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THESIS SUMMARY

This thesis sets out to explore some important gaps in the sociological and feminist
understanding of the provision of maternity care and of women's health needs.

The research was concerned with an exploration of the implementation of proposals for
the provision of user-centred maternity care which emerged from the critiques of current
medicalised provision. It evaluates the effects of an attempt to provide user-centred
maternity care within the Primary Health Care sector (PHC) from both the women's and
workers' perspectives and experience.

The central questions addressed within the research have been: Firstly, to assess the
degree to which such models of service delivery provide a user centred approach.
Secondly, to identify the form of the relationship between the women users and providers
from the practices and to develop an understanding of the mechanisms of interaction
between them. Thirdly, to explore the extent to which the provision of such care is
appropriate to match women users' self identified needs. Finally, to assess the potential
of female health workers to adopt a form of provider and user relationship where the
balance of power is altered in the users' favour.

The main body of the research consisted of a qualitative study conducted in two general
practices. These were chosen as specific examples of innovative practices attempting to
provide a genuinely user-centred maternity service. The fieldwork consisted of three
methodological components:

Firstly, unstructured interviews were conducted with women users and workers. A
sample of 30 women who were pregnant for the first time were interviewed on three
occasions during their pregnancy and in the immediate post-natal period. In addition, 10
second time mothers were also interviewed post-natally. In terms of the workers', in-
depth interviews were conducted with midwives, GPs and practice nurses within the
PHC setting.

Secondly, observations were undertaken on the interactions between the women and
workers and between members of the PHC team during the course of the women's ante-
natal and post-natal care.

Finally, a structured questionnaire was used with a sample of women from one of the
practice's well woman clinic.

The research findings indicate the existence of a user-centred frame of reference held by
female health workers - especially the midwives - for the provision of health care to
women, which was opposed to the medical model. It explores the translation into
practice of this model of maternity care and identifies the way that it functioned to enable
women to exercise greater control over their health care and experience of pregnancy.
Within this model the traditional 'with woman' role of the midwife was found to be
central. Considerable convergence was found between the models held by the main
parties in the interaction - issues concerned with choice, control and the provision of
information were all found to be central to the care provided and to women's and
workers' models.

However, constraints on the effective implementation of the model were found in terms
of the influence of professionalism (particularly on the GPs) and the dominance of the
hospital system. These resulted in limits to the women workers' ability to meet the needs
of women users.
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CHAPTER ONE - INTRODUCTION

This thesis set out to address some important gaps in the sociological and feminist
understanding of the provision of maternity care and of women's health needs.

During the first half of the 1980's feminist work was undertaken notably by
Oakley (1980, 1984a, 1984b) and Graham and Oakley (1981) which identified the
divergence between medical and maternal perspectives towards reproduction and the most
appropriate management of childbirth.

Feminist debate within the sociology of reproduction has during the past five
years, predominantly moved into new areas, particularly those concerned with the impact
of changes within reproductive technology (for example see Stanworth 1987). However
feminist research has not addressed certain key theoretical and empirical questions which
the findings of the earlier studies raised.

In the United States studies which evaluated the impact of lay-midwifery and
alternative forms of provision to the medical model were undertaken (Peterson 1983,
Rothman 1983, Weitz and Sullivan 1985). However in the UK analysis of the role
women users and women providers and particularly female dominated professions play in
the possible construction of an alternative form of relationship where the balance of
power is altered in the users' favour remained a notable gap in the sociology of childbirth
and maternity care. While feminist analysis had clearly identified the patriarchal nature of
organisations and the mechanisms which prevent women from exercising power, no
adequate analysis has been undertaken of women's role as 'constructors' of health
knowledge or the impact of their active participation in the health domain (Lewin and
Olesen 1985). Thus the potential of women workers to change and direct policy initiatives
within organisations has been previously neglected.

"Regrettably absent are descriptive case studies and interpretative analyses

of the roles women play as creators or innovators of organisations."
(Gould 1980:237)

The research undertaken for this thesis aimed to address this gap, by using the
frameworks developed in the early 1980's as a basis for analysing an alternative form of
community-based maternity provision. The research explored, from a feminist
perspective, the implementation of proposals for the provision of user-centred maternity
care which emerged from the critiques of medicalised provision. The work is primarily
concerned with the effects of an attempt to provide user-centred maternity care within the
Primary Health Care sector from both the women's and workers' perspectives and
experience. Thus the research aimed to provide a further understanding of maternity care
which was orginally raised by the studies undertaken in the early part of the 1980's by
placing the women providers' views along side those of service users' and evaluating the
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entirety of their care. Thus broadly the thesis is located within feminist theory which aims
to place women's definitions at the centre of research as Stanworth (1987) states, in
talking about reproductive technologies, the feminist critique is about enabling women 'to
shape the experience of reproduction according to their own definitions.’

The next section of this chapter details the critiques of the medical model which
emerged during the 1980's and the alternative models which developed from such
critiques. The final sections of the chapter details, the research questions addressed.

THE CRITIQUE OF THE MEDICAL MODEL

Within the sociology of reproduction, one of the central features of the analysis to date
has been the identification of the manner in which the medical profession fails to respond
to the reproductive health needs of women, but instead acts to create and sustain
patriarchal power relationships (Roberts 1981).

"In matters such as contraception and abortion the medical profession has

exercised a degree of power over women which is disproportionate to the

importance of the technical expertise on which this influence is supposedly

based, ... medicine is not only an institution of social control, but a
particularly male dominated one." (Barrett and Roberts 1978:41/2)

An area where medical control has been under increasing criticism during the last decade
is that of maternity care (Garcia 1984, Maternity Services Advisory Committee 1982: lal,
Flint 1982a). Features of the criticisms include women's dissatisfaction with increasing
levels of intervention, the depersonalising nature of care, poor patterns of worker-user
communication and fragmented care (Cartwright 1979, Macintyre 1982, Walker 1985).
The critique of maternity care has not solely been concerned with identifying the
inadequacies of certain components of care but has indicated that, for example, poor
communication, long waiting times and task-orientated care are symptomatic of the
medicalisation of maternity provision. It is the system within which care is provided that
creates the problem, as the findings of the National Childbirth Trust working party on
ante-natal care indicates,

"The expectant mother is treated as the passive object of management,

who is fed into the system and whose progress through it from point to

point is controlled as if she had no wishes or preferences of her own.”
(Kitzinger, NCT 1982)

Such criticisms have served to highlight the manner in which pregnancy and childbirth
have been expropriated from women to the point where women are no longer seen to
deliver the child but are delivered by professionals (Oakley 1980).

"The medicalisation of childbirth has meant placing doctors in the active
role and women in the passive position of a patient, a recipient of services

1. First Report - Part 1 - Ante-natal Care.
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rather than the controller of birth. When childbirth became a medical event
women lost control over their experiences.” (Rothman 1987)

However, demands from women for equal participation in the decision-making process
and choice over the management of their care have, with only a few exceptions
(Huntingford 1978, Savage 1986) been received with hostility and concern over the loss
of professional prestige and power (Arney 1982, Dale and Foster 1986). This conflict
between providers and users has been highlighted in research within the sociology of
childbearing and reproduction, (Fluery 1967, Graham and Oakley 1981, Oakley 1981,
Romalis 1985). Graham and Oakley (1981) documented marked differences between the
ideological framework concerning pregnancy and childbirth held by the medical
profession and the framework held by the women. This went beyond different opinions
over the management of maternity care, to the point where the two groups were identified
as possessing diametrically opposed models concerning the nature of reproduction, and
the role of women. In practice, the effect of these opposing models was to generate
fundamentally different perceptions of the most appropriate management of reproduction.
These differences were found to be so great that any interaction between the two during
maternity care provision was bound to be antagonistic.
"Conflict rather than being a peripheral issue is in fact a fundamental

feature of the relationship between providers and users of the maternity
service" (Graham and Oakley 1981 )

Finally, feminist and sociological theoretical analysis in this area has not only identified
the patriarchal and male dominated nature of the maternity system, but has tended to
concur with lay pressure groups and some of the more radical professional associations
as to the most appropriate responses to the high levels of dissatisfaction that women have
expressed with the medicalised nature of their maternity care. As a result radical
proposals for change have been advocated, from which models of an user-centred
maternity service for women could be constructed, (Oakley 1980, Graham and Oakley
1981, ARM 1986, Page 1988, Flint 1982b, 1988). In terms of enabling women to
exercise increased control over their experience of pregnancy and labour, previous
research and the alternative birth movement have identified specific changes which would
need to be implemented within both maternity care and health care provision generally in
order to achieve a form of maternity care which would respond to the full range of
women's needs. However, a recognition of the need for improvement within the
provision of maternity services is not exclusive to feminist and radical critiques which
aimed to enable women to exercise more control over the management of their care.
Changes within the provision of maternity care have been advocated which are not
orientated to alter the nature of the division of power between user and provider, but
instead aim to humanise the current medicalisation of care (Haire 1972; Oakley 1981).
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Thus the difference between such definitions and the proposals for change are discussed
in the next sub-section.
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PROPOSALS FOR USER-CENTRED MODELS OF MATERNITY CARE

It is useful to distinguish between two types of aims which can be found contained within
such solutions for change. These were identified by Graham and Oakley (1981:70) as
consisting of changes in the existing organisation of care and changes of the system.

1. Changes in the existing organisation of care. These can be considered as
changes which focus on humanising the face of medicalised care, such as allowing
partners to be present during childbirth, changing the organisation of the clinics to be
more user-friendly, and altering attitudes of professionals so that for example, 'doctors
become less dogmatic about the needs of maternity patients.' (Graham and Oakley
1981:70). However, as Graham and Oakley allude to, humanised care does not
automatically equate with the change in the power relationships and as a result the balance
of power remains with the professionals (Haire 1972). Stacey (1988:243) provides a
useful illustration of this. In the 1960's the Association for the Improvement in Maternity
Services (AIMS) advocated that women should have a companion of their choice with
them during labour. However this was translated often unthinkingly into practice to mean
exclusively male partners, and invariably husbands thereby excluding many of the
sources from which different women may draw support, female partners, friends, and
mothers, (a WHO lecture by Doctor R Caldeyro-Barcia (1980) provides an illustration of
this). However, in certain cases this has been advocated more as consideration of the
fathers rights or the need for family bonding, than for any consideration of the woman's
need for support in labour. In common with other changes such as open visiting to
children, demand feeding and babies remaining with mothers on post-natal wards
implementation of these changes has not been particularly as a result of any attempt to
gain increased control for women or even for patients as a whole, but have frequently
been implemented as part of a response to a 'vogue' for theories such as maternal
bonding (Critical Social Policy editorial 1982), and as a result such privileges can be
taken away if the theory becomes discredited, (Stacey 1988). Furthermore,
implementation of such changes have tended to be seen as isolated improvements
uncoordinated from any overall attempt to improve services. Finally, humanising care
has been seen as a means of diluting and negating the more radical demands from
women. As Oakley (1981) notes in an analysis of the role of the consumer in
Government reports, the Short report (1980) anticipated that women's demands for home
birth and GP unit deliveries would be eradicated if consultant units were 'humanised' and
mothers ‘educated’' concerning the need for intervention.

The problem with changes which operate only within the system is not so much
the changes in themselves, but the limited nature of the changes; having made a
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concession to women's criticisms the priorities of the institution remain undisrupted
(Oakley 1985). An evaluation of change towards user-centred? care within the provision
of maternity care would need to consider changes which not only attempt at humanise
care but which also are orientated to increase women's control over the management of
their care. These are what Oakley and Graham refer to as 'Alternative patterns of care'.
These are discussed in more detail in the remainder of the subsection.

2. Alternative patterns of care. These "constitute changes of the system itself rather
than changes in the system" (Graham and Oakley 1981:71). Discussion here will focus
on seven key elements of such proposals:
Although recognizing that there are divergences between the differing models of how
maternity care is to be improved, as the proposals come from a wide range of sources,
representing different perspectives and professional interests; it is the striking number of
similarities they possess in terms of their core components and major recommendations
coupled with a unifying opposition to the current medicalisation of maternity care that
enables them to be discussed collectively.

The following sub-headings constitute summaries of the main elements of the
majority of the proposals for change:

2.1 Women in control

"It is time that the control of childbirth returned to its rightful place the
mother." (Beverly Beech, AIMS 1982)

"The parturient woman is the central person in the process of care." (Flint
1986:114)

This constitutes not only a proposal but also an objective of the proposals discussed
below, as Oakley stated with reference to her proposals for improvements in the nature of
maternity provision.
"The motive behind these proposals is to enable women to look upon
childbirth as a genuine human achievement: One moreover that is able to

endow a lasting legacy of self respect and belief in self-determination. "
(Oakley 1980:300)

A user-defined and controlled model of good practice is a factor which has been seen to
be essential for the evolution of change within service delivery (Roberts 1985). Thus the
assertion that the aim of improvements in maternity services should empower the user by
enabling her to exercise a greater level of control over the management of her maternity

2. The definition of this term is provided at the end of the chapter.
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care forms a key principle underpinning the direction of the majority of the proposed
changes.

2.2 User provider relationship. Concern with the form and quality of the
interaction between providers and women is a central element of the critique of
medicalised maternity care. Communications between providers and users has been
identified as problematic for a number of reasons, of which the following section can
only provide a brief sketch to highlight the main issues:
A primary goal has been identified to develop ways to involve women as equal partners in
their care rather than being treated as passive recipients of medical care, (Webb 1986).
The main change required has been seen as the need to achieve an alteration in the unequal
nature of the relationship between user and provider so that shared decision-making
occurs (Wagner 1986:19). Certainly a change in the view professionals have over their
responsibilities in the management of care has been seen as requiring a major shift;

"Many obstetricians regard themselves as being responsible for women

and by assuming this position totally sidestep their responsibilities
towards those women." (Squire 1986)

The hierarchy of the health care system which separates user and provider has been seen
as requiring alteration to enable women to become members of the decision-making team
and achieve a sharing of the management of maternity care (Houd and Oakley 1986).
Thus the development of new form of relationship between provider and user based on a
partnership has been seen as central to the improvement of maternity services (Macintyre
1982, Beech and Claxton 1984, ARM 1986).

Furthermore a necessary pre-requisite for a more equal relationship to occur, is
likely to include the provision of a full and informed choice” to women, based on greater
access to information. Research has also identified that the patterns of communication
normally employed by health care providers reinforces user passivity and effectively bars
women from participating in the decision-making process. (Oakley 1980, Kirkham 1987)

Thus for women to be able to access the information they require, the pattern of
communication employed by providers needs to be altered. In particular, Kirkham
(1986) identified that the language used by birth attendants needs to move away from
speech patterns which serve to block women's attempts to gain information from
workers. The provision of information which enables women to increase their control
over the management of their care is also a feature of critiques of the medical model which
have emerged from within health services professions, (Savage 1986, ARMS 1986).

"What I have learnt from Patients is that women are individuals and they
should have control over their own fertility. Informed choice is a

3. Informed choice in this context constitutes full access to knowledge ie. fully informed.
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prerequisite for that control and professional advisers who are prepared to
share information and decision making with the woman are essential.”
(Savage 1986:7)

2.3 Female Health workers
In answer to the expropriation of pregnancy and childbirth from women by the male
dominated medical profession ', some user groups, academics and feminists have
recommended that for women to gain conscious control over their own experience and
become active participants in their own maternity care, maternity care should be provided
by female practitioners (Kitzinger 1988b, Houd 1986). An increase in the numbers of
women in the medical profession for example, has been seen as a factor which could
make the currently male-dominated nature of the health care system less sustainable
(Stacey 1988:191). Women health workers, it has been argued, would be more likely to
provide an equal dialogue with women than male health workers (Leeson and Gray 1978,
Oakley 1980, Romalis 1982).

"We believe that women health workers are more likely to see the need for

transforming the relationship between doctor and nurse, between nurse

and ancillary and between health worker and patient.” (Leeson and Gray
1978:32)

In fact, something approaching a popular consensus has emerged in recent years which
suggests that improvements in women's health could be better achieved by women health
workers, particularly in the areas of reproductive and preventive health. Certainly there is
a common perception that women users prefer women health workers

"The message which is coming back to me from women of all ages and all

backgrounds, Tory women as well as Labour women, is, 'we prefer to be
looked after by a woman thanks very much.' " (Edwina Currie 1987:23).

Women workers have been identified as being more likely to produce a more sympathetic
response, (Oakley 1980:298) and of being capable of expressing a greater degree of
empathy by virtue of a shared biology and shared experiences within patriarchy (Jordon
1978). Therefore they are seen as more likely to contribute to the development of user-
centred maternity care.

4. Historical analysis of this process can be found in: Donnison (1977), Ehrenreich and
English (1979) and Wertz and Wertz (1981).
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2.4 Midwives versus Medical profession.

Previous researchers have not simply suggested the need for a change in the gender
balance among health workers, but also a transfer of responsibility away from the male-
dominated medical profession to the female professions such as nursing or midwifery
(Oakley 1980; Graham and Oakley 1981). Thus in relation to reproductive and maternal
health care, the theory that women workers are more likely to be responsive to the needs
of women user has been associated with a call for female dominated professions notably
midwives, to be the main providers of care.

"When childbirth became a medical event, women lost control over their

own birth experiences. The medicalisation began with the eradication of
midwifery as a profession.” (Rothman 1982a:161)

It has been argued that such groups of workers are more likely to develop an equal
dialogue with users, by virtue of both their lesser claim to professional dominance and
authority compared to the medical profession and as a result of the predominance of
women within their ranks (Arney 1982). Midwives, it has been argued, are more likely
to demedicalise care (Reid 1983b, Weitz and Sullivan 1985)

"Are midwives necessary? Yes, if we want normal births and a non-

interventionist approach. Low intervention rates, lower perinatal mortality
and midwives seem to be connected.”" (Houd 1986:131)

Furthermore, women workers may possess knowledge and skills which do not originate
within the biomedical tradition (Martin 1989:143-144). These skills may have an impact
on the form of health care they provide. Midwives may retain a substantial store of non-
technological knowledge that comes from their experience of working with women and
listening to women which could serve to produce a more woman-centred approach to care
provision. Supportive evidence that midwives could provide a user-centred form of care
comes from analysis of their traditional role. Page (1988:253) identifies 5 principles of
traditional midwifery care;
"1) Continuity of care
2) Respect for the normal
3) Enabling informed choices

4) Recognition of birth as more than a medical event
5) Family centred care”

The principles of good quality midwifery, put forward by Page, is an inversion of the
components of the medical frame of reference identified by Oakley, forming almost the
exact opposite of the ideological framework of medical maternity care. In addition, it is
the female dominated professions or occupational groupings such as midwives and
nurses which have in recent years increasingly challenged their role as handmaidens to the
medical profession (Salvage 1985, ARM 1986, Stillwell 1984). Members of the nursing-
associated professions have additionally argued that what is required in order to improve
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women's health care and in particular preventive care within the Primary Health Care
Sector is a recognition and incorporation into general practice of the skills which are
unique and specific to nursing, (Stillwell 1984, Turton 1985). Midwives in particular
have been active in promoting and reasserting the traditional role of the midwife in the
provision of maternity care (Towler 1982).

Thus user-centred perspectives on maternity care are usually therefore also
concerned with a recognition and reassertion of the traditional role of the midwife: a role
which is perceived as being fundamentally allied with women (AIMS 1981, ARM 1986,
Oakley 1980).

2.5 Normal versus pathological. A further issue which forms a background to
many of the alternative approaches to maternity care is that, within the medical model,
birth and pregnancy are defined as a pathological process akin to an illness rather than a
normal physiological processes (Romalis 1985:184). Thus proposals for change have
identified a need for an ideological and philosophical change in the approach of
professionals to defining pregnancy and childbirth and an acceptance of the fact that the
majority of pregnancies fall into the category of normal births.

One implication of the definition of pregnancy as pathological has been increased
intervention. For, if pregnancy is defined as pathological and akin to an illness the
management of prenancy is automatically defined according to the medical management of
any other illness, ie treatment through intervention. This has led medicalised care in the
hospital to have been characterised as a 'chronicle of interferences' (Arms, 1975:23)
Instead, some commentators have indicated that a ‘midwifery model' is a more
appropriate basis, because of a perceived greater emphasis and expertise within a
midwifery model based on normality and as a result an emphasis on non-intervention
(Kitzinger 1988a, Page 1988).

"We challenge the assumption widely held today that pregnancy is a
medical condition which therefore requires a doctor." (NCT Working
Party, 1982)

2.6 The place of birth. A prominent feature of the recommendations for change has
been the argument that women need to be in control of the situational context of birth in
which they labour and deliver (Willmott 1980; Tew 1985). Part of the critique of
medicalised care has been to identify the manner in which birth in hospital is an
inappropriate environment for the majority of women to use as a place of birth. If birth is
identified as an event akin to any other normal physiological process then a hospital
concerned with the treatment of disease appears to be an incongruous choice for the place
of birth.
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"We have to learn that women don't live in hospitals, they don't socialise
in hospitals and they certainly don't make love in hospital, so why do we
expect them to give birth there?" (Caroline Flint, Address given at
Association of Radical Midwives Conference 1985)

Thus a recommendation for a transfer from the hospital as the normal place of birth to the
primary health care sector and the woman's own home has been an important feature of
many of the proposed changes, for example Oakley (1980: 296-297) argues for the:

"... re-domestication of birth, that birth should be returned to the home."

In addition, Graham (1984b) has illustrated the the need for localised care which is not
only situated within the woman's own geographical environment but which is accessible
by women, and working class women in particular. Within the provision of maternity,
care this could involve initiatives such as locally based ante-natal classes.

2.7 The focus of care - Task or user orientated care

A fundamental shift in the focus of ante-natal provision has also been identified as a key
component of the changes needed to provide a user centred maternity care. Oakley and
Graham (1981) have argued that the priorities of care provision needs to be changed to
become less task-orientated and concerned with clinical routine and more patient or
woman-centred in order to respond to women's individual needs. Continuity of care has
also been identified by research (Micklethwait, Beard and Shaw 1978) as an aspect of
care which women perceived as a priority goal for quality maternity care and which may
facilitate the development of a more user-centred approach .

A final example of the common themes in the models can been seen in the following
summaries of the key elements of the proposals for change put forward by Graham and
Oakley and by The Association of Radical Midwives.

User-centred practice: Graham and Oakley (1981:71)

1. The development of neighbourhood maternity centres.

2. A move back towards home delivery.

3. Transfer of medical responsibility from doctors to female workers such
as midwives.

4. Less task orientated and more patient orientated maternity care.

The Association of Radical Midwives: (ARMS 1986, Flint 1988)

1. Decentralisation of ante-natal care into neighbourhood clinics.

2. Flexible working arrangements which ensure continuity of care.

3. Midwives should be given total responsibility for all normal expectant
labouring and newly delivered mothers up to 28 days after the birth.

4. That women have a real and fully informed choice concerning all
aspects of their care.
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RESEARCHING THE ALTERNATIVES - OBJECTIVES OF THE THESIS

This research examined the possible implementation of proposals for the provision of
user-centred maternity care which have emerged from the critiques of medicalised
maternity care. This was addressed by analysing an attempt to implement a system of
maternity care which was intended to correspond as closely as possible to the models of
user-centred care previously discussed. The research presented in this thesis is an
exploration of the structures and mechanisms by which an alternative to the medical
model of maternity care could be provided within the established organisation of Primary
Health Care (PHC) services. In addition, this work aims to provide a discussion of the
degree to which professionals, especially female health workers, can adopt the same
frame of reference towards reproduction and maternity care as the users of the service.
The thesis discusses some of the aspects of care provision which could constitute a
prerequisite both for women users to have control of their health care and pregnancies and
for women workers to exercise greater autonomy within the PHC team without that
resulting increase in power coming from gaining power over users.

Assessing the contribution of women providers
The major weight of sociological research in the area has tended to focus on the alienating
relationship between women patients and the male members of the medical profession by
virtue of their dominant role in the provision of care. However, in doing so such
research has tended to overlook the potential contribution of women providers despite
frequently advocating their increased involvement in the provision of care to women
(Reid 1983:89).
Two different perspectives of women as providers are worthy of consideration.
1. The impact of any collective role women could have as providers of care. As already
noted, women workers are frequently perceived as being likely to provide a more user-
centred approach, yet the nature of the dialogue between women providers and users
remains under evaluated.
2. Secondly, in concentrating on the relationship between women and members of the
medical profession, previous research has reinforced the notion that the doctor is the key
practitioner for providing health care, while failing to actually evaluate the contribution
and practice of other health workers, in particular those groups of predominantly female
workers, such as midwives. As Reissman (1986) suggests in the title of a review article,
there is a need within medical sociology to move beyond "a bad doctor's" scenario.
Although some work has been conducted on the contribution of such health workers
(Comaroff 1977, Kirkham 1987), there is still a need to develop a deeper understanding
of the role female health workers play in the construction of health care for women
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describe the possible nature of user-centred care and as far as possible within the limits of
the scale of the project, 'test out' the proposals for a model of user-centred care.
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The Research Questions:

The research questions are not presented in any order of priority but instead largely

follow the order of presentation in the thesis.

1. To identify the workers' frame of reference within a user-centred approach.

2. To describe and outline the nature of the care provided.

a) To comment on the extent to which the frame of reference of the groups of
workers studied consisted of an ideological shift away from the medical model.
Could that frame of reference be considered to have led to a different form of care?
b) To explore the extent to which the care provided conforms to 'humanised care'
or provides an alternative pattern of care. Could the care provided be said to be
user-centred in nature?

3. To identify the form of the relationship between the groups of women users and
providers from the practices and to develop an understanding of the mechanisms of
interaction between them.

a) To comment on the interplay between professionalism and gender in influencing
the nature of care provision. An exploration will be conducted on the degree to
which relationships between women users and women health workers are affected
or constrained by factors such as the workers' professional status and the
patriarchal institutions within which they deliver health care.

b) To explore the potential of female health workers to achieve a change in the
management of childbirth, in so far as they are able to adopt a form of provider and
user relationship where the balance of power was altered in the user's favour. In
addition, the analysis of this potential for change will be addressed from the point
of view of relationships among women health workers' in the PHC team. Thus this
will be addressed in terms of two perspectives: Firstly the effect of the women
health workers' gender identity, the influence of being women: Secondly the effect
of women as workers within female-dominated professions.

4. To comment on the communication patterns between providers and users within a
user-centred approach.

a) To identify the nature of these patterns.
b) To address the extent to which an altered frame of reference creates a more equal
dialogue between provider and user.

5. To explore the extent to which this alternative model of care provision met the
women's self defined needs: For example, would women users find such a model
appropriate to match their needs? This issue will be addressed through the
women's own perceptions and experience.

6. Finally, the factors which support or constrain the implementation of user-centred
maternity care will be commented upon.



Introduction : 20

THE RESEARCH - THE FIELDWORK AND METHODOLOGY

The research findings presented in this thesis are based on a qualitative study conducted
in two general practices in inner city areas of a northern industrial town. The patient
composition of the practices and the women sampled were predominantly, although not
exclusively, working class.

These areas were also identified by the local DHA as being areas of particularly
high morbidity (eg high incidence of cervical cancer, etc). The practices were also chosen
because of their reputation for possessing a well-integrated PHC team approach to service
provision, especially in the area of women's health, and for developing innovative
approaches to health care. These type of practices, were chosen specifically as examples
of practice approaching an ideal type of user-centred maternity provision, as a means of
commenting on the theory concerned with the ideal model for PHC and women's health
care. This provided a means of identifying if such models for health care provision
actually function in practice, and if they correspond with women's requirements of the
service.

Both practices had adopted an explicit policy of aiming to provide women with a
real and informed choice concerning all aspects of their care but particularly in the area of
reproductive health and maternity care. In the main they could be identified as radical
practices, in that they aimed to provide a radical alternative to the established mode of
health care delivery. The fieldwork was therefore concerned with an evaluation of an
ideal situation rather than the usual type of care received by the majority of women.
Furthermore the practices were chosen on the basis of criteria which as closely as
possible corresponded to the models and recommendations advocated by previous
researchers in the field as well as lay pressure groups. (The criteria are detailed in chapter
2).

In terms of evaluating the maternity care at the practices, it was decided that this
could be best approached through a study which explored both the women's experience
of care at the practices and the workers' experience of providing that care. This was
addressed by interviewing a sample of women throughout their pregnancy, supported by
observational material on both them and other women at the clinics as well as home visits.
In addition, a series of interviews with all the staff at the practices were conducted -
supplemented by interviews with other Radical Midwives. The fieldwork was conducted
over a two year period from 1986-1988.
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Sample of Pregnant Women

The main body of the fieldwork concentrated on the experience of a sample of
predominantly working class women who were pregnant for the first time (primagravida)
in the community maternity care system. This was not intended as a study of the
pregnancy careers of the women, the aim was not to document their progress through a
system but instead to identify their perceptions and experience of the system as a whole.
There are several reasons for adopting such a sample as the basis of the fieldwork.
Pregnancy brings women into contact with the major components of the PHC team and a
wide range of women workers, thus obtaining a means of evaluating the care of the
complete PHC team concerned. The provision of maternity care also represents an aspect
of health care delivery which is dealing with normality rather than ill-health. Pregnant
women are individuals who are going through an important life event, but a normal event.
Thus an evaluation of maternity care provides an opportunity to assess the health care
system's response to "health care” rather than "disease care". Furthermore, by looking at
maternity care, the research will be addressing an area, in which there has been extensive
debate between doctors, other health care professionals and users over who should
determine, direct and control the nature of care provided (Brooks and Long 1986,
Newson 1982, Kitzinger 1985, Newson 1982).

Pregnancy and childbirth also represents an experience unique to women; an evaluation
of an approach to providing user-centred maternity care could be a valuable indicator of
the basis for a model of health care which responded appropriately to women's
reproductive health needs in a wider context than just maternity care.

The reason for sampling a predominantly working class sample of women is that
previous sociological studies concerned with the sociology of childbirth have
concentrated on eliciting the perceptions of predominantly middle class women (Reid
1983). Thus this study aims to partly redress that imbalance. Furthermore there is a
perception by health workers, sociologists and the media that it is only middle class
women who are dissatisfied with pregnancy and childbirth being an experience of high
technology medicine and occurring only in hospital. The aim being to comment on the
degree to which an attempt to respond to women's critiques would meet the need of
working class women. However this study was not oriented to provide a comprehensive
analysis of class-based differences between women's perceptions and needs of maternity
care. Instead, the intention of the study was to focus on the identification of any
fundamental needs for care which could potentially be common to all women. In
addition, to supplement the data from the main sample of women, interviews with ten
second-time mothers were conducted and women user's views of the well woman clinic
was explored by means of a structured questionnaire.
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PRESENTATION AND OVERVIEW

The Structure of the thesis

Chapters 1-3 form the background to the presentation of the findings from the fieldwork.
Therefore the first section of the thesis is concerned with identifying the research
questions, the review of relevant literature and the presentation of the methodology used.
The remaining chapters are concerned with a presentation of the findings from the
fieldwork. These examine the workers' view of their philosophy of care and the model
they identified as constituting the basis of their care. The implementation and translation
into practice of this model is then examined over two chapters. The final field work
chapter draws together the extent to which the form of care provided conformed to the
women users' needs for maternity care. The thesis then concludes with an overview of
the main findings and a discussion of the theoretical and policy related implications of the
research.

Chapter Summaries

Chapter One : Introduction

This presents the background to the research via the critique of medicalised maternity care
and the proposals for a more user-centred approach identified by previous research and
pressure groups. The main research questions addressed in the thesis are then identified.

Chapter Two : Literature Review

The literature review chapter provides an overview of some of the key issues which
underpin the research objectives. Two main areas of literature are discussed. Firstly, the
academic literature. This includes a discussion of feminist models of women's health
care and the debate surrounding the primary health care team. Secondly, the professional
literature is examined. This section includes issues such as: the debate over the erosion of
the midwifes' role; the contribution of radical midwifery; and questions concerning
professional status.

Chapter Three : Methods
The methodology employed in the study is discussed situating the methods in the
traditions of ethnography and feminist research.
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Chapter Four : The Workers' Frame of Reference
This chapter is concerned with the philosophy of care held by the providers of maternity
care. Following from the model of the medical frame of reference developed by Graham
and Oakley (1981), the women workers' frame of reference concerning care provision
for women is identified. The chapter is structured around the key components of the
workers' frame of reference. The following elements were found to form the basis for the
workers' frame of reference:

1. Arejection of professionalism - this consisted of a rejection of the status and power
base which distances provider from the user of services. In addition, the midwives
felt that the role of the midwife should be based on a traditional with-woman role.
The workers' function was to support and empower women to exercise a greater
degree of control over their health care.

2. The standards of care are not medically defined. Primacy in care was given to the
quality of the relationship between provider and user.

3. Belief in the naturalness of pregnancy. Pregnancy is perceived as a natural event in
which their role as care providers should be to act as facilitators supporting and
assisting the natural process of birth and labour, and where intervention should be
kept to a minimum. The workers' role is to prevent abnormality from occurring in a
natural physiological process. The midwives expressed a belief in women's ability
to labour naturally.

4.  Identification with the users of the service. Working within the field of women's
health was ascribed a high status by the workers' at the practices.

5. Their role should be founded on the transference of information and knowledge to
the women.

6.  Commitment to certain key aspects of care as being an essential requirement to meet
women's needs, the provision of holistic care and continuity of care.

7. Control and ultimate sanction over the decision-making process should rest with the
pregnant woman.
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Chapter Five : Women and Workers - Care provided

This chapter documents the findings concerning the implementation into practice of the

philosophy of care provision identified in the preceding chapters. This is mainly based on

the presentation of observational data. Findings from the observations on interactions
between women and workers' include:

1.  The starting point of the analysis is a consideration of the workers' attempt to
construct the environment of the clinic so that they constitute jointly-owned
territory.

2. Women users in their interactions with workers' were found to be incorporated into
the decision making team and were health workers (Stacey 1988:6) in the sense that
they were acknowledged by the workers' as having an important contribution to
make both to the provision of care and to the development of the midwives' clinical
practice.

3. Overall the care provided at the practices was observed to facilitate and support a
culture of access to information.

4.  One of the key features of the model of care identified was the degree to which the
midwives were of central importance to the provision of care. The midwives were
found to be involved with the women - the role and status of the midwife in the
interaction came not from a professionally based power over women users - but
from the women themselves.

5.  Clear limits were found on the extent to which the GPs were able to adopt a user-
centred approach - constraints which are not encountered to the same degree by the
midwives and practice nurses.

6. However, overall, conflict can be interpreted as a peripheral rather than an intrinsic
feature of the relationship between provider and user. Women health workers have
a major contribution to make in this area.

Chapter Six : Implementing a user-centred philosophy: Supports and
constraints. This chapter identifies the factors which influence the form of matemity
care provided at the research practices. The focus of the chapter are the factors which
either support or constrain the workers' from implementing a user-orientated approach
and innovative practices. The chapter examines issues such the influence of hospital
system and the relationships within the primary health care team. In addition, the chapter
draws together the findings concerned with the influence on the workers' practice of such
issues as feminism and radicalism and the significance of being women workers.
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Chapter Seven : The Women's View

In this chapter, the women users' definitions and perceptions of need are identified.

While the supportive findings of the survey of the well woman clinic indicate that such a

model has present implications for the delivery of health care to women beyond maternity

care provision. The chapter's examination of the women's views of the care provided

can be summarised as follows:

1.

The findings indicate that women users felt that women workers possessed, by
virtue of both a shared biology and shared experiences as women, a more
empathetic approach to the provision of care than male workers.

In terms of the professional qualifications of workers, the women felt that
midwives possessed the skills, expertise and importantly, the right approach to
constitute the main providers of care. Thus the definition of appropriate maternity
care held by the women was quite restrictive in terms of the appropriate parameters
of the doctors' role.

The women felt that the form of care provided at the practices gave them
considerable confidence and reassurance. They felt that the components of the care
provided, such as holistic care and continuity of care, was a key factor in achieving
their goals and objectives

Contrasts are identified between the women's views and experiences of maternity
care at the practices and their encounters with the hospital system.

Finally the supportive findings from the well woman survey indicate the extent to
which the model of care provided at the practices has a relevance for the provision
of reproductive health care to women in general.

Chapter Eight : Conclusion

The conclusion to the thesis has two elements: An overview of the findings and a

discussion of areas for future research.

Appendix : The three appendices cover the following: 1. The questions asked during the

interviews with both women and workers' including the themes and typical phrasing. 2.

The respondents, lists of the women and workers' who took part in the study and

relevant biographical details. 3. The well woman questionnaire.
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Terminology

1. User-centred maternity care: Throughout the thesis, the term 'user-centred’ or
'woman-centred' will be used to describe the ideal model of maternity care which has
been advocated in previous research and to describe the form of care which the two
research practices were aiming to achieve. Although other terms such as ‘'innovative' or
'radical' were considered, they were felt to be open to far too wide an interpretation of
meaning to be helpful. Use of the term, 'midwifery-model' as opposed to 'medical
model' was also considered (used by Weitz and Sullivan 1985, by Rothman 1982) this
could have been useful and is used to refer to the midwifes' view of part of their care and
role. However, as the analysis was also concerned with the role of the GP, it seemed
sensible not to appear to impose on their view of their role a model which may not be
applicable. In addition, it seemed that the central element of an alteration in the provision
of maternity and reproductive care would be concermned with placing the woman user at
the centre and therefore a term using a professional title would not reflect that. In the end
a variation on the term 'patient-orientated' used by Oakley and Graham (1981:71) was
adopted. Oakley and Graham used 'patient-orientated' to distinguish their proposed form
of care from the task-centred nature of care within the medical model, although in the
context of this thesis it should be taken to encompass more than a rejection of task-
orientated care alone.

2. The women: References to 'the women' in the thesis refers to the pregnant women
who used the maternity care at the practices and were interviewed as part of this study. It
refers to both first and second time samples. It does not include the sample of women
from the well woman clinics which is treated separately. (Even though some of the
women attended this clinic for pre-conception care and pregnancy testing).

3. The workers': The term 'the workers' refers to the midwives, GPs and practice
nurses at the practices. In situations where only certain workers are being referred to, this
will be noted.

4. The practices: The two practices are identified as North and Park. However, as
both practices stated an expressed commitment to providing user-centred care according
to the same definition and as no significant difference was found in the frame of reference
held by the workers' at the practices, the findings from the two practices have therefore
been joined for the purposes of this thesis. However, some areas of difference are noted
where these were found to have had an impact on the care - this mainly relates to the
effect of the difference in the two buildings housing the practices.
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In addition, a high degree of interaction existed between the practices: for example, the
two midwives whose practices were observed were part of the same community
midwifery team and frequently covered for each other. Furthermore the GPs were all
members of the same home birth support group.

Presentation of Data

The data from the interviews are presented according to the following conventions. After
a quotation the women's or workers' name is provided. For the workers, a job title is
also given. For the women users unmarked excerpts are from ante-natal interviews and
interactions. All names have been changed to preserve anonymity. Normally the data are
also presented with the question that was asked. Observation data are presented as
interactions between the women and the health workers'.



CHAPTER TWO - MEDICAL CONTROL AND MATERNITY PROVISION

The literature relating to reproduction covers a vast wide ranging area. Even the literature
relating solely to to childbirth and maternity care could not be comprehensively covered in
an overview of this nature. As a result this overview will be focused in terms of its
scope, largely concerned with some of the effects of medical dominance and the
medicalisation of maternity care. In doing so, the chapter will reiterate and expand some
of the issues highlighted in chapter one. The chapter only aims to provide a background
for some of the key issues which are discussed in the thesis. Discussion of the literature
is not confined to the analysis provided in this chapter. The issues which are raised by
the literature and which either illustrate or provide an explanation for some of the findings
are discussed throughout the main body of the thesis.

The literature reviewed is not confined to sociological contributions - it also
covers some of the professional literature and the most relevant government reports.

In terms of the professional literature, all of the key health professions have
established journals which apart from reporting health news, policy initiatives and clinical
developments claim to be the voice of the profession and to represent their interests. By
analysing the ‘published voice’ of midwifery the aim is to provide a guide to professional
attitudes and opinions towards the midwives' role and the provision of maternity care.
Furthermore the manner in which each professional body perceives their role in providing
care to women is likely to provide an indication of both the standards which the
profession considers to be the norm, and of any conflict within the profession over the
standards and values which should form the basis for the provision of care.
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SECTION ONE - CONTROL AND CHILDBIRTH

This section provides an overview of some of the issues and implications raised by the
medical control of childbirth. This is not intended as a comprehensive analysis of these
issues and further exploration occurs in the body of the thesis.

Risk and the Place of birth

The debate over the place of birth is perhaps one of the most significant illustrations of the
many tensions and debates surrounding the provision of maternity care. Although many
commentators have documented the historical reasons for the transfer of birth from the
home to the hospital (Wertz and Wertz 1979, Romalis 1981) the starting point of this
discussion and of much of the debate over birth, is the widely held contention that a
hospital is the safest place to have a baby.

Consideration of the approach towards the place of birth in government reports
during the last 20 years provides an indication of the influence of medical definitions of
childbirth, particularly of the medical view of childbirth as a pathological event.

"We consider that the resources of modern medicine should be available to

all mothers and babies and we think that sufficient facilities should be

provided to allow 100% hospital delivery. The greater the safety of

hospital confinement for mother and child justifies this objective." (Peel
Committee 1970 para 277)

Both the Peel report (1970) and even more markedly the later Short Report (1980)
subordinated the preferences of women to the demands of medicalisation (Oakley
1984:220). However the government's reply to the Short report (in recognition of the
control being given to obstetricians by the report) stated that health workers could not
ultimately make decisions for women.

"Where a mother wishes to have a home confinement, despite the medical
arguments against, health authorities are expected to provide a domiciliary
confinement service that is as safe as circumstances permit. Doctors and
midwives can help ensure that she makes an informed choice, but they

cannot make that choice for her." (Government reply to the Short Report
HMSO 3 December 1980)

One result of the Short Report was the establishment of the Maternity Services Advisory
Committee to the Secretaries of State for Social Services, it was identified as being set in
part as a response to:
“... the groundswell of consumer complainants which alleged that the
service was in the grip of technological advance, the victim of excessive

pressure on hospitals and in dire need of humanising. " (Munro, Chair of
the committee, 1985)
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The aim of the committee was to identify ways of raising standards within maternity
services. The aim was only to reduce consumer criticism and to find ways of humanising
the service within existing resources, (Munro 1985). Enhancing user control and actively
developing strategies for increased participation in the decision making process did not
appear to be on the agenda.

The committee reported on care in labour in 1984. Although the tone within this
committee's report has shifted away from the enforced compliance advocated within the
Short report, the message essentially remains the same. "Maternity care in action" (1984,
part II Care during childbirth) which is the Second report of three completed by the
committee devotes an entire chapter to home births. Although the negative tone towards
home confinements seems to be set with the positioning of the chapter on home births
immediately after the chapter concerned with complications instead of next to the
discussion on labour and birth. This tone is continued in the text of the chapter, thus the
Committee's policy statement tacitly accepts the medical definition of every birth as only
being normal only in retrospect (Romalis 1981:21). The report states:

"As unforeseen complications can occur in birth, every mother should be

encouraged to have her baby in a maternity unit where emergency
facilities as readily available ... " (my emphasis 1984:23)

Thus as Rothman (1981) argues it is the distinction between low and high risk
pregnancies and births which is seen as the justification for the medical authority over
childbirth. Rothman argues that this distinction results in an inherent emphasis on risk,
which then moves to encompass more and more births as high risk.

"That is, normal births may exist and be only low risk but there are many
factors which will make any given labour high risk."” (Rothman 1981:177)

Furthermore the definition of what constitutes a high or low risk is, within the medical
model, only open to medical definition. Alternative definitions such as those constructed
by the woman herself are defined as unscientific, being ungrounded in medical
knowledge. This division between acceptable professional opinion and unacceptable
women's preference is made explicit in the Maternity Services Committee report:
"Some mothers might prefer to have their babies at home despite the
possible risks, feeling that these are outweighed by the benefits they
perceive to themselves and their families. Doctors and midwives should

discuss the reasons for each mother's preference, so that her final decision
is an informed one." (1984:23, my emphasis)

The reports recommendation that professionals "discuss" with the woman her reasons for
a home birth, can be taken to infer, professional persuasion against having a home birth
as presumably she is to be informed of the risks, as perceived by the professionals, that
are associated with a home birth. No such recommendation to discuss the woman's
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reasons is included in the advice to providers in the chapter concerned with hospital
deliveries. The next few sections of the report continues with this theme; thus mothers
and (the report adds fathers) who persist with the notion of home birth:

"... should be encouraged to visit the local maternity unit" (1984:23)

As Oakley noted (1981) there has as been a tendency in Government reports (notably the
Peel and Short reports) to adopt the view that women, need only to be adequately
educated or informed to appreciate the undoubted benefits of hospital deliveries and the
value of technological intervention. This is a tendency which appears to be continuing.
Although the authoritarian tone of the Short report has been replaced by more subtle
recommendations concerning the power of professional persuasion, thus finally the
Advisory Committee recommends where there is an indication of 'any' medical reason
against a home delivery:
"Doctors and midwives would feel it their duty to try and persuade the

mother to change her mind but they must recognise that the final decision
is hers." (1984:23)

Such reports appear to acknowledge a situation of conflict between women and providers
and between their definitions of childbirth. However it is with the medical model that
such reports have situated themselves.

A further feature worthy of note is the inclusion of the midwife as a perceived ally
to the medical definition and defender of hospital deliveries (the role of the midwife is
discussed in later sections of this chapter).

However, evidence has been put forward which indicates that the assertion that
hospital deliveries are invariably safer than home has little or no grounding in any
scientifically generated evidence. Both the Short report and the more recent Advisory
Committee report (1984) were published in or after a period in which systematic evidence
had emerged demonstrating home births to be as safe or even safer than hospital
deliveries, (Hazell 1975, Mehl 1977, Dewitt 1977 and Tew 1978). As Chalmers and
Richards (1977) argue, supposedly scientific decisions are frequently grounded in
medical fashion and institutional customs rather than being based on considered
evaluation of controlled research findings.

Thus it could be possible to conclude that the emphasis on hospital confinement
says more about the current dominance of obstetrics than it does about the actual safety of
either hospital or home. This dominance of medical definitions of normality and safety
have had important implications for the nature of midwifery and for the involvement in
maternity care by GPs. Furthermore it seems possible to infer that any attempt to
orientate the management of maternity care towards user control, will involve a
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redefinition of the risks which have been attached to pregnancy and childbirth within the
medical model.

Having highlighted the impact of the dominance of the medical model on the
approach towards maternity care within government reports the next section considers a
specific example of the involvement of obstetrics in the management of labour.

Intervention and the role of obstetrics

Once pregnancy is defined as pathological, then the most appropriate response within the
biomedical model is medical intervention - as would occur in the treatment of any disease.
This as Arney notes, in a historical analysis of obstetrics, a shift has occurred in which
the focus has moved from identifying pathology to obstetric monitoring and surveillance
in all births.
"Under this new regime no distinction between normal and abnormal exists.
Instead of births being categorised for the sake of obstetrical intervention,
interventions like induction of labour become part of integrated systems of

control arrayed around a new conceptualisation of pregnancy and
childbirth." (Arney 1982:85)

This situation is not without its critics, as the Director General of W.H.O. (1975) wrote
of obstetrics:
"It might appear that some doctors consider that the 'best' health care is one

where everything known to medicine is applied to every individual by the
highest trained medical scientist in the most specialised institution."

Dunn (1976) an obstetrician, in pointing to the iatrogenic nature of much of the current
intervention, argued for a reconsideration of the reasons for intervention by obstetricians.
In particular, Dunn argued that obstetricians need to gain confidence in the normal
processes of reproduction. However, O'Driscoll, Carroll and Coughlan (1975) have
identified the difficulties for obstetrics in aiming for non-intervention: the issue which lies
behind much of the explanation for intervention in labour, and the problem at the core of
heroic interventionist medicine; a process which,
"... operates to absolve a doctor who intervenes in the course of a normal
pregnancy and which by implication, exposes his conservative colleague

to censure for inactivity when an infant is born dead." (O'Driscoll,
Carroll and Coughlan 1975)

This illustrates some of the difficulties and contradictions in the role medical practitioners
may face in trying to adopt a non-interventionist policy. However, in arguing for
obstetricians to recognise the normal, Dunn may be at odds with other commentators who
have also argued for a reduction in the levels of intervention. Traditionally obstetricians
have not had an expertise in normal birth, their expertise is concerned with the
management of abnormality. As already noted, their role in normal birth has evolved
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through a reinterpretation of birth as pathological. In the past, the obstetrician was not
required to recognise normality because they were not responsible for defining the
boundaries of normality and abnormality. This was the responsibility of the midwife
(Arney 1982). Commentators from within the field of midwifery have tended to argue
that as the midwife is the expert in terms of normal maternity care, a full use of her skills
would result in a reduction in the required input from obstetricians (Newson 1982:528).

Cartwright (1979) identified differences between midwifes and obstetricians
views on induction, finding midwives more 'sceptical' about the advantages of such
technological intervention. Cartwright proposed two explanations, both of which she
states are likely to contribute to the identified difference. The first relates to the fact that
midwives may identify with the women and attached importance to the negative reactions
of women to induction. The other relates to the further subordination to the medical
profession technological intervention may mean for midwifery.

"Induction and other technological changes may be seen as shifting the
balance of power to greater medical dominance. Midwives may resent this
and prefer more home births and a greater emphasis on natural childbirth

because they would be more powerful in those situations." (Cartwright
1979:155)

The relationship between women providers and women users

Dazinger (1978) identified the nature of doctor and woman interaction during pregnancy
as, being in the majority of instances, categorised by an asymmetry in which the doctor
holds the power base and therefore controls the direction and rules of the interaction. This
control is established through the exclusivity of medical knowledge held by the doctor
(Friedson 1970, Dazinger 1978). Friedson argued that the division of labour creates a
hierarchy of institutional expertise, which "can have the same effect on the experience of
the client as bureaucracy is said to have" (1970:137), which results in the exclusion of the
user of the service from participation in the decision making process. As the subject of
the interaction is solely medically defined, the patient or user of the service is invariably at
a disadvantage in the interaction, because they lack the skills and knowledge which would
enable them to participate. Thus compliance and passivity in the face of medical expertise
become the norms of behaviour for the users of health services:
"Doctor and patient normally agree that the doctor defines the situation and

defines what is and is not acceptable as appropriate for the patient to talk
about." (Roberts 1985:24)

In addition to the issue of the professionally constructed relationship between providers
and users there is also the issue of gender which adds a further dimension to nature of
the interaction between the two. Romalis (1982) argues that interactions between women
users and male doctors are particularly hampered by the fact that male doctors "generally
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don't understand or share the culture of women." (Romalis 1981:8). As already noted in
chapter one, Graham and Oakley (1981) have characterised the nature of interactions
between women as being grounded in a situation of conflict. However Oakley (1980)
does identify an element which is likely to be an indicator of a more symmetrical
interaction between user and provider;

"The less social distance there is between doctor and patient the greater the

chance of a satisfying and relatively equal communication between them."
(Oakley 1984)

Support for Oakley's assertion can be found in linguistic research which provides
evidence of the mechanism whereby communication between males and female reinforces
and reproduces inequalities. For example research has identified that interruptions when
a person is speaking by another, communicates and displays dominance, and is a key
mechanism through which control of the interaction is maintained between the powerful
and the powerless, (Spender 1980, West 1984). In interactions between male medical
practitioners and female patients interruptions in the woman patients speech by the doctor
were found to be a consistent feature of the interaction affecting the amount of
information the woman was able to convey.
"Insofar as the over arching conversational topic is in the medical exchange
the state of the patients health, interruptions in these encounters may have

far more serious consequences than in casual conversation." (West
1984:97)

Linguistic research conducted by West (1984) on communications between female
physicians and women users indicated a pattern of interaction which differed markedly
from that between male physicians and women users. West found that such interactions
tended to be more symmetrical in terms of listening time and in terms of the distribution
of interruptions. Perhaps even more significantly for addressing inequalities in health
care, this tendency remained constant irrespective of the race or age of the woman
patient.

An ability of women to empathise with other women, was found by Jordon
(1981) to be a cross-cultural phenomenon characteristic of women's relationship with
each other during childbirth. However this situation is dependant, as Jordon (1981)
notes, on the local system of matemnity care allowing a relationship based on empathy to
develop. Thus the cultural manipulation of childbirth as manifested through the maternity
care system determines women's relationship with each other as user and health care
provider. For user centred care to develop the support women can provide to each other
would need to be valued and the localised maternity care system must allow a positive

1. Class was not a variable in West's study.
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relationship to develop. The point made by previous researchers is that, within a
patriarchal and medicalised system of maternity care provision neither of these two
characteristics are normally valued.
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SECTION TWO - THE MIDWIVES

This next section considers the specific case of midwifery, and the degree to which the
practice of midwifery has been influenced and controlled by obstetrics.

The nature of midwifery

The idea that the development of a positive relationship between women and midwives is
a fundamental feature of good quality midwifery practice forms the base line for many of
the commentators definition of midwifery (Methvan 1982, Walker 1976). The original
meaning of midwife "with-woman" is frequently cited as the key to the interpretation and
understanding of the function of the midwife.

Reid (1983b), in an analysis of lay midwifery in the USA reports that, the midwives'
relationship with their clients,

"... 1s characterised by an informality and a closeness which sets them apart

from a number of occupational groups in the health field." (Reid
1982:130)

Control of midwifery practice

The structures within the health service reflect and reinforce patriarchal structures which
impact on female workers affecting the nature of their interaction with users and other
health workers (Manikiem 1979). Thus although female health workers, notably
midwives, may deliver 85% of the babies and the obstetrician is unlikely to be actually
present at the birth, the obstetrician has control over the direction and formulation of
policy, thereby dictating the nature of the work of all other other health workers. The
profession of obstetrics, as Arney (1982) argues, exercises control in the same tradition
as Foucoults machine of power,
"It does not express power ostentatiously as a prince does, nor does it create

a relationship through a reign of terror the panopticon creates a structure of
power through it's design.” Arney (1982)

The implications of this exercising of power, as a process of control over midwives, was
observed by Kirkham (1987) in her study of women's experiences in labour, Kirkham
found that in the consultant unit she studied, the midwives were almost entirely
responsible for the processing of women as patients, according to the perceived wishes of
the doctor and the custom of the unit. Henderson (1984) in a study of the factors
determining midwives' decisions to rupture a woman's membranes identified that the
midwives were unaware of their compliance to medical policy but acted in the belief that
they were using their own initiative.
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"They were not aware of why they did things and imagined that they had
more autonomy than they do. So whilst thinking they were using their
own judgement in practice they unwittingly followed a routine.”
Henderson (1984:68)

Thus it is not uncommon for midwives within the hospital setting to intervene not because
they perceived such intervention as strictly necessary but because they are following what
they believe to be the consultants' policy, (Flint 1988:31).

Task orientated care has also been identified as being perpetuated by midwives within the
hospital setting. Macintyre (1978) through observing the structuring of interactions
around the booking form, identified the manner in which the control of the interaction
between midwife and woman is maintained according to a medical definition,

“... the midwives who collect the data do not design the record sheets. It is

the medical staff who dictate what data are to be collected for their own
purpose.” (Macintyre 1978:610)

Methven (1983) also noted in a study of midwives' behaviour during the woman's first
encounter with ante-natal care the 'booking visit' that midwives constructed the initial
interview entirely according to the demands of obstetrics. The midwives therefore
directed the interaction towards medical priorities, while failing to illicit information
relating to the women's perceptions, expectations and subjective experience of
pregnancy. Thus valuable information which could have supported the devlopment of
user-centred care was not collected as the interaction operated entirely within the
boundaries of the medical frame of reference.

Furthermore, Methven identified that the priorities of the institution also affect the
quality of the interaction, in that if communicating with women is perceived as a low
status task then little energy will be devoted to establishing a good rapport. Within the
institution of the hospital the hierarchy of priorities of the majority of staff tend to become
structured towards meeting the needs of the medical profession and towards fulfilling the
demands of the administration and bureaucracy.

Thus Methven (1983) found that booking women was a task ascribed to non-
permanent staff and to students while the permanent qualified staff, the very ones who
were also more continuously available to develop a positive relationship with the women,
concentrated on managing the organisation of the clinic or chaperoning the doctors. This
process of apparent acquiescence to medical definitions by midwives led Cartwright to
conclude that:

"The extent to which midwives can be seen as identifying with mothers is
limited in the sense that many accepted apparently uncritically the doctor's

power to make decisions about induction without taking into account
mothers' views and preferences.” (Cartwright 1979:156)
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Comaroff (1977) found that in the hospitals she studied midwives perpetuated and
reinforced medical definitions for the management of pregnancy and childbirth while
being at the same time overtly hostile to the pregnancy as 'normality’ definition of the
physiotherapists teaching relaxation classes. Comaroff concludes that it is the situation of
the midwives practice in the hospital and working within the confines of the medical
model which generates these competing paradigms:
"The situation of midwives in the hospital rather than in the community and
their opposition to such competing para-medical categories as

physiotherapist in the management of childbirth, leads them to stress their
orientations towards the medical establishment." (Comaroff 1977:131)

The next sub-sections are concerned with some of the further possible explanations for
this situation and the response of midwifery itself.

Medical Knowledge and the Training of midwives

A review of the midwifery textbooks available to student midwives in Sheffield's
medical library (Law and Friedman 1972, Hallum 1976, Bailey 1976, Clyne 1980,
Myles 1974, &1984) reveals a considerable opposition to home births. In the discussion
of birth the textbooks follow a similar pattern, that begins by stressing the dangers
inherent in birth and labour and continues with the stricture that the unknown risks
associated with deliveries warrant all births occurring in hospital. In addition the majority
of the these textbooks tended to devalue the ability of women to determine the
management of her pregnancy and to make choices in a rational manner. Instead the texts
imply that ultimate responsibility lies with the provider of care and not the pregnant
woman.
"Where ever possible the patient should be allowed to choose her place of
confinement. This choice however must never take precedence over the
needs for her safety. Thus should she want to be delivered at home this

can only be agreed to if she belongs to a category of a patient in whom a
normal delivery may be confidently expected.” (Law and Friedman 1972).

In all the texts reviewed medical definitions of safety predominate. (The difference
between medical and women's definitions of safety is discussed in chapter chapter 5 -
limits to control section). Furthermore all of the texts provide strict criteria for the type of
women who are to be denied a home birth:

"It is generally agree that no primigravida should be delivered in her own
home." (Clyne 1980:156)

"Home birth may thus be considered only for a healthy woman under 35,
expecting her second or third child, if her previous obstetric history is
normal, her present pregnancy uncomplicated and her home suitable."
(Bailey 1976:406 my emphasis)
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None of the textbooks examined provide evidence to support their categorisation of
women who were not eligible for a home delivery. None supported their claim that
hospital was safer with any evidence, or that home deliveries were any less safe with any
evidence. This tendency was noted by Cameron as a feature which occurs throughout
midwifery training;
"The traditional training does not encourage a questioning attitude which is
essential for a profession to survive and flourish... Theories may be

presented as facts to the student. An accepted practice - particularly where
it is medically sanctioned is not questioned. " (Cameron 1985:43)

This provides an illustration of the control by obstetrics over other professionals and
workers in the hierarchy of institutional expertise,
"It is true for other workers as for the patient that the professionally

organised division of labour has pathologies similar to those stemming
from bureaucracy.” (Freidson 1970:145)

One illustration of this dominance of obstetric knowledge over all other knowledge within
the system is illustrated through its control of midwifery. Further support for such an
influence is provided by the midwifery textbooks reviewed as with the single exception
of 'Miles' all the textbooks were written by obstetricians who are experts in the abnormal
and not by midwives who are primarily concerned with the normal. Thus through the
obstetric body of knowledge, obstetrics is capable of exercising considerable direction of
midwifery knowledge. Furthermore, obstetrics as the dominant profession also
exercsises considerable control over the development and advancement of knowledge
relating to pregnancy and childbirth.
"In it's control over practice the profession of medicine maintains control
over research - research in it's broadest sense. Data is collected both
formally and informally to support and develop the medical basis of
knowledge. But the data is itself generated by the medical practices. The

context in which medical knowledge develops and is used shapes that
knowledge ... " (Rothman 1984)

This situation led Kirkham (1987) to conclude that, in order for midwifery to assert a
central role in the provision of maternity care, they would need to assert and develop an
independent body of knowledge.

Within the midwifery literature the issue of training has also been interpreted in the light
of a need for midwives to assert a midwifery rather than an obstetric-midwife based
training for midwives. Morrin (1982) for example, argued that midwifery training should
be reviewed to produce a more questioning and articulate midwife, who is not just an
obstetric nurse, but rather a confident professional who is able to defend midwifery from
a further deterioration in status and medical encroachment. A measure of assertiveness
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training has been advocated in order for midwives to reassert the significance of their role
in the provision of maternity care.

"We must ask our selves why we are unduly influenced by medical opinion
unable to form judgements of our own and insufficiently articulate and
confident enough to voice our opinions? Are we products of a training
where the emphasis is on covering a syllabus irrespective of
understanding. logical thinking and individual development? Should
midwifery training be reviewed in relation to the calibre of the midwife we

wish to produce? Do we want midwives or obstetric nurses?" (Morrin
1982)

The quality and content of training has also been criticised by the Association of Radical
Midwives (ARM) who similarly argue that midwives need to be able to evaluate standards
and techniques of care as well as being provided with a broad curriculum which can
respond to changes in the social and economic conditions women find themselves in,
such as unemployment and poverty (Bolton 1985).

Similarly Newson (1982:528) argued midwifery education should produce
midwives who are flexible enough to respond to the individual needs of women, and that
it is responding to those needs which should be come central to the training of midwifery
in the future.

"Midwifery education in the future must aim to produce midwives who

recognise the importance of listening to the consumer and are able to adapt
their skills to women's needs."(Newson 1982:528)

Erosion of the midwives role

One of the key concerns in the literature has been the erosion of the midwives status.
Through out the period reviewed (1970-1989) concern has been expressed by the
profession over an apparent contraction of the role of the midwife and the erosion of her
status ( Walker 1972, Donnison 1977, Morrin 1982, Towler 1984 ).

"The midwife has been maligned and discredited as a professional and
erosion and contraction of her function and under-utilisation of her skills
are well documented facts." (Towler 1984)

An erosion which has occurred despite the fact that midwifery is unique among the
nursing related professions in having the status of an 'independent practitioner' in cases
of normal childbirth (Midwives Act 1902). This erosion is believed to have progressed to
the point, where midwives are no longer able to exercise the level of responsibility for
which they were trained, midwives have become “a dying species” (Towler 1982). With
the role of the midwife in the future being perceived as constituting nothing more than that
of an obstetric nurse or chaperon to the doctor.
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The causes identified by the midwifery profession for this erosion of their role all
to a certain degree relate to the dominance of the medical model as a framework for
providing care. The fact that most midwives work in the hospital reflects the dominance
of the obstetric model, in 1982 some 16, 368 midwives registered their intention to
practice in the hospital sector while only 4,235 registered for the community.2
Part of the reason is attributed to the definition of pregnancy and childbirth as
pathological; as the expert in the normal processes of childbirth,once the birth is defined
as an obstetric event the role of the midwife becomes automatically marginal.
"Perhaps one of the main threats to the execution of the midwifes role is the

practical application of the philosophy that childbirth is only normal in in
retrospect.” (Flint 1985:23)

A further implication of this, is that, the very notion of a midwife and her contribution to
maternity care has become increasingly obscured, so that other professionals and women
do not comprehend the midwives abilities and skills. Midwifery is therefore caught in a
cycle of self-fulfilling prophecies (Brooks, Long and Rathwell 1987)
"... women have come to expect medical care and hospital admission to be
the norm. This may make it difficult for pregnant women to feel safe with

the care of midwives when they have no knowledge of midwives' training
or expertise” (Cameron 1985:42)

Midwifery is therefore caught in a cycle of self-fulfilling prophecies, because their
responsibility and area of practice has been contracted this results in midwifery becoming
less significant to women and other professionals which results in a further contraction of
their role and status (Brooks, Long and Rathwell 1987). Thus there is a general
consensus in the literature that the medicalisation of childbirth and in particular the move
of the majority of maternity care provision into the hospitals has resulted in a
fragmentation of the role of the midwife,
"Many midwives find it unsatisfying to see women exclusively ante-natally

or during labour and feel that they are working on an assembly line."
(Kitzinger 1982)

It may be the that the impact of the co-optation of midwifery to the medical model within
the hospital system is the predominant factor in the erosion of the midwives role.
Goldthorpe and Richman (1974a) in a study of increased domiciliary
confinements as a result of the hospital strike in 1973, found that, midwives welcomed
the opportunity to deliver primagravida women in their own homes because of the

2. Although the intention to practice register is a fairly crude measure in that doesn't
match all those actually working as a midwife, in that 'intention to practice' does not
equal the numbers who will actually practice during the year.
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improved quality of the relationship this provided. They (1974b) also found that the
community midwives held a different frame of reference towards childbirth and maternity
care than those midwives working at the hospital. In line with Comaroff's (1977) later
findings, midwives within the hospital structure were found by Goldthorpe and Richman
(1974b) to adopt a task centred approach to care provision while the community
midwives worked within a different paradigm, which was more user-centred in nature.
"Taken together the work of Comaroff and Goldthorpe and Richman

suggests particular paradigms of maternity care are associated with
different methods of organising that care.” (Hale 1985:25)

Professionalism

One solution to this situation has been for midwifery to reassert its traditional with-
woman role, the growth of both the Association of radical midwives and the move
towards independent practice undertaken by some midwives are concrete manifestations
of this process. (Chapter 6 provides a further discussion of radical midwifery). However
there is a contradiction in that, on the one hand, midwifery appears keen to state the
naturalness and traditional nature of the midwives role in pregnancy and childbirth, it's
with-woman or wisewoman nature (Holmes 1985), while on the other asserting the
emergence of midwifery as worthy of professional status. In promoting professional
authority and aiming to establish ‘consultant midwives’ (Flint, July 1985) or midwives
as, The clinicians giving antepartum and postpartum care’ (Towler 1982:326) midwifery
may lose sight of women's needs. For it is adopting a model for development and
establishing it's authority which strongly echoes the path followed by the medical
profession in the 17th and 18th Centuries; in asserting that, midwives by virtue of
midwifery's special and unique training only can have access to the body of knowledge
concerned with pregnancy and childbirth. Therefore other carers, even women, are
excluded from participating in fertility control, pregnancy , childbirth and the early post-
natal period, (from the literature they seem quite happy for the health visitor to take over
when the midwife has finished her statutory 28 days ) and in particular those carers who
lack the sanction of professional authority, such as the NCT,
"We are the professionals and it seems absurd that thousands of mothers (in

fact couples) go to classes run by hundreds of lay teachers who undertake
a long and rigourous training for this role.” (Towler 1982; 325)

The concept that women may feel a need for lay involvement in childbirth and at a
personal level a de-professionalisation of their experience is not considered to be an issue
in the literature. Women's choice over the care they receive and their input into the
decision making process may be substantially reduced by such a shift within midwifery.
Thus to some extent professional interests of midwifery have been given priority in the
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professional literature over consideration of women's actual requirements or of a
considered attempt to understand women's needs. The discussion in the midwifery
literature raising midwifery's concern over standards of care and the erosion of the
traditional role of the midwife needs to be seen in the light of operating to strengthen
midwifery's claim, to professional status. Therefore a collaborative based approach to
providing care is advocated between doctors and midwives as a partnership of equals; a
development which would certainly enhance midwifery's status.

Consideration of the total balance of skills required by women is absent from the
discussion beyond the midwife and doctor team. Whether the skills of the physiotherapist
or the lay NCT teacher are for women a welcome addition to their ante-natal care is
simply not even on the agenda for discussion.

Thus the erosion of the role of the midwife has lead to an attempt within the
literature to re-assert what has been perceived as a traditional midwifery role, to enable
midwives to practice as 'practitioners in their own right” with separate skills but equal
status to that of the medical profession. However an associated consequence of this drive
for equal status with medical practitioners has been a move towards developing
professional status for the midwife, (Flint 1988). The concept of a consultant midwife
has also been taken on board by the profession as an unproblematic means of enhancing
the status of the midwife in relation to the doctor. In contrast the potential for such an
increase in professional status to create a power relationship between midwives and
women users has not been recognized thus the construction of midwifery maternity cases
could become a real eventuality. In order to become a profession midwifery must assert
a unique body of knowledge and stake a claim to being the only body of providers who
have access to that specific body of knowledge. Childbirth could change from being
medically controlled to simply being controlled by midwives, with little change for the
woman giving birth the fact that midwifery is a female dominated profession may not be
enough on it's own to prevent such a development.

The discussion in the midwifery literature illustrates midwifery's essential
dilemma, if they are not to become obstetric nurses they do need to change their status,
but whether adopting a medicalised status of a profession is the path they should be
taking or seeking an alternative path where their status is user-derived - is one which has
not been raised as an issue within the 'published voice of midwifery'.
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"Although attached workers are separately liable, GPs may feel a deep
moral responsibility for any act involving their patients and their practice."
(Dingwall 1980)

This situation has also arisen due to the dominance of the hospital models of practice.
The nature of the training received by health workers has institutionalised the dominance
of doctors and the subordination of other health workers, such as nurses. Dingwall
(1980) argues that patterns of domination and subordination are experienced and
established in the hospital setting where the training of health workers occurs, and are
thus continued in the work relationships outside the hospital.

Thus the models for relationships between workers in the community are in fact
determined by the hospital power structures so that professions which are traditionally
subordinate to the medical profession are in a position of institutionalised subordination in
any of their working contexts (McIntosh and Dingwall 1978).

This unequal relationship is also maintained within the PHC team through the
mechanisms of interaction and communication between team members. An example of
this is what Stein (1978) has termed the doctor-nurse game, which means that, nurses
adopt an 'array of manipulative interactions' rather than directly asserting their view to the
doctor. Empirical evidence to support this was found by McIntosh and Dingwall (1978)
as every nurse interviewed for their study felt that making a direct recommendation to a
physician was equivalent to insulting or belittling the doctor.

"The physician is an omniscient and punitive figure the questioning of his
knowledge would be unthinkable." McIntosh and Dingwall (1978:128)

A position which, in the main GPs are unlikely to query as a direct questioning of a
medical decision by a nurse would be seen by the GP as an inappropriate action for a
worker who is only employed by the GP in order to accept task delegation .

Another force preserving the unequal nature of the relationships between health
workers is the gender identity of the team members. Doctors are predominantly male
while other health workers are almost exclusively female a situation which reflects the
unequal sexual divisions of labour.

"The highly visable 'miracles' wrought by the predominantly male doctors

continue to rest on a pyramid of invisible and pre-dominantly female
labour." (Doyal 1979)

An illustration of this is provided through the work of the Pithiviers centre in France.
The form of maternity care provided there is invariably accorded to the Obstetrician at the
centre Micheal Odent, a feature which consistently ignores the central role the midwives
at the centre have played (ARM Report 1981 June).

In terms of interactions within the PHC team, Dingwall (1980) argues that there
are elements of the Doctor-nurse game (Stein 1978) which reflect patterns of male
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dominance and female passivity: for example some nursing instructors were found to
explicitly tell their students that their femininity is an important asset to be used when
relating to physicians, although the role tutors felt such students should adopt when
interacting with a female physician, Dingwall did not relate.

In addition male GPs were found to support such patterns of interaction. Beales
(1976) argues that male GPs have a tendency to establish and define their perceived right
to head and direct the PHC team in terms of reference to their gender. Furthermore this
situation is reinforced Dingwall (1980) argues by the manner in which female health
workers rarely speak at case conferences even when their contribution would be highly
appropriate instead they tend to defer to the GP and wait for the GP to initiate questions
although Dingwall did not analyse the extent to which the GP interrupted the speech of
other health workers or prevented them through controlling the interaction from
participating. A gender based division in control of interactions is supported by Spender
(1980). She argues that women who do defer to men are denied control over the
interaction by being frequently interrupted and being talked over and thus she found no
instance where women in mixed sex conversations did not defer to men. This situation
which is particularly likely to occur among interactions between GPs and other health
workers, where there already exists a formal power relationship beyond a solely gender
determined one. As Spender concludes:

"Those with power and status talk more and interrupt more." (Spender
1980)



Literature ;: 47

SECTION FOUR - ALTERNATIVES

Innovations in maternity care

There are three main areas of research concerned with alternatives in maternity care
provision which are worthy of some consideration. The first area is concerned with
studies of lay midwives and work on the role of midwives from other cultures. These
studies - because of their significance as a basis of comparison with the work of the
midwives in this study - are dealt with in the main body of the thesis. These include
Rothman (1982a, 1983); Weitz & Sullivan (1985); Peterson (1983). The two remaining
areas are: Firstly, studies evaluating systems of provision, such as evaluations of
innovative developments of projects within the area of maternity care, and secondly, the
implementation of natural childbirth.

1. Schemes

During the last 15 years several notable systematic attempts or pilot schemes aiming to
provide an alteration in the system of care provision have been set up. Two of the most
well known are Sighthill community based scheme and the hospital based "Know Your
Midwife" scheme.

The Sighthill ante-natal care project represents one of a number of similar
innovatory projects in ante-natal care which have been undertaken in the last ten years.
Sighthill is based on a form of shared care with General Practitioners, Community
Midwives and Obstetricians. The aim of the Sighthill project is to operate with a greater
degree of inter-professional partnership than is normally the case (Reid, Gutteridge &
Mcllwaine 1983). All women receive ante-natal care in the health centre and post-natal
care from the same staff. The scheme is located in a predominantly working class area of
Edinburgh. Overall, the scheme is popular with both users and providers and there
appears to have been a marked drop in perinatal mortality among babies born to women in
the scheme (McKee 1984).

Within midwifery innovative schemes have tended to focus on addressing the lack
of continuity of care. The "Know Your Midwife" scheme (1986) is perhaps the most
recent widely known example. The scheme was set up in St Georges Hospital Tooting
to address the dissatisfaction that both women and midwives felt at the fragmented nature
of care and the lack of continuity of care. The scheme was able to reduce the total
number of staff that each woman saw. The scheme was also found to affect the quality of
the relationship between the midwives and the women users.
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"Know Your Midwife care fared much more positively than the control
group, they enjoyed their ante-natal care more, they felt they were more
encouraged to ask questions than women in the control group, they felt
that the midwives appeared interested in them as a person." (Flint &
Poulengeris 1986)

Unfortunately, while these schemes illustrate the significance of changing certain
elements of care such as providing continuity of care or local community base care, they
are limited for several reasons. Firstly, they tend to remain as isolated innovations, much
hailed and largely successful but little imitated (Frohlich and Edwards 1989). Secondly,
they are invariably partial responses to the problems within current maternity care
provision. For example, care in labour is not considered in the Sighthill scheme.
Thirdly, and most significantly, they do not address the fundamental nature of women's
lack of control over the management of their pregnancies.

2. The natural childbirth movement & developments in maternity care

It has already been noted that many of the responses to consumer criticisms have simply
resulted in an attempt to make the medical management of birth more acceptable.

In response to the criticism over the high number of caesarian sections
hospital in the USA had started to offer 'humanised cesareans,' often
described as family-centred cesareans in which the woman can have a
supporter with her (usually considered to automatically mean the
father)"Certainly this is progress for the individual woman having a

caesarian section. But is warmer, cozier Caesarian section the real issue?"
(Rothman 1982b:178)

However as Rothman (1982a) argues, an emphasis on natural childbirth with less active
intervention does not necessarily provide a much better response.
"It is widely held that childbirth practices developed in the 1920's including
heavy medication, make up "traditional" childbirth, and childbirth
preparation is a revolution against that tradition. This is not what
happened. The childbirth preparation movement, far from being a

revolution is at most a reformation movement, working within the medical
model." (Rothman 1982a:79)

This next sub-section briefly highlights the co-optation and in some some senses
construction of definitions surrounding natural childbirth.within the medical model.

Mead (1949) argued that the development of much of what is taken to define
natural childbirth rather than emerging out of women's actual experience emerged from
male fantasies concerning the nature of childbirth. Rothman similarly identified (1982b)
the way such developments as Lamaze (1958) and Leboyer (1977) are more concerned
with the management of pain, and the experience of the foetus than with women’s control
over the birth process.
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"Most alternative ways of having babies in our society cannot be regarded
as more than reform movements working within the medical model.”
(Oakley 1982)

In fact maintenance of medical control is not excluded by a commitment to natural
childbirth. As Rothman (1982) demonstrates the concept of prepared childbirth involves
socialization into a certain form of management of labour which is still a part of the
medical model as women are still subject to control;

"In order to give birth properly these days one must attend classes in it ... to
learn how to do it actively." (Oakley 1987)

Although representing a considerable advance in terms of humanising the actual
experience of many women, the argument is that the way natural childbirth has been
interpreted within the system and in particular the concept of prepared childbirth,
demonstrates that natural childbirth has been subject to co-optation by the medical
model.

"The crucial issue is male control of the birth process - regardless of

whether that process involves surgical procedures, anaesthesia, or
breathing and relaxation exercises."” (Bunker - Rohrbourgh 1979:323)

Rothman (1982b) concludes that changes in the provision of maternity care and the
ideological framework through which childbirth is perceived cannot be achieved from
within by reforming the current system. Thus as noted in chapter one: two forms of
reform can be identified; firstly those which humanise care and secondly those which
seek to achieve something more ambitious, to return autonomy and control in childbirth
to women.

The fundamental issue identified within feminist work is therefore not one of
natural childbirth vs intervention, or hospital vs home although changes in the
management and policy of such areas may contribute to a change in the control of
childbirth. Instead the key issue is the nature of medical dominance over maternity
provision. and the question of who is in control of childbirth

“The home birth movement, incorporating consumers and midwives in a
strong coalition, has the potential for returning power and autonomy in
childbirth to women as mothers and as midwives. Its effectiveness in
creating change in childbirth ideology remains to be seen” (Rothman
1982b)



CHAPTER THREE - RESEARCH DESIGN AND METHODOLOGY

"Feminist research projects originate primarily not in any old women's
experiences but in women's experiences in political struggles." (Harding
1987).

Women's control over their health care and in particular, reproduction has been an area of
increasing conflict over the last two decades between providers and women users. At the
same time women health workers have also become active in asserting the value of their
contribution to health care, midwives for example have campaigned to prevent the
complete erosion of their role. Thus the research undertaken was situated within the
feminist tradition aiming to understand and document women's experiences, but also to
research those areas women had defined as important or valid areas for their concern and
energies.

The ethnographic style

The objectives of the research, to explore the nature of a particular type of care provision,
with the emphasis on detailing the relationship and mechanisms of interaction between
user and provider seemed to be ideally suited to an ethnographic methodology. The
adoption of an ethnographic style in the research was felt to be appropriate because of the
potential for ethnography to enable detailed explorations of particular settings. As
Macintyre (1977) noted, ethnography is ideal to provide a comprehensive analysis of a
particular setting.

"rich detailed accounts of the pattern of activities and social relationships

within that setting." (1977:478)

Its strengths lie in the potential to explore the details of the interactions and relationships
between participants in an interaction. The use of ethnography has also been usefully
applied in previous research concerned to understand the nature of the relationship and
form of interactions between providers and users in the provision of maternity care,
(Shaw 1974, Comaroff 1977, Macintyre 1979, Kirkham 1987).

As a result this study was felt to be best suited to an ethnographic style of
research, away from the experimental style of research founded on the logic of
positivism. There are two main justifications for this rejection of positivism, As Chalmers
(1982) states, positivism is inherently conservative and provides little scope for breaking
out of the dominant paradigm. This is because the scientific model has assumed a value
neutrality whereas in fact they incorporate the status quo, as Long argues, what is
required,

"..is a radical critique of the prevailing paradigm which is itself dependant
upon the existing structural relations in society." (Long 1984)
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This is needed in order to take into account the effects of variables such as power
relations, gender and class. Furthermore, the problems of a positivist methodology
become intensified with a research design which does not seek to evaluate and generate
facts and laws in the sense of say the relationship between ill health and smoking status,
but which enquires into perceptions, intentions, communications and relationships
between actors in the social setting. In situations where universal laws cannot apply
because individuals will perceive and define situations and events differently an
ethnographic research style is required to approach these areas.

"Its emphasis lies not in covering laws but on cultural descriptions,
providing explanation and causal understanding. Rules not laws of
behaviour are its focus ... How individuals perceive organise and make
sense of their situation how they interact, the meanings of health and

illness, experiences of illness and social control - all become fitting
phenomena for enquiry.” (Long 1984)

Within ethnography a researcher aims to capture the processes of interaction by this a
researcher must understand and evaluate the multiple and even conflicting definitions
held by all parties.

In addition, forms of action by respondents will depend on social context and as a
result there is a need for interaction to be evaluated where it occurs. Long also argues that
it is necessary to see social life and interactions within the general context of the culture or
sub-culture of the organisation, thus it is important to evaluate the impact for example of
professional authority and professional dominance upon the type and quality of the care
provided. Also it is important to incorporate an analysis of wider societal and cultural
norms, values, divisions and power relationships which determine and underlie the
internal workings of any situation or institution, for example, the manner in which gender
based inequalities are reflected in the organisations and delivery of health care services.
Finally the ethnographic style aims to understand social action within the respondents’
own terms of reference that is for example to evaluate the difference in the perceptions
between women's users views and workers' views over such issues as the quality of care
provided. The foundation of ethnography is therefore concerned with a subtle
exploration of people and their setting, it involves taking on board and interpreting 'their
world view,' ethnography is:

"The work of describing a culture ... Fieldwork then involves the
disciplined study of what the world is like to people ... rather than

studying people, ethnography means learning from people." (Spradley
1979:3)

Thus, for the reasons outlined above it was the ethnographic style of research with its
emphasis on evaluating meanings and perceptions through qualitative data that formed the
methodological framework of the study.
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However, despite the strengths of qualitative research in enabling a level of
understanding of social processes and interaction which would not be possible within a
scientific positivist framework, ethnographic research has been charged with being more
intrinsically prone to bias than quantitative methodologies. Bias generators have
particularly been seen to be a problem caused by the researcher affecting the situation or
the respondents in some way, all of which round down to the accusation that the research
is unscientific and therefore contains no validity.

"Some argue that the qualitative researcher being the sole instrument acts
like a sieve which selectively collects and analyses non representative data.

What these critics often fail to realise is that the researcher acts as a
selective sieve in all forms of research.” (Bogdan and Taylor 1975)

However one manner in which the qualitative researcher can provide verification of
findings is to adopt data triangulation (Long 1984), for example by verifying what people
say in an interview situation by obtaining data on actions through observation. Thus
Macintosh's (1977) study concerning doctors' information giving to patients was able to
identify a marked difference in doctors perception of information given by them and the
reality of the situation by using both interviews and observation.

Therefore the choice of empirical methods used in the research was not simply a
matter of picking and choosing from a list of methods, interviewing vs questionnaires.
Instead the methodology needed to be directly associated with the research questions to be
addressed.

Furthermore, in order to achieve as full an understanding as possible of the
processes involved in the interaction and to provide verification checks on the data,
methodological triangulation was seen as necessary. Thus the research methods
employed included longitudinal semi-structured interviews, observations as well as more
structured interviews within the setting of the well woman clinic. Following from, this
data triangulation was used by employing different methods and contrasting information
sources different perspectives were gained on the interaction and relationships.

"Narrow-mindedness in perspective over appropriate method can only result

in extending the number of possible threats to the validity of the study,
thus reducing it's ability to generate causal knowledge." (Long 1984)

Furthermore the strength of the qualitative methodology is that it allows for the
recognition of bias as an effect, and can therefore account for it.
"Whatever the problems faced by the qualitative researcher they are faced
by other researchers as well. In few other methods, however can the

researcher actually weigh the influence of the research situation.”
(Bogdan and Taylor 1975)
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Feminist methodology - Feminist ethnography
In recent years there has been a growth of literature and and increased awareness of
feminist research and methodology, (Ferree and Hess 1987, Lupton 1990) While feminist
research is not a homogeneous entity (Lupton 1990) certain themes and principles do
underlie the conduct and nature of the majority of feminist research. The feminist
approach to research begins with the critique of traditional methodologies;

"Women appear only as they are relevant to a world governed by male

principles and interests. To the extent that women sociologists accept that

perspective they speak a language, use theories and select methods in
which they are excluded or ignored." (Smith 1974)

There is a difference between the application of the ethnographic style and methodological
tools within feminist research and the more traditional approaches as evidenced in many
textbooks. (see Moser and Kalton 1971, Sjoberg and Nett 1968, Schatzman and Strauss
1973). The difficulty with such texts is that they provide only the most basic outline for
the methodological conduct of social research, experience of research shows that it is
impossible to apply a research methodology in the rigid cookery book framework that
such texts are often written in.

The problem with such textbook methodologies is a failure to acknowledge a
distinct feminist approach This is because as Millman and Kantor (1975) argued the
theoretical and methodological framework within which sociology operates has been
dominated by a masculine paradigm. Thus, as a consequence research within sociology
has largely been one of generalising from only one section of society, male. Far from
being value-free such research has implicitly been involved in justifying the distribution
of advantages which arise from gender based inequalities through a denial of the
experience and existence of women.

"The ideology is pervasive and largely inarticulated but it is expressed

within sociology by methodologies which ignore sexual divisions and do

not see the experience or situation of women. The symptoms of this are

familiar, such as the assumption that statements about social class can be

made on the basis of male occupations and that generalisations can be
made about all participants from an all male sample.” (Roberts 1981)

Their analysis could equally as well apply to the exclusion of black experience and within
the sociology of reproduction the exclusion of working class women's experience.

The central message of feminist work in this area is a crucial one for social
research in that without an incorporation into the conduct of sociological enquiry and
methodological tools a perspective based on women's models and interpretations of the
world, then social research is incomplete biased and distorted. Thus what was required
was the adoption of a non-sexist methodology, which incorporates women's experience
and which does not implicitly support the status quo. The key issue is not only one of
choice of method, but to what theoretical framework its application is attached and which
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model of the social world is adopted for the research. As a model which incorporates
women's perspectives and experience necessitates a methodological framework which is
quite different from established methodologies.

A Feminist Methodological Framework - A rejection of the hygienic model

"We argue that feminist research coming from within a tradition which
expressly supports self examination and sharing should reflect these two
qualities." (Stanley and Wise 1979)

Traditionally within research reporting it has been the procedures of social research
which have been documented at the expense of detailing the processes involved in
conducting research. (Oakley 1981, Bell and Newby 1977 Stanley and Wise 1979). The
research process can be taken in part to include the principles or ethics in which the
research is grounded, as well as the effect of the research both on researched and
researcher and the quality and form of the relationship between the two. To include such
issues in methodological reporting, is not to devalue the detailing of procedural aspects,
which are obviously an important aspect of accounting for research, but rather to accept
that they do not provide the whole story. While the inclusion of the process of research is
the difference between what Bell and Newby (1977) argued was a descriptive
methodology rather than a normative cook-book one. -

As Oakley (1981) noted, with regard to interviewing, in research reporting the
established custom is to detail the type, number and format of the interviews and to add
details only to describe facts such as what prompts were used. Rarely is a presentation
given on the process and experience of interviewing itself. However to even provide
such a discussion is fairly contentious, in that such aspects of the conduct of research do
not fit within the scientific paradigm of hygienic research , and thus have not even been
seen to be a legitimate area of sociological concer. (Oakley 1981, BSA Equality of the
Sexes Committee 1987).

"Another woman described her experience of having been attacked by the

male academics in her department for the kind of qualitative feminist work

she was doing. She was told by them that if she wanted to submit for the

degree for which she was registered she would have to rewrite her work

in a more objective way, as though I was not there." (BSA Equality of the
Sexes Committee 1987)

"As research workers we also become different people through the process.
This point is totally and necessarily ignored in the conventional
methodology texts." (Bell and Newby 1977)

Although researchers feelings concerning the research situation have been discussed
within ethnographic research for sometime (Gans 1968, Hammond 1964 and Vidich
1955) The proper concern of the researcher in such texts is perceived as being one of
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avoiding those feelings as bias, is seen as being generated by over-rapport. Involvement
with respondents is conceived of as a form of contamination, which a committed
professional researcher strives to avoid.

I had to fight the urge to shed the emotional handcuffs that bind the
researcher and to react spontaneously to the situation, to relate to people as
a person and to derive pleasure rather than data from the situation. (Gans

1968)1
Such contamination is felt to occur, if the researcher becomes a friend of the respondent
or so involved in the situation that they can no longer act as a researcher, or their data
becomes so skewed as to be worthless.

"Being friends with people means being open with them and acting as a

person rather than as a fieldworker." (Gans 1968)

However are the roles of being researcher and person two mutually exclusive ones?
Researchers such as Gans describe the difficulty of divorcing one from the other but
completely fail to question whether it is valid or even ethical for social research to
maintain such a distinction, let alone if it is actually possible.

In terms of the methodological validity of hygienic research it is feminist research
which has provided the most relevant critiques. Stanley and Wise (1979) provide two
central critiques in arguing that it is impossible for a researcher to do otherwise than
present herself in the research process and to be affected by it. Firstly they argue that the
deriving of theory, second-order constructs from experience is not a process that is
uniquely the province of social researchers.

"We reject the idea that only social scientists and not people produce general
accounts of social reality in this way In this sense it is possible to argue

that all research is grounded, because no researcher can separate herself

from personhood and thus from deriving second order constructs from
experience.” (Stanley and Wise 1979 p361)

Instead it can be assumed to be part of the process of interaction which everyone is
involved in, to some degree.

The second is a critique of the view that respondents are simply that, mere data
receptacles who speak in quotations. This fails to correspond with social reality as
respondents are likely to operate with their own agendas,

"The researched too are actively involved in the research in hand. They may
like, dislike, sexually desire, despise the researcher. They will almost
certainly construct their own theory about both the research topic and the
theory held by the researcher and supply information accordingly."
(Stanley and Wise 1979)

1. Gans was recently reprinted in a field manual (Burgess 1982) thus is still seen as
relevant for guiding research protocol.
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Thus as a consequence failing to take the respondent into the research process could
equally bias the data as they could develop a false conception of the research aims.
Oakley in detailing a feminist methodology for interviewing practice argued that the
hygienic approach to social research exemplifies a lack of fit between the theory and
practice of conducting research. A view which could easily be extended to cover the
entirety of social research and qualitative fieldwork in particular.
"A feminist methodology of social science requires that.. the mythology of
hygienic research with its accompanying mystification of the researcher
and the researched as objective instruments of data production be replaced
by the recognition that personal involvement is more than dangerous bias

- it is the condition under which people come to know each other and to
admit others into their lives." (Oakley 1981)

Thus unless the researcher places her own personal identity into the research process,
data collection will be severely hampered as, a hierarchical relationship based on
professional distance and non-involvement will be unlikely to achieve the goal of finding
out about people (Oakley 1981). Thus one the most significant elements of feminist
research is that of the adoption of a 'conscious partiality' (Ferree and Hess 1987) through
the rejection of the hygienic model.

It is perhaps surprising that this is not more widely accepted and incorporated into
research methodology given that sociology has produced rigourous critiques of the
manner in which professionals, are unable to communicate effectively with their clients.
One explanation for the continuing acceptance of the hygienic method and its specific
negating of the feelings of researcher and researched is that it is part of the dominant
masculine paradigm within sociology (Oakley 1981). Thus the emphasis on a scientific
removal of bias is due to that fact that sociology has adopted methodological models
which are masculine in nature (Ross 1979). As Oakley argued, the hygienic approach to
research objectifies the respondents participating in the research and generates a power
relationship between researcher and researched. Which is also a reflection of the
professionalism in research in that one of the characteristics of professional dominance
and authority is that The client has no choice but to accede to professional authority.
(Greenwood 1957)

Summary
As a result of feminist work in this area it is a premise of this research that to ignore
aspects of the process of research which step out side the hygienic model of conducting
research is not only part of what Oakley describes as the masculine paradigm in
sociology, a paradigm which not only specifically negates the feelings of the researcher
and the researched, but is also methodologically invalid.

"The personal is not only political, it also the frequently invisible yet crucial

variable present in any attempt to do research. We emphasize that it should
not be absent from doing feminist research.” (Stanley and Wise 1979)
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Therefore it was with the feminist critiques of the hygienic method in mind that I formed
the methodological foundations for the interviews and observations conducted in the
research. Thus while this chapter will present the procedures and stages of development
of the project, this chapter also aims to partly redress the imbalance in traditional research
reporting, by discussing the processes of the research, the ethical considerations and
dilemmas it presented as well as issues such as the presentation of self as the researcher.

THE CONDUCT OF THE FIELDWORK

The practices

The selection of the research practices? was determined by an interest in evaluating the
ideal rather than the norm, in terms of both health care provision and structure of the
practices. The practices were therefore chosen specifically as examples of ideal practice.
The aim of such a choice was to provide firstly, a means of identifying if an alternative
model to the medical model for maternity care provision could function in practice, and
secondly if such a model corresponded with women's requirements of the service or if
they are inappropriate constructs imposed by professionals and academics.

The practices were chosen because of their reputation for possessing a well integrated
PHC team approach to service provision especially in the area of women's health and for
developing innovative approaches to health care. The practices stated they had explicitly
adopted a policy of aiming to provide women with a real and informed choice concerning
all aspects of their care but particularly in the area of reproductive health and maternity
care.

Composition of the areas the practices were located in
The fieldwork was situated in two group practices in predominantly working class areas
of a northern industrial town. These were identified by the Local DHA as being areas of
average to high morbidity and social deprivation.3

In order to provide a context for the fieldwork, a comparison of the two research
sites (the names have been changed) from the local census report (1981) had been
provided although it is worth noting a few problems with this data, apart from the fact
that census material is by its nature out of date. The two major omissions are that break
down by ethnicity and gender are not provided in the area analysis, as well as other
factors relevant to this analysis such as marital status while also excluding single parents

2. The names of the practices and the people interviewed have been changed to retain
their anonymity.

3. Statistics taken from the local census report 1981. Figures in brackets marked CA
refer to city average.
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from some of the statistics. However given these flaws, the census data proved to be
useful in providing a guide to the areas of the research sites.

The first area (North) is composed of mixed housing with traditional turn of the
century terraced houses of which some are privately rented (13%), but increasingly
coming under owner occupation, 52% (CA 44%) and some modern council housing
32%. In terms of its social composition, it is closer to the city average in most respects
than the second research practice. 54.% of all households do not own a car (CA 52%),
Unemployment is at 10% (CA 11%) and over crowding in houses with children under 16
is at 24% (CA 28%).

The other practice (Park) is situated in an area composed almost entirely of council
owned 60's high rise, developments 88% compared to a city average of 44.5% In terms
of factors which can be termed as indicators of social deprivation, moderate over-
crowding is high in households with children under 16, 44.1% (CA 28.3%) along side
which 70.4% of all houses do not own a car, 58.6% in households with children under
16 (CA 36%). The unemployment rate is 14.7% which is also well above the city
average of 11%.

In terms of the Social class composition of both areas, while recognising the
problems associated with using a social class distinction

Table 1.1 Class composition1 of heads of household with economically
active head.

Class
I II IIIN IIM 1V \%
North 3 15 13 42 22 4
Park 1 9 7 43 31 9
City average 5 20 11 37 19 6

All figures = %

1. (Census 1981) Thus overall North is area which is typical of Local as a whole, and
could be considered to be a more traditional working class area in both composition and
sense of community structure.

Park is an area of higher social deprivation as well as higher than average mortality and
morbidity.

Choice of practices

In order to evaluate the conception of something approaching an ideal form of women's
health care provision a criterion for identifying suitable practices was developed. This
criterion was drawn from the proposals of ideal practice outlined in chapter one.
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The choice of practices was based on as close as possible conformity to the models and
recommendations advocated by previous researchers in the field as well as lay pressure
groups. In practice this consisted of the following criteria:

1.  The operation of a system of shared care for consultant bookings.

2. In addition the chosen practices would have to have a high percentage of home
deliveries and GP unit deliveries. The criteria for home deliveries should include
first time mothers and women over 30.

3. That the practices should state that the choice over the place of delivery was entirely
the woman's. In practice this had to be modified as no practice could be found
which stated they would readily book multiple and breech births for home deliveries
and such deliveries were not allowed to be conducted in the GP unit.

4. Midwives were responsible for the provision of care to the women and acted as
more than obstetric nurses, but instead there was an expectation at the practices that
they would work within the definition of a midwifery practice detailed by the World
Health Organisation (1966). WHO defines the sphere of practice of the midwife as:

"She must be able to give the necessary supervision, care and advice to
women during pregnancy , labour and postpartum periods, to conduct
deliveries on her own responsibility and to care for the newborn and the
infant." This care includes preventive measures, the detection of abnormal
conditions in mother and child, the procurement of medical assistance and
the execution of emergency measures in the absence of medical help.

(WHO 1966)
In particular I was concerned to use practices where the midwife provided continuity of
care to the women; that is she was responsible for the day to day running and
organisation of the ante-natal and post-natal clinics as well as attending the women's
deliveries.
5. The practices were to state a commitment to providing continuity of care and to have a
well developed system for providing continuity of care.
6. Possession of a full and well integrated PHC team, including Health Visitors and
Nurse Practitioners.

Practices within the Postal districts identified for the research were then contacted. These
were drawn from the Doctors Postal list and from this practices without female GPs could
be eliminated. The GPs were first contacted because lists of GP practices were readily
available. Although S practices were identified as radical, 2 were in middle class areas
and the third did not possess a female GP who offered home deliveries at that time for
first time mothers. Thus it was decided to concentrate on the remaining two practices. In
preliminary discussions with the GPs the remaining two practices identified themselves
has having a commitment to a fully integrated PHC team including health visitors and
Nurse Practitioners. As well as stating that they had adopted a policy of aiming to provide
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women with a real and informed choice concerning all aspects of their care particularly in
the area of maternity provision.

The organisation of the practices
The two practices were very different structurally (See chapter 5). One was a modern
(North) newly built surgery and the other a 1960's health centre (Park).

Within the north practice there were four GPs. Three men and one woman
although only the woman, provided matemnity care (although during the last month of the
research this was being undertaken by one of the male GPs). In addition the PHC team
consisted of 1 midwife, 1 Health visitor, a nurse practitioner, a counsellor and three
receptionists.

The Practice consisted of three entirely separate practices. One composed the
'radical practice' which took part in this research, the other two could be defined as more
traditional and although had a midwife attached did not offer home or GP unit deliveries.
The radical practice consisted of 2 GPs, a midwife a practice nurse. The health visitors
and receptionists worked with all the practices. During the course of the research, the
GPs at the practice changed. Originally when the fieldwork was started the GPs consisted
of one male and one female GP who both provided maternity care. However three
months into the project the male GP left and was replaced by a female GP, who was also
committed to providing home/GP unit deliveries and it was therefore with this GP
(Louise) that the majority of the research was undertaken at the Park practice. the
midwives at both practice remained the same throughout the fieldwork.

The GPs included in this study and interviewed were only those who provided maternity
care.

Ante-natal appointments were made according to the recommendation in the
Midwives Rules:

"Every four weeks until 28 weeks

Every two weeks until 36 weeks
Every week until baby is born."

The majority of women were seen at each visit by the midwife and occasionally if the
clinic was busy by the GP instead. The GP was seen by the women once at the beginning
of the pregnancy to discuss the booking for delivery and once towards the end. (approx
36-38 weeks).
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The place of birth

Within the city women have four options available as a place of birth (including home

birth). There are three hospitals providing obstetric and gynaecological services;

1. The Infirmary - Women's hospital with consultant unit which - specialises in
abnormal deliveries. In recent years this hospital has made some concessions to the
natural childbirth movement with the establishment of a natural childbirth room.
However midwives pointed out that this room is not offered to women when they
arrive at the hospital, they have to find out about it's existence before hand and
actively ask for it.

2. The General - Services the northern side of the city - large General Hospital. -
none of the women in the sample opted for the General, mostly due to travelling
distances involved.

3. The York - Has a small consultant unit but also houses the GP unit.

The GP unit - This unit enables women to be booked and cared for during their ante-
natal under the community system and to be given continuity of care throughout. Women
booked for the GP unit do not normally attend the consultant ante-natal clinics. The
midwife attached to the women's own GP practice normally attends the delivery, visiting
the woman at home during labour and taking her into the hospital when she is ready.

The policy of both the practices and the other community midwives interviewed is to use
the GP unit as a means of providing continuity of care to women, and for women to be
delivered by a midwife they have established a relationship with. In most cases the
women are looked after in labour for as long as possible in their own home, before going
into the hospital. The GP may not even be present for the delivery although the midwife
usually will contact him/her during the second stage.

Home birth - The Regional Health Authority's official policy is to encourage 100%
hospital deliveries. Although the flying squad is still in existence in the city. Ease of
access to a home birth depended on the women being registered with a GP who offered
such a choice to women, or accessing knowledge of their rights regarding a home birth
through books of childbirth and pregnancy.

The fieldwork

As this was to be an in depth ethnographic study, it was felt that following the experience
of a sample of women through their pregnancy from two practices would provide a
broad sample base, particularly where this would be supported with interviews of staff
from other practices. These interviews were to prove to be particularly useful in extending
the analysis of a user-centred model held by the midwives model of health care
provision. During the course of the research it was found that there existed a core of
radical midwives, ( the midwives at the participating practices formed a part of this group)
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these additional radical midwives were subsequently interviewed. These interviews were
undertaken to provide a means of evaluating if the philosophy and approach of the
midwives was more universal and formed part of a philosophy held by other midwives
working in similar environments.

Although it was felt that these midwives practices were not suitable for the main
part of the field work as either the GPs were not as committed to providing the mode of
delivery to be evaluated or else they proved to be in predominantly middle class areas.

Access
"Negotiating access to organisations for the purposes of research is a game

of chance not skill." (Buchanan, Boddy, McCalman 1983)

Gaining access for any piece of social research is not simply an issue of gaining entry to a
proposed research site or number of respondents. Consideration also needs to be given to
developing an awareness of what degree of access to information or interaction was
given or withheld.

As a feminist interviewing and observing women during an important life event,
I further felt that it was necessary to remain aware that women in agreeing to be involved
in the research had not implicitly given access to all aspects of their experience and that
access would need to be renegotiated with them at various stages, for example by asking
their permission to remain present during a clinic visit where the midwife has decided to
do a breast examination, or where the women wished to discuss personal details in
private.

However given these considerations, access, never at any stage of the research
proved to be a problem, either in terms of gaining initial access or entry to the practices
or in terms of graduated access such as access to information, observational settings or
respondents. Although exact reasons for this are obviously difficult to validate, but
evidence does point to this being in part due to the commitment to the research by the
midwives and the women and their feeling from the information I had provided
concerning the aims of the research, that the research possessed some value. Thus they
would volunteer unasked for information even when it might not conform with their
values or views, for example one midwife who was very committed to home births
informed me,

We thought of you yesterday Fiona as I went to do this delivery for one of

the other midwives and it was a home birth but we got the impression that

the woman wasn't very keen at all and in fact she wasn't happy having a

home birth because she was very anxious but the husband was very keen.

And we thought it would be good for you to talk to her, as she wasn't
happy. To find out what she really wanted. (Midwife - Jean with student)
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Here again I was able to identify a mismatch between the text-book approach and the
reality of conducting research,
"The researcher who hides his researcher role can enter more easily than the
researcher who describes himself as such, and begs admittance on the

basis of persuading people that scientific research is useful and desirable."
(Gans 1968)

In fact the degree of access was aided by my being explicit about the purpose and aims of
the study with the result that the women did feel committed to the study. This situation
was certainly helped by the stating of my own stand-point to the practices, the promising
of results and the commitment of the practices to publicising the radical nature of their
health care provision. However it was not only the professionals who became involved in
the research, the women users also demonstrated a degree of involvement and interest.
However, unlike Oakley's experience few women contacted me directly, which is
perhaps unsurprising given that many of the women did not have access to a phone.
Oakley's experience in this respect is perhaps a consequence of having a predominantly
middle class sample. But despite this many of the women volunteered extra information
or added to comments they had made in the interviews or to tell me of their further
experiences, if they saw me passing through the clinic. Thus contrary to Reid's (1983a)
assertions, working class women can also possess an appreciation of the research
process.

For both of the main practices studied the first approach was made to the GPs

who after being interviewed themselves agreed for the research to be conducted in their
practices although they, as well as myself, insisted on the right to veto their involvement
in the research being given to the midwives and the women themselves.
The majority of women were contacted at their first appointment with the midwife, during
each practices' ante-natal clinic, this was after they had seen the GP or the practice nurse
to confirm their pregnancy and had discussed their intentions regarding the future of the
pregnancy with the GP. The original intention had been to contact the women at home as
Graham (1980) had done to enable the women to discuss the research on their own
territory and to distance the project from an association with the practices. However this
was found to be far too time consuming as few women had phones and the majority who
lived in the high rise flats tended to go out for the majority of the day.

Before starting the fieldwork, it was expected that some of the women would
refuse to be involved and the midwives or GPs would place limitations on my degree of
access to observing their practice. However this never occurred, no woman refused to
take part in the study or dropped out at before subsequent interviews. While the midwives
and GPs although expressing considerable interest in the findings never expressed any
concern over what I was doing with the material or even hinted that they would rather I
did not observe any aspect of their clinical practice. There are two possible inferences to
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be drawn form this, one positive the other negative. The first is that both my relationship
with them and their commitment to the research was a result of the position of trust we
had built up. The second negative inference, is that women are unlikely to refuse, even
when they wish to do so. While both are likely to be part of the cause, during the course
of the study the second explanation did give me cause to re-think the presentation of the
manner in which researchers ask people to be involved in research, particularly where the
research is on women. I was aware that as women, the professionals and the users of
the service as well as the researcher myself, has been subjected to a process of
socialisation where by women are negatively sanctioned against saying No. This issue
was first noticed during the initial introduction to the women, in that none of them refused
to take part in the research. With regard to this issue, I was not too concerned about the
professionals as I had lengthy interviews with them before conducting any real fieldwork
and had negotiated with them in detail, concerning the nature of the research it's
usefulness of otherwise to the practices and their access to the findings. Therefore in
certain cases such as in the questionnaire for the well woman clinic some questions were
included that the practice nurse specifically wanted answers to. However I was
concerned for the women over this issue. A particular concern was over providing an
opportunity for the women to refuse at the initial interview if they so wished, given the
situation where the women were introduced to myself and the research in the ante-natal
clinic during their first visit (consulting room) and that they might not want to appear to
upset the midwife or even say no to a friendly student. Thus it was felt that because the
women were being asked to give substantial amounts of their time for interviews, as well
as allowing me to observe and record very personal details and relationships and private
interactions in the clinic I needed to develop mechanisms which allowed the women to opt
out of the research, or certain aspects of the research, in order to respond to a need the
women might have for privacy with the midwife or health professional. Thus on first
meeting the women and also at the first interview I stated that they could ask me to leave
at any point when they were seeing the midwife if they wished I tried to do this in an
informal manner which aimed to express that not only did I not mind but that they had a
right to determine their own degree of privacy and involvement in the research. For an
intrinsic aspect of adopting a feminist methodology which departs in its approach to
respondents from their objectified status in a more traditional research protocol must be a
commitment to providing a means where by women respondents are in control of their
degree of involvement in the study.

Although no woman refused to be involved in the study or dropped out for the
subsequent interviews, two women made use of opportunities provided to opt out by
temporarily refusing access to part of their interactions with the midwife, this happened
on two quite specific occasions. Both were instances where the women asked if they
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could see the midwife alone for that one clinic sessions, both occurred in the middle
stages of their pregnancy but before the second interview and were concerned with
wishing to discuss personal details with the midwife. Interestingly at the post-natal
interviews where I knew both of the women infinitely better by then both women
detailed what had happened at these meetings with the midwife without me mentioning
the incidents again; which is again an indication of the position of trust we had established
which went beyond simple rapport in that the women wanted to discuss personally
distressing incidents of their own volition.
Thus as far as possible the women were given every opportunity to withdraw access as
they wished. With the best manner to achieve the women's confidence being to adopt an
approach which was informal as possible. Certainly being introduced by the midwives
helped provide me with an air of acceptability but I also needed to distance my self from
the midwives, in order to allow for the expression by the women of any dissatisfaction
with the midwives.

Finally perhaps as researchers it is wise not too make too much of our skills in
persuading people to be committed to social research, but rather to be aware that people
respond to us as individuals regardless of any other roles we possess.

Jane: Would you like to come to my delivery as you haven't seen any, I
would like that actually.

Researcher: Well yes if you are sure that you don’t mind...

Jane: Oh no, I don't mind you because I know that you are a proper
researcher and won't be interfering with me, I wouldn'’t let a midwife or a
doctor sit in who was doing research as you never know what they would
do.

Whereas Kirkham (1987) a midwife researcher in a similar situation was faced, by the
opposite:

"Indeed one patient I asked in ante-natal clinic if I could observe the labour
answered, You can because you are a midwife I wouldn't have a
Sociologist."

The Women

The main body of the fieldwork concentrated on following the progress of a sample of
predominantly working class women, who were pregnant for the first time
(primagravida) through the community maternity care system. There are several main
reasons for adopting such a sample for the basis of the fieldwork. Pregnancy brings
women into contact with the major components of the PHC team and in particular a wide
range of female workers. The provision of maternity care also represents an aspect of
health care delivery which is primarily concemed dealing with dealing with normality
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rather than ill health. Thus an evaluation of maternity care provides an opportunity to
assess the health care systems response to health care rather than disease care. Pregnancy
and childbirth also represents an experience which is unique to women. Thus an
evaluation of the health care systems approach to care provision in this area is likely to be
a valuable indicator of the general approach in the NHS to women's health needs and also
to what degree health care provision to women in the PHC sector is necessarily
determined by the patriarchical nature of society. Following from this, I was interested in
the processes where by women may become empowered through control of their health
care, their experience of care during a normal process where female health practitioners
predominate seemed an ideal starting point for such an analyses.

The decision to concentrate the major part of the field work on first time mothers,
stemmed from the fact that it was decided to evaluate the choice and options available to
women with no previous experience of the maternity health system and who therefore
would be more likely by virtue of their inexperience of the system and biological process
of pregnancy to require a greater amount of information, thus providing an opportunity to
investigate what information and support they would receive from health providers and
their perceptions of that information. Also women during their first pregnancy are most
likely to have questions, which they would be required to go to sources outside of their
own experience for an answer. The source they choose to go to would be a likely
indicator of their relationship with the health care staff.

Finally there is a widespread incidence of primagravida women being classified as
high risk cases and being refused home births or natural childbirth. I was therefore
interested in evaluating if the midwives and GPs would label the women in this way.

Sampling

The women were sampled through the practices who were asked to keep a record of all
new primagravida women who came to the clinic after a certain date. The original aim
had been to then draw from that list a sample of working class women, which would also
include a number of women from ethnic minorities and women across the age range.
However the fates seemed to have other ideas and during the first three months of the
project only 3 new women in total presented at both practices. This was despite the fact
that the midwives normally found March to be a busy time.

The only response seemed to be to wait, but it seemed sensible to alter the criteria
for sampling and to include any new primagravida woman. During this time (apart from
stating observations and interviews with the three women) the fieldwork concentrated on
interviewing the health workers and the midwives from the other practices, in addition to
conducting preliminary observations at the clinic so that the workers could get used to me
(and the tape recorder) and I could familiarise myself with the clinics. This extended
period of familiarisation proved ultimately to be very useful as the concentrated period of
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consideration of the workers view provided the basis for the depiction and analysis of
their frame of reference.
At the end of October a full sample of 30 women was drawn up.

Structure of the interviews

The sample composed of thirty women who were first interviewed when they
made their initial visit to the ante-natal clinic (approximately 12-14 weeks pregnant).
Originally 33 women were contacted; two were lost due to early miscarriage and one
moved out of the area. Each woman was interviewed at least three times composing in
total 89 interviews with primagravida women (one woman missed second interview due
to early delivery at 29 weeks ). All the interviews were semi- structured in nature, with
key themes being explored which each woman.

The first two interviews were conducted in rooms in the health centres, one was

the practice nurse's office and the other was the centre counselling room, both were
comfortable informal rooms which were conducive to a relaxed atmosphere.
The initial interview explored the issues surrounding the women's choice over place of
birth and expectations for the pregnancy and birth, as well as initial feelings surrounding
the delivery of ante-natal care and their relationship with the health professionals. (exact
examples of questions asked are in Interview schedules appendix 1) Two further
interviews were then conducted with each woman: One during the later stages of their
pregnancy (30-32 weeks) which developed and enlarged on issues already discussed
concerning their experiences and expectations of pregnancy while also identifying any
changes or developments in their feelings concerning their health care since their
pregnancy began. Furthermore because regular observations were conducted on the
women and workers' interactions during the period of their ante-natal care, it was
possible to maintain a high level of contact with the women during their pregnancy. This
regul