......... questionnaire in our series of four, as part of the above

survey. According to our records I do not appear to have received it back, and do not want to 

bother you again by sending the ......questionnaire if you no longer wish to be part of the study.

It is possible that this letter has crossed in the post with your completed questionnaire. If so, 

please accept my apologies.

I appreciate that this is a busy time and that the completion of the questionnaire may have been 

overlooked. If you have decided not to continue to be part of the study, I would be grateful if 

you could still return the questionnaire and tick the box on the final page of the booklet so that I 

know not to bother you again.

If the original questionnaire never reached you or has been mislaid, please telephone 01443 

483112 and another copy and s.a.e. will be forwarded to you.

Once again many thanks for your help and co-operation. 

Yours sincerely

Barbara Bale 
Midwife Researcher

o**
Vice-Chancellor - Professor Adrian Webb

INVliSTOR IX I'KOI'LE



Women's
Experiences
of Midwifery

Care

FIRST QUESTIONNAIRE

YOUR VIEWS PLEASE.





INTRODUCTION

The purpose of this questionnaire is to find out your views 
about the care you receive from the midwifery service in your 
area.

ALL THE INFORMATION WILL BE HELD IN
CONFIDENCE

This questionnaire has 5 sections, labelled A-E, and asks 
about the care you have received during the early antenatal 
period.
Section A - Your antenatal care so far Page 3 
Section B - Information about pregnancy Page 7 
Section C - The rest of your pregnancy Page 14 
Section D - About you Page 17 
Section E - Satisfaction with care Page 20

HOW TO FILL IN THE QUESTIONNAIRE

1. For most of the questions all that is required is a tick in a 
box. Unless otherwise stated please tick the one box by the 
phrase or sentence that best applies to you. There is no right 
or wrong answer - we are only interested in your opinion.
2. Sometimes you are asked to tick a box to say how strongly 
you agree or disagree with a statement. For example, if you 
strongly agree with a statement you tick the column "Strongly 
Agree". If you do not share this opinion at all you tick 
"Strongly Disagree".
3. If you find that you are not sure how to answer any 
question, or it does not apply to you, please comment in the 
space next to the question.

We hope that you enjoy answering our questions and we thank 
you for your time and effort.



EXAMPLES

EXAMPLE 1
Please tick the box by the phrase that best applies to 
you.

Which of the following best describes your 
relationship with your midwife?

Great, very friendly D 
Alright, no problems D 
Not particularly good D 
Don't get on at all D

EXAMPLE 2

Please tick a column to say how strongly you agree or disagree 
with the statement ..v<rHXv'< : •• •;:•••..••..-:.. •:•-.

' - . :':'•'."•••.'"/-'•-• '':-'.•',' ."-"'••• '-••' -'-':-^: >-: •::-•-• ^fr-:-' :." .'•••••• : : l- : .-••.':'.: •/..._•.. ':• '

Statement

You seem to
waste hours at
the clinic
because you 
seethe
midwife and
the doctor
who both do 
the same thing

Strongly 
agree

Agree Uncertain Disagree Strongly 
disagree

- * *

ov



SECTION A 
YOUR ANTE NATAL CARE SO FAR

1. What is your expected date of delivery?

2. How many weeks pregnant are you now?

———————weeks

3. Where do you plan to have your baby?

Hospital D 
Home D

4. Who decided where you wiM have your baby? 
(please tick all that apply)

Family doctor D 
Myself D 
Midwife D
Consultant D 
Other, please state



5. Do you feel as though you should make the 
decision about where you will deliver your baby?

Yes D
No D
Don't know D

6. What type of antenatal care are you receiving?

Shared care between your G.P. and a hospital 
onsultant D 

Total hospital care D 
Total midwifery care D 
Shared care between your midwife and G.P. D 
Don't know D

7. Does your family doctor offer care throughout the 
antenatal, labour and postnatal periods?

Yes D
No D
Don't know D

4



8. Have you been pregnant before? 
(include any miscarriages)

Yes D
No D - please go to question 9

8a. Please name the three "best" aspects of the care
you received during previous pregnancies, and the
three aspects of care that was "most in need of
improvement"
Rank in order of importance

First

Second

Third

Best aspects of 
care

First

Second

Third

In need of 
improvement

And now, returning to you present pregnancy......

9. How many weeks pregnant were you when you 
first met your midwife?

———————weeks

10. How long did you have to wait between seeing 
your family doctor, and then the midwife visiting 
you at home?

—————days or ——————weeks



11. How much notice were you given of your booking 
visit by the midwife?

———days or ————weeks

12. Did you have any say in the date or time of your 
hospital visit and scan appointment?

Yes D

No D

13. Did you want a say in making your hospital 
appointments?

Yes D 

No D

14. My first reaction to the hospital antenatal clinic
was....
(please tick all that apply)

Being made to feel very unwelcome D
Like being in a cattle market D
Like being just another pregnant woman D
Being made to feel very welcome D 
Other, please state



15. Please tick a-columirtp say how strbn^iy ypii agireelbr "
Disagree with: tlie state

. ' '' . ' ' ..••'.••.

Statement

I have
had a big 
influence
on the
type of 
antenatal
care
offered to
me

Strongly 
Agree

anent-:* -^ "••••. "'••-: -;,• • • , -...;>"::.;;•;> ;:••?/•• ^^; <, ',••.'•"•• •;•;'•• :; " -.'.;•':•" . • . ••:•!•:.•,••=:•'••'. •:
: . ; '. •.'..-. ., •- .•••-..-.;• • •..•• . ••-•.'..• '•;: :•. ; ,...' '•

; .• ;• . -.- . '.. •„ .: • ••='.. :-i '-. •.". .-: ; " . :' :.-. ' , ..

Agree Uncertain Disagree Strongly 
Disagree

SECTION B 
INFORMATION ABOUT PREGNANCY

1. Where did you get your information about 
pregnancy? (please tick all that apply)

Own experience D 
Mother D
Friends/Neighbours D 
Books D 
Family doctor D
Midwife D 
Other, please state



2. How much did you already know about pregnancy 
and childbirth before this pregnancy?

great deal D 
Quite a lot D 
Slot much D 
Nothing at all D

3. During this pregancy, how much more did you 
want to know about pregnancy and childbirth?

A great deal more D 
Quite a lot more D 
Not much more D 
No more D

4. When you first saw your midwife which of the 
following did she give enough information on? 
(please tick all that apply)
The early stages of pregnancy D
Minor disorders you may have D
Possibility of miscarriage D
Diet D
Smoking D
Alcohol D
Choices of places to deliver your baby D
Hospital visits and scans HI
Type of antenatal care D



5. Which of the following best describes the way you 
obtain information from your midwife?

I usually have to ask for it D
Sometimes I need to ask for it D
Only rarely do I ask for it D
It is always given without me having to ask D

6. Which statement best describes the amount of 
information received from your midwife so far?

Sometimes information is too detailed D 
It has been sufficient in all areas D 
I would like more detail on some topics D 
It leaves a lot of gaps D

7. Overall the amount of information given to you so 
far during your pregnancy by your midwife is....

A lot more than I had expected D 
A little more than I had expected D 
Exactly as I had expected D 
A little less than I had expected D 
A lot less than I had expected D



8. Are you able to discuss tilings fully about your 
pregnancy with your midwife?
Yes, always D
Yes, most of the time D
Only occasionally D
Hardly ever D
No, never D

9. During this pregnancy, which of the folloiving people listed below have ̂  
you talked to for each of these things? (In eackcoliinirip^ 
people which apply)

Doctors

Mid wives

Husband/Partner

Family

Other women at 
clinics

Friends/ 
Neighbours

Others, please 
state

No one

For medical 
advice about 
pregnancy and 
childbirth

For general 
advice and 
reassurance 
about what 
happens during 
pregnancy and 
childbirth

For comfort and 
emotional 
support

10



10. Before you went for the first visit to the hospital, 
were you told enough about what would happen?

Yes D 
No D

11. Already in this pregnancy, would you have liked to have more
chance to talk to someone for any of these things?
(please tick one boxin each cojumn) ,

For medical 
advice about 
pregnancy and 
childbirth

For general 
advice and 
reassurance 
about
pregnancy and 
childbirth

For comfort and
emotional
support

Yes, defmately 
more chance

Yes, possibly 
more chance

No, not really

12. Who of the following staff can you talk with most 
about yourself and your pregnancy?

Midwives D
Doctors D
Receptionists D
Nursing Auxiliaries D
Both inidwives and doctors about the same D

11



13. Would you like to spend more time talking to the 
bllowing health professionals? (please tick all that 
apply)

Midwife D 
Hospital Doctor D 
Family Doctor D

onsultant D 
Physiotherapist D 
Dietician D 
Radiographer D 
Geneticist D 
Special care baby unit staff D

14. Who encourages you to ask all the questions you 
want to ask? (please tick all that apply)

Midwife D 
Hospital Doctor D 
Family Doctor D 
No one D

12



15. Who will spend time and listen to you talk about 
yourself? (please tick all that apply)

Midwife D 
Hospital Doctor D 
family Doctor D 
Consultant D
No one D

16. Which of the following best describes the 
pregnancy leaflets you have received?

Very useful D
Useful, but I don't want so many details yet D
Limited use D
Useless D
Did not receive any D

13



SECTION C 
THE REST OF YOUR PREGNANCY

^^*^^'^*r; : .-'-'••', •:--'.\^^^S^^^^^^^^^^^---^ •-,-..•.• : ••'-,,,• - . ,. 
1. Here are some things that women have said about their antenatal care.

• _ • - ~ . . ^5 : ; " • - . ' . .. | . . , , ~ . • • _ - ••'•,', .,'-."!" •' V '"••",•',•• • , • •• ' ( ' • ' - • . • ''"•

We would like to know whcthJbr'-'yQit^o^'d-'Say-'ferstoe.iabbuti^omxarei 
Please tick a column to say how strongly you agree or disagree with each 
statement . ,. v : ;y^ v. . •/. :^;'^:'"\ : : -:+^:: :';^tr ':' :• :.:•••:.:'':•' :,1': ' : . ••-;'

Statement

It is best to see 
the same doctor 
or midwife at 
check ups rather 
than different 
ones each time

It isn't worth 
going to all the 
check ups they 
expect you to go 
to

I would like to 
get to know the 
midwife that will 
be there when I 
give birth

I am happy with 
the care I am 
receiving during 
pregnancy

Woinen are 
always given an 
informed choice

Strongly 
Agree

Agree Uncertain Disagree Strongly 
Disagree

14



2. How often do you think about labour and 
delivery?

Very often D 
Quite often D 
Occasionally D 
Very little D 
Not at all D

3. Are you worried about the thought of pain in 
labour?

No 7 I'm not worried at all D 
Yes, I'm a little worried D 
Yes, I'm quite worried D 
Yes, I'm very worried D

4. How involved would you like the midwife to be in 
making decisions throughout labour and delivery?

I'll leave it to the midwife to make the decisions D 
I'll leave it to the midwife to advise me, and I'll
probably take her advice D
I'd like the midwife to advise me but I* 11 make up my
own mind even if the decision is different from liers D 
I want the midwife to be involved in decisions
as little as possible D

15



5. How long do you plan to stay in hospital after the 
birth of your baby?

Less than 24hrs D
24-48hrs D
2-4 days D
5 days or over D
Don't know D
I'm planning a homebirth D

6. How do you plan to feed your baby to begin with?

Breast feed D 
Bottle feed D 
Breast and bottle D 
Undecided D

16



SECTION D - ABOUT YOU

1. How old are you?

years

2. Who do you live with?

I live on iny own D
I live with iny partner D
I live with my parents D
I live with others hut not a partner D

3. Please indicate what your present occupation is, and if•-.-•• .' • . • . ••;. - *;_-••" •-.*•• -•'•- ',.;'•• •"*•; .'•:'•] 1 ;• '. •' '•• - '-,• •'•••;•"•>.•' '' " '• ''•:-".

you live with a partner, their occupation

Registered unemployed

Self employed

In management

Unwaged, but not registered 
unemployed e.g. housewife, 
student

Retired

Employed in another way, please 
state

Myself Partner

17



4. At what age did you leave school or finish full time 
education?

years

r
5. What qualifications did you have? (please tick all 
that apply)

None D
GCSE's D
O levels D
A levels D
B.Tec, HNC, HND D
Degree or above D 
Skilled trade or
professional qualification D

6. Please write down how many cigarettes you smoke 
a day

Now

Before pregnancy

If "none" please write none 

I have never smoked D

18



7. Before pregnancy did you drink alcohol?

Every day D
Most days D
Only at weekends D
Less than once a week D
Never drink alcohol D please go to question 9

8. If you drink alcohol, have you cut down on the 
anount you drink since becoming pregnant?

Yes, I now don't drink at all D 
Yes, I now drink a lot less D 
Yes, I now drink a little less D 
No, I haven't changed D 
No, 1 now drink more D

9. If you use addictive drugs, have you cut down on 
the amount since becoming pregnant?

Yes, I now don't use any drugs at all D
Yes, I now use drugs a lot less D
No, I haven't changed D
No, I now use drugs more D
I have never used addictive drugs D

19



SECTION E 
SATISFACTION WITH CARE

1. Overall how satisfied are you with the maternity 
care you have received from your midwife?

Very satisfied D
Satisfied D
Neither satisfied nor dissatisfied D
Dissatisfied D
Very dissatisfied D

2. Please describe any things about your care during 
pregnancy which you are particularly satisfied with.

3. Please describe any things about your care during 
pregnancy which you are particularly dissatisfied 
with.

20



4. Please suggest any ways in which your antenatal 
care could be made better for you.

5. Is there anything else you would like to say about 
the care you have received from the midwifery 
service during your pregnancy so far?

21



WAS THERE ANYTHING ELSE YOU MEANT TO 
GO BACK AND COMPLETE LATER?

PLEASE CHECK THAT YOU HAVEN'T MISSED
ANY PAGES

Please tick the box if you do not feel able to complete 
this or subsequent questionnaires El

THANK YOU VERY MUCH FOR YOUR HELP

Please return the questionnaire in the envelope provided

22
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INTRODUCTION

The purpose of this questionnaire is to find out your 
views about the care you have received from the 
midwifery service in your area. 

ALL THE INFORMATION WILL BE HELD IN
CONFIDENCE

The questionnaire has 4 sections labelled A-D, and asks 
about the care you have received during the wliole of 
your pregnancy.
Section A - Your Antenatal Care Pages 3-18 
Section B - Communications Pages 18-21 
Section C - About You Pages 22-23 
Section D - Satisfaction with care Pages 23-26 

HOW TO FILL IN THIS QUESTIONNAIRE
1. For most of the questions all that is required is a tick 
in a box. Unless otherwise stated please tick the one 
box by the phrase or sentence that best applies to you. 
There is no right or wrong answer, we are only 
interested in your opinion.
2. Sometimes you are asked to tick a box to say how 
strongly you agree or disagree with a statement. For 
example, if you strongly agree with the statement you 
tick "Strongly Agree". If you do not share this opinion 
at an, you tick "Strongly Disagree".
3. If you find that you are not sure how to answer any 
question, or it does not apply to you, please comment 
in the space next to the question.

We hope that you enjoy answering our questions and 
we thank you for your time and effort



EXAMPLES

EXAMPLE 1
Please tick the box that best applies to you

How do you feel about getting bigger?

I love it, I'm enjoying getting bigger D 
I like it, it's a good excuse to be a bit bigger D 
I'm not very keen on it, I can't control my weight D 
It's horrible, I feel stuck out everywhere D

EXAMPLE 2

Please tick to say how strongly you; agree or disagree>vitltthe ? 
statement .;^^..... ,•:•;; :••.• .•-'•-/.; • . ..,-,-.'•. -.'.'. .•' .'?.;;• . •••-• : ; "'; ;""-I

My partner
is very
supportive 
during my
pregnancy

Strongly 
Agree

Agree Uncertain Disagree

• • : • ' "

'.""•- * ' •

'. '. '•-.

Strongly 
Disagree

...'•*' ' '



SECTION A
YOUR ANTENATAL CARE

Questions 1-7 refer to your antenatal clinic appointments 
with your family doctor and/or your midwife

1. Do you think that you are being seen at your local 
antenatal clinic?
Too little D
About the right number of times D
Too often D
I'm not seen there D

2. Who would you prefer to see at your local clinic?
Family doctor D 
Team midwife D 
Your named midwife D 
G.P. and midwife D 
I don't mind who I see HI

3. Do you have a choice to see the doctor or the 
midwife at your local clinic? (tick all that apply)
No, the staff decide D
Yes, Fm asked at each visit D
I see the doctor at one visit and the midwife
at the next D
I usually see both at each visit D 
Other, please state



4. How important do you think it is to see the same 
midwife at your local clinic appointment?

I'm not bothered if I see someone different 
each time D

I would be happy, providing I saw one of a small 
cumber e.g. 3-4 D

I would prefer to see the same person, but
wouldn't mind if occasionally I saw someone else D

It is important for rne to see the same person 
each time D



5. Why do you prefer to see the doctor or the 
midwife? (please tick all that apply for both the 
doctor and the midwife)

Midwife Doctor

I feel I can talk about more 
personal things

They seem to know more 
about pregnancy and birth

They can sort out medical 
problems

I prefer to see a woman

They give more 
information

I have more confidence in 
them

They are more caring



6. How long do you usually spend with the midwife? 
(do not count the time waiting to be seen)

A couple of minutes D 
About 5 minutes D 
Between 5 and 10 minutes D 
Between 10 and 20 minutes D 
Over 20 minutes D 
It varies alot D

7.1 find this length of time- 

Much too short D 
Too short D 
Perfectly acceptable D 
A little too long 0 
Much too long D

8. Have you attended the hospital for a check up 
since your first visit to the hospital?

Yes D
No D - please go to question 12



9. Do you think that you are being seen at the 
hospital..*.

Too little D
Ab out the right numb er of t imes D
Too often D

10. How well do you think that the hospital staff 
know you as an individual?

Sometimes I see staff that know nothing about me and
haven't even read my notes D
They know a tittle about me but nothing very
detailed D
Occasionally they have to check details, but generally
they know me D
They always know about me and remember what has
been happening in my pregnancy so far D

11. How important do you think it is to see the same 
doctor and midwife at each hospital clinic visit?

I'm not bothered if I see someone different
each time D
I would be liappy if I saw one of a small number
.g.4-5 D 

I would prefer to see the same person, but don't
mind if I occasionally see someone else u 
It is important to me to see the same person
ach time D



12. Please tick to say; how strongly you agree or disagree with
e;a.Cjl^S;tatejiient''^^ :•;.. ...........','.. ...... .':.-. 1,. '.; ,v-..

Statement

I think it is
better to go 
to the
hospital for 
check ups 
because
they are
more
specialized 
than local
clinics

I don't see
the point of 
going to the 
hospital 
because
they don't 
do anything 
different
from local
clinics

On leaving 
the hospital 
I usually 
feel
reassured

Strongly 
Agree

Agree Uncertain Disagree Strongly 
Disagree

8



13. When the midwife takes blood from you, does she 
usually...

Just take it without saying what it is for D
Only say what it is for if you ask Q
Always explain exactly what it is being taken for U

14. What was the result of your A.F.P. (Spina Bifida) 
test?

I have been informed that it was normal D
I assume that it was normal because I have not been
contacted D
It was postitive so I was
offered further screening D 
I haven't been tested D 
I don't know D 
Other, please state D

15. How many scans have you had this pregnancy?

16. Were you told the reason for having a scan?

Yes, for all scans that I have had D 
On some occasions but not all D 
No, not on any scans D



17. Have you been asked to keep a kick chart this 
pregnancy?

Yes D
No IH - please go to q. 19

18. If Yes, was filling in the kick chart explained to 
you in a way you could understand?

Yes D

No D

19. If one day you did not feel your baby move 10 
times what would you do?

Wait and see what happened the next day HI 

Contact the hospital right away D 

Contact iny doctor right away D 

Contact the midwife right away D 

Nothing, I don't really see this as a problem D

10



20. Have you been admitted to hospital during tliis 
pregnancy?

Yes D
No D - please go to question 24

21. Please give details of your admission(s) below - '"

Weeks 
pregnant

Length of 
stay

Reason for admission

1st 
admission

2nd 
admission

3rd 
admission

Others

22. Did you understand why you had to be 
admitted?

Yes D
No D
If No please state why not;

11



23, During yourhospital admissions, which of the 
following beskdescribes the \vay you obtained 
informationfabout what was happening to you? 
(please tick three boxes, one= for each health 
professional category)

^ J^'ff IT

1 usually 
had to ask 
for it

Sometimes I 
needed to 
ask for it

Only rarely 
I had to ask 
for it

It was 
always 
given
without me 
having to 
ask

Consultant Hospital 
Staff

Named 
Midwife

12



24. Are you attending parentcraft classes?

Yes D - please go to question 26
No D - please answer question 25 and then go to 
question 33
I haven't decided yet D - please go to question 33

I am planning to, but haven't started yet D - please go 
to question 33

25. Please tick the reasons why you do not wish to 
attend (please tick all that apply)

I just don't fancy them D

I wouldn't know anyone there D
I've been before and don't wish to go again D 
I don't think I need preparation classes
for labour D
They are too difficult to get to, (e.g. the time or place is
inconvenient) D
It is difficult to get babysitters D
Other D please state

26. Where are the classes you are attending held?

Local clinic D 
Hospital D 
Leisure centre D 
Other D please state

13



27. Are the classes discussing the topics you wanted 
to learn about?

Yes, all the topics D
Yes, most of the topics D
Yes, but only a few of the topics D
Stone of the topics D

28. Please rank inj order thetopics you want to 
learn most about in the classes (1^ would be the 
topic you MOST want to learii abdutv 2 the next 
one and so on)

Pain relief in labour

Breathing and relaxation 
exercises

Giving birth

Caring for your baby

Breast feeding

Bottle feeding

Contraception

immunisation

Labour ward visit

Other, please state

14



29. Would you have liked more say in choosing the 
topics for discussion at the classes?

Yes D 
No D

30. Overall is there enough time for discussion 
during the classes?

Yes D
No D
Discussion usually takes place after the class has
finished D

31. Which Health Professionals do you see at your 
classes? (please tick all that apply)

don't know D 
Team Midwives D 
My named midwife D 
Health Visitior D 
Physiotherapist D 
Other D please state
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32. During the classes has there been conflicting 
information given by the Health Professionals?

Yes, oiice or twice D 
Yes, 011 a few occasions D 

Yes, often D 

No D

33. What do you think should be the function(s) of 
parentcraft classes? Please rank in order of 
inipprtanee e.g l|fpr the MOST imp ortarit; 1 for the 
nextimportarit and so on

To provide information

Somewhere you can meet friends

To discuss issues that are worrying you

To exercise and practice relaxation

Other, please state

34. How often do you think about labour and 
delivery?

Very often D 
Quite often D 
Occasionally d 
Very little D
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35. Are you worried about the thought of pain in 
labour?

No, Fin not worried at all D 
Yes, I'm a little worried about it D 
Yes, I'm quite worried about it D 
Yes, Fin very worried D

36. How involved would you like the midwife to be in 
making decisions throughout your labour and 
delivery?
I'll leave it to the midwife to make the decisions D

I'll leave it to the midwife to advise me, and I'll probably 
take her advice D

Fd like the midwife to advise me, but I'll make up my 
own mind even if the decision is different from hers D

I want the midwife to be involved in decisions as 
little as possible D

37. How do you plan to feed your baby to begin 
with?

Breast feed D 
Bottle feed D 
Breast and Bottle feed D

17



38. Do you feel prepared for coping with the reality 
of parenthood?

Yes D 
No D 
Don't know

SECTION B 
COMMUNICATIONS

1. Which statement best describes the amount of 
information received from your midwife so far?

Sometimes information is too detailed D 
It has been sufficient in all areas D 
I would like more detail on some topics D 
It leaves a lot of gaps D

2. Which of the following best describes the way you 
obtain information from your midwife?

I usually have to ask for it HI
Sometimes I need to ask for it D
Only rarely I have to ask for it D
It is always given without me having to ask D
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3. Overall the amount of information given to you so 
far during your pregnancy by your midwife is...

A lot more than I had expected D 
|A little more than I had expected D 
Exactly as I had expected D 
A little less than I had expected D 
A lot less than I had expected D

4. Who encourages you to ask all the questions you 
want to ask? (please tick all that apply)

Midwife D 
Family doctor Q 
Consultant 0 
Hospital doctor G
No one Q

5. Are you able to discuss things fully about your 
pregnancy with your midwife?

Yes, always Q
Yes, most of the time G
Only occasionally G
Hardly ever G
No, never G
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6. Who will spend time and listen to you talk about 
yourself? (please tick all that apply)

Midwife D 
Family doctor D 
Hospital doctor D 
Consultant D 
No-one D

7. Wliicli of tHe ; fbllbwmg health ̂ professionals would 
you ulce to spend more time talkmg to? (please tick 
all that apply)^^-•ri^v'-issv.^-"?*^ *"•••••' / • :•••-- • •, • . - •• ....--.- . ..?.-L.-i-; r-« .--^^ :,-.^ ::••.•• •,•:,;;>•.-.•;.,•! •."•-.•.••:-;--:f/f.-:

W'**S'J: *'.*f^S8rSf!sr';".-.".«:a.-;v - i. .•'.-•. ; • > ••,.••,.••• • - -. r :-^vH*^s^s^^C^^^W?^'>~^?sf;#rr

Midwife

Family doctor

Hospital doctor

Consultant

Physiotherapist

Dietician

Radiographer

Geneticist

Special care baby unit staff

No one

Other, please state
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8. Do you think the midwives you have met realise 
how sensitive pregnant women feel?

No they say very insensitive things D 
Sometimes they are not as sensitive as they
ould be D 

I can't generalise, they vary a lot D 
They are always very sensitive D

9. When talking to me the midwife makes me feel.
Very special D
Quite special D
Just another woman D
On a production line D

10. Please tick to say how strongly you agree or disagree ,. 
with the statements

There are
times when
I feel no one
understands
how I feel
about being 
pregnant

I enjoy
going to 
see the
midwife
because she
is like a
friend

Strongly 
Agree

Agree Uncertain Disagree Strongly 
Disagree
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SECTION C - ABOUT YOU

1. How many weeks pregnant are you now?

————-weeks

2. Please write down how many cigarettes you 
smoke a day

Now ____
During early pregnancy ____
Before pregnancy _____
None D
I have never smoked D

3. If you drink alcohol, have you cut down on the 
amount you drink since becoming pregnant/

Yes, I now don't drink at all D 
Yes, I now drink a lot less D 
Yes, I now drink a little less D 
No, I haven't changed D 
No, I now drink more D 
I have never drank alcohol D
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4. If you use addictive drugs, have you cut down on 
the amount since becoming pregnant?

Yes, I now don't use drugs at all D 
Yes, I now use drugs a lot less D 
No, I haven't changed D 
No, I now use drugs more D 
I have never used addictive drugs D

SECTION D 
SATISFACTION WITH CARE

1. Has your experience of antenatal care been 
designed for you as an individual?

Yes D 
No D 
Don't know D

2. Has your experience of antenatal care met all your 
needs?

Yes D 
No D 
Don't know D
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3. Overall, how satisfied are you with your care you have
- ' . ''.• :•-,_' : '• . • ''.;"' : , - ,.•.'•' ' • ' ,' •• *^ ' - . " ' " • '• ' - . ,"'--"

received from each of the following?

.....the 
hospital

.....your 
midwife

. . . .your 
G.P.

....the 
maternity 
services

Very 
satisfied

Satisfied Neither 
satisfied 
nor 
dissatisfied

Dissatisfied Very 
Dissatisfied

4. Do you feel that you have been able to express 
your preferences about care during pregnancy?

Yes D

No D
Don't know D
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5. Please describe any things about your care during 
pregnancy which you are particularly satisfied 
with...

6. Please describe any things about your care during 
pregnancy which you are particularly dissatisfied 
with...

25



7. Please suggest any ways in which your ante natal 
care could have been made better for you...

8. Is there anything else you would like to say about 
the care that you have received from the midwifery 
service during your pregnancy?
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WAS THERE ANYTHING YOU MEANT TO GO 
BACK AND COMPLETE LATER?

PLEASE CHECK THAT YOU HAVEN'T MISSED
ANY PAGES

Please tick if you do not feel able to complete this or 
subsequent questionnaires D

THANK YOU VERY MUCH FOR YOUR HELP

Please return the questionnaire in the envelope provided

27
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INTRODUCTION

The purpose of this questionnaire is to find out about how you 
feel now you have had your baby and your views about the 
care you have received from the midwifery service in your 
area.

ALL THE IN FORMA TION WILL BE HELD IN
CONFIDENCE

The questionnaire has 5 sections labelled A - E, and asks you 
about the care you have received during labour, at delivery, 
and after you had the baby. 
Section A- Your delivery.................Pages 3-8
Section B - Experiences of labour.... .Pages 9-15
Section C - The postnatal period.......Pages 16-19
Section D - Communication..............Pages 20-23
Section E - Satisfaction with care.....Pages 23-28

HOW TO FILL IN THIS QUESTIONNAIRE
1. For most of the questions all that is required is a tick in a 
box. Unless otherwise stated please tick the one box by the 
phrase or sentence that best applies to you. There is no right 
or wrong answer, we are only interested in your opinion.
2. Sometimes you are asked to tick a column to say how 
strongly you agree or disagree with a statement. For example, 
if you strongly agree with the statement you tick the column 
"Strongly Agree". If you do not share this opinion at all, you 
tick "Strongly Disagree".
3. If you find that you are not sure how to answer any 
question, or it does not apply to you, please comment in the 
space next to the question.

We hope that you enjoy answering our questions and we thank 
you for your time and effort.



EXAMPLES

EXAMPLE 1 - PLEASE TICK IN THE ONE BOX 
THAT BEST APPLIES TO YOU

Overall, who determines the daily routine?

Me D
Baby D
Other people in my house D
Other children D

Please tick a column to say how strongly you agree or disagree
with the statement

Statement

I have found
it difficult to
find out what
benefits I am
entitled to

Strongly
Agree

Agree Uncertain Disagree Strongly
Disagree



SECTION A 
YOUR DELIVERY

1. What date was your baby born?

/ 7199

2. What date was your baby due? 

———/———7199—

3. Where was your baby born?
East Glamorgan Hospital D
Home D
Other, please state

4. What type of delivery did you have?

Normal D - please answer questions 5-6 then go to 
question 15
Forceps D - please answer questions 7-10 and then go 
to question 15
Ventouse (vacuum extraction) D - please answer 
questions 7-10 and then go to question 15
Caesarian section D- please answer questions 11-14 
and then go to Section B
Not sure D 
Other, please state



5. What position were you in when you delivered the 
baby?

Lying on the bed 
Sat up on the bed D 
Squatting/kneeling/sitting D
In the bath D
hi stirrups (lying on bed with legs supported
in the air) D
Other, please state D

6. Were you able to choose a position which was 
comfortable for you to deliver your baby?

I was free to move into any position I wanted HI
The midwife decided what position I should be in D 
I was not able to move off my back (because of drips,
epiduraletc.) D

Now go to question 15....



If you had a forceps or ventouse delivery, please 
answer the following;

7. Can you tell us why you had a forceps/vacuum 
delivery? (please tick all that apply)
I was unable to push the baby out D 
The baby was in distress D 
My blood pressure was high D
Don't know D 
Other, please state

8. Were you consulted in the decision to use 
forceps/ventouse?
Yes D
No D
Don't know D
9. Would you have chosen to have a forceps/ventouse 
delivery?
Yes D 
No D

10. Had you met the doctor beforehand who did the 
delivery?
Yes, at antenatal clinic D 
Yes, during labour D

D

Now go to question 15



If you had a caesarian section please answer the 
following;

11. Can you tell us why you had a caesarian section? 
(please tick ah" that apply)
I didn't progress in labour D
The baby was in distress D
I have a small pelvis D
My baby was breech D
The afterbirth was in front of the baby D
I have had a caesarian section before D
Don't know D 
Other, please state

12. How much say did you have about having a 
caesarian section?
No say at all D 
A bit of say D 
A lot of say D

13. Looking back do you think you should have had 
a caesarian section?
Yes D 
No D
Unsure D
[f No or Unsure, please say why



14. Do you feel disappointed about not having given 
birth naturally?
Yes, very disappointed D 
Yes, a little disappointed D 
No, not really D 
No, not at all IH

Now go to Section B

15. Did you have an injection when the baby was 
born to speed up the afterbirth and stop bleeding?
Yes D
No D

Don't know D

16. Were you consulted in the decision as to whether 
you should have this injection or not?
Yes D
No D

Don't know D

17. Was your perineum (i.e the opening to the vagina)

Cut Le an episiotomy D

Torn D

Cut and torn D
Intact D - please go to Section B
Not sure D
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18. Did you have stitches?

Yes D
No D - please answer question 19 and then go to 
Section B

19. Were you consulted in the decision as to 
Whether or not you should have stitches?

Yes D
No D
Don't know D

20. Was the person who stitched you the same 
person who helped you deliver your baby?

Yes D 
No D 
Not sure D

8



SECTION B 
EXPERIENCE OF LABOUR

1. Approximately how long were you in labour?

hours
minutes

I didn't have a labour D please go to Section C

2. Who of the following looked after you during 
labour? (please tick all that apply)

Your named midwife D 

Another team midwife D 

Hospital midwife D 

Student midwife D 

Hospital doctor D 

Consultant D 

Student doctor D 

Nurse D 

Student nurse D

'amity doctor D 
Other, please state



3. Were you visited at home in early labour?
Yes D 
No D

4. Was your labour induced (started off)?
Yes D
No D - please go to question 8

S.Can you tell us why your labour was induced? 
(please tick all that apply)

I went past the date that the baby was due D
My blood pressure was high D
The baby wasn't growing properly D
The baby was in distress D
Personal reasons D
Other, please state D

6. Did you want to be induced?
Yes D
No D

7. Were you consulted in the decision to induce 
your labour?
Yes D
No D

10



8. Were you on the ante natal ward when you were 
in early labour?

Yes D - please answer question 9 and then go to 
question 11
No D- please go to question 10
My baby was bom at home D - please go to 
question 11

9. How do you feel about the time that you were 
ransferred to the labour ward?

I would have liked to have gone to the labour ward 
sooner D

! feel I was taken at the right time D
I would have preferred to stay on the antenatal ward
onger D
would have preferred to stay at home longer D 
would have preferred not to have been

ransferred at all D

10. How do you feel about the time that you spent at 
iome before being admitted to the labour ward?

would have liked to have gone to the labour ward
ooner D
feel I was admitted at the right time D
would have preferred to stay at home longer U 
would have preferred to stay at home to deliver

baby D

11



11. Were your waters broken by the midwife or 
doctor?
Yes, for kiduction of labour D 
Yes, they were broken when I was in labour D 
No, they broke before 1 went to the labour ward D 
- please go to question 15
No, they went on their own D - please go to question 
15

If Yes...

12. Were you consulted in the decision as to 
whether they should break your waters?
Yes D 
No D

13. Did you want to have your waters broken?
Yes D
No D
Didn't mind D

14. If your waters were broken while you were in 
labour, do you know why this was done? (please 
tick all that apply)
No, not really D
Yes, to speed up labour D
Yes, to see the colour of the waters D
Yes, to put a clip on the baby's head D 
Other, please state

12



15. Were you given a drip to speed up labour ? (do 
not include a drip that started labour off)

Yes D
No D- please go to question 18

If Yes...

16. Were you consulted in the decision to give you a 
drip to speed up labour?

Yes D
No D

17. Did you want a drip to speed up your labour?

Yes D
No D
Didn't mind D

13



18. Which of the following methods were used to 
monitor your baby's condition in labour? (please 
tick all that apply)

Midwife listened with a Pinard (ear piece) at
intervals D
Hand held monitor D
Straps on tummy connected to a monitor D
A clip on the baby's head (or bottom) and a strap on
tummy connected to a monitor D 
Unsure D

19. How do you feel about the pain you experienced in 
labour?

It was no where near as bad as I expected D
It was not quite as bad as I expected D
It was just as I expected D
It was worse than I expected D
It was much worse than I expected D

14



20, Thinking about pain relief which of the following 
did you want, and which did you have? (please tick f 
all that apply) ^ .^Mr- ^^^^

None

Alternative pain relief, breathing 
exercises, back rubbing bath, 
acupuncture etc.

T.E.N.S

Entonox (gas and oxygen)

Pethidine

Epidural

Other, please state

Wanted Had

21. How do you feel about the pain relief you had?

I am pleased about it D
I have mixed feelings D
I am quite unhappy about it D
I am very unhappy about it D
I have no particular feelings either way D
[ did not have any form of pain relief D

15



SECTION C 
POST NATAL CARE

1. If you had your baby in hospital, how long did you 
stay in hospital after the baby was born?

Less than 24hrs D 
24-48hrs D 
3 - 4 days D 
5 days or more D

2. Would you have preferred to go home sooner?

Yes D
No D
I would have preferred to stay longer D

3. Who decided when you were ready to go home?

The staff decided when I could go D 

[ was asked when I wanted to go -1 decided D 
It was a joint decision between me and the staff D 
[ had to ask to go home D

16



4. Altogether, how many midwives and student 
midwives have you seen since you came home from 
hospital?(lf your baby was born at home, please give 
the number of midwives and students since delivery)

midwives student midwives

5, Had you met all of these midwives before you had 
the baby?

Yes all of them D 
Yes, most of them D 
No D 
Can't remember D

6. Did you breast feed you baby?

Yes, I am still feeding D
Yes, but I stopped after a short while D
No D

7. Have you been feeling at all depressed?

No, not at all D
Yes, at times I've been a bit depressed D
Yes, very depressed D

17



8. Is being a mum like you expected?

No, I'm a lot more tired than I expected and the baby
ust takes over my life D
No, not really I'm slightly more tired than expected and
:he baby takes up a lot of my time D
Yes, it's really tiling and the baby takes over my life, but
[ expected that D
Yes, it's tiring some days but I expected that, and I'll
soon get into a routine D
Yes, because I've had a baby before D
Unsure D

9. Please tick to sa^ lioSv si^bin^ry^ 
the statement T /;l/ '"H ' • :f-.-^~'!!^.^Z: ;^/" : I : - :/^/// • : ••.

Statement

1 knew
being a
mum was
going to be 
hard but I
didn't
realise just 
how hard

Strongly 
Agree

Agree Uncertain Disagree

- •

Strongly 
Disagree

18



10. Overall, how are you feelmg since your baby was 
born? (please tick all that apply)

Marvellous D
Tired D
Like a zombie D
Grizzly D
Relaxed D
Depressed D
Worried D
Calm IH
Confident D
Happy Q
Other, please state D
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SECTION D 
COMMUNICATIONS

If you had an elective caesarian section, please 
answer the following questions and relate them to 
your care in preparation for and during the 
operation , instead of during labour and delivery as 
stated.

1. Had you met the midwife who cared for you in 
(labour before?

Yes, on many occasions D 
Yes, once or twice before 0 
No, never D 
Not sure D

2. Was there at least one midwife who saw you 
through your labour and delivery from start to 
finish?

Yes D

No D 

Not sure D

20



3. Which of the following best describes the way in 
which you obtained information during labour?

usually had to ask for it D 
Sometimes I needed to ask for it D
Only rarely I had to ask for it D
i was always given to me without me having
to ask Q
Mo information obtained or given D

4. Which statement best describes the amount of 
information you received during labour?
Sometimes information was too detailed D

was sufficient in all areas D 
It left a lot of gaps D 
No information given D

5. How do you feel NON emergency decisions were 
made durin** labour?

_ . — _ ^ __-._.._-. —

made during labour?

The staff just got on with it D
The staff made the decisions and kept me informed D 
The staff discussed things with me before making their
decisions D
The staff told me what they thought but I was in control
of the decision D
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j. If there was any kind of emergency during your 
abour, how were decisions made during that time?

There was no emergency during my labour D 
The staff just got on with it D
The staff made the decisions and kept me informed D 
The staff discussed things with me before making their
decisions D
The staff told rne what they thought but I was in
ontrol of the decision D

7. Did you feel in control of the way you behaved 
during labour?

Yes, all of the time D 
Yes, most of the tune D 
Yes, some of the time D 
No, not at all D

8. Overall did you feel in control of what the staff 
were doing to you in labour?

Yes, always D 
Yes, most of the time D 
Only some of the time D 
No, not at all D



9. Since you have had the baby, who has given you 
the most advice and support?
Team niidwives D 
My named midwife D 
Student midwives D 
Other mums/Friends D 
Mother D 
Family doctor D 
Partner D
No-one D 
Other, please state

SECTION E 
SATISFACTION WITH CARE

1. Looking back now, would you like to have talked more
- '• * " • -' . " '>' . 'f . • .'• "- 1 "'••""-':'":.;''' -''"'_'.'

to your midwife about the ̂ fbUo^ving ^ 1 ;

homebirth

who would 
care for you 
during labour

what might 
happen. 
during labour 
and delivery

Yes, 
definitely

Yes, possibly No, not really
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2. Before the baby was born, did you have any 
preferences about wanting or not wanting particular 
medical procedures during labour and delivery? 
For example, induction of labour, epidural, 

monitoring, episiotomy etc.)

Yes D 
No D 
Not sure D

3. Before the baby was born, did you have any 
^references about wanting or not wanting other 
hings during labour and deb'very? (For example, 

moving around in labour, position for delivery, 
partner to cut the cord, baby born onto tummy etc.)

Yes D 
No D 
Unsure D

4 . Had you talked to your midwife about any of 
your preferences?

Yes D 

No D 

Not sure D
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5. Before going into labour, did you feel that your 
preferences and wishes would be followed as far as 
possible?

Yes D
No, wasn't sure D
Didn't think about it ID

6. Were your preferences followed?

Yes, all preference D
Yes, most of my preferences D
No, not really D
No, not at all D

7. Thinking about what happened to you during 
labour and delivery, is there anything you think the 
staff should have done differently or better?

Yes, definitely (U 
Yes, possibly D
No, not really D
If Yes, - please describe

25



8. Has this experience of childbirth put you off 
laving another baby?

Yes D
No D 

do not want anymore children because my family is
now complete D

9. How satisfied were you with your care during 
abour and delivery?

Very satisfied D
Satisfied D
Neither satisfied nor dissatisfied D
Dissatisfied D
Very dissatisfied D

10. Please describe any things about your care during 
labour and delivery that you are particularly 
satisfied with.
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11. Please describe any things about your care during 
abour and delivery that you are particularly 
dissatisfied with.

12. Please describe any things about your care since 
you have had your baby that you are particularly 
satisfied with.

13. Please describe any things about your care since 
you had your baby that you are particularly 
dissatisfied with.

27



14. Is there anything else you would like to say about 
the care you have received during childbirth and since 
ou've had the baby?'

Yes, please write below 

No D
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WAS THERE ANYTHING YOU MEANT TO GO 
BACK AND COMPLETE LATER?

PLEASE CHECK THAT YOU HAVEN'T MISSED
ANY PAGES

Please tick if you do not feel able to complete this or 
subsequent questionnaires D

THANK YOU VERY MUCH FOR YOUR HELP

Please return the questionnaire in the envelope 
provided

29



30



31











INTRODUCTION

The purpose of this questionnaire is to find out how you feel 
now you have had your baby, and your views about the care 
you have recieved throughout your experience of childbearing. 

ALL IN FORMA TION WILL BE HELD IN
CONFIDENCE

The questionnaire has 5 sections labelled A-E, and asks you 
about the care you have received during labour and delivery 
and since you have been home. 
Section A - Your post natal care Pages 3-8 
Section B - Parenthood Pages 9-12 
Section C - Your labour and delivery Page 13 
Section D - Future care Pages 14 - 15 
Section E- Satisfaction with care Pages 16-18

HOW TO FILL IN THIS QUESTIONNAIRE
1. For most of the questions all that is required is a tick in a 
box by the phrase or sentence that best applies to you. There 
is no right or wrong answer, we are only interested in your 
opinion.
2. Sometimes you are asked to tick a column to say how 
strongly you agree or disagree with a statement. For example, 
if you strongly agree with a statement you tick the column 
"Strongly Agree". If you do not share this opinion at all, you 
tick "Strongly Disagree".
3. If you find that you are not sure how to answer any 
question, or it does not apply to you, please comment in the 
space next to the question.

We hope that you enjoy answering our questions and we thank 
you for you time and effort.



EXAMPLES

EXAMPLE 1 - PLEASE TICK IN THE ONE BOX 
THAT BEST APPLIES TO YOU

If you are planning on going back to work, are you 
looking forward to going back?

Yes D
No D
I have mixed feelings D

EXAMPLE 2

l^ase tick the column to say how strongly you agree or disagree
W J.ULJL ; '- Ipl-M t* : • d 1-iJ H^JLU t^JLJL I .'<..•- . -, ' .' • • • ~ % ~ . " . ••. • • • . . . -~ -. ~ • ~ ..

• • --^-^i ^T " '' ~~ *'• , ' ., - , "7^ i ..,••'-• ""-'": • .'"""' ' ' . v , • " "'.-•- • - .••-•- ' • . - _ • • ••' — '. " ""' •

''•','"-'•..•-'• - - , I - ; ---".--,, ' . ' ... .- • - . '- ' i • -~ ' -/• " r '.'.-• ' • :' .."• -..-.-.-.-•.-.-, 
' • - • •. " ••••'•.'-'-. ' . ~ •:'-•.•'--••,-'.,- -.•---••..,',••• ' :, i-.. •.--,-•-• "',.._,.'"• . .'..,- ,'•- --- -..-" . „ • •.•*;,•;;...---- '• •'.•• -. • . - .- ; . '. - - - " . ,

Statement

Someday s I
can't believe
she/he is
mine. I just
look at my
baby for
hours and
hours, it's a
lovely feeling

Strongly
Agree

Agree Uncertain Disagree Strongly
Disagree



SECTION A 
YOUR POST NATAL CARE

1. How old is your baby now?

weeks

2. Which of the follow! 
you have received frohi 
groups since your bab) 
of the three columns)

I have received 
excellent care and 
support

The care and support 
has been good

I have found the care 
and support given to 
be poor

Not applicable

ng bestdesc 
L eachof the 
r. was born?

Midwives

ribes the cai*e 
following 
(Please tick eachi
V • -•.•..,....'..- • t ' . : '.'•• . . •!/ . '•; :'.'•

Family 
Doctor

Health 
Visitor



3. Overall, how helpful did you find the midwives 
visits to your home after you had the baby?
Very helpful D
Of some help D
Not of any help, but reassuring to know someone was
caning D
Of no help at all D

4. How important was it to have the same midwife 
calling round to see you at home after having your 
baby?
I was not bothered if I saw someone different each
time D
I would have preferred the same person but didn't rnind
if I saw someone else occasionally D
I didn't mind providing I had met them before D 
It was very important for me to see the same person
every tune D

5. On how many occasions, if any, did you feel that 
the midwife's call to your home after you had the 
baby was unnecessary?
None, I felt all her visits were necessary D-please go to 
question 7
Once or twice D
Between three and five times D
On more than five occasions D
The midwives did not visit me at home D



6. Please tick the reasons why you felt some of the 
midwife's visits were unnecessary. (Please tick all 
that apply)
She called every day until the baby was 10 days old D 
My baby was still in hospital D
I did not have any problems D
The same advice was given to me on several
occasions D
She didn't seem to do anything D 
Other, please state

y^ff^f^f' ---..- 7^ ~ V, .- •-•"...-..•• • • .-- -"';,-..,. •<"'-•': ' ' -•; '•' ':'•'• •-• -; • •--' '- ' •*7. Please tick a column to say how strongly you agr^ee or disagree 
with this statement ';,' v-;V.,-'v,:2 3v -:v '- :i
:-"'.. "-""-:""• " -•-"•:" • ' . • •. - , ,.•'-•'•: -." "'•:'>:•' ' •.-•"_- ._ ... ..-..' . -' : •'. . .- - ". ' ; . , '. . •• - ;....-"--; _. .••;, ;-.

Statement

I foiuid it
inconvenient
not knowing 
what time the
midwife was
going to call 
to see me after
the birth of my 
baby

Strongly 
Agree

Agree Uncertain Disagree Strongly 
disagree



8. Which of the following health professionals have 
encouraged you to ask all the questions you have 
wanted to ask since having your baby? (Please tick 
all that apply)

My named midwife D 
Team midwives D 
Health Visitor D 
Family Doctor D

9. If you have received different advice about the 
same thing from health professionals since having 
your baby, which groups was this from? (please tick 
all that apply)

My family doctor D 
Midwives D 
Health Visitors D 
Hospital doctors D
Hospital midwives D 
Other, please state
I have not been given advice that was different D - 
please go to question 11



10. If you have received conflicting advice from 
{health professionals since having your baby, which 
topics was this on? (Please tick all that apply)
Breast feeding D 
Bottle feeding D 
taring for myself D 
General baby care D
Baby's sleep pattern D 
Other, please state

11. Which statement best describes the information 
you have received about looking after your baby 
from your midwife?
Sometimes it was too detailed D
It has been sufficient in all areas D
I would have liked more detail in some areas u
It left a lot of gaps D
I have not seen her since having the baby U

12. Which of the following best describes the way 
you obtained information about your baby?
I usually had to ask for it D 
Sometimes I needed to ask for it D 
Only rarely I had to ask for it D 
It was always given without me having to ask for it U 

I have not needed to be given information D 
was not given any information U



13. How involved was the midwife in making 
decisions about the care of your baby?
I left it to the midwife to make any decisions D
The midwife advised me, and I took her advice D 
The midwife advised me then I made up my own mind,
even when the decision was different from hers D
I made all the decisions d
Someone else helped me decide e.g. partner, mother,
friend D

14. Which topics if any, would you have liked to 
receive more information on from the health 
professionals? (Please tick all that apply)
Looking after myself after delivery D
Feeding my baby D
Baby blues following childbirth D
Baby's sleep patterns D
How to cope with my other children D
Social security benefits D 
Other, please state

None, I received all the information I needed D

8



SECTIONS- PARENTHOOD

1. Did you go to parentcraft classes?
Yes D
No D -please go question 5

2. To what extent did the parentcraft classes help to 
prepare you for your baby?
Not at all D 
A little D
A lot D

3. Please tick which topics, if any, you now wish you 
had been given more information on to prepare you 
for your baby, (please tick all that apply)
Pain relief in labour D
Breathing and relaxation exercises D
Giving birth D
Caring for my baby D
Breast feeding D
Bottle feeding D
Contraception D
[rnmunisation D
Care following caesarean section U
None, I received all the information I needed U



4. Having Keen to classed, wliat o y^
should be for? (Pleaserank in order of iniportance,
1 for thetinost im^
thele^astinipbrtant) ........

To provide information

Somewhere you can make 
friends

Somewhere to discuss 
issues that are worrying 
you

As a contact point for 
professionals

5. How are you feeding your baby at the moment?
Breast only D-please go to question 7
Bottle D
Breast and bottle D - please go to question 7

6. If you were breast feeding and have now stopped, 
how long did you breast feed your baby for?

days or weeks

7. Have you felt under any pressure from midwives 
to breast feed your baby either during your 
pregnancy or after having your baby?

one at all, I was left to choose for myself how to feed
my baby D
Yes, a little D
Yes, I felt under a lot of pressure D

10



8. Are there any aspects of breast feeding that you 
would have liked to have been given more 
information about? (Please tick all that apply)

How to stop my breasts from getting sore D
How to increase the amount of milk I can produce D
How to cope with sore nipples D
Expressing my milk D
Hie way the breasts work D
How demanding it would be on me D
How to judge if my baby was getting enough milk from
me D
How to stop breast feeding D
No, I received all the information I needed D

9. Is being a mum like you expected?

No, I'm a lot more tired than I expected and the baby
ust takes over my life D
No, not really I'm slightly more tired than I expected and
the baby takes up a lot of my tune D
Yes, it's really tiring and the baby takes over my life, but

expected that D 
Yes, it's tiring some days but I expected that and I'm
;etting into a routine D 

Yes, because I've had a baby before D 
Unsure D

11



10. Please tick to say how strongly ybti agree orTdisagfee with 'tffie

Statement

I knew being a
rnurn was going 
to be hard, but 
I didn't realise
just how hard

The first few
weeks at home
after my baby 
was born were
terrible, I just 
didn't know
what I should
be doing

Strongly 
Agree

Agree

*

Uncertain Disagree Strongly 
Disagree

11. Have you been feeling at all depressed?

No, not at all D 
Only mildly depressed D 
Yes, quite depressed D 
Yes, veiy depressed D

12



SECTION C 
YOUR LABOUR AND DELIVERY

This section asks you to think back to your experience of 
labour and delivery or care for your elective caesarean section 
if appropriate

1. How satisfied are you with the care you received 
during labour and delivery?
Very satisfied D
Satisfied D
Neither satisfied nor dissatisfied D
Dissatisfied D
Very dissatisfied D

2. Overall did you feel in control of what the staff 
were doing to you in labour?
Yes, always D 
Yes, most of the time D 
Only some of the time D 
No, not at all D

3. Did you feel in control of the way you behaved 
during labour?
Yes, all of the time D 
Yes, most of the time D 
Yes, some of the time D 
No, not at all D

13



SECTION D 
FUTURE CARE

1. Do you plan to have a post natal check up
Yes, I've already had one D 
Yes D
No, I don't intend to have one D 
I haven't decided yet D

2. Where did you have/or do you plan to have your 
post natal check up?

At my family doctors D
At the hospital D
At the family planning clinic D
With my midwife D
At a well women clinic D

3. Do you plan to have your baby immunised?

Yes D
No D
1 haven't decided yet IH

14



4. How do you feel about having any more children?

I do not plan to have any more children as rny family is
now complete D
At the moment the experience has put me off having any
more children D
I plan to have another child in the future D
I feel at present it is too early to decide D

5. If you were to have another baby in the future, 
given the choice would you...

Be very happy to return to the same hospital D 
Prefer to have your baby somewhere else D

C happy to have the same midwifery care D 
Want one or two midwrves to look after me D 
Plan to have the baby at home D

15



SECTION E 
SATISFACTION WITH CARE

li, Overall liow satisfied are you with the care you.-•'-."'-••"•"'"••.:"•' •".!•• ' ••' : •••:••'.••;,•. .'•" • ' ' •''•.-.'.-'-' 1 •.'""-• -' --": ;'•-.- .'•",' *'•.":'•'.'"'•:'• :

have;received from the niidvvifery service during the 
ante natal, labour and post natal periods, (please 
tick^feac^coiiinin): ._, _, .,._. ,_•;•.

Very 
satisfied

Satisfied

Neither 
satisfied nor 
dissatisfied

Dissatisfied

Very 
dissatisfied

Ante natal 
care

Labour and 
delivery 
care

Post natal 
care

16



2. Please describe any things about your midwifery 
care at any time during your pregnancy, labour or 
post natal period that you are particularly satisfied 
with.

3. Please describe any things about your midwifery 
care at any time during your pregnancy, labour or 
post natal period that you are particularly 
dissatisfied with.

17



4. Is there anything else you would like to tell us 
about your experiences of midwifery care?

Yes, please write below

No D

18



WAS THERE ANYTHING YOU MEANT TO GO BACK 
AND COMPLETE LA TER?

PLEASE CHECK THAT YOU HA VEN'T MISSED ANY
PAGES

THANK YOU VERY MUCH FOR TAKING PART IN
OUR STUDY AND COMPLETING ALL OUR

QUESTIONNAIRES.

Please return the questionnaire in the envelope
provided

19







Appendix 6

Interview information sheet

Consent to interview



School of Nursing 
and Midwifery

Pontypndd CF37 1DL
Telephone 01443 480480

Fax 01443 483118
Head of School 

Professor Donna M Mead

Dear

Re: A comparative trial of caseload managed midwifery care and team midwifery

As you are aware, as part of the above study, I would like to conduct an interview with all the 
midwives and managers involved in the two models of care currently being evaluated.

The interview should last about 20 minutes and will focus on your expectations of the role, the 
benefits and possible problems.

If you are willing, the interview will be tape recorded although you may choose not to have a 
recorder or can stop it at any time.

The interview will be conducted in confidence and every effort will be made to ensure anonymity 

within any written account of the study.

I would be happy to conduct the interview at a time and venue suitable to yourself.

If you are willing to be interviewed please complete the attached consent form and return it to 

me.

Many thanks 

Yours sincerely

Barbara Bale 

Midwife Resear

f ~\
\~J

Vice-chancellor - Professor Adrian Webb .NVBSTOR IN PEOPLE



School of Nursing 
and Midwifery

Pontypridd CF37 1DL

Telephone 01443 480480
Fax 01443 483118

Head of School 
Professor Donna M Mead

Dear

Re: Comparative trial of caseload managed midwifery care and team/caseload midwifery

Thank you for agreeing to take part in an interview as part of the above project. I am writing to 

confirm the arrangements as follows;

Date: ______________199 

Time:

Venue:

I look forward to seeing you, 

Yours sincerely,

Barbara Bale 
Midwife Researcher

fir

^

Vice-Chancellor - Professor Adrian Webb
INVESTOR IN I'BOPLE



A COMPARATIVE TRIAL OF CASE LOAD MANAGED MIDWIFERY CARE AND TEAM

MIDWIFERY

CONSENT FORM

Please complete all the questions.

Please cross out as necessary

Have you read the attached letter ? YES/NO 

Would you like to discuss the study or the interview further? YES/NO 

If YES, please contact me at the address/telephone number below.

Do you understand that you are free to withdraw from the interview at any time,
without having to give a reason? YES/NO

Do you agree to take part in an interview? YES/NO

Do you agree to have the interview tape recorded? YES/NO

Signed. 

Date....

NAME IN BLOCK 

LETTERS

Thank You

Barbara Bale

Midwife Researcher

School of Nursing and Midwifery



Appendix 7

Interview schedules



COMPARATIVE TRIAL OF CASELOAD MANAGED MIDWIFERY CARE AND

TEAM MIDWIFERY

INTERVIEW GUIDE

NAME OF INTERVIEWEE...............................................................................

TITLE/ROLE OF INTERVIEWEE.....................................................................

GRADE.............................................................................................................

NAME OF INTERVIEWER...............................................................................

DATE AND TIME OF INTERVIEW...................................................................

PLACE OF WORK............................................................................................

LENGTH OF TIME EMPLOYED IN CURRENT ROLE (PREVIOUS ROLE IF 

APPLICABLE)...................................................................................................

FULL/PART TIME.............................................................................................

YEAR OF QUALIFICATION AS A MIDWIFE....................................................

NUMBER OF YEARS EXPERIENCE AS A MIDWIFE......................................

OUTLINE OF CONTINUING EDUCATION IN PAST 5 YEARS........................

SOCIAL PROFILE

MARITAL STATUS...................................

DEPENDANTS....................................

FAMILY SUPPORT FOR DEPENDENTS.



Interview schedule

Number ......T/C

PERSONAL ROLE IN THE TEAM/CASELOAD

1. Did you choose to be part of a team/caseload/caseload?, 

How were you selected? 

Why did you choose to work in a team/caseload, motivating factors?

2. What were your expectations of how it would work? 

What did you foresee as the benefits? 

What did you see as the difficulties/problems? 

In reality have you expectations been met? 

What do you now see as any additional benefits?

3. What have been some of the problems/difficulties?

4. What do you see as being the requirements to which you work, hours, on calls cover for 

sickness annual leave, giving of home telephone numbers/bleep contact, contact by 

mothers when off duty etc.

5. What do you expect of yourself and other members of the team/caseload in terms of care 

provision, role, autonomy, relationship with self, supervisor, commitment for on call (completing 

of tasks/achievement of targets-v-midwifery philosophy, personal support factors)

6. Who do you think benefits from a team/caseload approach and in what way?

7. Do you think that there are any additional benefits to a caseload approach? 

TEAM/CASELOAD QUESTIONS

1. What is your criteria for a successful team/caseload relationship?,
frequency of meetings, shared philosophy, similar commitment, shared philosophy

2. Do you see any advantages in having a leader? 

How often do you meet as a team/caseload 

What is the purpose of these meetings 

How/who allocates workload

3. To what extent do you expect your workload and work to be monitored by management?



What evidence to you expect to have to provide in relation to the work of the 

team/caseload

5. What obligations do you have to the other team/caseload members, do you see yourself 

as independent or part of a team/caseload?

How do you determine success in the team/caseload?

What do you think are the ingredients of a successful team/caseload in terms of care

provision, working patterns for midwives relationship with management (trust respect,

honesty)

ORGANISATION

1. What do you think is the managers role in the provision of maternity care 

in relation to the organisation of care?

2. What do you think the organisation expects of you as a team/caseload midwife?

3. What obligations do you think you have to the organisation/management?

4. What is your criteria for a successful supervision/management relationship?

5. Do you have the opportunity to discuss your expectations with your manager? 

Do you have an opportunity to discuss the difficulties with your manager or are they 

sorted between yourselves 
How often do you meet with your manager 

What is the purpose of these meetings

CLIENT RELATIONSHIP

1. What is your criteria for a successful midwife/client relationship, number of times having 

met, present at delivery, provision of post natal care?

2. What expectations do you offer to mothers at an initial booking interview about team/ 

caseload care?
What obligations do you have to the mothers

3. What do you think mothers expect from team/caseload care?

4. Do you see yourself continuing to work in this type of organisation? 

Would you like to have your own caseload



Final Questions

1. What do you think mothers see as the most popular characteristics of a good midwife?

2. What do you see as the most popular characteristics of a good midwife?

3. What do you see as the most popular characteristics of a good manager?



NUMBER........M

PERSONAL ROLE IN MANAGEMENT.RELATIONSHIPS WITH TEAM/CASELOADS

1. Why do you think midwives choose to be part of a team/caseload

Who do you think benefits from a team/caseload/caseload approach and in what way

2.What have been some of the problems/difficulties with teams and/or caseloads?

3. What do you see as being the requirements to which midwives in team/caseloads work, 

hours, on calls, cover for sickness annual leave, giving of home telephone numbers/bleep 

contact, contact by mothers when off duty

4. What do you expect of the team/caseload midwives in terms of care provision, role, 

autonomy, relationship with self, supervisor, other members of the team/caseload, commitment 

for on call (completing of tasks/achievement of targets-v-midwifery philosophy)

WORKING RELATIONSHIPS OF CASELOADS^EAM

1. What is your criteria for a successful team/caseload relationship, frequency of meetings, 

shared philosophy, similar commitment?

2. Do you see any advantages in having a team/caseload leader?

3. Within the TEDS team and the caseload team, do you know how/who allocates workload

4. To what extent do you have to monitor the work and workload of team/caseloads

5. What evidence to you expect team/caseloads to provide in relation to their work

6. What obligations do you think the team/caseload members have to each other? 

ORGANISATION OF MIDWIFERY CARE

1. What do you think is the managers role in the provision of maternity care in relation to 

the organisation of care?
3. What does the organisation expects of a team/caseload midwife?

4. What obligations do you think midwives have to the organisation/management?

5. What is your criteria for a successful supervision/management relationship?

6. Do you give midwives the opportunity to discuss your expectations with you as their 

manager?



Do team/caseload/caseload midwives have an opportunity to discuss their difficulties 

with you as their manager or do you expect them to be sorted between themselves 

How often do you meet with the team/caseloads/caseload 
What is the purpose of these meetings

RELATIONSHIP WITH CLIENTS

1. What is your criteria for a successful midwife/client relationship, number of times having met, 
present at delivery, provision of post natal care

What obligations do you think midwives have to the mothers

2. What do you as a manager think the midwifes offer mothers in relation to what they can 
expect from the team/caseload?

3. What do you think mothers expect from team/caseload care?

4. How do you see the organisation of midwifery care changing in this trust, more 

team/caseloads?

Final Questions
1 .What do you think mothers see as the most popular characteristics of a good midwife?
2. What do you think midwives see as the most popular characteristics of a good midwife?
3. What do you think midwives see as the most popular characteristics of a good manager?



Appendix 8

Results

Continuity of Carer



Frequencies of Score for Continuity of Carer

Statistics 

Composite continuity of carer (Hi = Good)

N Valid 
Missing

82 
0

Composite continuity of carer (Hi = Good)

Valid -8.00
-4.00
-2.00
-1.00
.00
3.00
4.00
6.00
7.00
8.00
9.00
10.00
Total

Frequency
1
2
1
3
5
5

12
6
6
6
8

27
82

Percent
1.2
2.4
1.2
3.7
6.1
6.1

14.6
7.3
7.3
7.3
9.8

32.9
100.0

Valid 
Percent

1.2
2.4
1.2
3.7
6.1
6.1

14.6
7.3
7.3
7.3
9.8

32.9
100.0

Cumulative 
Percent

1.2
3.7
4.9
8.5

14.6
20.7
35.4
42.7
50.0
57.3
67.1

100.0

Page 1



Crosstabs for Continuity of Carer with Group

Composite continuity of carer (Hi = Good) * experimental or control Crosstabulation

Composite -8.00 Count
continuity % Wjthjn experimental or 
of carer (Hi contro |

Good) _400 Count

% within experimental or 
control

-2.00 Count
% within experimental or 
control

-1.00 Count
% within experimental or 
control

.00 Count
% within experimental or 
control

3.00 Count
% within experimental or 
control

4.00 Count
% within experimental or 
control

6.00 Count
% within experimental or 
control

7.00 Count
% within experimental or 
control

8.00 Count
% within experimental or
control

9.00 Count
% within experimental or
control

10.00 Count
% within experimental or
control

Total Count
% within experimental or
control

experimental or control
experimental

2

6.1%

3

9.1%

3

9.1%

1

3.0%

3

9.1%

21

63.6%

33

100.0%

control
1

2.0%

2

4.1%

1

2.0%

3

6.1%

3

6.1%

5

10.2%

9

18.4%

3

6.1%

6

12.2%

5

10.2%

5

10.2%

6

12.2%

49

100.0%

Total
1

1 .2%

2

2.4%

1

1 .2%

3

3.7%

5

6.1%

5

6.1%

12

14.6%

6

7.3%

6

7.3%

6

7.3%

8

9.8%

27

32.9%

82

100.0%

Page 2



Appendix 9

Results

Information



Frequencies of Score for Information

Statistics

Composite information given (Hi = Good)

N Valid 
Missing

82
0

Composite information given (Hi = Good)

Valid -11.00
-7.00
-4.00
-2.00
-1.00
.00
1.00
2.00
3.00
4.00
5.00
6.00
7.00
8.00
10.00
11.00
12.00
14.00
16.00
Total

Frequency
1
2
3
1
5
2
6
5
5
9
4
9
1
5

12
3
3
3
3

82

Percent
1.2
2.4
3.7
1.2
6.1
2.4
7.3
6.1
6.1

11.0
4.9

11.0
1.2
6.1

14.6
3.7
3.7
3.7
3.7

100.0

Valid 
Percent

1.2
2.4
3.7
1.2
6.1
2.4
7.3
6.1
6.1

11.0
4.9

11.0
1.2
6.1

14.6
3.7
3.7
3.7
3.7

100.0

Cumulative 
Percent

1.2
3.7
7.3
8.5

14.6
17.1
24.4
30.5
36.6
47.6
52.4
63.4
64.6
70.7
85.4
89.0
92.7
96.3

100.0

Page 1



Crosstabs for Information Score with Group 

Composite information given (Hi = Good) * experimental or control Crosstabulation

Composite -11.00 Count 
information % wjthjn experimental or 
given (Hi = control
GowJ) -7.00 Count

% within experimental or 
control

-4.00 Count
% within experimental or 
control

-2.00 Count
% within experimental or 
control

-1.00 Count
% within experimental or 
control

.00 Count 
% within experimental or 
control

1.00 Count
% within experimental or 
control

2.00 Count 
% within experimental or 
control

3.00 Count 
% within experimental or 
control

4.00 Count 
% within experimental or 
control

5.00 Count 
% within experimental or 
control

6.00 Count 
% within experimental or 
control

7.00 Count 
% within experimental or 
control

8.00 Count 
% within experimental or 
control

10.00 Count 
% within experimental or 
control

experimental or control
experimental

2

6.1%

1 

3.0%

2

6.1%

1 

3.0%

2

6.1%

3 

9.1%

1 

3.0%

3 

9.1%

1 

3.0%

3 

9.1%

7 

21.2%

control
1 

2.0%

2

4.1%

3 

6.1%

1

2.0%

3 

6.1%

1 

2.0%

4

8.2%

4

8.2%

3 

6.1%

6 

12.2%

3

6.1%

6 

12.2%

2 

4.1%

5 

10.2%

Total
1 

1 .2%

2

2.4%

3 

3.7%

1

1.2%

5 

6.1%

2

2.4%

6 

7.3%

5 

6.1%

5 

6.1%

9 

11.0%

4 

4.9%

9 

11.0%

1 

1.2%

5 

6.1%

12 

14.6%

Page 2



Composite information given (Hi = Good) * experimental or control Crosstabulation

Composite 11.00 Count 
information % withjn experimental or 
given (Hi = control
Guud) 12QO Count

% within experimental or 
control

14.00 Count
% within experimental or 
control

16.00 Count
% within experimental or 
control

Total Count
% within experimental or 
control

experimental or control
experimental

2

6.1%

1

3.0%

1

3.0%

3

9.1%

33

100.0%

control
1 

2.0%

2

4.1%

2

4.1%

49

100.0%

Total
3 

3.7%

3

3.7%

3

3.7%

3

3.7%

82

100.0%

Page 3



Appendix 1O

Cross tabulations

Relationships



Results

I enjoy going to see the midwife because she is like a friend (Row results) By: 

There are times when I feel no one understand how I feel about being pregnant 

(Column results)

Experimental

Disagree

Uncertain

Agree

Strongly agree

Column total

Strongly 
disagree

2 
8.7 

40.0
3 

27.3 
60.0

5 
12.2

disagree

1 
50.0 
4.2

2 
40.0 

8.3
16 

69.6 
66.7

5 
45.5 
20.8

24 
58.5

uncertain

1 
20.0 
50.0

1 
4.3 

50.0

2 
4.9

agree

1 
50.0 
10.0

2 
40.0 
20.0

4 
17.4 
40.0

3 
27.3 
30.0

10 
24.4

Strongly 
agree

Row total

2
4.9

5 
12.2

23
56.1

11 
26.8

41 
100.0

Control

Disagree

Uncertain

Agree

Strongly agree

Column total

Strongly 
disagree

2.6 
33.3

20.0 
66.7

3 
4.8

disagree

5 
62.5 
13.9

2
40.0 

5.6
'•)

64.1 
69.4

40.0 
11.1

36 
58.1

uncertain

1 
20.0 
14.3

6 
15.4 
85.7

7 
11.3

agree

3 
37.5 
21.4

2 
40.0 
14.3

7 
17.9 
50.0

2 
20.0 
14.3

14 
22.6

Strongly 
agree

2 
20.0 

100.00
2

3.2

Row total

8 
12.9

5 
8.1

39 
62.9

10 
16.1

62 
100.0

Results indicating support for the midwife; Like a friend - agree/strongly agree and no one

understands - disagree/strongly disagree

Totals
Experimental group n=26 (63%)

Control group n=32 (51%)



Negative response: Like a friend - disagree/strongly disagree and no one understands -
agree/strongly agree
Totals
Experimental group n=1
Control group n=3



Results

Do you think the midwives you have met realise how sensitive pregnant women 

feel? (Row results) By : There are times when I feel no one understands how I 

feel about being pregnant (Column results)

Experimental

Sometimes they 
are not as sensitive 
as they could be
1 can't generalise, 
they vary a lot

They are always 
very sensitive

Column total

Strongly 
disagree

5 
15.2 

100.0
5 

12.2

disagree

1 
33.3 
4.2

1 
20.0 

4.2
22 

66.7 
91.7

24 
58.5

uncertain

2 
6.1 

100.0
2

4.9

agree

2 
66.7 
20.0

4 
80.0 
40.0

4 
12.1 
40.0

10 
24.4

Strongly 
agree

Row total

3
7.3

5 
12.2

33 
80.5

41 
100.0

Control

Sometimes they 
are not as sensitive 
as they could be
I can't generalise, 
they vary a lot

They are always 
very sensitive

Column total

Strongly 
disagree

6.7 
100.0

3 
4.9

disagree

4 
66.7 
11.1

4 
40.0 
11.1

62.2 
77.8

36 
59.0

uncertain

1 
16.7 
14.3

2 
20.0 
28.6

4 
8.9 

57.1
7 

11.5

agree

1 
16.6 

7.1
4 

40.0 
28.6

9 
20.0 
64.3

14 
23.0

Strongly 
agree

1 
2.2 

100.0
1 

1.6

Row total

6 
9.8

10 
16.4

45 
73.8

61 
100.0

Number of missing observations: 2

Results indicating support for the midwife; Always very sensitive and no one understands -

disagree/strongly disagree

Totals
Experimental group n=27 (66%) 
Control group n=31 (51%)

Negative response: Midwives not as sensitive as they could be and no one understands -

agree/strongly agree

Totals
Experimental group n=2

Control group n=1



Results

I enjoy going to see the midwife because she is like a friend (Row results) By: 

Has your experience of antenatal care been designed for you as an individual? 

(Column results)

Experimental

Disagree

Uncertain

Agree

Strongly agree

Column total

no

5 
21.7 
83.3

1 
9.1 

16.7
6 

15.0

yes

2 
50.0 
11.8

10 
43.5 
58.8

5 
45.5 
29.4

17 
42.5

Don't 
know

2 
100.0 

11.8
2

50.0 
11.8

8 
34.8 
47.1

5 
45.5 
29.4

17 
42.5

Row total

2
5.0

4 
10.0

23 
57.5

11 
27.5

40 
100.0

Control

Disagree

Uncertain

Agree

Strongly agree

Column total

no

4 
57.1 
18.2

2 
40.0 

9.1
13 

33.3 
59.1

3 
33.3 
13.6

22
36.7

yes

1 
14.3 
3.8

1 
20.0 

3.8

51.3 
76.9

44.4 
15.4

26 
43.3

Don't 
know

2 
28.6 
16.7

2 
40.0 
16.7

6 
15.4 
50.0

2 
22.2 
16.7

12 
20.0

Row total

7 
11.7

5 
8.3

39 
65.0

9 
15.0

60 
100.0

Number of missing Observations: 4

Results indicating support for the midwife; Like a friend - agree/strongly agree and care as an

individual - yes
Totals
Experimental group n=15 (37%)

Control group n=24 (40%)



Negative response: Like a friend - disagree/strongly disagree and care as an individual - no
Totals
Experimental group n=0
Control group n=0

Response - Like a friend - yes, but care individualised - no
Totals
Experimental group n=6 (15%)
Control group n=16 (26%)



Results

When talking to me, the midwife makes me feel... (Row results) By: Has your 

experience of antenatal care been designed for you as an individual? (Column 
results)

Experimental

Just like another woman

Quite special

Very special

Column total

no

1 
14.3 
16.7

4 
14.3 
66.7

1 
20.0 
16.7

6 
15.0

yes

1 
14.3 
16.7

13 
46.4 
76.5

3 
60.0 
17.6

17 
42.5

Don't 
know

5 
71.4 
29.4

11 
39.3 
64.7

1 
20.0 

5.9
17 

42.5

Row total

7 
17.5

28 
70.0

5 
12.5

40 
100.0

Control

Just like another woman

Quite special

Very special

Column total

no

6 
66.7 
27.3

11 
27.5 
50.0

5 
45.5 
22.7

22
36.7

yes

1 
11.1 
3.8
2Q 

50.0 
76.9

45.5 
19.2

26 
43.3

Don't 
know

2 
22.2 
16.7

9 
22.5 
75.0

1 
9.1 
8.3
12 

20.0

Row total

9 
15.0

40 
66.7

11 
18.3

60 
100.0

Number of missing Observations: 4

Results indicating support for the midwife; Midwife makes me feel -very special or quite

special, and care as an individual - yes

Totals
Experimental group n=16 (40%)

Control group n=25 (41%)

Negative response: Midwife makes me feel - like another woman and care as an individual - no

Totals
Experimental group n=1

Control group n=6



Response - Midwife makes me feel - very special or quite special, but care individualised - no
Totals
Experimental group n=5 (12%)

Control group n=16 (26%)



Appendix 11

Results

Relationship with the midwife



Frequencies of Score for Relationship with the Midwife

Statistics 

Composite relation with MW score (Hi = Good)

N Valid 
Missing

82
0

Composite relation with MW score (Hi = Good)

Valid -1.00
2.00
3.00
4.00
5.00
6.00
8.00
10.00
12.00
Total

Frequency
1
1
3
2
2
4

25
33
11
82

Percent
1.2
1.2
3.7
2.4
2.4
4.9

30.5
40.2
13.4

100.0

Valid 
Percent

1.2
1.2
3.7
2.4
2.4
4.9

30.5
40.2
13.4

100.0

Cumulative 
Percent

1.2
2.4
6.1
8.5

11.0
15.9
46.3
86.6

100.0
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Crosstabs for Relationship with the Midwife by Group

Composite relation with MW score (Hi = Good) * experimental or control Crosstabulation

Composite -1.00 Count
relation % within experimental or 
with MW control
bcoie(H. 200 Count
Good) 

% within experimental or
control

3.00 Count
% within experimental or 
control

4.00 Count
% within experimental or 
control

5.00 Count 
% within experimental or 
control

6.00 Count 
% within experimental or 
control

8.00 Count 
% within experimental or 
control

10.00 Count 
% within experimental or 
control

12.00 Count 
% within experimental or 
control

Total Count 
% within experimental or 
control

experimental or control
experimental

1 

3.0%

2

6.1%

9 

27.3%

18 

54.5%

3 

9.1%

33 

100.0%

control
1 

2.0%

1 

2.0%

2

4.1%

2

4.1%

4 

8.2%

16 

32.7%

15 

30.6%

8 

16.3%

49 

100.0%

Total
1 

1.2%

1 

1.2%

3 

3.7%

2 

2.4%

2

2.4%

4

4.9%

25 

30.5%

33 

40.2%

11 

13.4%

82 

100.0%

Page 2



Appendix 12

Results

Individualised Care



Frequencies of Score for Individualised Care

Statistics 

Composite individualised care (Hi = Good)

N Valid 
Missing

82 
0

Composite individualised care (Hi = Good)

Valid -8.00
-6.00
-4.00
-2.00
.00
2.00
4.00
6.00
8.00
10.00
12.00
Total

Frequency
1
4
2
3
2
7

17
7

11
12
16
82

Percent
1.2
4.9
2.4
3.7
2.4
8.5

20.7
8.5

13.4
14.6
19.5

100.0

Valid 
Percent

1.2
4.9
2.4
3.7
2.4
8.5

20.7
8.5

13.4
14.6
19.5

100.0

Cumulative 
Percent

1.2
6.1
8.5

12.2
14.6
23.2
43.9
52.4
65.9
80.5

100.0
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Crosstabs for Individualised Care with Group

Composite individualised care (Hi = Good) * experimental or control Crosstabulation

Composite -8.00 Count 
individualised % witnin experimental or 
care (Hi = contro .

GwJ> -6.00 Count
% within experimental or 
control

-4.00 Count
% within experimental or 
control

-2.00 Count
% within experimental or 
control

.00 Count
% within experimental or 
control

2.00 Count
% within experimental or 
control

4.00 Count
% within experimental or 
control

6.00 Count
% within experimental or 
control

8.00 Count
% within experimental or 
control

10.00 Count
% within experimental or 
control

12.00 Count
% within experimental or 
control

Total Count
% within experimental or 
control

experimental or control
experimental

1

3.0%

1

3.0%

1

3.0%

2

6.1%

7

21.2%

4

12.1%

5

15.2%

5

15.2%

7

21.2%

33

100.0%

control
1 

2.0%

4

8.2%

1

2.0%

2

4.1%

1

2.0%

5

10.2%

10

20.4%

3

6.1%

6

12.2%

7

14.3%

9

18.4%

49

100.0%

Total
1 

1.2%

4

4.9%

2

2.4%

3

3.7%

2

2.4%

7

8.5%

17

20.7%

7

8.5%

11

13.4%

12

14.6%

16

19.5%

82

100.0%
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Appendix 13

Cross tabulations

Control



Results

Score of in-control (of staff and self) during labour (Row results) By: Satisfaction 

with labour care (Column results)

Experimental: 10 days post delivery

.00

1.00

2.00

3.00

4.00

5.00

6.00

Column total

neither

1

1

satisfied

1

1

very satisfied
3

1

1

2

7

10

5

29 
82.9

Row total
3 

8.6
2 

5.7
1 

2.9
4 

11.4
8 

22.9
12 

34.3
5 

14.3
35 

100.0

Control: 10 days post delivery

.00

1.00

2.00

3.00

4.00

5.00

6.00

Column 
total

Very 
dissatisfied

1

1 
1.8

dissatisfied

1

1

1

3 
5.4

neither

3

3 
5.4

satisfied

3

1

1

2

0

11
19.6

very 
satisfied

3

1

5

' '!

8

12

38 
67.9

Row total

6 
10.7

2 
3.6

3 
5.4
12 

21.4
12 

21.4
9 

16.1
12 

21.4
56 

100

Number of missing observations: 2

Results indicating being in control of self and staff and satisfaction with care in labour; In control

score 4-6, and satisfied/very satisfied with care

Totals
Experimental group n=25 (71%)

Control group n=33 (59%)



Negative response: In control score 0-3, and dissatisfied/very dissatisfied with care

Totals
Experimental group n=0
Control group n=4

Response - In control score 0 - 3 but satisfied/very satisfied with care 
Totals
Experimental group n=8 (23%) 
Control group n=16 (28%)



Results

Score of in-control (of staff and self) during labour (Row results) By: Satisfaction 
with labour care (Column results)

Experimental: 6 weeks postnatal

1.00

2.00

3.00

4.00

5.00

6.00

Column total

dissatisfied
1

1 
3.0

neither

1

1 
3.0

satisfied

1

2

1

j

5 
15.2

very satisfied

2

7

6

1 !

26 
78.8

Row total
1 

3.0
2

6.1
4 

12.1
8 

24.2
6 

18.2
12 

36.4
33 

100.0

Control: 6 weeks postnatal

.00

1.00

2.00

3.00

4.00

5.00

6.00

Column 
total

Very 
dissatisfied

2

2
4.1

dissatisfied

1

1

2 
4.1

neither

1

1

2
4.1

satisfied

1

3

1

3

13 
26.5

very 
satisfied

1

2

r\

6

30 
61.2

Row total

2 
4.1

1 
2.0

7 
14.3

4 
8.2

9 
18.4

9 
18.4

17 
34.7

49 
100.0

Results indicating being in control of self and staff and satisfaction with care in labour; In control

score 4-6, and satisfied/very satisfied with care

Totals
Experimental group n=26 (79%)

Control group n=35 (71%)



Negative response: In control score 0-3, and dissatisfied/very dissatisfied with care
Totals
Experimental group n=1
Control group n=4

Response - In control score 0 - 3 but satisfied/very satisfied with care 
Totals
Experimental group n=5 (15%) 
Control group n=8 (16%)



Appendix 14

Results

Satisfaction



Frequencies of Overall Satisfaction

Statistics 

Composite satisfaction(Hi = Good)

N Valid 
Missing

82 
0

Composite satisfaction(Hi = Good)

Valid -3.00
3.00
5.00
7.00
9.00
11.00
13.00
15.00
Total

Frequency
2
1
2
5
8

10
18
36
82

Percent
2.4
1.2
2.4
6.1
9.8

12.2
22.0
43.9

100.0

Valid 
Percent

2.4
1.2
2.4
6.1
9.8

12.2
22.0
43.9

100.0

Cumulative 
Percent

2.4
3.7
6.1

12.2
22.0
34.1
56.1

100.0
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Crosstabs for Overall Satisfaction with Group

Composite satisfaction(Hi = Good) * experimental or control Crosstabulation

Composite -3.00 Count 
satisfaction(Hi % withjn experimental or 
- Good) control

3.00 Count
% within experimental or 
control

5.00 Count
% within experimental or 
control

7.00 Count
% within experimental or 
control

9.00 Count
% within experimental or 
control

11.00 Count
% within experimental or 
control

13.00 Count
% within experimental or 
control

15.00 Count
% within experimental or 
control

Total Count
% within experimental or 
control

experimental or control
experimental

1 

3.0%

2

6.1%

1

3.0%

2

6.1%

7

21.2%

20

60.6%

33

100.0%

control
1 

2.0%

1

2.0%

2

4.1%

3

6.1%

7

14.3%

8

16.3%

11

22.4%

16

32.7%

49

100.0%

Total
2 

2.4%

1

1.2%

2

2.4%

5

6.1%

8

9.8%

10

12.2%

18

22.0%

36

43.9%

82

100.0%
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Appendix 15

Results

Chi-square of composite variables



Crosstabs for Overall Satisfaction (Grouped Score) with Group
and Chi-Square

Composite Satisfaction Grouped * experimental or control Crosstabulation

Composite Good 12-15 Count
Satisfaction % Wjtn jn experimental or 
Grouped control

OK 0-11 Count
% within experimental or 
control

Poor-15--1 Count
% within experimental or 
control

Total Count
% within experimental or 
control

experimental or control
experimental

27

81.8%

5

15.2%

1

3.0%

33

100.0%

control
27

55.1%

21

42.9%

1

2.0%

49

100.0%

Total
54

65.9%

26

31.7%

2

2.4%

82

100.0%

Chi-Square Tests

Pearson Chi-Square
Likelihood Ratio
Linear-by-Linear 
Association
N of Valid Cases

Value
6.990a
7.445

4.592

82

df
2
2

1

Asymp. Sig.
(2-sided)

.030

.024

.032

a. 2 cells (33.3%) have expected count less than 5. The minimum expected count is .80.
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Crosstabs for Information (Grouped Score) with Group
and Chi-Square

Composite Information Grouped * experimental or control Crosstabulation

Composite Good 5-24 Count 
Information o/0 wjthjn experjmental or 
Grouped contro ,

OK 0 - 4 Count
% within experimental or 
control

Poor -1 - -24 Count
% within experimental or 
control

Total Count
% within experimental or 
control

experimental or control
experimental

22 

66.7%

9

27.3%

2

6.1%

33

100.0%

control
21 

42.9%

18

36.7%

10

20.4%

49

100.0%

Total
43 

52.4%

27

32.9%

12

14.6%

82

100.0%

Chi-Square Tests

Pearson Chi-Square
Likelihood Ratio
Linear-by-Linear 
Association
N of Valid Cases

Value
5.442a
5.761

5.373

82

df
2
2

1

Asymp. Sig.
(2-sided)

.066

.056

.020

a. 1 cells (16.7%) have expected count less than 5. The minimum expected count is 4.83.
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Crosstabs for Relationship with the Midwife (Grouped Score) with Group
and Chi-Square

Composite Relationship Grouped * experimental or control Crosstabulation

Composite Good 8-16 Count
Relationship % withjn experimental or 
Grouped contro ,

OK 4-7 Count
% within experimental or 
control

Poor -16- +3 Count
% within experimental or 
control

Total Count
% within experimental or 
control

experimental or control
experimental

30 

90.9%

2

6.1%

1 

3.0%

33 

100.0%

control
39 

79.6%

6 

12.2%

4 

8.2%

49 

100.0%

Total
69 

84.1%

8 

9.8%

5 

6.1%

82

100.0%

Chi-Square Tests

Pearson Chi-Square
Likelihood Ratio
Linear-by-Linear 
Association
N of Valid Cases

Value
1.9253
2.056

1.797

82

df
2
2

1

Asymp. Sig.
(2-sided)

.382

.358

.180

a. 4 cells (66.7%) have expected count less than 5. The minimum expected count is 2.01.
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Crosstabs for Continuity of Carer (Grouped Score) with Group
and Chi-Square

Composite Continuity Grouped * experimental or control Crosstabulation

Composite Good 6-10 Count 
Continuity % wjthin experimental or 
Grouped contro |

OK 0-5 Count
% within experimental or 
control

Poor-1 - 10 Count
% within experimental or 
control

Total Count
% within experimental or 
control

experimental or control
experimental

28

84.8%

5

15.2%

33

100.0%

control
25

51.0%

17

34.7%

7

14.3%

49

100.0%

Total
53 

64.6%

22

26.8%

7

8.5%

82

100.0%

Chi-Square Tests

Pearson Chi-Square
Likelihood Ratio
Linear-by-Linear 
Association
N of Valid Cases

Value
11.0138
13.648

10.813

82

df
2
2

1

Asymp. Sig.
(2-sided)

.004

.001

.001

a. 2 cells (33.3%) have expected count less than 5. The minimum expected count is 2.82.
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Crosstabs for Individualised Care (Grouped Score) with Group
and Chi-Square

Composite individualisation Grouped * experimental or control Crosstabulation

Composite Good 7-12 Count 
individualisation % wjthjn experimental or 
Grouped control

OKD 2-6 Count
% within experimental or 
control

Low-12-+1 Count
% within experimental or 
control

Total Count
% within experimental or 
control

experimental or control
experimental

17 

51.5%

13 

39.4%

3 

9.1%

33 

100.0%

control
22

44.9%

18 

36.7%

9 

18.4%

49 

100.0%

Total
39 

47.6%

31 

37.8%

12 

14.6%

82 

100.0%

Chi-Square Teats

Pearson Chi-Square
Likelihood Ratio
Linear-by-Linear 
Association
N of Valid Cases

Value
1.37S,3
1.459

.958,

82

df
2
2

1

Asymp. Sig.
(2-sided)

.502

.484

.328

a. 1 cells (16.7%) have expected count less than 5. The minimum expected count is 4.83.
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Appendix 16

Correlations
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Results

Mean/Anova
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Appendix 18

Results

Empowermen t



Frequencies of Composite Score for Empowerment

EMPSCORE

Valid -8.00
-7.00
-6.00
-5.00
-4.00
-3.00
-2.00
-1.00
.00
1.00
2.00
3.00
4.00
5.00
6.00
7.00
8.00
9.00
Total

Frequency
1
1
1
1
2
1
1
4
5
6

16
6

13
9
4
6
4
1

82

Percent
1.2
1.2
1.2
1.2
2.4
1.2
1.2
4.9
6.1
7.3

19.5
7.3

15.9
11.0
4.9
7.3
4.9
1.2

100.0

Valid 
Percent

1.2
1.2
1.2
1.2
2.4
1.2
1.2
4.9
6.1
7.3

19.5
7.3

15.9
11.0
4.9
7.3
4.9
1.2

100.0

Cumulative 
Percent

1.2
2.4
3.7
4.9
7.3
8.5
9.8

14.6
20.7
28.0
47.6
54.9
70.7
81.7
86.6
93.9
98.8

100.0

Page 1



Crosstabs for Score of Empowerment with Group

EMPSCORE * experimental or control Crosstabulation

EMPSCORE -8.00 Count 
% within experimental or 
control

-7.00 Count
% within experimental or 
control

-6.00 Count
% within experimental or 
control

-5.00 Count 
% within experimental or 
control

-4.00 Count
% within experimental or 
control

-3.00 Count 
% within experimental or 
control

-2.00 Count 
% within experimental or 
control

-1.00 Count 
% within experimental or 
control

.00 Count 
% within experimental or 
control

1.00 Count 
% within experimental or 
control

2.00 Count 
% within experimental or 
control

3.00 Count 
% within experimental or 
control

4.00 Count 
% within experimental or 
control

5.00 Count 
% within experimental or 
control

6.00 Count 
% within experimental or 
control

experimental or control
experimental

1 

3.0%

1 

3.0%

1 

3.0%

1 

3.0%

2

6.1%

7 

21.2%

1 

3.0%

6 

18.2%

7 

21.2%

2

6.1%

control
1 

2.0%

1 

2.0%

1 

2.0%

2

4.1%

3 

6.1%

5 

10.2%

4

8.2%

9 

18.4%

5 

1 0.2%

7 

14.3%

2

4.1%

2

4.1%

Total
1 

1.2%

1 

1.2%

1 

1 .2%

1 

1.2%

2

2.4%

1 

1.2%

1 

1.2%

4 

4.9%

5 

6.1%

6

7.3%

16 

19.5%

6 

7.3%

13 

15.9%

9 

11.0%

4 

4.9%

Page 2



EMPSCORE * experimental or control Crosstabulation

EMPSCORE 7.00 Count
% within experimental or 
control

8.00 Count
% within experimental or 
control

9.00 Count
% within experimental or 
control

Total Count
% within experimental or 
control

experimental or control
experimental

3

9.1%

1

3.0%

33

100.0%

control
3

6.1%

3

6.1%

1

2.0%

49

100.0%

Total
6

7.3%

4

4.9%

1

1.2%

82

100.0%
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