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MIDWIVES DECISION-MAKING DURING THE SECOND-STAGE OF LABOUR
Kathryn Jane Nash

Aim: The aim of the study was to explore midwifery practice during the second-stage of

labour to understand how midwives make decisions at this time.

Background: Whilst there is much discussion within the literature about the various care
issues that may present themselves as dilemmas for midwives throughout the second-

stage, little information is available about how midwives make decisions during this time.

Methods: A qualitative single instrumental case study methodology has been applied to
facilitate an in-depth understanding of midwives decision-making in the second- stage and

the use of observation and interview to gather a rich data set to examine the case.

Key Findings: Midwives employed fast thinking using pattern-matching to make rapid
decisions during the second-stage which was supported by a slower more focused
assessment of cues using the principles of the Hypothetico-deductive model. Within the
Alongside Midwifery Unit (AMU) midwives used observation, interpretational and
interpersonal skills to assess labour and inform their decision-making. This skill-set did not
appear to transfer to the Obstetric Unit (OU) where the focus of care shifted to the
completion of tasks and was influenced by midwives perceptions of surveillance and the

introduction of technology.

Conclusion: Decision-making during the second-stage was influenced by context and
midwives used their skills to assess labour progress holistically paying attention to

physiological and behavioural cues exhibited by women on the AMU.

Implications for Practice: The skill-set used by midwives on the AMU did not transfer to
the OU where midwives perceived that their ability to make autonomous decisions was

reduced and the focus of care shifted from being woman-centred to task-centred.
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Chapter one - Introduction

1.1 Introduction to the Research Study

This thesis presents a research study undertaken to examine how midwives make
decisions during the second-stage of labour. Effective decision-making is integral to safe
midwifery practice and midwives are engaged in a continual process of negotiation and
decision-making within the second-stage of labour. Whilst an abundance of literature
exists that evaluates care practices during the second-stage, there is a significant gap in
the literature around midwives decision-making and the factors that influence their

decisions.

Decision-making is a complex and multi-factorial process which involves observation,
information-processing, critical thinking, evaluating evidence, the application of knowledge
and problem-solving skills, reflection and clinical judgement (Standing, 2005; 2010).
Understanding how midwives make decisions is important as decision outcomes directly
influence the safety and quality of care that women and their babies receive (FIGO Safe
Motherhood and Newborn Health (SMNH) Committee, 2012), whilst leaving a lasting
imprint on women'’s birth experiences (Anderson, 2010; Care Quality Commission,
CQC,2018). Midwives are expected to account for and justify their care provision whilst
ensuring that they ‘encourage and empower people to share in decisions about their

treatment and care’ (Nursing Midwifery Council, NMC, 2018:7).

Women have described experiencing an altered state of consciousness during childbirth
which includes intense feelings relating to altered time perceptions, and fears of dying
(Olza et al, 2018). The midwives role is critical at this time and women have described
coping by retreating inwardly, requiring the midwife to help them retain a sense of control
whilst also wanting to feel safe enough so that they could let go and hand over control if
needed (Olza et al, 2018; Anderson, 2010; Ford and Ayers, 2009; Beck, 2004; Green and
Baston, 2003). The second-stage therefore presents a unique challenge for midwives as
they engage with women at a critical life moment, where women may not be fully present
within that moment and thus more vulnerable to decisions made during this time. This
study was undertaken to contribute to existing knowledge about midwifery decision-
making and specifically, fill a gap in the current evidence-base by examining midwives

decision-making during the second-stage of labour.



The research question that has guided this study is:

What are the skills, knowledge, information sources and other factors that may inform and

influence midwives decision-making in the second-stage of labour?

The key objectives of the study were to:
- identify the skills and knowledge used by midwives to inform their practice in the

second-stage of labour

- critically analyse the factors that influence the practice and decisions that midwives

make in the second-stage of labour

- critically examine how midwives have justified and accounted for the decisions that

they make during the second-stage of labour.

- scrutinise the context and process of midwives decision making

A single instrumental qualitative case-study methodology has been applied within this
study to facilitate an in-depth understanding of midwives practice during the second-stage
of labour and the use of observation and interview to gather a rich data set to examine the
case and address the research question, aim and objectives of this study. Qualitative
case-study was chosen as it has a level of flexibility that is not readily offered by other
qualitative approaches (Stake, 1995; Yin, 2014) and can be designed to suit the case,
enabling the generation of in-depth information through the intensive probing of the case
(Polit and Beck, 2017). It enabled the researcher to ‘drill deep using different methods’
(Thomas, 2016: 67) and examine the case within its natural setting to gain a deeper
understanding of midwives decision-making during the second-stage of labour. The case
contained episodes of midwifery care undertaken by four midwives working within two
Alongside Midwifery Units (AMUSs) of one National Health Service (NHS) Foundation

Trust.

1.2 Introduction to the Chapter

This chapter introduces the reader to the research and summarises the key areas of focus
within the study which are the second-stage of labour and midwifery decision-making. An
introduction to place of birth and specifically, AMUs is also provided. The impetus and
rationale for this study is presented and the chapter concludes with a summary and
overview of the eight chapters contained within this thesis. From this point forward the

second-stage of labour will be referred to as the second-stage.



1.3 Introduction to Labour and the Second-Stage

This section briefly explains the physiology of labour and the second-stage whilst outlining
the expected midwifery care required during the second-stage to provide the physiological

and practice context for this study.

1.3.1 The Stages of Labour

Labour is the process by which the fetus, placenta and membranes are transported
through the birth canal (Stables and Rankin, 2010) that leads from the maternal uterus
through the cervix and vagina. The onset and progress of labour is a complex biological
process that is generally understood and described as three stages and several phases of
labour (National Institute for Health and Care Excellence, NICE, 2014, updated 2017,
World Health Organisation, 2018). An overview of the stages and phases of labour
defined by current national guidance (NICE, 2014) is shown in figure one. The delineation
of labour and birth as three stages developed during the 1800s as knowledge of anatomy
increased with the inclusion of latent, passive and active phases from the 1960s (Dixon et
al, 2013). These stages and phases are used within contemporary clinical practice as a
means of defining care and measuring the parameters of normal progress within labour
(Winter and Cameron, 2006; Royal College of Midwives, 2012a) although physiologically
there is no abrupt transition between the stages (Gross et al, 2006; Coad and Dunstall,

2011) and the stages often overlap.

During the first-stage of labour uterine contractions efface and dilate (open) the maternal
cervix and facilitate the descent of the fetus into the maternal pelvis (Coad and Dunstall,
2011). Cervical effacement refers to the process whereby the cervical canal softens, thins
and shortens, as it becomes part of the lower uterine segment (Coad and Dunstall, 2011).
Regular uterine contractions are necessary to progress labour as the upper and lower
poles of the uterus work together in harmony, a term referred to as polarity (Coad and
Dunstall, 2011). Relaxation of the uterus occurs between each contraction and is essential
to provide oxygenated blood to the fetus and myometrium? via the uteroplacental and
fetal-placental circulation (Steer and Flint, 1999). The unique properties of the

myometrium enable it to contract and retract meaning that the myometrial fibres found

1 uterine muscle



predominantly in the upper uterine segment do not fully relax following a contraction
(Coad and Dunstall, 2011). This causes the upper uterine pole to become progressively
shorter and thicker, facilitating the descent of the fetus through the birth canal. As the
upper uterine segment shortens and thickens, cervical effacement and dilatation occurs
and the cervix slowly merges upwards into the lower uterine segment (Wylie, 2005). The
second stage of labour is diagnosed when full cervical dilatation is reached, meaning that

no cervix is present to impede the descent and birth of the fetus.

Figure 1: Overview of the stages and phases of labour

First Stage of Labour

. . . The active phase - when there are regular painful
The latent phase - a period of time when there are painful contractions and progressive cervical dilatation from 4
uterine contractions and some cervical change, including cm until full cervical dilatation

cervical effacement and dilatation up to 4cm

Second Stage of Labour

The passive second-stage is indicated by the finding of full The active second-stage is indicated by expulsive
cervical dilatation before or in the absence of involuntary ~ maternal contractions and sometimes the fetal presenting
expulsive contractions. part is also visible at the maternal introitus

Third Stage of Labour

The third stage is the time from the birth of the baby to the expulsion of the placenta and membranes

(adapted from NICE, 2014, updated 2017)?2

2 The World Health Organisation (WHO) (2018) recommend that the latent first stage is
characterized by cervical dilatation up to 5 cm for first and subsequent labours.



1.3.2 Second-Stage of Labour

It is common practice for the second-stage to be diagnosed formally with a vaginal
examination however the ending of the first-stage of labour and beginning of the second-
stage can be difficult to define (Walsh, 2009). Further descent of the fetal presentation
occurs during the passive second-stage and the term transition refers to the distinctive
physiological changes that occur at some point during the passive and active phases
where women report feeling agitated, overwhelmed, panicky, fearful or drowsy (Roberts
and Hanson, 2007). As the fetal head passes through the maternal pelvis the anterior
aspect of the maternal pelvic floor is drawn up causing the ureter to elongate and
compress and the bladder to be moved into the abdomen where it is less likely to be
damaged (Lemos et al, 2017). The advancing fetus gradually stretches the maternal
cervix and vagina stimulating oxytocin secretion, facilitated by neural pathways called the
Ferguson reflex (Feher, 2017) which strengthens uterine contractions.

Within the active phase women typically® experience a strong urge to bear down, or push.
This combination of involuntary uterine contractions and voluntary muscles of the
maternal diaphragm and abdominal wall assist the birth of the fetus (Coad and Dunstall,
2011; Downe, 2009). The pelvic floor flattens, thins out and becomes displaced as the
mechanism of birth occurs. This refers to the series of movements that the fetus
undergoes during its passage through the birth canal and are summarised in appendix
A.1l. Knowledge of this enables the midwife to anticipate the next stage during the birth
process as the fetus moves to optimise the space available within each plane of the
pelvis. Crowning occurs when the fetal head distends the maternal vulva and this is often
associated with intense maternal pain due to the stretching of the perineum. Clinical
decisions made at this time pertain to how best to support and facilitate maternal bearing
down efforts, maternal positioning and strategies to help protect the maternal perineum

and whether episiotomy, an incision of the maternal perineum, is required.

3 Descent and position of the presenting fetal part evokes the Fergusons reflex (Lemos et al, 2017),
which enhances maternal spontaneous pushing (Roberts, 2002) however this reflex may be
hindered in women with epidural anaesthesia.



1.3.3 Midwifery Care during the Second-Stage

The increased pace and involuntary nature of labour physiology renders the second-stage
a period of maximal stress for both the fetus and the mother (McDonnell and
Chandraharan, 2015). Women have described the value of compassionate support which
enables them to maintain a sense of control that is adjusted to their needs and wishes
(Olza et al, 2018). Midwifery care focuses on the provision of such support and
encouragement whilst continually assessing both maternal and fetal wellbeing, labour
progress and descent of the fetus. Maternal factors for consideration include the
frequency and effectiveness of uterine contractions, maternal vital signs (including blood
pressure every 30 minutes and pulse every 15 minutes), bladder care, maternal
positioning, hydration, coping strategies and pain relief, support and reassurance with
pushing and assessment of the effectiveness of pushing, progress of the second stage
and recognition of any delay (NICE, 2014; Downe and Marshall, 2014; NHS Trust Clinical
Guideline, 2015). Fetal considerations include the assessment of fetal wellbeing, position,
descent and determining the most appropriate mode of auscultating the fetal heart (NICE,
2014).

1.4 Rationale for this Study

My personal interest in the second-stage developed during my midwifery training and | felt
privileged to be part of such a momentous occasion within a woman’s life which
culminated in the birth of a baby. | observed various care practices in different contexts
during this time and withessed how midwives could positively and negatively contribute to
women’s birth experiences through their interactions, decision-making and support. This
was reaffirmed much later through my one-to-one consultations with women who had
experienced traumatic births and whom described their experiences of both supportive
and unsupportive midwifery care at this time. | understood also from personal experiences
of working upon a Free-standing Midwifery Unit (FMU), Alongside Midwifery Unit (AMU)
and Obstetric Unit (OU)*, how social expectations could influence my own practice and
undertook a preliminary literature review to inform local guideline development for
midwifery care in labour as well as improve my own understanding of evidence-based
care during the second-stage. The findings of this preliminary review are summarised in

appendix A.2.

4 See figure 2 for definitions, p.8



| reflected that whilst a plethora of literature existed which reviewed care practices during
the second-stage, there was no explanation around how midwives make decisions during
this time. A local audit of midwifery practice® revealed that midwives had a low threshold
for transferring women to obstetric care in the second-stage (NHS Trust Audit, 2012) and
generally chose to refer without first re- assessing the woman or documenting that any
supportive strategies had been encouraged which did not align with local guidance (NHS
Trust Audit, 2012; NHS Trust Clinical Guideline, 2012). When these findings were
discussed at senior clinical midwife meetings most midwives confirmed the audit findings
to be consistent with their usual practice, stating that they just knew from experience when
women would require obstetric assistance. | found this interesting and wondered how
midwives knew this and what knowledge and other factors influenced their decisions at
the time. This seemed particularly pertinent within the current climate of care (section 2.7)
where midwives appear to be experiencing a crisis of confidence whilst struggling to
juggle the multiple demands and expectations of their role.

At the outset my intention was to examine midwifery care within both an OU and AMU
setting as | was keen to examine the decision-making processes of midwives in both care
settings to understand the knowledge and skills that informed their care decisions as well
as the factors that influenced their decisions and subsequent practice during the second-
stage. Whilst there is substantial evidence to support giving birth outside of an OU for low-
risk women (section 1.5), the minutiae of individual care practices and decisions made
during the second-stage is often not explicated as care provision occurs behind closed
doors®, with decisions articulated by midwives only if they are called to account in
response to a poor outcome or complaint. Difficulties with recruitment’” meant that | was
unable to recruit midwives from an OU setting and so the focus of the study was amended
to reflect this as | examined how midwives within an AMU setting made decisions at this

time.

5 Undertaken in response to increased transfer rates recorded for women in the second-stage from
the AMU to the OU (National Health Service NHS Trust Clinical Dashboard, 2012).

6 With just the lead midwife present, second midwife if requested and further clinical support called
if deemed appropriate by the midwife.

7 These are discussed further in sections 5.2.1 and 8.4



1.5 Place of Birth

This section introduces the reader to AMUs where this case-study is situated®. The
provision of choice around birthplace for women has been central to maternity policy for a
number of years (Department of Health, DH, 1993; DH, 2004; DH, 2007;NHS England,
2016 ) whilst an increasing evidence-base has challenged early assumptions about the
safety of hospitalisation and obstetric-led-care for women experiencing uncomplicated
pregnancy and childbirth (Hundley et al, 1994; Tew, 1998; Campbell and MacFarlane
1996; Sandall et al, 2016). Current national guidance stipulates that women should be
able to choose between giving birth at home, in an AMU, an FMU or an OU (NICE, 2014)
however wide variation exists in the choice of birthplace available to women (Care Quality
Commission, CQC, 2018; Walsh et al, 2018). Further definitions of place of birth are
provided in figure 2, adapted from NICE (2014).

Figure 2: Definitions of Midwifery and Obstetric Units (adapted from NICE, 2014).

Midwifery Unit (MU)

MUs are another name for birth centres that are run by midwives and have a home-like
environment. They are most suitable for women without complications.

. T ] g Alongside Midwifery Unit (AMU) is a MU that
Freestanding Midwifery Unit (FMU) is a MU is situated within or alongside a hospital and

that is situated away from a hospital or OU ou

Obstetric Unit (OU)

OUs (also called Labour Wards or Delivery Suites) are situated in hospitals where diagnostic
and medical treatment services including obstetric, neonatal and anaesthetic care are available
on site. Obstetric units provide care to low and higher risk women. Care is provided by
midwives although obstetricians have primary professional responsibility for women at high risk
of complications and for women who develop complications during labour and birth.

There is a robust evidence-base that demonstrates for those women experiencing
uncomplicated birth and pregnancies, giving birth outside of an OU in a MU significantly

8 The social and political drivers that have shaped maternity care and place of birth are explored
further in chapter 2.



reduces the risk of medical interventions, operative and instrumental birth whilst being
comparable in safety with an OU for the neonate (Hundley et al, 1994; Walsh and Downe,
2004; Hodnett et al., 2010; Birthplace in England Collaborative Group, 2011; Alliman and
Phillippi, 2016; Christensen and Overgaard, 2017; Scarf et al, 2018) and provides
increased maternal and staff satisfaction (Hundley et al, 1995; Hodnett et al., 2010). The
reduced risks associated with planned birth in a non-OU setting are irrespective of
ethnicity, age or relative socioeconomic disadvantage when compared with women who
plan birth in an OU and Trust/unit level variations in rates of interventions, transfer and
maternal outcomes were not explained by differences in maternal characteristics
(Holloway et al, 2017).

Despite this most births in England today occur in OUs (87 per cent in 2012) with 11 per
cent in MUs and 2.4 per cent at home (National Audit Office 2013). Walsh et al (2018)
undertook a further mapping of the types, numbers and utilisation of MUs in England
following on from the Birthplace study (Birthplace in England Collaborative Group, 2011)
and data were obtained from all 134 NHS Trusts in England. Whilst substantial
improvements in the availability of MUs were evident, there was inequality in the provision
of the service throughout England with women having particularly poor access to FMUs in
certain population areas (Walsh et al, 2018). The majority of MUs (n=72) provided less
than 20 per cent of their total Trust births (excluding home births) revealing that MUs are

underutilised despite their clear benefits for women.

Midwives working on Midwifery Units (MUs) have reported experiencing an increased
sense of autonomy in their work (McCourt et al, 2016; McCourt et al 2014), compared with
perceptions of reduced autonomy when working within an OU setting (O’ Connell and
Downe, 2009; Davis and Homer, 2016). Within this case, | was keen to understand the
factors that influenced midwives decision-making as well as examine the knowledge, skills
and information that midwives drew upon to inform their decisions. In this way the findings
from this study contribute new knowledge to the existing evidence base around midwifery
practice and decision-making within the second-stage in an AMU setting. Chapter two will
consider the social-political issues that have impacted upon birth and birth place in more

detail.



1.6 Introduction to the Thesis

This section provides a brief overview of the path | have taken through this Thesis.
Chapter Two

Chapter two presents the historical and socio-political context that forms the backdrop for
this study and demonstrates how midwives have traversed a tumultuous path to
professionalism and to this day struggle to work as autonomous practitioners. The current
context for midwifery care and challenges faced by midwives within clinical practice is
explained.

Chapter Three

Chapter three examines the research pertaining to the decision-making of midwives
during the intrapartum period. This has been achieved through a systematic examination
of the published research relating to midwives’ decision-making within the intrapartum
period, focusing on the second-stage, in order to provide justification for this study, linking

it to the ongoing debate within the literature.
Chapter Four

The theoretical perspectives and methodology guiding this study are explained within
chapter four as the study is positioned within a philosophical framework. The research
methods and methodology are explained and the rationale for the chosen methodology

and methods provided.
Chapter Five

Chapter five outlines the research process and sets out how recruitment, data collection
and analysis were undertaken. Data analysis is presented, and the measures
implemented to increase the trustworthiness, credibility, transferability; confirmability and
dependability of the data are explained. Details are provided of how ethical principles

were applied throughout.
Chapter Six

Chapter six presents the findings from this study and offers an in-depth and credible
explanation of the skills, knowledge, information sources and other factors that inform

midwives decision-making within the second-stage.
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Chapter Seven

The findings are contrasted with the wider literature base within this discussion chapter to
further illuminate the knowledge gained from this study and considers the unique
contribution to knowledge that this study provides and the wider application of the
findings.

Chapter eight

This final chapter consider the strengths and limitations of the study and an examination
of the challenges faced during the completion of this thesis. Final recommendations for

practice, education, policy and research are made.

1.7 Chapter Summary

This introductory chapter has introduced the reader to the research study and sets out the
context and focus for this study. The personal stimulus for this research is explained and a
rationale for the study presented. An outline of the thesis in its entirety is given and an
overview of each chapter offered. The next chapter will consider the historical and socio-
political context for midwifery practice and the contemporary challenges faced by

midwives working within English maternity care systems today.
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Chapter 2 - The Historical, Socio-Political and
Contemporary Context for the Study

2.1 Introduction to the Chapter

This chapter provides the historical and socio-political context for English midwifery
practice before outlining some of the current issues faced by midwives within English
maternity care systems today. Many historical descriptions of midwifery practice are
available (Donnison, 1988; Leap and Hunter, 1993; Symonds and Hunt, 1996; Tew, 1998;
Cody, 1999) and | acknowledge how it is impossible to fully reconstruct the past and
eliminate bias, as the evidence is open to manipulation and misrepresentation (Allotey,
2011). The inclusion of this chapter was deemed necessary as it explicates the historical
and cultural context for this study whilst enabling the reader to examine how my personal
perspectives and understanding of these issues have informed the development of this

study.

2.2 The historical juxtaposition of female midwives with medical men

References to midwives are evident throughout history and can be traced back to biblical
times however their path to professional status has been extensive and troubled
(Symonds and Hunt, 1996). The majority of midwives were women before the
seventeenth century (Kirkham 1996) and whilst their status in society may have been
limited due to their gender and limited access to education, they also enjoyed some
autonomy and status as they worked within the all-female domain of reproduction and
played a crucial role in the church and wider community due to their perceived authority in
the management of female reproduction. At this time midwives were legally recognised as
able to reveal the truth of the female body based on the fundamental assumption that
knowledge of the body and birth derived from feeling, experience and gendered
experience (Oakley, 1976; Cody, 1999; Allotey, 2011).

By the middle of the seventeenth century, a new way of looking at the world (rationality)

began to challenge the reproductive knowledge of female midwives derived from personal
and subjective experience. The move from traditional towards scientific knowledge during
the eighteenth century helped undermine the innate authority previously held by midwives

over reproductive matters (Allotey, 2011; Cody, 1999). As scientific interest in birth
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increased, so did the role that men played within the process. Reproductive issues
became subject to the rational-critical debate of the scientific revolution as the
reproductive knowledge of midwives along with their epistemological and professional

status was challenged.

Whilst female midwives continued to attend most births, male-midwives became
prominent figures from the 1720s onwards (Donnison, 1988). By virtue of the privileges
afforded their gender, male-midwives displaced traditional female midwives, acquiring
greater professional authority through press adverts, public lectures and philanthropic
enterprises (Allotey, 2011; Cody, 1999). Increasingly the services of male-midwives were
employed by middle-class women (Donnison, 1988) as their popularity spread by word of
mouth (Cody, 2005). The introduction of the use of forceps in birth by male midwives was
increasingly viewed as acceptable scientific intervention in birth, despite the criticisms of
traditional midwives at the time (Hobby, 1999, cited in Allotey, 2011). By the end of the
18th century the superiority of the male specialist was widely accepted, and female
midwives portrayed as being inferior, dirty, stupid and irrational (Donnison, 1988; Borelli,
2013). Attempts to vilify their status may be reflective of the wider patriarchal biases in
society which believed women’s subjective investment in pregnancy inhibited rational
thought and objectivity. Traditional midwives were thus disqualified from scientific debate
and public political participation because of their gender (Cody, 1999).

Great antagonism existed between traditional female and male-midwives and a distinction
drawn between the perceived ‘irrational’ language and logic of midwifery, based on
subjective feeling and sympathy with the ‘rationale’ language of male-midwives who
purported to offer a way to improve the safety of childbirth (Symonds and Hunt, 1996;
Edwards, 2005). Whilst most published texts were written by male-midwives, treatises by
female-midwives at the time responded to such criticism by accusing male-midwives of
professional jealousy and causing unnecessary harm and loss of life to women and their
babies (Bosanquet, 2009a; Allotey, 2011).

Such treatises also revealed in-depth theoretical knowledge comparable to today’s
standards (Bosanquet, 2009a; Bosanquet; 2009b; Allotey, 2011). Elizabeth Nihell
criticised the male-midwife in her ‘Treatise on the Art of Midwifery’ as early as 1760,
claiming that they used forceps unnecessarily and appealing to midwives to maintain the

‘naturalness’ of birth (Towler and Bramall, 1986). A large proportion of midwives at this
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time were illiterate however and whilst their knowledge was based on experience, their
lack of education and privilege prevented a serious challenge to the takeover of childbirth
by male-midwives (Donnison, 1988). Historical accounts also reveal a wide discrepancy
between midwives’ practice and the quality of care provided to women which further
tarnished midwives professional and social status at the time (Donnison, 1998; Leap and
Hunter, 1993; Symonds and Hunt, 1996; Tew, 1998).

Midwives continued to be the main attendants at births particularly among the poorer
populations of society during the eighteenth® and nineteenth centuries. Some informal
training of traditional midwives was also provided although the later introduction of formal
midwifery training (by medical men) was not without protest from both parties as doctors
feared rivalry and loss of earnings from midwives and midwives feared subordination and

a loss of their autonomy by doctors (Arthure, 1969; Pollard, 2011).

2.3 Setting Midwifery within Statute

The Midwives Institute was established in 1881%° to raise the status of midwives and to
petition Parliament for their recognition. A Bill was drafted in 1890 by the London
Obstetrical Society and a Select Committee of the House of Commons but failed to
become law due to objections over midwives being required to produce a certificate of
moral character, when doctors were exempt. The Central Midwives Board was set up by
the Midwives Act (1902) (Parliament, 1902) and legislation passed to improve training,
regulation and control of midwifery practice. This board consisted mostly of medical men,
without the requirement of a midwife member to be present although at Privy Council
insistence, a woman was appointed to represent the interests of childbearing women
(Donnison, 1988). As a result of the Act, all new midwives had to undergo a course of
training although established midwives without training but with at least a years’
experience and proof of good character were permitted to continue to practice if they

registered themselves by 1910 (Reid, 2012). Rules and regulations regarding conduct,

9 The establishment of Lying-in hospitals provided care for poor pregnant women in major cities
who, in return for food and shelter, would provide opportunities for male-midwives to increase their
physiological and pathological knowledge of childbirth (Tew, 1998).

10 The Institute evolved into the Royal College of Midwives in 1941 although its Royal Charter was
received in 1947 (RCM, n.d.).
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equipment, hygiene and procedures for calling help in a medical emergency were also
introduced. The Act was a pivotal moment in midwifery history and the development of the
midwifery profession although it conversely may have also served to reflect the control of
midwifery practice by medical men (Reid, 2012; Dale and Fisher, 2009). Towards the late
19th century obstetrics had established its prominence within medicine becoming the
dominant profession in maternity care, (Dodwell and Newburn, 2010) although many

women continued to give birth at home, attended by midwives.

The introduction of the Midwives Act in 1902 failed to reduce the high perinatal, neonatal
and maternal mortality rates that persisted during the first three decades of the twentieth
century (Benoit et al, 2005), although there is evidence to suggest that risk varied
according to birth attendant with qualified midwives having the best outcome, then
untrained midwives and lastly doctors, even when account was taken of the fact that
doctors were called in cases of medical need and may have been booked where a
problematic delivery was expected (Reid, 2012). The 1936 Midwives Act aimed to reduce
high levels of maternal mortality and improve the professional status of midwives through
the organisation of a national salaried community-based midwifery service, including
antenatal and postnatal care, home birth and general practitioner (GP) back up under the

control of the local supervising authorities (Benoit et al, 2005).

2.4 Moving Birth into Hospital

Whereas previously most births had taken place at home, from the mid-twentieth century
birthplace moved from home to hospital (Office National Statistics, 2012). Influencing
factors included the advent of the National Health Service in 1948 which strengthened
consultant-based hospital services and publication of the Peel Report!! following a review
of maternity services in 1967. The report stipulated that hospital was the safest place to
give birth and recommended that all births take place in hospital with medical and
midwifery care provided by consultant obstetricians, GPs and midwives working as teams
(Standing Maternity and Midwifery Advisory Committee, 1970). The move into hospital
provided a further platform for the control of maternity care by obstetricians as the

professional division of power between obstetrics and midwifery increased (McCourt,

11 Chaired by consultant obstetrician John Peel.
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2014). A medicalised model of birth was now the norm within England, caesarean section
and intervention rates increased as birth was perceived to be full of risks that needed to
be closely controlled and monitored by means of invasive techniques and technical
interventions (Kirkham, 1999; Prowse & Prowse, 2008). The reduced perinatal mortality
rates at the time also served to support the widely held assumption that hospital was the
safest place to give birth (from 26.6 per 1,000 live and stillbirths in Great Britain in 1966 to
17.1in 1977) (Macintyre, 1980).

The publication of the Briggs report in 1972 (Briggs, 1972) led to the recommendations for
the review of the role and training of both nurses and midwives and a combined statutory
structure for nurses, midwives and health visitors. These recommendations formed the
basis for the Nurses, Midwives and Health Visitors Act in 1979 (Parliament, 1979) and the
establishment of the regulatory body the United Kingdom Central Council for Nursing,
Midwifery and Health Visiting (UKCC) and the four National Boards in 1983. This resulted
in the establishment of a Statutory Midwifery Committee within the UKCC to represent
midwifery matters although it remained under the control of the Council with its nursing

majority.

As the medical dominance of birth continued, midwives became distant and detached
from the women they cared for as their role became increasingly fragmented (Donnison,
1988). Sociological studies prior to the 1970s were placed within an obstetric context
focusing on perinatal mortality and morbidity and there was a dearth of studies that
considered the experiences of women in childbirth prior to 1974 (Macintyre, 1980).
Consumer activism within the UK preceded academic enquiry into the medicalisation of
birth and served as an impetus for feminist writers and sociologists (Oakley, 2016). The
Natural Childbirth Association of Great Britain!? was launched*® in 1957 to provide parents
with a voice and promote natural childbirth. Kitzinger and Davis’s (1975) book ‘The Place
of Birth’ was the product of a study group set up by the NCT to reconsider the evidence on
which the policy regarding hospital birth had been based. Childbirth educator and

anthropologist, Sheila Kitzinger was one of several feminist authors who influenced

12 This later became a charitable trust and changed its name to the National Childbirth Trust (NCT).
13 By Prunella Briance.
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thinking at this time and the findings of Cartwright’s (1979) ‘The Dignity of Labour?’ study
commissioned by the Department of Health and Social Security (DHSS) in 1975 was
unprecedented in its presentation of the experience of mothers undergoing induction of
labour. The Society for the Prevention of Cruelty to Pregnant Women!#4, was created to
campaign for better NHS care for parents and an end to the routine use of degrading
measures in childbirth (AIMs, 2010; Beech, 2011). Working closely with another charity
the Association of Radical Midwives (ARM) formed in 1976, its emphasised midwives as
autonomous practitioners and mothers as active participants in their birth. These charities
endeavoured to improve the provision of NHS maternity care and were influential in
raising awareness of maternal and parental rights and shaping government policy
(Oakley, 2016; Yuill, 2012; Symonds and Hunt, 1996; Macintyre, 1980).

2.5 Resistance to the Medicalisation of Birth

Increasingly public attention was drawn to the medical control of childbirth and an
allegiance between healthcare users, providers and social scientists was seen in the
Savage Case'® (Francombe, 1986; Savage, 1986) and the advent of evidence-based-
practice. Key issues for debate at that time included the scientific validity of the rationale
for the introduction of certain procedures, their iatrogenic effects, the quality of human
relations in maternity care and the allocation of responsibility for deciding on the
management of childbirth in general (Macintyre, 1980). British sociologist Sally Macintyre
(Macintyre, 1977) introduced the notion of childbirth management whilst Oakley’s seminal
‘Transition to Motherhood study’ (Oakley, 1974; 1975; 1976; 1977;1979; 1980) helped
shine a spotlight on the social impact that medicalisation of birth had on women and
babies. One of the propositions made was that there was a cumulative relationship
between routine interventions in labour® with postnatal depression and interrupted
attachments between mothers and babies (Oakley, 1980). These embryonic studies
formed the basis of many subsequent studies that highlighted the link between care
practices and maternal and neonatal wellbeing as well as driving more general

methodological developments in social science research from early qualitative

14 Renamed in 1960 to the Association for Improvements in the Maternity Services (AIMS).

15 Obstetrician Wendy Savage was suspended for practices that differed from her male colleagues
in a well-publicised case, it was also revealed that her caesarean section rate was much lower than
those of her male counterparts.

16 Such as amniotomy, episiotomy and epidural anaesthesia.
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interviewing to an appreciation of the mixed methods approach (Oakley, 2016).
Pioneering work undertaken by the European Regional Office of the World Health
Organisation ’(WHO) in the late 1970s enabled international comparisons of maternity
statistics, practices and procedures, highlighting the contribution of social factors and the
significance of social support upon childbirth (Inch, 1987). The development of the
National Perinatal Epidemiology Unit (NPEU) in the early 1980s paved the way for multi-
disciplinary collaborative working and the publication of ‘Effective Care in Pregnancy and
Childbirth’ (Chalmers et al, 1989) was revolutionary in its synthesis of available evidence

to evaluate the effects of care during pregnancy?@.

The establishment of evidence-based practice questioned many interventions that were
routinely implemented in childbirth by obstetricians and midwives without enough
evaluation. Pioneering work into perineal care by midwife Jennifer Sleep and colleagues
questioned the routine use of episiotomy in practice (Sleep et al, 1984; Sleep and Grant,
1987a); impact of suture material on perineal comfort (Spencer et al, 1986; Grant et al,
1989) and the effects of pelvic floor exercises and other measures to treat perineal trauma
(Sleep and Grant, 1987b; Sleep and Grant, 1988; Grant et al, 1989). Other seminal
studies considered the impact of various models of care including birth in a midwife-led-
unit (Hundley et al, 1994; Waldenstrom and Nilsson, 1997); caseload and team midwifery
(Flint et al,1989; Wraight et al, 1993; Rowley et al, 1995; Waldenstrom et al, 2001) and
continuity-of-care and carer models throughout pregnancy and birth (Waldenstrom and
Turnbull, 1998; Homer et al, 2001; Davey et al, 2013; Tracy et al, 2013; Sandall et al,
2016).

Such studies have created the opportunity to review and implement policy change and the
development of the Maternity Service Liaison Committees within England in 1984 further
strengthened the role of consumers in advocating for improved maternity services
designed to meet the needs of the local childbearing population (DH 1993; DH 2006; DH

17 Under the direction of Marsden Wagner, a paediatrician and perinatal epidemiologist.

18 The database became a regularly updated electronic publication in 1989, developed into
Cochrane Pregnancy and Childbirth Database in early 1993, and formed the basis of the broader
Cochrane Database of Systematic Reviews (CDSR), launched in 1995 (The Cochrane
Collaboration, 2019).
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2007). The publication of the Changing Childbirth report (DH, 1993) built on the
recommendations of the Winterton Report (House of Commons Health Committee, 1992)
and followed a review of maternity services by an expert maternity group chaired by
Baroness Cumberlege, then Parliamentary Under-Secretary of State at the DH. It was
considered ‘a watershed in maternity care in England’ at the time (Henderson and
Redshaw, 2017:35) as it was designed to ensure that women were able to make
decisions and emphasised the implementation of the three ‘C’s’: choice, continuity-of-care
and control (McIntosh and Hunter, 2014). The report critically reassessed the roles of
health professionals and used the views and experiences of women in the creation of
policy recommendations, focusing on the importance of midwives in maternity care
provision and wider public health issues. A more woman-centred approach was
advocated which emphasised continuity-of-care whilst recognising that hospital was not
always the safest place for birth. Whilst the changes were welcomed by many, they
appeared to have little significant impact in practice leading Professor Mavis Kirkham of
the University of Western Scotland, to comment on Changing Childbirth’s twentieth
anniversary that the report ‘has had a profound effect on rhetoric, but not a profound effect
on practice’(RCM, 2013).

2.6 Contemporary Influences on Midwifery Practice

The publication of the National Service Framework for Children, Young People and
Maternity Services (DH, 2004) and Maternity Matters (DH, 2007) over a decade later
reemphasised these themes and provided indicators to achieve woman-centred care
including the re-establishing of midwifery roles and skills, increasing women’s access to
information and to continuity-of-care. Integral to this was the concept of maternal choice
and place of birth and the earlier held assumptions that hospitalisation and obstetric
intervention assured safety in childbirth have continued to be challenged (Hundley et al,
1994;Campbell and MacFarlane 1996; Tew, 1998) as the evidence base has improved
alongside an increasing recognition of the impact of wider social factors and relational
aspects of care on health, pregnancy and childbirth (Elbourne et al, 1989; McLachlan et
al, 2011; Hodnett et al, 2013; McLachlan et al, 2013; McCourt, 2014; Sandall, 2016).

Midwife-led care has evolved to mean the autonomous care by a midwife of a woman who
is deemed to be at low risk of complications for pregnancy and birth (Walsh and
Devane,2012). Findings from randomised controlled studies that compare midwife-led

models of care with other models of maternity care have been synthesised in systematic
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reviews to demonstrate many benefits for the mother and neonate (Waldenstrom and
Turnbull, 1998; Hatem et al, 2008; Sandall et al, 2016). Sandall et al (2016) undertook a
Cochrane review of 15 trials (n= 17,674) that compared women who received midwife-led
continuity of care with shared or medically-led care. The review supported earlier reviews
and showed that midwife-led continuity-of-care was associated with significant benefits for
mothers and babies with no identified adverse effects. An overview of these benefits is
provided within table 1(adapted from Sandall et al, 2016). Further work has extended the
knowledge base pertaining to midwifery-led continuity of care models showing significant
improvements in clinical outcomes for young mothers (Dahlen, 2016), women from Black
and Minority Ethnic Groups (BAME) and those living in deprived areas (Homer et al,
2017).

Table 1: Benefits of midwife-led continuity of care models

Women were more likely to experience
Women who had midwife-led continuity models | {he following:

of care were less likely to experience the
following:

-spontaneous vaginal birth (average RR
-regional analgesia (average risk ratio (RR) 0.85, 1.05, 95 per cent Cl 1.03 to 1.07)
95 per cent confidence interval (Cl) 0.78 to 0.92)

-Instrumental birth (average RR 0.908, 95 per
cent Cl1 0.83 t0 0.97)

-to experience preterm birth (average RR 0.76, 95
per cent Cl 0.64 to 0.91)

-fetal loss before 24 weeks’ gestation (average RR
0.84, 95 per cent Cl 0.71 to 0.99),

Midwifery-led continuity of care is a multi-faceted concept and encompasses care that is
both midwifery-led and provides relational continuity whereby the woman is cared for by a
known midwife (or midwives) during pregnancy and birth (NCCWCH, 2014). Relational
continuity can be understood as a therapeutic relationship existing between the health
professional and healthcare consumer which results in accrued knowledge of the patient
so that care is consistent with their needs (Perriman et al, 2018). The implementation of
person-centred care is an important component of contemporary healthcare within the
NHS (Chief Nursing Officers of England Northern Ireland Scotland and Wales, 2010;
Health and Social Care Act, 2012). The publication of Better Births (NHS England, 2016)
set out the government’s vision to improve safety in maternity care through the Maternity
Transformation Programme. This aims to increase women’s access to personalised care,

information and continuity-of- care so that, by March 2021, most women receive continuity
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of the person caring for them during pregnancy, birth and the postnatal period (NHS
England,2017a; NHS England, 2019). The appointment of England’s first Chief Midwife to
improve care for new and expectant mothers also highlights a commitment of the

government to raise the profile of midwifery and promotion of safe births.

2.7 Uncertainties within Midwifery Practice

The increasing evidence-base around the benefits of midwifery-led care and giving birth
outside of an OU, along with national policy drivers, continue to strengthen the role of
midwives in maternity care policy which is excellent news for the midwifery profession and
women who have campaigned for the promotion and protection of holistic woman-centred
care choices, midwifery autonomy and normal birth (McCourt, 2014; Henderson and
Redshaw, 2017). Despite this debate exists within the published literature about the
enduring dominance of risk within the NHS (Scammell and Alaszewski, 2012 ;Edwards,
2018; Mander et al, 2018 ) and the capacity of midwives to make decisions may be limited
because of the control that the medical model continues to exert over their practice
(Pollard, 2011). Institutional policies, culture and priorities along with regulatory
frameworks and increased technology may diminish midwives autonomy (Edwards, 2004;
Kirkham, 2018) as doctors delegate some aspects of work that were ariginally part of their
role whilst retaining overall control of work processes. The consequence being midwives
are increasingly undertaking technical and repetitive tasks that used to be part of the
doctor’s role at the expense of their own expertise and traditional midwifery skills (Prowse
and Prowse, 2008). Midwives working in such cultures may incorporate medical
discourses to legitimate their position as professionals (Kirkham, 1999; Foley and
Fairclough, 2003) as they have learnt to value medicalised and technological skills above

those required to support women in normal labour (Pollard, 2011).

The rising birth rate, increasingly complex health and social care needs of the childbearing
population and increasing rates of medical intervention have all contributed to the current
situation where midwives are under pressure to deliver safe, high quality, women-centred
care whilst managing limited resources. Increasing numbers of midwives have left the
profession with 40-45% of the current midwifery workforce reaching retirement age by
2020 (CNO, 2010). The introduction of tuition fees for both nursing and midwifery training
is likely to increase anticipated staffing shortfalls (RCM 2017) and the centralisation of

maternity care is often at odds with a more personalised approach to care.
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The publication of recent inquiries into care failings has served to reduce public
confidence in maternity care and question midwives autonomy (Francis, 2013; Kirkup,
2015). A lack of basic knowledge, failure to detect and act upon risk and the promotion of
normal birth at whatever cost combined with a culture of covering up mistakes were found
to have contributed to the preventable deaths of women and babies (Kirkup, 2015). These
findings have been particularly damaging to midwives and criticisms have been levied at
the RCM’s ‘Normal birth campaign’ (Sandeman, 2017; Harley, 2017) for making women
feel inadequate if medical intervention is required or requested. A further review led by
senior midwife Donna Ockenden is in progress, due to be published towards the end of
2019, into maternity failings at Shrewsbury and Telford Hospital NHS Trust and has
recently been widened to include 250 families who had voiced concern over their
provision of maternity care (BBC News, 2019).

The subsequent scrutiny of maternity services and safety of the NHS and its associated
regulatory bodies has been another key priority for the DH and strategies have been
implemented to achieve this (NHS England, 2014a; Care Quality Commission, CQC,
2015a; NMC, 2014). The process of midwifery supervision, set in statute since 1902 to
protect women and their babies, has been judged ineffective (Parliamentary and Health
Service Ombudsman, 2013; Nursing and Midwifery Council, NMC, 2015; Kirkup, 2015)
and further legislative changes have removed mandatory midwifery supervision provisions
along with the Midwives Rules and Standards (Department of Health and Social Care,
DHSS, 2016).The introduction of the Fundamental Standards of Care permits the
prosecution of organisations that are responsible for serious cases of poor care (CQC,
2016a) and NHS organisations have a legal duty to ensure that patients and their relatives
are informed promptly should things go wrong (Criminal Justice and Courts Act, 2015;
CQC, 2015a). The importance of all NHS staff having clear objectives, shared values, a
willingness to learn from past mistakes and engage with improvement initiatives are
considered vital in creating the right safety culture within the NHS (Francis, 2013; Kirkup,
2015; West et al 2015).

Midwives have a professional duty to work in partnership with women and provide
women-centred care (NMC, 2015; NMC, 2017; ICM, 2017) which may be difficult if they
subscribe to the medicalised model of care within which they work or lack the confidence
to justify their actions (Kirkham, 1996; Freire, 2018). The provision of midwifery care

during labour requires midwives to be able to negotiate several competing challenges
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simultaneously and provide care that is safe and woman-centred and a dichotomy
presents itself when midwives must demonstrate technical expertise aligned with the
medical model of care whilst ‘continuing to understand, promote and facilitate normal
childbirth’ (NMC, 2017:3).Such challenges are particularly evident during the second-
stage as decisions may have far-reaching consequences and where, due to the
overwhelming physiological sensations occurring at the time, the active participation of
women in the decision-making process may be limited (Anderson, 2010). Midwives may
find it difficult to negotiate a terrain and find a path that balances expert midwifery skill,
clinical judgement, technological advances and an increasingly complex population of
women with the fear of reprisal and its subsequent consequences. Such practices could
result in the diminishing of midwifery skills and autonomy despite evidence of the benefits
that midwifery-led care provides for women and babies. Midwives are expected to act
autonomously and rationalise their decisions and actions (Marshall, 2005; NMC, 2017;
NMC, 2019) although the extent to which they can do this may depend on local context
and the culture of care within their workplace (McCourt, 2014).

The publication of the Lancet Series in Midwifery'® examined the contribution midwifery
can make to the quality of care of women and infants globally, and the role of midwives
and others in providing midwifery care (Renfrew et al, 2014). The scope of midwifery was
mapped and a framework for quality maternal and newborn care (QMNC) developed
using a mixed-methods approach including synthesis of findings from systematic reviews
of women's views and experiences, effective practices, and maternal and newborn care
providers (Renfrew et al, 2014). These publications have placed midwifery at the centre of
high-quality maternity care and are based on a definition of midwifery that takes account
of skills, attitudes and behaviours rather than specific professional roles thus supporting a
move from fragmented maternity care that is focussed on risk to a more holistic woman-
centred approach (Symon et al, 2018). A central theme is midwifery care for every
woman and newborn and whilst the evidence supports a midwife-led continuity of care
package for low risk women, questions remain about the causal mechanisms underlying

the improved outcomes as it is not clear which aspects of care have resulted in these

19 The Series comprises four separate papers which have been developed collaboratively by a
multidisciplinary group and address key issues on the contribution of midwifery to maternal and
newborn health and wellbeing on an international scale.
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improved outcomes (Symon et al, 2016)?°. This lends further support for the undertaking
of this study and use of Qualitative Case Study as a methodology to examine midwifery

care within a demarcated case.

2.8 Chapter Summary

This chapter has described the historical and contemporary challenges faced by midwives
and sets this study within the current socio-political context. It sets out current relevant
issues for midwifery practice within England today which may influence how midwives
make decisions. It also makes explicit the perspectives and knowledge that has informed
and shaped my thinking during the development of this study. The next chapter will

examine the literature pertaining to midwives decision-making during the second-stage.

20 In the first stage of their project to explore and evaluate different care models used in maternity
care, the McTempo (Models of Care: The Effects on Maternal and Perinatal Outcomes)
collaboration mapped the characteristics of antenatal care models tested in RCTs to the Quality
Maternal and Newborn care (QMNC) framework in order to systematically identify and describe the
characteristics of care models that may be leading improved outcomes (Symon et al, 2016).
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Chapter 3 - Literature Review

3.1 Introduction to the Chapter

This chapter sets out the published research pertaining to midwives decision-making in
labour with particular focus on the second-stage. This has been achieved through a
systematic process in order to provide justification and context for this study, linking it to
the ongoing debate within the literature.

3.2 Literature Review Methodology

Various methods can be used for undertaking literature reviews with the systematic review
often heralded as the gold standard (Petticrew and Roberts, 2006). Systematic reviews
use rigorous sampling and data collection procedures alongside a formal protocol to avoid
reaching inaccurate conclusions that could arise from a biased selection of studies (Polit
and Beck, 2017). Whilst there are various forms of systematic reviews, those that review
evidence from quantitative studies frequently use meta-analysis, a common metric for
combining evidence statistically (Polit and Beck, 2017). An advantage of the meta-
analysis method is its ability to adjust for sample size and study quality (Broome, 1993).
The use of statistical integration is not always appropriate however and there are various
review techniques available that enable greater flexibility to obtain and synthesise findings
across a broad range of studies leading to the inclusion of a wider range of literature

(Baumeister and Leary, 1997).

Although not a systematic review, a systematic process for the retrieval of relevant
literature was employed within this study to demonstrate consistency and transparency
(Booth et al, 2012). | chose to conduct an integrative review to produce a comprehensive
account of the available evidence. Integrative reviews incorporate a wide range of
purposes and include both experimental and non-experimental research in order to
understand more fully a phenomenon or concern (Whittemore and Knafl, 2005;
Whittemore, 2005; Hopia et al, 2016). Whilst this broad perspective enabled a thorough
coverage of the available evidence, the combining of diverse research methods could
potentially contribute to bias, inaccuracy and a lack of rigour in the selection process
(Whittemore and Knafl, 2005; Russell, 2005). Furthermore, the inclusion of both
theoretical and empirical publications may produce superficial and disjointed data

evaluation, leading to inaccurate interpretations of the cumulative evidence (Hopia et al,
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2016). Despite these concerns, integrative reviews are used widely in healthcare and
advocated as having an important role in evidence-based practice (Whittemore and Knafl,
2005; Hopia et al, 2016) whilst stimulating further research within a topic area (Torraco,
2016). They also have the potential to capture the complexity of varied perspectives and
different phenomena (Hopia et al, 2016), reflecting the real world of clinical practice, and
for these reasons were felt appropriate for addressing the aims and objectives of this

review.

Whittemore and Knafl (2005) have modified Cooper’s (1988; 1998) theoretical framework
to describe an approach to conducting an integrative review. Five stages guide the review
design, and these were applied within this review (Appendix B.1) to clearly delineate the
process undertaken and demonstrate transparency (Tight, 2017).

3.3 Stage One: The Problem Identification Stage

The initial stage of the review is the clear identification of the review purpose and issue
that it intends to address (Whittemore and Knafl, 2005).

331 Aim and Objectives of the Literature Review

The preliminary research question that guided this study was: ‘How do midwives make
decisions in the second-stage?’ The aim of this review was to identify literature that
pertained to midwives decision-making within the second-stage. The objectives for this

review were:

- To clarify the current knowledge base and identify what is already known about

midwives decision-making in labour with particular focus on the second-stage

- To identify any key issues pertaining to the evidence around midwives decision-

making in labour with particular focus on the second-stage

- To critically appraise the retrieved evidence and reflect on the findings from the

review to inform my thinking and planning of this study.
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3.4 Stage Two: The Literature Search Stage

34.1 Development of Search Terms

In order to guide the development of search terms the review objectives were mapped to
the PIE/O (Population, Issue, and Effect/Outcome) framework as shown in table 2. This
framework was considered more appropriate than PICO (Population, Intervention, Control,
and Outcomes) criteria (Polit and Beck, 2017) as the intention was to collate evidence that
focused on midwifery decision-making rather than the outcomes of care choices in the

second-stage.

Table 2: Development of Search Terms

Population Midwives
Issue Decision-Making
Effect/Outcome second-stage, labour

A scoping review of the literature pertaining to midwives decision-making and use of
intuition in the second-stage during the last decade was undertaken in 2017 as part of the
upgrade document prepared for my interim assessment. Only one study was retrieved
which examined how midwives made decisions during the second-stage (Jefford and
Fahy, 2015) therefore the parameters of the search were widened to include midwives
decision-making in labour. Within this review, word lists were constructed, and synonym
checks applied to these to generate search strings for each domain of the PIE/O

framework as shown in table 3.

Table 3: Development of Word Lists and Synonyms

Framework Words Synonyms
Population Midwives Midwife Midwifery
Issue Decision-Making Clinical reasoning, clinical judgement,
intuition,
Effect/Outcome | second-stage, 2"d-stage, labor, birth, delivery,
labour intrapartum
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Search strings were developed, and truncation used to allow for different endings of
‘labour’, ‘decision-making’ and ‘midwives’ and Boolean operators (AND / OR) used to
refine the search. Two search strings were added using midwives AND ‘shared decision-
making’ and midwives AND ‘decision-making AND women’ to enable retrieval of articles
pertaining to midwives shared decision-making with women in labour. These are

presented in Appendix B.2

3.4.2 Selection of Databases

Ten electronic platforms and databases were searched because of their relevance for
midwifery and childbirth and these are outlined in Appendix B.3. Search strings were
inputted using advanced search (Ebsco host platform) and multi-field search (Ovid
platform) using the limitations of English language and title. No date restrictions were
applied in order to ensure breadth of coverage and inclusion of seminal studies (Cooper,
1988; 1998). The search initially focused on decision-making in the second-stage and
then broadened to include search strings using synonyms for decision-making, labour and
intrapartum care. This was to ensure that no eligible studies were excluded because of
too narrow a search focus (Russell, 2005).

An exclusion criterion was developed to ensure relevant articles were extracted. This is
detailed in table 4. Both primary and secondary sources were included. Articles were
excluded which were not relevant for midwifery practice in the United Kingdom (UK), for
example if the study participants were certified-nurses. As the aim of this study was to
examine midwives decision-making in the second-stage, articles were excluded where
midwives were not the participants making decisions, where decision-making was not
focused on the intrapartum period and where the focus of the article was on clinical
outcomes resulting from the provision of care rather than decision-making. As decision-
making is often a collaborative process, articles were included where participants were
midwives and women and/or obstetricians and/or student-midwives. Consideration was
given to whether articles should be included if they related to midwives decision-making in
association to other aspects of midwifery care. A decision was made to include only those
articles that pertained to decision-making during the first and second-stage of labour. This
was appropriate as the second-stage is a continuum of the first stage of labour and whilst
the pace and nature of activities tend to increase within the second stage, the principles of

midwifery care remain the same during this time (Coad and Dunstall, 2011).
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Table 4: Inclusion Exclusion Criteria

Inclusion Criteria

Exclusion Criteria

English Language

Studies not relevant for midwifery practice within the
UK, e.g. participants are certified-nurses

Primary and secondary sources

Focus is on the obstetricians or student’s decision-

making.

Focus must be on the midwife’s
decision-making or midwife’s
decision making and another
health professional (i.e.) student/

obstetrician and/or woman

Focus is on the woman’s decision-making

Focus must be on decision-
making in the first and/or second-

stage of labour

Focus is on clinical outcomes of labour

Focus is not on the first and/or second-stage of

labour

Discussion article or commentary

3.4.3 Selection Process

Five hundred and six hits were obtained initially following the search. The abstracts of
these articles were read to check their relevance to the review objectives and apply the

inclusion and exclusion criteria. Those articles that were duplicates of selected articles

(n=215) or did not meet the inclusion criteria (n= 256) were excluded. Where relevance to

the review objective was unclear the whole article was obtained and read to determine its

eligibility. The Prisma chart sets out

the retrieval process in Figure 3.
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Figure 3: Prisma chart Demonstrating Selection Process

Box 1: Overview of Database searches:

Search 1- 16

EBSCO host platform and databases: Academic Search Elite; CINAHL; MEDLINE; Psych Articles; Psych Info:
Initial hits 189; rejected 157 (56 duplicates; 101 not relevant) 32 included

Search 17 -32
Ovid platform and databases: Ovid medliner; Ovid full-text; Embase; Maternity and Infant Care database;
Cochrane Central Register of Controlled Trials: Initial hits 317; 314 rejected (159 duplicates; 155 not relevant) 3

included

Summary: Initial hits 506; Rejected 471; Articles included 35

!

Box 2: Titles and Abstracts reviewed.

Initial Titles and Abstracts reviewed N = 506

l Box 5: Application of
Inclusion/exclusion criteria to Full Text
Articles

Box 3: Application of inclusion/Exclusion Criteria:

Articles excluded from this review N= 19
Records after duplicates removed and exclusion criteria . )
applied N =35 Rationale:

Focus on women'’s or student’s decision-
making N= 6

Focus not on decision-making in the 15t
or 2"d-stage N=4

Box 4: Review of Full text Articles

Discussion piece N= 6

Full-text articles retrieved and assessed for eligibility — .
N= 35 Focus on certified-nurses =1

l Focus on research methodology = 2

Research studies accepted for review
N=16

Box 6: Initial Articles accepted for Review

Research studies accented for review N= 16

I

Box 7: Additional searching

Box 8: Final Selection

Additional records identified through the reference lists

of accepted studies N= 2 Total articles accepted for

review N=18

Assessed for eligibility N= 2
Additional records identified through linked searching= 0

Additional records accepted for review = 2
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A total of thirty-five articles were retrieved from this process. These were read through to
determine their eligibility and a further nineteen*?! were discarded as they did not meet the
inclusion criteria leaving a total of sixteen articles. It is acknowledged that whilst
computerised databases are effective and efficient; limitations associated with the
selected search terminology may produce only 50% of appropriate studies (Whittemore
and Knafl, 2005). In view of this it is recommended that a comprehensive search for an
integrative review employs at least two or three strategies (Coon et al, 2003) and so the
reference lists of retrieved articles were scanned for relevant studies. Links to potentially
relevant studies identified through electronic searching were also pursued (Polit and Beck,
2017) in order to detect the maximum number of eligible primary sources. A further two
eligible studies were selected from reference list searching and nil from linked electronic
searching leading to a total of eighteen articles based on seventeen primary studies and

one literature review.

3.5 Stage Three: Data Evaluation Stage

Evaluating the quality of articles in an integrative review is complex as each type of
research design has different criteria that demonstrate quality (Whittemore and Knafl,
2005). The methodological details of each selected study were extracted and assessed
for quality and rigour. The purpose of a quality appraisal is to identify the strengths and
weakness of a research study in an unbiased and transparent way in order to determine
whether the study should be included or excluded based on their quality (Jun et al, 2016).
Quantitative articles were evaluated using the Quality Assessment Tool for Quantitative
Studies (Effective Public Health Practice Project, 1998). This instrument, along with a user
manual, provided a standardised means to assess the quality of the quantitative studies
included within this review leading to an overall methodological rating of strong, moderate

or weak. An overview of this tool is presented within appendix B.4

The Critical Appraisal Skills Programme (CASP) for qualitative studies (CASP, 2018) was
used to evaluate the quality of the selected qualitative articles within this review. CASP is

widely used as a tool to evaluate various research methodologies. Ten questions were

21 Two articles were initially included because they provided further detail of the methodology of
two of the selected studies (Styles et al 2011b; Jefford and Sundin, 2013) however were excluded
from the final selection as they did not meet the inclusion and exclusion criteria.
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applied to each qualitative study designed to facilitate quality appraisal and judge the
quality and value of each study. A summary of the criteria is presented in appendix B.5.
No studies were omitted from this review based on quality however undertaking the
appraisal facilitated comparison of the studies based on quality. The methodological
details, quality assurance and limitations of the studies are outlined in appendix B.6.

Following this common findings were extracted for analysis.

3.6 Stage Four: Data Analysis Stage

Data analysis was undertaken using the constant comparative method described by
Whittemore and Knafl (2005:550) which consisted of data reduction, data display, data
comparison, conclusion drawing and verification (Miles and Huberman, 1994). Extracts of
common findings from all articles consisted of the first stage of analysis, data reduction.
Data were extracted from primary articles on sample characteristics, method and findings.
Articles were read through several times to identify relevant topics for analysis. Following
this data display tables were developed to display all the relevant coded data from each
article to facilitate comparison by characteristics and findings. During the next stage, data
comparison, the tables were examined to identify patterns, contrasts, similarities and
relationships within the data. Finally, conclusions were drawn across the selected studies
and verification occurred prior to presenting the data. This was achieved through
rechecking the patterns and themes developed with the original data sources. Detailed
notes were kept throughout this process to ensure transparency. An overview of the

themes developed is shown in textbox 1.

Textbox 1: Theme development within Integrative Review

1. Risk
2. The social context of decision-making

3. The use of cue-acquisition and pattern-matching in decision-making

3.7 Stage Five: Data Presentation

3.7.1 Description of Studies

Eighteen papers met the inclusion criteria and are detailed in appendix B.6. Studies were
carried out in Ireland (Healy et al, 2016); England (Scammell and Alaszewski, 2012;
Porter et al, 2007; Lankshear et al, 2005; Hollins Martin and Bull, 2005; Young, 2012;
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Cheyne et al, 2006); Australia (Cioffi and Markham, 1997; Rattray et al, 2011; Jefford and
Fahy, 2015;); New Zealand (Patterson et al, 2015); Sweden (Blix-Lindstrom et al, 2008);
the Netherlands (Daemers et al’ 2017; Weltens et al, 2019), Singapore (Wu et al, 2013),
Malawi (Chodzaza et al, 2018) and Scotland (Styles et al, 2011a; Cheyne et al, 2012).

3.7.2 Study Methodology and Methods

Thirteen of the 18 retrieved papers adopted qualitative approaches of exploration, two
applied grounded theory (Wu et al, 2013; Rattray et al, 2011), four an ethnographic
approach (Chodzaza et al, 2018; Young, 2012; Scammell and Alaszewski, 2012;
Lankshear et al, 2005), and one feminist qualitative design (Jefford and Fahy, 2015) as
their methodology. Six studies indicated that they adopted a qualitative design but did not
explicitly state their methodology (Weltens et al, 2019; Patterson et al, 2015; Daemers et
al, 2017; Blix-Lindstrom et al, 2008; Porter et al, 2007; Cheyne et al, 2006). Having a
clearly articulated methodology would enable the reader to understand the theoretical and
philosophical stance underlying the choice of research methods used in order to increase
the dependability of these studies (Hyett et al, 2014). Methods of data collection included:
participant and non-participant observation (Chodzaza et al, 2018; Scammell and
Alaszewski, 2012; Young, 2012; Porter et al, 2007; Lankshear et al, 2005); focus groups
(Wu et al, 2013; Young, 2012; Blix-Lindstrom et al, 2008, Porter et al, 2007; Cheyne et al,
2006) and interviews (Weltens et al, 2019; Chodzaza et al, 2018; Daemers et al, 2017;
Patterson et al, 2015