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Executive summary 

 

A time-limited ethnographic study was undertaken at the Lewes Birth Centre, an inner-

city birth centre in England. The study explores how the birth centre was created, what 

birth centre care meant to the women and men who opted for it, and to the midwives 

working there.  

Birth centres are thought to share a general framework of beliefs, derived from a ‘social 

model of care’. In principle they promote well-being, see birth primarily as a normal 

physiological process and a social phenomenon rather than a clinical event, and seek to 

minimise the routine use of invasive interventions. In-depth research is needed to show 

how different service models work in practice.  

 

In 2008, just 5% of births in England were in a birth centres, rates broadly similar to 

those in other developed countries. I questioned why birth centre care was not a 

mainstream service being accessed by a greater proportion of women and families. 

 

Having negotiated access and obtained NHS and ethics committee approvals, I spent 

around 114 hours at the Lewes Birth Centre over two months August-September 2008. I 

observed and participated in meetings, episodes of antenatal, intrapartum and postnatal 

care, birth preparation sessions, staff breaks and waiting times.  
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I kept a fieldwork diary and wrote memos, recorded 29 in-depth interviews:18 with 

parents (four women-only; seven with-partner) and 11 with staff (nine midwives and two 

maternity assistants), and collected written materials. 

 

Jan Scott, consultant midwife, who created the birth centre, intended that it would 

provide a separate, peaceful enjoyable environment for families, away from the 

busy labour ward, in which normal birth could flourish, and where midwives had 

opportunities to develop their practice.  

 

The results showed that parents of different ages, social class and ethnic backgrounds 

using the birth centre responded very positively to the physical environment, the 

philosophy of care and behaviour of the staff. They appreciated the holistic way that 

midwives worked, involving partners and the wider family, and the family rooms where 

they could spend unrestricted time together.  

 

There was a strong sense of shared values among the midwives. Those who had 

come from a labour ward background faced the greatest challenges in becoming a 

birth centre midwife as the philosophy of care required a new ways of thinking 

and behaving. The ethos of ‘believing in normality’ created its own challenges in 

terms of judging when to ‘sit on your hands’ and when further investigation might 

be justified, requiring midwives to ‘walk the line’.  
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Most women and partners using the birth centre were committed to having a 

natural birth, avoiding drugs and medical procedures. They found the birth centre 

environment and ethos helped them achieve their aims. The midwives’ support 

was invaluable, including the approach of ‘staging them through’. The 

experiences of three women/couples who transferred out of the birth centre were 

analysed, as well as those who had a straightforward experience. Two 

women/couples were ‘reconciled leavers’, one was more ambivalent.   

 

There are positive reasons to imagine that birth centres will become a well-

established, mainstream service. 
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1 Introduction  

 

A time-limited ethnographic study was undertaken in an inner-city birth centre in 

England to explore an emerging model of maternity care. This chapter sets the scene, 

explaining what is meant by the term ‘birth centre’ and demonstrating that the birth 

centre model of care is maintained as ‘other’ compared with mainstream, physician-led, 

hospital labour ward care. The study was carried out at the Lewes Birth Centre.1 It 

explores how this particular birth centre was created, what birth centre care meant to the 

women and men who opted for it, and to the midwives working there.  

 

In order to be able to see the significance of the birth centre in its socio-political and 

historical context, the chapter provides a summary of the development of birth centres in 

the United States (US), since they originated there in the 1970s. It also considers the 

experience of the Stockholm Birth Centre, the only birth centre in Europe whose 

development has been researched and debated in some detail, and introduces the current 

policy context in England. 

 

1.1 What is a birth centre?  

In the United Kingdom (UK), all maternity care in a birth centre is midwife-led. Birth 

centres can be located in a hospital close to anaesthetic, obstetric and paediatric services 

(‘alongside’), or separately (‘freestanding’), for example in a near-by town. The Lewes 

                                                 
1 All names used are pseudonyms to protect anonymity. 
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Birth Centre, the subject of the current study, is an ‘alongside’ unit, situated one floor 

below the hospital labour ward.  

 

The birth centre concept was first developed in the US as part of the ‘alternative birth 

movement’ (ABM). Birth centres were created as a solution to the perceived problem of 

extensive medicalisation in hospital-based maternity care (Devries, Salvesen et al, 2001). 

They provide a base where midwives can work within a social model of maternity care 

(Walsh and Newburn, 2002a, 2002b), which seeks to promote mental and social well-

being as well as ‘merely the absence of disease or infirmity’ (WHO cited in Bradshaw,   

1994). Shallow considers a social model of maternity care to involve three key beliefs. 

First, rather than being an isolated medical event, birth is viewed as a part of the woman’s 

and the family’s social life leading to parenthood.  Secondly, women’s bodies are seen as 

being well designed for labour, birth and nurturing a baby, so there is an expectation that 

the process will usually proceed without complication. Thirdly, ‘interventions are kept to 

a minimum and only used … when complications do arise’ (Shallow, 2003). This is 

reflected in the statement of the UK Birth Centre Network:  

‘(Birth centres have a) commitment to pregnancy and birth as normal 
processes and to personalised care that recognises and respects the rights 
and wishes of individual women and their families, aimed at empowering 
them to take responsibility and retain control of this significant life event’ 
(Rogers et al, 2005).  

 

Birth centres in the UK generally have explicit eligibility criteria, based on nationally-

agreed guidance (NICE, 2007), so the model of care is offered only to healthy women 

with a ‘low-risk’ pregnancy who are unlikely to develop complications.  
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Birth centres offering ‘family-centred care’ to eligible, low-risk, women within a 

‘wellness’ model can now be found in most European countries, Canada, Japan, 

Australia, New Zealand and Brazil (Kirkham, 2003; Hodnett et al, 2005; Cunningham, 

1993; Koiffman et al, 2009). The model has been documented in overviews (Kirkham, 

2003); commentaries from specific settings (Groh, 2003; Shallow, 2003); qualitative  

research (Annandale, 1987, 1988; Coyle et al, 2001a, 2001b; Creasy 1997; Deery  et al, 

2007; Esposito, 1999; Walsh, 2006a, 2006b, 2006c, 2007) mixed methods studies 

(Saunders et al, 2000), and systematic reviews (Hodnett et al, 2005; Walsh and Downe, 

2004). However, more than a generation since the ABM began in the US, the model is 

still seen as alternative rather than mainstream. 

 

1.2 The socio-political and historical context 

In the US, the number of birth centres rose in the 1970s as the ‘natural childbirth 

movement, the feminist movement and the consumer movement’ all called for women 

and families to have more control and involvement in decision making (Patterson, 

Peterson, 1980) and for less routine medical intervention (DeVries, Salvesen, et al, 2001). 

There were also growing concerns about the ‘high cost of maternity care’ (McGlynn, 

2003).   

 

Estimates suggest that by 2002, there were 160 birth centres throughout the US, 

providing care for less than 1% of pregnant women (McGlynn, 2003). A key question is 

why this model of care was still a fringe activity rather than a mainstream option.  
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Devries and colleagues argue that ‘state intervention, the organization of professions, 

…inequality, attitudes about, and uses of technology’ help to explain patterns of 

provision of maternity care (2001:xiii). A strong case has been made that in the US and 

the UK midwives have been largely excluded from determining maternity services as a 

result of gender inequalities and physicians’ successful promotion of their professional 

interests (Donnison, 1988; Starr 1982:13-15, cited in Jordan, 1997).  

 

Jordan’s Birth in Four Countries (1978), acknowledged as the first anthropological study 

of childbirth, analysed birth practices and beliefs as part of a cultural system and 

explained them in terms of  ‘authoritative knowledge’(Jordan, 1997:55; 1993; Davis-

Floyd and Sargent, 1997:3). Jordan  argued that ‘for any particular domain several 

knowledge systems exist, some of which, by consensus, come to carry more weight than 

others’(1997:56), either as a result of greater efficacy or a stronger power base (structural 

superiority).  From early in the 20th century in the US, allopathic professional knowledge 

came to dominate what had previously been a pluralistic system of healthcare including 

barber surgeons, folk healers, homeopaths and midwives. Doctors were able to acquire 

‘cultural authority’ and to be in charge of ‘the facts’ (Starr 1982). Katz-Rothman (1996) 

has argued that ‘routine American management of childbirth systematically strips women 

of power and control (and) …is most often nurturing to weakness, rather than strength’.  

 

The emerging picture suggests that gender inequalities are key, but are only a partial 

explanation for the prevailing patterns of maternity care. In keeping with healthcare 

generally, maternity care in the US is shaped by financial interests and industrial 
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structures (Bridgman Perkins, 2004) and established maternity care providers sometimes 

create barriers to limit opportunities for the development of birth centres (Arnold, 2003). 

Running costs are also an obstacle in a highly regulated (McGlynn, 2003) and litigious 

system (Ly, 2007).  

 

Despite the obstacles, US birth centres have been set up with funding from private 

insurance, direct payments, grants and charitable donations (McGlynn, 2003). Those 

intended to serve poor and marginalised women have particularly emphasised the 

importance of the client-carer relationship and peer support (Esposito, 1997; Arnold, 

2003; Ly, 2007).  

 

In countries where the majority of healthcare is publicly funded (Black, Gruen, 2005), the 

roll-out of birth centres has also been slow. In 2007, 5% of births in England were in 

birth centres (3% alongside, 2% freestanding) (Healthcare Commission, 2008). These 

rates are generally similar to those in Germany (2% at a birth centre or at home) (Groh, 

2003), and Australia (<5%) (Griew, 2003). This confirms the view that birth centres are 

an emerging, slow growing, model of maternity care.   

 

The Stockholm Birth Centre 

When considering why birth centres have not become mainstream, the experience of the 

alongside Stockholm Birth Centre (SBC), established in 1989, is instructive because its 

setting-up and development have been documented (Waldenstrom, 2003), and because 

there is generally less opposition to alongside birth centres than to freestanding ones. 
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Their in-hospital setting addresses concerns about the journey time to access specialist 

medical care in the event of an emergency.  

 

Studies at the SBC include comparative research on women’s, men’s and midwives’ 

experiences (Waldenstrom, 1999a, 1999b, 1993), and innovative practice, most notably 

use of a birth pool (Waldenstrom, Nilsson, 1992). Clinical performance has also been 

evaluated in a randomised controlled trial (Waldenstrom, Nilsson, 1997; Waldenstrom, 

Nilsson, Winbladh, 1997).  

 

Unlike the US where medical management of childbirth is the norm, Sweden has a 

progressive attitude towards the role of midwives, and is less tolerant of invasive 

procedures, as respective rates of induction of labour (19.2% in the US vs. 9.1% in 

Sweden), episiotomy (43.0% vs. 2.3%), and caesarean section (22.0% vs. 12.9%) for 

19972 indicate (Declercq, Viisainen, 2001:276).  Despite significantly more intervention, 

the perinatal mortality rate was, and remains, higher in the US (7.5 vs. 5.4 per 1000 total 

births3) (Declercq, Viisainen, 2001:276). 

 

Waldrenstrom has argued that given the relative autonomy of midwives in Sweden, and 

their established role in relation to normal childbirth, the birth centre concept should ‘not 

(have been) a great challenge, but it was’ (Waldenstrom, 2003:145).   She identified a 

catalogue of tensions between the birth centre and the host hospital regarding integration 

                                                 
2 All Swedish data were for 1997, US data were: induction (1998), episiotomy (1996), caesarean 
birth (1999). 
3 Swedish and US data for 1996.  
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versus independence; management of primiparous women and outcomes for their babies; 

and an ‘us and them’ feeling (Waldenstrom, 2003).    

 

Many of the SBC outcomes were positive, including less use of analgesia and 

augmentation of labour, and increased maternal satisfaction, compared with standard 

care. However, a retrospective cohort analysis (1989–2000) found that infants of 

primiparas were at higher risk of perinatal mortality (OR 2.2, 95% CI 1.3-3.9) (Gottvall 

et al, 2004; Waldenstrom, Nilsson, Winbladh, 1997). The findings have been challenged 

on the basis of selection and performance bias, and the appropriateness of intention to 

treat analysis has also been questioned in the context of transfers from one system of care 

to another, where the root cause of clinical management problems may lie in either or 

both parts of the system (Fahy, Colyvas, 2005; Walsh, 2005).  

 

Despite, or perhaps because of, the centrality of midwifery in delivering maternity 

services, and relatively low intervention rates, there is still only one birth centre in 

Sweden.  The perinatal mortality question may be influential, as well as competing 

philosophies of integrated versus independent models of physician-led and midwifery-led 

care. However, many Swedish women continue to express a clear desire for more 

socially-oriented models of care (Hildingsson, Waldenstrom, Radestad, 2003). 

 

1.3 Policies and politics in England 

In England, Since the early 1990s, here has been a movement, supported by successive 

governments, for women to have greater choice and control during childbirth, including 
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the commitment to ‘guaranteed’ access to care in a midwife-led birth centre by 2009 

(Department of Health, 1993, 2004, 2007).  This is partly the result of pressure by 

parenting and midwifery organisations (House of Commons, 1992, 2003) and partly due 

to growing evidence regarding the effect of a social model of health and the importance 

of client-carer relationships (Hodnett, et al, 2007; Enkin et al, 2000), particularly for 

more vulnerable families (Oakley et al, 1990; Acheson, 1998; Elbourne et al, 1989).   

However, on-going debates about relative safety (Birthplace, 2006), the economic costs 

of running both birth centres and labour wards (Southampton University NHS Trust), the 

culture of midwifery and relationships with NHS management (Kirkham, 1999) all serve 

to maintain the status quo and prevent birth centres from becoming a mainstream service 

in every area.  

I  am personally committed to women and families having ready access to maternity care 

based on the principles of promoting well-being; seeing birth primarily as a normal 

physiological process and a social phenomenon, and minimising the use of invasive 

interventions. Within the broad conceptual framework of ‘a social model’, a range of 

different service models can be developed, including freestanding and alongside birth 

centres, home-birth, and caseload4 midwifery. Detailed research is needed to demonstrate 

what different service models have to offer.  The current pilot is the first ethnographic 

study of an alongside birth centre in the UK.   

 

 

 

                                                 
4 See Glossary. 
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1.4 Research objectives 

This study describes the philosophy of care provided at the Lewes Birth Centre, its 

meaning for the families using the centre and for the midwives working there. It 

addresses: 

• the creation of the birth centre and its emergent objectives,  

• how women and their partners responded to the physical setting and how they 

interacted with staff,  

• parents’ experience of labour and birth,   

• the opportunities midwives felt the birth centre provided for parents and for them 

as practitioners. 
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2 Methodology  

 

This chapter introduces the theoretical approach and research design used in the study. It 

describes the practical preparations made prior to starting the ethnographic fieldwork, and 

the methods of data collection, coding and analysis. There is also discussion of ethical 

considerations. 

 

2.1 Theoretical approach 

The ethnographer is said to ‘obtain an insider’s view of society and so to understand 

other people’s worldview instead of taking the outsider’s perspective of the conventional 

scientist’ (Taylor, 2002:3). This provides an opportunity to create ‘situated knowledge’ 

(Taylor, 2002) and ‘thick description’ (Geertz, 1973) about people’s lived experiences, 

based on an interpretative epistemology (Green, Thorogood, 2005:12).  While there are 

many different approaches within the ethnographic tradition, a shared starting point is 

that the social world is experienced differently by different people and the researchers 

themselves cannot stand separately outside the parts of the world they study (Taylor, 

2002).  Concepts of differential power and the positioning of some people as mainstream 

and some as ‘other’ has been central to the ethnographic tradition (Pool, Geissler, 2005). 

Critical interpretive approaches provide a means of exploring issues of power and 

oppressive social structures (Green, Thorogood, 2005). 
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Acknowledgment of the researcher’s entanglement in the subject of their study has led to 

concerns about whether the findings of qualitative research can be seen as reliable and 

valid (Denzin, Lincoln,1998, cited in Taylor 2002). However, ‘knowledge claims’ can be 

judged on their merits or ‘likely truth’ (Hammersley 1998:66). To enable the reader to 

make such an assessment, I have aimed therefore to provide a transparent account of my 

beliefs, the fieldwork and my analysis. The work is grounded in the socio-historical 

context of birth centre development and the data and interpretations are compared with 

other relevant research. The approach is reflexive, and the strengths and limitations of the 

project are recognised (Seale; 1999). 

 

2.2 Research design 

The project was designed to be a pilot ethnographic study. Involving more than 

participant observation, an ethnography involves ‘recording the life of a particular group 

and … sustained participation and observation in their … social world’ (Charmaz, 

2006:21). Ethnographic studies are often carried out over many months or even years 

(Charmaz, 1999; Pool, 1994, 2000). This degree of immersion was not possible in the 

limited time available, but a serious attempt was made to develop a ‘detailed knowledge 

of the multiple dimensions of life’ within the birth centre and to understand the ‘taken for 

granted assumptions and rules’ (Charmaz, 2006:21).  

 

I approached Jan Scott, consultant midwife, about carrying out the study at the birth 

centre she managed. We had known each other for several years, and she readily agreed 

to have me observing, participating and interviewing two days a week for two months. 
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Subsequently, she talked to me freely about birth centre developments, invited me to staff 

meetings and supported my introduction to families.  

 

2.3 Research proposal and ethical approval 

A research project protocol was submitted to the LSHTM Research Ethics Committee 

(REC), and approved (29.04.2008) (Appendices 1-3). The School agreed to provide 

sponsorship and insurance cover (22.04.2008). An on-line research ethics application was 

submitted via the NHS REC website with a Site Specific Information Form, my 

supervisor’s CV, details of the sponsor’s support, research participants’ information 

sheets and consent forms (02.05.2008).   

 

Several questions and minor concerns were raised. The application was re-submitted with 

all queries and requests addressed. Approval was subsequently granted (07.07.2008) 

(Appendices 4-7). The relevant NHS Trust provided R&D approval and an Honorary 

Research Contract. 

 

2.4 Data collection 

Around 114 hours were spent carrying out the ethnographic fieldwork attending the birth 

centre on different days of the week including the weekend, observing and participating 

from early in the morning until late in the evening (Appendix 8). I spent time with 

parents during antenatal care and postnatally in the birth centre and in their homes, and 

observed two women and their partners during their labour and birth. I observed CTG 

monitoring in the hospital antenatal clinic and visited the postnatal ward. I spent time 
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with all of the birth centre midwives and maternity assistants while they worked with 

families, in the quiet times and during off-duty periods. In-depth interviews were 

conducted with staff of every grade, and a variety of ages and professional experience.   

 

Data collection methods: 

• note-taking during meetings, episodes of care and conversations with parents;  

• keeping a fieldwork diary;  

• writing memos about observations, conversations and reflections on the care and 

the birth centre culture;  

• recording interviews - 29 in-depth interviews were conducted:18 with parents 

(four women-only; seven with-partner) and 11 with staff (nine midwives and two 

maternity assistants);  

• downloading information from the NHS trust website and 

• written materials prepared for birth centre staff and for parents. 

 

Five audio-recorded parent interviews took place in the birth centre and six were 

conducted in parents’ homes (Appendix 9). Interviews varied in length from 20 minutes 

to 1 hour 43 minutes, in the case of a midwife.  

 

2.5 Coding and analysis 

The recorded interviews were listened to in full, transcribed by the researcher or a 

specialist transcription service, and then read (several times). Any inaccuracies were 

corrected. Names and other identifiers were changed. The data were coded using NVivo 
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Version 7 software (Bazeley, 2007). Field notes were read to determine any new, 

conflicting or confirmatory themes. 

 
Separate coding trees were created for the midwives’ and the parents’ data using the ‘tree 

node’ function. Prior to coding the midwives’ interviews, four descriptive categories 

(level 1) were created for data relating to:   

 

• home-birth 

• birth centres  

• hospital labour wards  

• the interface between birth centres and labour wards. 

 

The whole of each transcript was coded. Sub-categories (levels 2 and 3) were created 

within each of the primary categories as themes and concepts arose from the interview 

data (Appendix 10). Any theme or issue that was not related to one of the four primary 

categories was coded as a separate ‘free node’. A segment might be a phrase or a 

sentence, but was usually several sentences together which explored a theme or issue in 

some detail. Each segment of text was coded at least once. Where there were several 

concepts or issues in one segment of text, it was coded for each concept or issue.  

 

The vast majority of data related to the birth centre. Level 2 coding included positive and 

negative categories, and some conceptual categories were developed including ‘becoming 

a birth centre midwife’ and ‘walking the line’. Midwives frequently expressed the 

meanings that the worlds of the labour ward and the birth centre had for them in terms of 
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direct comparisons, so there were connections between the concepts in different parts of 

the coding tree.  Most of the data referred to the Lewes’s Birth Centre or labour ward, but 

some midwives talked about their experience of other maternity units.  

 

The categories were not hard and fast; more a stage in sifting and sorting the rich and 

complex data. Like sorting a large hand of cards, the NVivo system provided a 

combination of quantitative and qualitative information, enabled the anatomy of the data 

to be seen and ordered. This approach involved working freely on creating analytic 

categories. This is not a systematic method, and there can be a tendency to use ‘pre-

exisiting categories’ (Charmaz, 2006:47). So, line-by-line coding was carried out on a 

selection of transcripts , using the ‘language of action’ approach of grounded theory  

(Appendix 11), and more selective focused codes were identified to add rigor to the 

analytic process (Charmaz, 2006:48-9). 

 

Ethical considerations  

The ethical issues in ethnographic research have a ‘distinctive accent’ (Hammersley, 

Atkinson, 1995:264).  Challenges around obtaining informed consent, protecting 

participants’ privacy, preventing harm from occurring as a consequence of the study, the 

possible risk of exploitation, and the consequences for future research were all pertinent 

to the current study (Appendix 12). 

 

Protecting privacy has been a particular challenge, as the birth centre employed just 12 

midwives. Reference to some individuals’ ethnicity, age, personal lives or professional 
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experience would identify them to each other, so potentially sensitive information is not 

attributed. Pseudonyms have been used to protect people’s identity.  

 

I aimed to analyse what I witnessed while avoiding harming individuals, the unit 

(Hammersley, Atkinson, 1995), or ‘the collective interests of women’ (Finch, 1984:83).  
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3 Creating a birth centre  

 

This is the first of three chapters presenting findings from the study. As part of an 

emerging model of maternity care, a new service, and one of the first of its kind in 

the UK, the Lewes Birth Centre had to be consciously created. Birth centre 

culture is manifested in the physical environment, relative accessibility, the 

atmosphere, relationships and interactions, and the philosophy of care.  These 

aspects of the Lewes Birth Centre are addressed here, drawing on direct 

observation, conversations with staff and parents, field notes and memos.  

 

3.1 The physical environment 

The birth centre was designed by an architect to look and feel like a ‘boutique 

hotel’, and it lived up to that specification. There was an up-market, minimalist 

feel to the place, ‘like a five star hotel’ (Adriana). The doors and panelling were 

made of rich cherry wood, and there was an absence of institutional 

paraphernalia: no posters on the walls, written instructions or health and safety 

notices.  The five birth rooms, each had an en suite toilet and shower or wet-room, 

adjustable lighting and domestic furnishings, including a wooden cot, a rocking 

chair, and a double bed so the woman’s partner could stay overnight. The bed, 

along with the resuscitation equipment and gases, usually remained folded away 

behind the panelling during labour, providing maximum space and encouraging 

women to move around and change positions.  
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Two rooms had fast-filling, temperature-regulating birth pools. Other facilities to 

support normal labour and birth included thick, Bradbury couches for leaning and 

comfortable kneeling, birth-balls, beanbags, and washable cloth slings suspended 

from the ceiling to provide support while women swayed or rocked during 

contractions. The hotel-style facilities included club chairs in the hall, plain 

orange window blinds providing a warming glow and a hairdryer in every 

bathroom.  

 

The attention to detail aimed to make women and families feel comfortable, and 

cared about; the practical equipment was designed to help women cope with the 

emotional and physiological demands of labour without using pharmacological 

analgesia. 

 

‘(I wanted it to) be separate from the labour ward …comfortable, 
peaceful, private, you know. An environment totally geared up for 
supporting normal birth with lovely facilities that women could 
enjoy, involving the family; somewhere where midwives could 
practice the full extent of their role.’ (Jan Scott, consultant 
midwife) 

 
This description is consistent with the literature on a social model of care and 

reflects key aspects of the humanistic paradigm (Davis-Floyd, 2001).  As well as 

creating a separate, peaceful environment in which normal birth could flourish, 

that was positively enjoyable for families, Jan Scott aimed to provide an 

opportunity for midwives to practice in ways that were not always possible 

elsewhere.  
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3.2 Access, the atmosphere and relationships 

Although some of the women using the birth centre only got to hear about it at the 

end of their pregnancy, because ‘some midwives tell women and some midwives 

don’t’ (Beatriz), there was a considerable groundswell of support for the service 

being offered. 

 

Women and their partners appreciated the friendly, welcoming atmosphere, 

knowing that they could plan for a natural birth and good support, while being 

close to obstetric and anaesthetic services if any problems developed or they 

decided they needed an epidural after all. This seemed like a ‘best of both worlds’ 

solution.  

 

Midwives had given thought to presenting information in ‘culturally appropriate’ 

ways to different communities of women. Jan was pleased that pregnant teenagers 

were being referred and generally getting on well at the birth centre. Betsy was 

anxious for low-income, women to have the opportunity to get really good 

support and ‘something special’. Marie was conscious that those attending the 

birth centre were generally articulate, Westernised, and had ‘prior understanding 

of the concept’. She felt it was important when talking to Bangladeshi, Pakistani, 

or Indian families to avoid saying ‘there’s no doctors’, or ‘it’s like home’, but to 

focus on it being midwife-led and - for women who felt they probably didn’t want 

an epidural, which was common – that at the birth centre you could have ‘lots of 

your family members, your own food and someone to sit overnight with you’.  
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For Marie it was a developmental priority to get materials translated so the birth 

centre could reach out to parents who ‘wouldn’t necessarily know of it … and 

inform them about what we do’.  

 

Social and psychological safety 
 
Walsh argued that ‘the ‘environmental, organisational and emotional ambience’  

(2006c:231) is important for women in deciding where to give birth. He discussed 

women’s ‘nesting’ behaviours, including immediate, intuitive responses, as 

important indicators of social and psychological safety. In this study, there were 

similar reactions. Women could comfortably picture themselves in the birth 

centre: 

  
‘I went to see the birth centre, and it was beautiful. I projected 
myself with Mick immediately in that situation, and it was perfect 
because I wanted to go in the pool... (It) is a more familiar 
environment than hospital. I could see myself there immediately.’ 
(Giaconda)  
 
‘I just dropped in to visit and I just thought this is where I want to 
come.’ (Sarah) 

 
‘I could see myself in here. I really liked the atmosphere, it’s calm 
and the midwives are trying to do it as naturally as possible.’ 
(Caroline) 
 
 

Women who had had a baby before compared care at the birth centre with their 

previous experiences on a hospital labour ward. They noted that midwives 

behaved differently, and were more respectful. 
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‘they are so friendly … they make you feel relaxed, … some of the 
midwives, the experience I had before, not all of them were sweet 
and kind; at these times you need someone to be understanding.’ 
(Beatriz) 
 
 

3.3 Philosophy of care 

In order to achieve the birth centre objectives, it was important that the midwives 

shared similar approaches to birth and working with families. Midwives were 

expected to demonstrate their ‘commitment to normal birth’ when recruited. At a 

meeting I attended, Jan, the consultant midwife, discussed low-risk criteria and 

clinical management issues with the whole team. It was agreed that opioid drugs 

would not to be used at all.  

 

Jan emphasised the need for reflexivity, for the midwives to be able to imagine 

themselves in the place of parents and to provide the kind of care they might wish 

for themselves.  

‘We wanted midwives who were confident, happy to work in this 
environment, willing to learn, able to work with women, nice 
people you know, people that would work with women and treat 
them beautifully, how you would want to be treated.’  (Jan) 

 
Midwives said: 

‘It’s easier for the women to let us know what they want, more. 
They’re just not as restricted.’ (Ruth) 
 
‘(On the labour ward) although you got the cards and chocolates, 
there wasn’t that same relationship. I didn’t feel comfortable 
…hugging them, for example, because you just didn’t have that 
relationship. …Here, …the women feel more comfortable, …you 
can tell from their body language.’ (Nita) 
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The staff team was small and women often had several antenatal appointments at 

the birth centre before they went into labour, enabling them to get to know some 

of the midwives. Anna, who appreciated advice about swimming and posture to 

enable her to work the baby into an optimal position, said ‘the midwives all 

seemed to have a more holistic approach.’ Women and their partners praised the 

quality of the support they were given during labour.   

 
Stuart: ‘They were very strong women and they understood what 

Kathy was going through, and myself.’ 
 
Kathy: ‘Yeah, it was perfect.’ 
 
 

The men frequently felt they were fully involved with their partner.  

‘We were always in control, ‘Cos all Kat did was coach us through 
it. She didn’t take control at any point, at no point was what Sarah 
said irrelevant or what I said irrelevant, she just guided us and 
said ‘you know I think what you should be doing now is this’ …but 
it really felt like we delivered the baby.’ (Chris) 

 
 
Parents also valued being together as a family after the birth.  

‘That’s a great part of it; that the both of us could stay all night, 
just being together for the first hours’. (Caroline). 
 
 

Comparing options 
 
As the women were all ‘low-risk’, having a home-birth was also an option but 

few of them had even considered it. Home-birth was not widely promoted; the 

Trust-wide rate was just 2%. In the birth centre, women felt physically safe, and 

more in control, more respected and supported compared with their experience or 
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expectations of the labour ward. Compared with home, however, I was aware that 

the birth centre was a public institution. In a memo, I wrote:   

 
‘Even though it is a friendly and informal place, where the 
midwives wear casual clothes sometimes eat and drink or take a 
blood pressure in the public areas, the activities and options for 
women attending for antenatal care limited. They have access to 
the seats in the waiting area. They may use the public toilet, and go 
into the consulting room when the midwife is ready to see them. 
But they are visitors in the space. … Only once women are in 
established labour, but not before that important milestone arrives - 
with the exception of the special rituals of being ‘shown around’ 
the birth centre or coming for the birth prep session  -  are parents 
invited through the locked doors to the heart of the place.  …Their 
status then changes from being visitors. For 24 hours or so, they 
become insiders.’ (Appendix 13)  

 

Having had home-births myself, I was particularly conscious of the birth centre 

being the midwives’ territory where parents were welcome visitors, but visitors 

nevertheless. Some of the midwives were also sensitive to these issues. 

 

In summary, parents of different ages, social class and ethnic backgrounds using 

the birth centre responded very positively to the physical environment, the 

philosophy of care and behaviour of the staff. They appreciated the holistic way 

that midwives worked: involving partners and the wider family. 
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4 Becoming a birth centre midwife 

  

Midwives at the birth centre had previously worked on the hospital labour ward, 

had come from another birth centre or been based in the community. This chapter 

explores what it meant to be(come) a birth centre midwife.  Making the transition 

meant supporting a particular philosophy of care, working exclusively with low-

risk women without pain-relieving drugs or other high-technology interventions, 

and developing a repertoire of behaviours to avoid constraining or disturbing 

women during labour. For some midwives this involved making more 

adjustments than for others. 

 

Believing in normal birth 

When recruiting staff for the birth centre, Jan asked applicants to produce a 

portfolio of work to show their ‘commitment to normality’. She wanted them to 

demonstrate what normality meant to them because the midwife’s approach can 

‘make or break a woman’s experience’.   Reference to ‘normal birth’ occurred 

repeatedly: 

 ‘I truly believe in normal birth’ (Betsy) 
 
 ‘We all kind of subscribe to the fact that women can have normal 

birth, given the right environment and the right support (Lauren).  
 
 
The midwives felt that given a fair opportunity, most ‘low-risk’ women who 

wanted to could give birth to a healthy baby without the need for pain-relieving or 

stimulating drugs, CTG monitoring, instruments or surgery. Jan stressed that ‘it is 
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so important for the woman in terms of how she feels about herself’. They were 

concerned that hormonal responses, normal physiology and attachment-bonding 

behaviour could be disrupted (Foureur, 2008). Avoiding interventions protected 

mothers and babies from undesirable side effects with long-term consequences. 

 

The midwives valued enabling women to give birth using their own resources and 

with a minimum of interventions, an opportunity which was frequently denied on 

busy, poorly staffed, labour wards (Mead, 2008). Lauren said: 

‘(It’s) different from upstairs, where everybody -  some are very 
into normality -  but some think everyone should have an epidural 
and be synto’d.5 And (have a) ‘come on, let’s get on with it’ 
mentality.  It’s just different down here.’ 

 

Connecting with women 

Under standard hospital care there was little opportunity for women to get to 

know who would be caring for them, or for the midwife to create a sense of caring 

connection. Yet support is known to reduce the need for analgesia and operative 

birth and increase women’s satisfaction (Hodnett, et al, 2007).   Being willing to 

connect with women and their partner was an important part of what it meant to 

be a birth centre midwife. Marie said, birth centre midwives: 

 

‘want to be with the woman. …They’re very willing to settle up 
right next to them and help them through.’  
 

She contrasted this with the approach of other midwives. 
 

                                                 
5 ‘Synto’d’ was one of several interesting  examples of the midwives’ professional jargon, see 
Appendix 14. 
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‘People that don’t want to work here say things that distance themselves 
from the woman… like, ‘ I like the job but I don’t really want to be their 
friend.’ 

 
Betsy said: 
 

‘A woman needs someone she can hold onto (to) tell her she’s OK.  
Someone who can remind her, despite it feeling like (her body’s) breaking 
into a million pieces, no harm is happening.’ 
 

Not being afraid 

Another important concept to emerge was containing anxiety, or not being afraid. This 

meant having a positive belief in a woman’s ability give birth to a healthy baby, and 

rejecting the idea from the authoritative discourse of bio-medicine that the female body is 

frequently faulty (Davis-Floyd, 2001).  Annie explained what a challenge this was.  

 
‘Not being afraid of birth is a massive thing which is quite difficult 
sometimes. But believing that she’s a woman, she’s designed to do 
this. Trying to tell yourself that is massive, and trying to sit on your 
hands and just not get worried. 
 
 

This was closely linked to accepting that birth is painful. It involved both preparing 

parents, and staying comfortable and relaxed alongside women who were in pain. This 

meant achieving a balance between connecting with the woman and her partner or other 

birth companion, so they felt supported, while avoiding over-identification: 

‘…you have to separate yourself a little bit, not in a horrible way but …the 
pain would get to you, you have to know that the pain is normal, and not 
be …blown away by it’. (Annie)   
 
‘The family look at you like, ‘Why aren’t you more affected?’ …I’m able 
to smile at her whereas they’re almost in tears.’ (Laura) 
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Understanding the physiology of birth 
 
All the midwives took pride in understanding the physiology of labour and how 

they could influence progress without intervening in an invasive way. They 

developed a body of knowledge through repeated exposure and careful 

observation, understanding signs which some midwives working on a busy labour 

ward might misinterpret.  

 
‘(You need) experience in how labour works. Sometimes you’ll 
hear things like “Oh, I thought she was coming up to fully (dilated) 
but then the contractions went off”. That’s normal. …And just after 
it’s transition… and it’s just funny how that’s not noticed. (Annie) 

 
‘Labour isn’t necessarily linear. It’s plateaus, it’s phases.’ (Marie) 
 
 ‘Every birth teaches me something. …It could be a simple little 
thing. It could be a way someone behaves in labour.’ (Betsy) 
 
 

The midwives were also aware of the relationship between what went on around 

the woman and what happened inside her body: 

‘a relaxed atmosphere, makes such a difference.’ (Annie) 
 
 

Inspiring  confidence  
 

The midwives held practical ‘birth preparation’ sessions for parents booked for the birth 

centre so that they knew what to expect (see Appendix 15). In one session I observed, 

Betsy was explicit: 

‘You’ve got to have the mental fortitude. We try to talk you out of 
pain relief. It’s very powerful. It’s pretty emotional, but we will be 
there for you. Partners are mini-midwives. You may need to go out 
for a coffee, a fag or a cry. You’ll be telling us what’s going on. 
You’ll be helping her at home. You need to have a smile on your 
face. …It’s your labour. I’m here to help you get through. All I can 
do is be supportive, rub your back, make you laugh. You have to 
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have this baby. Don’t think coming in will make it easier, it won’t.  
…It’s something you can do. You can do it.’  

 
The midwives knew that they could make an enormous difference to a woman’s 

perception of labour and her ability to cope: 

‘They do brilliantly with one-to-one (midwifery support), we’ve had 
women on the phone saying, ‘I’ve made a mistake, I don’t want to come’. 
And we’re like, ‘No, come, just come, we’ll help you’. Five hours later 
they have a baby and you just think, ‘Wow’. (Marie) 
 
‘Encouragement is massively important. I speak every contraction as the 
head is crowning... ‘Oh that’s very good, you’re stretching beautifully.’ 
...I’ve got cards in my portfolio saying ‘the constant reassurance was 
invaluable’,  so I’ve just kept that up.’ (Annie) 
 
 

4.1       Moving out, coming in  
 
Becoming a birth centre midwife was a different process for midwives who had 

previously worked mainly, or most recently, on the labour ward than for those 

who had been community-based caseload midwives. For labour ward midwives it 

meant becoming more independent and questioning their practice.  

‘It’s scary. When I first came down here, you’re pushing your 
boundaries, you’re saying “I know there’s a better way and I’m 
not scared to embrace it”. You do become reliant on the doctors 
up there; you forget what your instincts are, and what you feel or 
sense in a room.  … I know I’ve become very medical. Even simple 
things like, don’t touch the baby’s head, I do it, I touch the baby’s 
head! And sometimes I touch the perineum. I was (whispers) “Sit 
on your hands!”.’  (Nita) 
 
‘Hospital does affect you. I’m a different midwife now from what I 
was years ago and I know its kick-back from upstairs. I used to be 
very quiet. I used to automatically do things (to make it intimate). 
Now, I have to think, dim the lights. And it’s just because you’ve 
got out of it. I’m sure that will flow back.’ (Betsy)  
 

Some midwives worried about the skills they would need working more 

independently. 
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‘I’ve heard some of them …‘Oh, but maybe I don’t suture well 
enough’ …(I) reassure them, my suturing skills only got better 
once I was off a busy ward, when I had the time and someone to 
teach me.’ (Marie) 
 

Nita commented on how demanding it was to actively support a women 

throughout labour: 

‘It’s so much easier when you say to a woman “Oh, have an 
epidural” and they’re nice and quiet and they fall asleep. It’s much 
more difficult to get a woman (through to transition)… especially a 
first-time mum who’s struggling. ..it’s much more about your skills 
as a midwife...  If she has good support I think she’s much less 
likely to say to you, “Give me an epidural”. If you keep saying, 
“Come on it’s one more contraction”, it sounds like repetition but 
it does work... I think they feel more confident.’ 

 
As well as the challenges, there were rewards in becoming a birth centre midwife, 

particularly a reduction in day-to-day professional conflict. 

‘It’s nice to be with people who are like-minded, and you’ve got 
that freedom to be able to say well okay, she hasn’t progressed 
spot-on to our partogram, but I know that she’s doing fine, she’s 
progressing, without the doctors hammering down your door and 
trying to come in.’ (Annie) 
 
 

In some respects, the process of becoming a birth centre midwife was reversed for two 

former caseload midwives as, instead of having the opportunity to make more of a 

connection with women, they were used to knowing their clients really well and now had 

to support women in labour whom they may not have met before.  

 

‘I really liked knowing my clients, knowing what to expect of them and 

them of me, when the labour started. Sometimes you just walk into a room 

with someone and you don’t necessarily know where they’re coming from, 
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and what their wishes are and what’s happened in the seven months 

preceding this event. So, I find that a little difficult.’ 

 

Three quarters of the women receiving caseload care had their baby on the labour ward 

with their caseload midwife, and a quarter (27%), having got to know their midwife well 

and not having to decide until they were in labour, opted for a home-birth. Marie 

explained how even in a flexible birth centre setting, the process of admitting someone 

rather than visiting them at home changed midwifery practice as, once admitted, it was 

necessary to monitor their progress.  

 
‘I used to tell everyone ‘You don’t need to examine them’ and I’m 
like ‘Oh, I’ve examined everyone in here’.  Whereas … I could 
waste three hours at (someone’s) house if I wanted to and then go 
‘Mmm, you know, nothing’s really happening… I’ll leave you for a 
bit’ and then go back. (Here) it’s part of a system. But I feel the 
system …is still very flexible.’ (Marie) 
 

Lauren said: 

 ‘(We) try to replicate aspects of home-birth as much as we can here.’   

She felt that the midwives who had come from the labour ward had had to make the 

greatest adjustments, and had become more thoughtful about the consequences of their 

actions: 

‘I think everybody here’s been …really receptive to learning… A lot of 
them have made a difficult transition from being hard core labour ward 
staff.  … people are not (so) keen to separate mother and baby. They’re 
not banging on the door at eight o’clock in the morning, saying “Can I do 
my postnatal check now?” Those of us who have practised in a different 
way have impressed upon them, ‘Chill out’. (Lauren)  
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Developing normal birth expertise  

Annie said there were aspects of good midwifery practice, based on the principle of 

labour being a healthy, physiological process, that she had only learnt once working in a 

birth centre. Theses included ‘catching the baby’ with the mum on all-fours and 

delivering the placenta without using oxytocic drugs:  

 
‘I was sort of under the impression that all-fours was more difficult 
for the midwife, and then I saw how easy it is for the woman, how 
easy it is for the midwife … because you see the perineum …and 
can help the woman control it so much better. And physiological 
third stages, I’d been trained to be more anxious about them and 
there was a big hoo-ha if a woman wanted it. …I saw these 
placentas being born just beautifully, naturally, no bother … it just 
opened my eyes really.’ (Annie) 

 
 

As well as developing clinical skills to support normal birth, the social model of care 

indicates that the woman is the focus of care and carers tune-in and take their cues from 

her. Generally all of the midwives were kind, caring and considerate towards the women. 

However, I made a field note (22/08/09):  

‘I am struck by how loudly some of the midwives speak. They are 
not as self-aware as they might be. Some of them dominate the 
space with their voices.’  

 
One former labour ward midwife acknowledged the learning that was involved 
for her:  
 

‘Learning to shut up (laughs) is good. Some women want you to 
talk to them and other women don’t. …I remember I went in to take 
over from someone, and the other midwife said to me “just go with 
her” … So when she had a contraction I didn’t say anything, it was 
just (breathing noise) and we just breathed together and she would 
look at me and I would look at her, we did our breathing and that 
was it.’  
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Walking the line 
 
Another crucial dimension of becoming a birth centre midwife was learning to ‘walk the 

line’, to find the right path between competing demands and pressures. Situations 

occurred in which the midwives had to make difficult judgment calls, differentiating 

between whether to leave well alone or whether intervention was warranted. Having to 

make difficult decisions was often tough. One dilemma was managed with stealth: 

‘One of the things that I really don’t like is the long, long, latent 
phase. (One) women kept coming in day after day, ringing and 
ringing and something nagged at me. I thought I’m going to assess 
this lady before I go home. I’m going to break her waters. But I 
didn’t do it with an Amnihook I did it with my fingers because I 
didn’t want her to feel that I was interfering in case …everything 
was fine.  But anyway, we broke her waters and it was just thick 
meconium. (So we) sent her upstairs.’  

 
The reason this is particularly difficult for birth centre midwives is that in a highly 

medicalised and risk-averse culture there is constantly a need to hold anxiety at 

bay (to ‘not be afraid’), and in the context of developing the new service it is 

crucial to be seen by one’s colleagues as a midwife who ‘truly believes’ in normal 

birth and yet to practice safely. The walking the line metaphor has recurring 

relevance in midwifery decision-making. 

 

In summary, there was generally a strong sense of shared values and positive 

opportunities in becoming a birth centre midwife. Those who had come from the 

labour ward faced the greatest challenges as the philosophy of care required a new 

ways of thinking and behaving. Some had become de-sensitised to institutional 

ways of working, being professional-centred at times, rather than woman-centred. 
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The ethos of believing in normality created its own challenges in terms of judging 

when further investigation might be justified, requiring midwives to ‘walk the 

line’.  
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5 Experiencing normal labour  

 

This chapter looks at parents’ motivations for using the birth centre, the 

experiences and strategies of both women and midwives for managing the pain of 

labour without drugs, and experiences and feelings of parents who transferred to 

the labour ward.  

 

5.1 Finding a place of safety   

As suggested earlier, the birth centre provided a place where women immediately 

felt comfortable. They wanted midwifery support to help them through natural 

labour.   They also felt that at the birth centre they could avoid exposure to 

unwanted interventions, including sometimes-tempting epidurals. 

 
‘I wanted a natural birth, I wanted to feel it. (Kathy) 

 
‘I wanted a natural birth more than anything else. I understand 
that a lot of complications happen if you have an epidural ..I didn’t 
want the baby groggy. …and I didn’t want anything to elongate 
(labour). Everybody had said “you’ll never do it without drugs”. 
So I was adamant.’(Virginia) 
 
‘the NCT teacher said think about a midwife as being someone 
who deals with a normal situation and almost coaches you through 
it … I want to have a midwife around, rather than doctors, because 
it keeps you more in control of what’s happening.’ (Anna)  
 
‘I wanted to know what on earth it felt like. …I knew I wanted to 
have a go at a normal birth and so I wanted to be somewhere 
where the temptations were less and where the midwives were into 
normal birth.’ (Alison, first born with an epidural) 
 

Partners had similar views: 
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‘Birth’s been happening too long now; I don’t think we need all 
these epidurals. Unless you’re in a real dilemma, I don’t think it’s 
necessary. (Mick) 
  
‘(With drugs) the baby could come out all dozy. (Stuart) 
 

  
In my first week at the birth centre, Sky came in for a second ‘sweep’. My notes 

say:  

 

‘She wants to avoid the side effects of an epidural and ‘being 

messed about with’.  She is agitated as days pass and the 

possibility of being transferred ‘upstairs’ for post-maturity 

increases. (Later) After a tense wait, Sky started in labour 

spontaneously and had a straightforward birth. She really enjoyed 

the luxury of the en-suite bedroom, and using the washing machine 

before going home.’   

 

Some of the women were simply pragmatic.  

‘When I had my first, I asked for an epidural and I got one.  I think 
it’s good to have the choice when you’re having the pain, 
especially if you have it for a long time.’(Beatriz) 

 
 
 
5.2 Preparing for normal birth and making it happen 
 
An important aspect of preparing for a natural labour was the woman and her 

partner feeling positive. The key role played by partners as birth companions was 

emphasised.  The midwives worked both on preparing parents for the demanding 
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realities of labour and reinforcing the message that they were able to meet the 

challenge. 

 
‘(The midwives said) it’s a very natural thing, you’re very capable 
of doing this, and your body’s geared up for it.’ (Mick)  

 
‘(I keep) explaining … it’s normal to feel like this and just keep 
reassuring constantly “I know it’s hard, I know it’s hard but it’s 
the most wonderful thing you’ll ever do.’ (Annie) 
 
 

Parents had a range of experiences and approaches to coping with labour, as well 

as different reactions to what happened. Five case studies have been used to 

illustrate a typology (for more detail see Appendix 16.1-16.5). The first two, 

‘planned completers’ are examples of parents who wanted a natural or low-

intervention birth whose baby was born in the birth centre, the other three are 

parents who transferred out, the ‘reconciled leavers’ and the ‘unreconciled or 

ambivalent leaver’. 

 

Planned completers 

 Kathy and Stuart  

Kathy was highly motivated towards natural birth in a low-key way. She listened 

to her body and used the same strategies for coping with stress and pain in her 

daily life. She found ‘stretching it out’ was helpful, calming visualisation, and 

Stuart’s loving reassurance. They both found the midwife’s support invaluable for 

helping them contain the pain and their anxiety.  
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Sarah and Chris 

Sarah had an uneventful, though painful, tiring labour. She coped by carrying on 

as normal for as long as possible, and ‘going into another world’. Continuous 

caring, firm support from Chris and her midwife mattered, plus sheer 

‘determination’. Chris felt ‘staging her through’ was important. 

 

Reconciled  leavers  

Anna  

Anna was booked for birth centre care but transferred to the labour ward when 

there were signs of fetal distress. She was committed to giving birth with as few 

interventions as possible. Anna felt positive about actively working with the pain, 

swaying and leaning, and also reconciled to the transfer and the help she then 

received.  

 

Giaconda and Mick 

Giaconda wouldn’t have missed the chance of going to the birth centre. She 

transferred with PROM exceeding the 24 hour limit. Mick felt some of the good 

communication modeled during their time in the birth centre enabled him to be 

more assertive on the labour ward. 
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Ambivalent or unreconciled leaver 

Katalin 

Katalin was the exception in this small study. She said ‘I was in so much pain and 

I was sent home three times. … I was a bit mad at the midwives there.’  She felt 

unsupported in early labour by the midwives and unable to cope at home without 

professional support. She transferred to the labour ward for an epidural before 

being admitted to the birth centre. Whether she was less willing or well prepared 

to work with the pain than other women, or less encouraged by her partner or the 

midwives was unclear.  She appeared ambivalent about her preferences for birth.   

 
 

‘Staging’ 
 
Part of the art of successful support was the device of getting the woman to focus 

on one small stage at a time, as identified by Chris (see Appendix 16.2). I 

observed Kat supporting Jacqui. My field note: 

 
‘With every contraction she’s giving soothing words of 
encouragement, ‘You’re doing really well, darling. Well done, 
Jacqui. Fantastic.’ They’re working quietly together. Paul also 
giving encouragement. Jacqui stands in the shower; Paul holds her. 
Jacqui has a vaginal examination; she takes a contraction on the 
loo. Kat helps stage her through, ‘another couple of contractions 
and then you can go in the pool’.  

 
Kat, generally an extrovert character, is completely engaged; quiet 
and calm. Waiting patiently; rubbing Jacqui’s back. ‘You’re doing 
brilliantly.’ She shows Paul how to massage firmly. After 20 
minutes she suggests ‘Two more in the pool and then two out with 
the sling. Then back in the pool for the baby.’  Kat’s confidence 
and reassuring presence helps Jacqui go with it.’ 

 

During a break from looking after a Cheryl in labour, Laura talked about staging: 



52 

‘she said that she liked being in the shower at home, so I suggested 
that. Then she got comfortable sitting on the end of the birth 
platform, supported by the sling.  She did that for a while. Then she 
went into the shower and was on the stool and the ball, and then 
came back out and used the sling again. Then she got to the point 
where she wanted more. So I suggested, ‘Why don’t we examine 
you’. She’d been talking about epidural throughout, so I said, 
‘We’ll see your progress then you can decide. (And) I’ll run the 
pool for you...’ (Laura) 
 

Another aspect of staging, used in early labour, is encouraging women to cope at 

home for as long as possible, and not admitting them until they are in ‘established 

labour’ (4cm dilated). This involves a tension between providing much needed 

psycho-social support and the principle of holding something extra back for later, 

It is another example of ‘walking the line’.  For Katalin, the early labour ‘staging’ 

of coping at home with a birth companion didn’t seem to work.  

 

Critical judgement is also required regarding how far it was possible to ‘push’ a 

woman to resist transferring for an epidural when labour is really challenging. 

When the going gets really tough, there is tension between upholding the ‘belief 

in normal birth’ and supporting the competing, cherished principle of women’s 

autonomy and right to make decisions. The midwife has to cover her back, too. 

 

Laura, picking up the discussion about Cheryl: 

‘God, I hope she stays, I really do. …There’s such a fine line 
between persuading them and getting to the point where they think 
that you’ve stopped them having it. If I persuade her to stay down 
here for longer, but then in an hour she decides to have an 
epidural, she could easily say, ‘Oh, I wanted it earlier and you 
(stopped me)’.’ 
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These were circumstances where knowing the woman well made it easier for a 

midwife to make the judgment call.  By virtue of having chosen to come to the 

birth centre, there was a sense that women ‘downstairs’ were likely to be more 

committed to a drug-free birth:  

‘I’d persuade them more here than I would have done working on 
the labour word.’ (Laura) 

 
 
 
5.3 Reflecting after the birth  
 
Having been with Beatriz throughout her labour, I was interested to talk to her 

afterwards. She described it as ‘painful, but quick so it was okay’. She hadn’t 

spoken during labour but withdrew completely inside herself, kneeling, leaning 

forward, holding Abasi. Observing her, Beatriz had seemed distressed, but her 

recall was generally positive. She focused more on the support she had been given 

than on the pain.  

 

Other parents also felt positive about their experience, commenting on the 

facilities and the quality of the support during labour.  

 
‘Well it was a bit painful…(but) I’m quite pleased with it. I used 
the ball, the bean bag, and the pool as well, that I found helps a 
lot. I should have had this seven years ago.’ (Adriana) 
 
‘Natural is the best. I feel good, you know.’ (Hasina) 
 
 

Women and partners felt good about themselves and each other having come 

through labour together; but midwifery support meant that they were not solely 

reliant on one another.  
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 ‘You delivered him and I was helping (Chris) I think that got us off 

to a good start.’ (Sarah) 
 
 
In summary, most women and partners using the birth centre were committed to 

having a natural birth, and avoiding drugs and high-tech procedures. They found 

the birth centre environment and ethos helped them achieve their aims. Most 

found that they could work with the pain (Leap, Anderson, 2008) using their 

instincts and own resources in the earliest phase of labour, but it was a huge 

challenge. The midwives’ support, when it came, made a big difference. For 

midwives, ‘staging them through’ the process of labour was a key birth centre 

skill, requiring continuous judgments to be made about women’s likely progress 

and willingness to cope. For the small sample of parents who transferred to the 

labour ward, two out of three women/couples were ‘reconciled leavers’. Katalin 

was the exception. She may have been unprepared for the reality of labour or less 

committed. The extent of the encouragement she received is also unclear.   
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6 Discussion and conclusions 

 

This pilot study, the first such study of an alongside birth centre in the UK, both 

offers a detailed picture of this innovative model of maternity care, and illustrates 

the importance of ethnography in this field. In an area, dominated by clinical 

research, the study shows the huge potential of this methodology.  

 

While having considerable respect for their midwifery and medical colleagues 

‘upstairs’, birth centre midwives described the labour ward as having a  

medicalised, ‘let’s get on with it’ culture. In contrast, the birth centre focuses on 

providing women with continuous, intensive emotional support throughout labour 

without time-pressure 

 

The study shows how, when in extremis, parents want to know there was a safe, 

nurturing place to go;  and caring, resolute midwives to turn to. Those using the 

birth centre described it as providing ‘the best of both worlds’, combining a 

welcoming family space, support for a ‘natural’ birth with ready access to medical 

facilities in case of an emergency.  

 

Moreover the birth centre clearly provides a learning environment where 

midwives were developing their knowledge and skills for supporting and optimal 

perinatal health (Powell Kennedy, 2006). Their practice was consistent with the 
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aspirations of a social model of care, while still evolving and being reflected 

upon. 

 

The main focus of this short analysis has been on labour and birth. A key emic 

concept to emerge was that of ‘staging women through’ labour. The study raises 

the question of how this need/support strategy is addressed within labour ward 

care. 

 

The study highlighted the tension between ‘keeping birth normal’ (‘sitting on 

your hands’, and ‘not being afraid’) and being vigilant or intervening in the event 

of concern. This involved ‘walking the line’.  Other aspects of practice where 

similar, morally-charged, judgement calls were required were apparent around 

providing support in early labour, and how much midwives could reasonably 

‘push’ women not to transfer for pain relief at those times when it felt irresistible.  

 

There has been some concern expressed about the experiences of women who 

book birth centre care and need to transfer (Walker, 2000) In this study, transfer 

was easy because of the proximity of the two units and the positive working 

relationship. Two of three families who transferred, felt that their care in the birth 

centre provided lasting benefit. One partner felt he was able to take positive 

modeling of discussion and decision-making from the birth centre to the new 

environment. The third case was different. It is not clear whether women like 

Katalin are less committed, less well prepared for what labour feels like or less 
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resourceful than other women. They may be less well supported by their partner 

or by the birth centre midwives.  Each of these questions is worthy of further 

research. 

 

The study highlights some of the similarities and differences between the birth 

centre, homebirth and caseload midwifery.  Each model offers different  

advantages, appealing to different parents and staff in different circumstances. It 

is positive to offer and develop a range of ‘social model of care’ options, with 

staff and parents having the opportunity to experience and learn from one model 

and move on to others.  

 

Importantly, there is a growing demand for birth centre care at the Lewes NHS 

Trust. In July 2009 there were 68 births, up from an average of 41 per month 

when the birth centre opened. It is possible to imagine that in five years time it 

will be a well-established, mainstream service. 

 

 

 



58 

 

8 References 

 

Acheson D (1998) Independent Inquiry into Inequalities in Health. Report. 
[Inquiry chaired by Sir Donald Acheson]. London: The Stationery Office. 
 
Andrews S, Brown L, Bowman L, et al (2006) Caseload Midwifery: A Review. 
Midwifery Matters, 108. Available at: 
www.radmid.demon.co.uk/case%20loading.htm  Accessed on: 19 July 2009.   
 
Annandale EC (1987) Dimensions of patient control in a free-standing birth 
center. Soc Sci Med 25(11):1235-48. 

Annandale EC (1988) How midwives accomplish natural births: Managing risk 
and balancing expectations. Social Problems 35(2):95-110. 

Arnold L (2003) A lesson in Naivety: Casa de Nacimiento, in Kirkham M. (ed.) 
Birth centres: A social model for maternity care. London: Books for Midwives. 
 
Bazeley P (2007). Qualitative data analysis with NVivo. London: Sage 
Publications. 
 
Birthplace (2006) Available at: http://www.npeu.ox.ac.uk/birthplace. Accessed 
on: 8 August 2009. 
 
Black N and Gruen R (2005) Understanding health services. Berkshire: Oxford 
University Press. 
 
Bradshaw P (1994) The conceptualisation and measurement of need. A social 
policy perspective, in Popay J and Willaims G (eds) Researching the people’s 
health. London: Routledge. 
 
Bridgman Perkins B (2004) The medical delivery business: health reform, 
childbirth and the economic order. New Brunswick: Rutgers University Press. 
 
Charmaz K (1999) Stories of suffering: Subjective tales and research narratives. Qual 
Health Res 9(3):362-82. 
 
Coyle KL, Hauck Y, Percival P, et al (2001a) Ongoing relationships with a personal 
focus: mothers' perceptions of birth centre versus hospital care. Midwifery 17(3):171-81. 



59 

Coyle KL, Hauck Y, Percival P, et al (2001b) Normality and collaboration: mothers' 
perceptions of birth centre versus hospital care. Midwifery 17(3):182-93. 

Creasy JM (1997) Women's experience of transfer from community-based to consultant-
based maternity care. Midwifery 13:32-9. 

Cunningham JD (1993) Experiences of Australian mothers who gave birth either 
at home, at a birth centre, or in hospital labour wards. Soc Sci Med 36(4):475-83. 

Davis-Floyd R (1992) Birth as an American Rite of Passage. Berkeley: University 
of California Press. 
 
Davis-Floyd RE and Sargent CF (eds) (1997) Childbirth and authoritative 
knowledge. Cultural perspectives. Berkley: University of California Press. 
 
Davis-Floyd R (2001) The technocratic, humanistic and holistic paradigms of 
childbirth.  Int J Gynaecol Obstet 75(1):S5-S23. 

Declerq E, Viisainen K (2001) The politics of numbers. The promise and 
frustration of cross national analysis, in DeVries R, Benoit C, van Teijlingen E, et 
al (eds) (2001) Birth by design: pregnancy, maternity care and midwifery in 
North America and Europe. London: Routledge. 
 
Deery R, Jones P, Phillips M (2007) Women in the driving seat: birth centre 
insights. Pract Midwife 10(5):23-7. 

Department of Health (1993) Changing childbirth: Part 1. Report of the expert 
maternity group. London: HMSO. 
 
Department of Health (2004) National service framework for children, young 
people and maternity services. London: Department of Health: Department for 
Education and Skills .  

Department of Health (2007) Maternity matters: choice, access and continuity of 
care in a safe service. London: Department of Health.  Available from: 
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolic
yAndGuidance/DH_073312 
 
DeVries R, Benoit C, van Teijlingen E, et al (eds) (2001) Birth by design: 
pregnancy, maternity care and midwifery in North America and Europe. London: 
Routledge. 
 
DeVries R, Salvesen HB, Wiegers TA, et al (2001) What (and why) do women 
want? The desires of women and the design of maternity care, in DeVries R, 
Benoit C, van Teijlingen E, et al (eds) (2001) Birth by design: pregnancy, 
maternity care and midwifery in North America and Europe. London: Routledge. 
 



60 

Donnison J (1988) Midwives and medical men. A history of the struggle for the 
control of childbirth. London: Historical Publications Ltd. 
 
Elbourne D, Oakley A, Chalmers I (1989) Social and psychological support 
during pregnancy, in Chalmers I, Enkin M, Keirse M (eds) Effective care in 
pregnancy and childbirth. vol.1. Oxford: Oxford University Press. 
 
Enkin M, Keirse MJNC, Neilson J, et al (2000) A guide to effective care in 
pregnancy and childbirth. 3rd edn Oxford: Oxford University Press. 
 
Esposito NW (1999) Marginalized women's comparisons of their hospital and 
freestanding birth center experiences: a contrast of inner-city birthing systems. 
Health Care Women Int 20(2):111-26. 

Fahy K, Colyvas K (2005) Safety of the Stockholm Birth Center study: a critical 
review. Birth 32(2):145-50. 
 
Foureur M (2008) Creating birth space to enable undisturbed birth. In Fahy K, 
Foureur M and Hastie C (eds) Birth territory and midwifery guardianship: theory 
for practice, education and research. Edinburgh: Books for Midwives. 
 
Geertz C (1973) The interpretation of cultures. New York: Basic Books. 

Gottvall K, Grunewald C, Waldenström U (2004) Safety of birth centre care: 
perinatal mortality over a 10-year period. BJOG 111(1):71-8. 
 
Griew K. (2003) Birth centre midwifery down under, in Kirkham M (ed) Birth 
centres: a social model for maternity care. London: Books for Midwives. 
 
Groh E (2003) Birth centres in Germany, in Kirkham M(ed) Birth centres: a 
social model for maternity care. London: Books for Midwives. 
 
Hammersley M (1996) Reading ethnographic research 2nd edn. New York: 
Longman. 
 
Hammersley M, Atkinson P (1995) Ethnography: principles in practice. London: 
Routledge. 
 
Healthcare Commission (2008) Towards better births: A review of maternity 
services in England. Commission for Heathcare Audit and Inspection. 

House of Commons Health Committee (1992) Maternity services: Health 
Committee, second report 1991-92. [Chairman Nicholas Winterton].  Vol 1.  
Report together with appendices and the proceedings of the committee. London: 
HMSO.  
 



61 

House of Commons Health Committee (2003) Provision of maternity services. 
Fourth report of session 2002-03. Vol I.  Report, together with formal minutes. 
London: The Stationery Office; 2003.  Available from: 
http://www.parliament.the-stationery-
office.co.uk/pa/cm200203/cmselect/cmhealth/464/46402.htm 

 
Hildingsson I, Waldenstrom U and Radestad I (2003) Swedish women’s interest 
in home birth and in-hospital birth center care. Birth 3(1):11-22. 

Hodnett ED, Downe S, Edwards N, and Walsh D (2005) Home-like versus 
conventional institutional settings for birth. Cochrane Database of Systematic 
Reviews 2005, Issue 1. Art. No.: CD000012. DOI: 
10.1002/14651858.CD000012.pub2. Available from: 
ttp://www.library.nhs.uk/Default.aspx  
 
Hodnett ED, Gates S, Hofmeyr GJ, and Sakala C (2007) Continuous support for 
women during childbirth. Cochrane Database of Systematic Reviews 2007, Issue 
3. Art. No.: CD003766. Updated. Available from:  
ttp://www.library.nhs.uk/Default.aspx  
 
Impey, L (1999) Obstetrics and Gynaecology. Blackwell Science. 
 
Jordon B (1993) Birth in four cultures. A cross-cultural investigation of childbirth 
in Yucatan, Holland, Sweden and the United States. 4th edn Illinois: Waveland 
Press. 
 
Jordon B (1997) Authoritative knowledge and its construction, in Davis-Floyd 
RE,  Sargent CF (eds) Childbirth and authoritative knowledge: cultural 
perspectives. Berkley: University of California Press.  
 
Katz-Rothman B (1996) Women, providers, and control.  J Obstet Gynecol 
Neonatal Nurs 25(3):253-6. 
 
Kirkham M (1999) The culture of midwifery in the NHS in England. Journal of 
Advanced Nursing 30(3): 732-9. 
 
Kirkham M (2003) Birth centres as an enabling culture, in Kirkham M(ed.) Birth 
centres: a social model for maternity care. London: Books for Midwives. 
 
Kirkham M (ed.) (2003) Birth centres: a social model for maternity care. London: 
Books for Midwives. 
 
Koiffman, MD, Schneck CA, Gonzalez Riesco ML et al (2009) Risk factors for 
neonatal transfers from the Sapopemba free-standing birth centre to a hospital in 
Sa˜o Paulo, Brazil. Midwifery doi:10.1016/j.midw.2009.02.004. 



62 

Leap N, Anderson T (2008) The role of pain in normal birth and the 
empowerment of women, in Downe S (ed) (2008) Normal childbirth: evidence 
and debate. 2nd edn Edinburgh: Churchill Livingstone.  

Ly P (2007) A labor without end. Washington Post  May 27:W20. Available at: 
http://www.washingtonpost.com/wp-dyn/content/article/2007/05/23/ 
AR2007052301294.html accessed on 10 July 2009. see also Morris Heights Health 
Centre’s Women’s Health and Birthing Pavilion, South Bronx. Available at: 
http://www.mhhc.org/pages/pdf/MHHC%20WH&BP.pdf  Accessed 12 July 2009. 
 
Maternity Care Working Party (2007) Making normal birth a reality. Consensus 
statement from the Maternity Care Working Party: our shared views about the 
need to recognise, facilitate and audit normal birth. National Childbirth Trust; 
Royal College of Midwives; Royal College of Obstetricians and Gynaecologists. 
Available from: http://www.appg-maternity.org.uk/ 
 
McGlynn A (2003) Birth centres and the American spirit, in Kirkham M (ed) 
Birth centres: a social model for maternity care. London: Books for Midwives. 

Mead M (2008) Midwives’ practices in 11 UK maternity units, in Downe S (ed) 
Normal childbirth: evidence and debate. Edinburgh: Churchill Livingstone.  

National Collaborating Centre for Women's and Children's Health (2007) 
Intrapartum care: care of healthy women and their babies during childbirth. 
Clinical Guideline. London: RCOG Press. 
Available from: http://guidance.nice.org.uk/CG55/niceguidance/pdf/English 

National Collaborating Centre for Women's and Children's Health. (2008) 
Induction of labour. London: RCOG Press. 
Available from: http://www.nice.org.uk/Guidance/CG70 

Oakley A, Rajan L and Grant A (1990) Social support and pregnancy outcome. 
BJOG 97(2):155-62. 

Patterson KA, Peterson VL (1980) The alternative birth center movement in the 
San Francisco and Bay area. Journal of Nurse Midwifery 25(2):23-7. 

Pool R (1994) Dialogue and interpretation of illness: conversations in a 
Cameroon village. Oxford.  
 
Pool R (2000) Negotiating a good death: euthanasia in the Netherlands. New 
York: The Howorth Press.  
 
Powell Kennedy H (2006) A concept analysis of optimality in perinatal health. 
JOGNN 35(6):763-9. 
 
Rogers J, Barber T, Marsh S, et al (2005) Birth place choices project: final 
Report. 2005. Available at: 



63 

http://www.suht.nhs.uk/Media/SUHTInternet/Services/ObsMidwiferyGynae/Birth
PlaceChoice/BirthChoiceProjectFinalReport.pdf Accessed on 17 July 2009. 
 
Saunders D, Boulton M, Chapple J et al (2000) Evaluation of the Edgware Birth 
Centre. Edgware: Barnet Health Authority. 
 
 
Southampton University NHS Trust It’s your choice. Where do you want to have 
your baby? Available at: 
http://www.newforest.gov.uk/media/adobe/m/3/Agenda_App_1_ 
Pt_2.pdf  Accessed on 8 August 2009.  
 
Seale C (1999) The quality of qualitative research. London: Sage. 
 
Shallow H (2003) The birth centre project, in Kirkham M (ed) Birth centres: a social 
model for maternity care. London: Books for Midwives. 
 
Stewart M, McCandlish R, Henderson J et al (2005) Review of evidence about clinical, 
psychosocial and economic outcomes for women with straightforward pregnancies who 
plan to give birth in a midwife-led birth centre, and outcomes for their babies. Report of 
a structured review of birth centre outcomes. Oxford: National Perinatal Epidemiology 
Unit. Available from: http://www.npeu.ox.ac.uk/birthcentrereview/ 
 
Taylor S (ed) (2002) Ethnographic Research: a reader. London: Sage.   
 
Waldenstrom U (1999a) Effects of birth centre care on fathers’ satisfaction with 
care, expereincesof the birth and adaptation to fatherhood.  J Reprod Infant 
Psychol 17:357-68. 
 
Waldenstrom U (1999b) Experience of labour and birth in 1111 women.  J 
Psychosom Res 47(5):471-82.  
 
Waldenstrom U (2003) Midwives’ experiences of working in a birth centre. FoU-
Report 39, SHSTF, Stockholm (in Swedish), cited in Waldenstrom U The 
Stockholm Birth Centre, in Kirkham M (ed) Birth centres: a social model for 
maternity care. London: Books for Midwives. 
 
Waldenstrom U (2003) The Stockholm Birth Centre, in Kirkham M (ed) Birth centres: 
a social model for maternity care. London: Books for Midwives. 
 
Waldenstrom U, Nilsson CA (1997) A randomised controlled study of birth centre 
care versus standard care. Effects on women’s health. Birth 24(1):17-26. 

Waldenstrom U, Nilsson CA (1992) Warm tub bath after spontaneous rupture of 
membranes. Birth 19(2):57-63. 
 
Waldenstrom U, Nilsson CA, Winbladh B (1997) The Stockholm birth centre 
trial: maternal and infant outcome. BJOG 104(4)410-8. 



64 

 
Walker J (2000) Women's experiences of transfer from a midwife-led to a 
consultant-led maternity unit in the UK during late pregnancy and labor. J 
Midwifery Women’s Health 45(2):161-8. 

Walsh D (2005) NCT Evidence-based briefing: maternity care in birth centres - 
part 2 New Digest (April)18-21. 
 
Walsh D (2006a) Subverting the assembly-line: childbirth in a free-standing birth centre. 
Soc Sci Med 62(6):1330-40. 

Walsh DJ (2006b) Birth centres, community and social capital. MIDIRS Midwifery 
Digest 16(1):7-15. 

Walsh DJ (2006c) 'Nesting' and 'matrescence' as distinctive features of a free-standing 
birth centre in the UK. Midwifery 22(3):228-39. 

Walsh DJ (2007) A birth centre's encounters with discourses of childbirth: how resistance 
led to innovation. Sociology of Health and Illness 29(2):216-32. 

Walsh D, Downe S (2004) Outcomes of free-standing, midwife-led birth centers: a 
structured review. Birth 31(3):222-9. 

Walsh D, Newburn M (2002a) Towards a social model of childbirth: part one. BJM 
10(8):476-81. 

Walsh D, Newburn M (2002b) Towards a social model of childbirth: part two. BJM 
10(9):540-4. 

World Health Organization/UNICEF (1989) Ten steps to successful 
breastfeeding. Geneva: WHO. 

World Health Organization (1996) Care in normal birth: a practical guide. Maternal and 
Newborn Health/Safe Motherhood Unit, Family and Reproductive Health. Geneva: 
WHO. 



65 

 

9 Appendices 
 

1. Research project protocol  
2. Taught course student project risk assessment form 
3. LSHTM REC application form 
4. Parents’ information sheet       
5. Consent form – Pregnant women 
6. Consent form – Partners 
7. Harrow REC approval letter 
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12. Ethical considerations   
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15. Running a birth preparation session - field note (13/8/08) 
16. Strategies for coping with labour – five case studies 

 

16.1 Kathy and Stuart - Stretching it out, visualisation and 
loving reassurance 

16.2 Sarah and Chris - Being ‘staged through’ and being 
determined 

16.3 Anna - Swaying and moving, standing and leaning 
16.4 Giaconda and Mick - Taking time to think about the 

options, holding steady 
16.5 Katalin - Liking the idea but finding the reality difficult 

 
17. Glossary of terms 
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Appendix 1: 
 
LONDON SCHOOL OF HYGIENE & TROPICAL 
MEDICINE 
MSc Public Health  
 
Project Protocol 2007-2008 
 
 
CANDIDATE NAME:                    
 
MSc Public Health 
Stream name………….……Health Services Research ……………………  
 
If you are a Half-time student please indicate whet her this is your 1 st  or 2nd year 
of study………….………1 st year…………………………………………………….……                          
 

 
 

PROJECT TYPE: (please indicate which type of project you intend to undertake, i.e. Health Policy 
Report or Literature Review or Research Project) 

Research project 
 
TITLE OF PROJECT: 
 
A pilot participant observational study of a midwif e-led birth centre 
adjacent to an obstetric unit.  
 
BACKGROUND:  (i.e. why this topic is of interest/relevance. If your project involves work with a 
specific organisation, please give details) 

 
I intend to carry out a pilot participant observational study in one city-based, midwife-
led birth centre situated immediately next to an obstetric unit. I have negotiated 
access with the consultant midwife who has designed and will run the birth centre, 
subject to obtaining ethics committee approval and R and D consent. The unit, which 
is due to open in March 2008, aims to work within a ‘social model of care’.1  
 
According to Shallow, a social model of maternity care is based on three key beliefs. 
First, rather than being an isolated medical event, birth is viewed as a part of the 
woman’s and the family’s social life leading to parenthood.  Secondly, the woman’s 
body is seen as being well designed for labour, birth and nurturing a baby, so there 
is an expectation that the process will usually proceed without complications. Thirdly, 
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‘interventions are kept to a minimum and only used … when complications do arise’.2 

 
The government has made a commitment that by the end of 2009 women will have a 
guaranteed choice of place of birth, including the opportunity to plan for a home-
birth, birth in a birth centre or in a hospital obstetric unit.3 Since the change in policy 
focus in the early 1990s,4,5,6 there has been growing political support for the idea that 
women at low risk of complications should have their maternity care both provided 
and managed by midwives, rather than by obstetricians or GPs. The aspiration is 
that this arrangement will provide safe, welcoming and personalised care, with fewer 
interventions than care managed by doctors and provided in a hospital obstetric 
setting.7,8  Specifically, birth centres as expected to ‘promote a philosophy of normal 
and natural labour and childbirth’. 

 
Having worked for a parents’ organisation for many years, I am aware that this 
change in policy focus is a radical one. It challenges the prevailing widespread trend 
that developed throughout most of the twentieth century: for responsibility for birth to 
be vested with doctors, for the process to be treated as a medical event and to take 
place in an obstetric, technological, hospital setting.9,10,11 Political and policy support 
for birth centres may be a response to parents’ calls for more personalised, 
responsive and respectful maternity services, or the conclusions of the evidence-
based medicine movement suggesting the extent of medicalisation is unjustified, or 
economic and workforce analyses that question the cost-effectiveness of medically 
managed, hospital birth for all women. Whatever the combination of reasons for the 
change in policy direction, the birth centre philosophy represents an ‘ideal type’12 
which is likely to be represented differently in different settings and circumstances, 
and viewed differently by the various ‘actors’ involved.   
 
The commitment to a midwifery-led social model of care represents a move away 
from doctor-led more medicalised care, and the change in direction may create 
uncertainty, confusion or conflict in any or all of the participants.  
 
For example, relations between the Stockholm Birth Centre, and the alongside 
obstetric department and management were often strained. The unit was criticised in 
terms of ‘concerns about safety, the lack of pharmacological pain relief, the transfer 
system … (and) the fact that midwives practiced very independently’.13  These 
issues may or may not emerge as factors affecting midwives’ and women’s 
experiences and accounts in alongside birth centres in the UK. However, so far there 
has been no published ethnographic research carried out in an ‘alongside’ birth 
centre in the UK. This ethnographic pilot study will begin to find out ‘what is the 
culture in this particular birth centre?’ 
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AIM: 
 
The aim is to use an ethnographic approach to gain insight into what goes on in the 
birth centre. I shall be open to what seem to be the most important themes and 
issues, both for parents and for midwives, and respond accordingly. I expect to focus 
on: 
 

• how parents’ and midwives’ experiences in the birth centre relate to their 
beliefs about birth and new parenthood and their sense of what matters to 
parents’ around the time of having a baby; 

 
• how women and their partners can be empowered by a positive experience of 

birth and well-supported first few days with their new baby. 
 
There may however be other themes and issues to consider, such as perceptions of 
safety, relative permissiveness or regulation and who or what determines the  
boundaries; attitudes towards and use of pharmacological pain relief, transfer 
between the midwife-led birth centre and the obstetric unit, the extent of midwives’ 
autonomy, or other as yet unidentified issues.  
 
It may be helpful to consider these beliefs, behaviours and issues in terms of a social 
model of care.  
 

OBJECTIVES: 
 
Objectives for the pilot study include the following:  
 

• to collect and analyse data on how women, men and midwives in the birth 
centre view birth and new parenthood,  

• to ask what are parents’ and midwives’ day-to-day experiences in the birth 
centre, how do they feel about them and make sense of them,  

• to investigate what are the inter-relationships within the birth centre and 
relationships with the obstetric unit, 

• to explore the extent to which there are shared beliefs and values or tensions 
and conflicts to be managed, and if the latter to seek to understand how they 
are managed, 

• to understand what motivates parents to seek particular kinds of care and 
what motivates midwives, with different career histories and years of 
experience, to want to work in a birth centre. How it feels and what it means 
to them.  

 
As an interpretive study, I will follow fruitful leads. The limited time available will 
necessarily restrict the focus. Undoubtedly some of these objectives will become 
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more central and some less so, as the fieldwork develops.14  
METHODOLOGY: (please note that methods of literature review should be detailed 
and specific) 
 
To review written materials about the birth centre, such as information leaflets given 
to parents, notices at the entrance and on the walls, messages on the hospital 
website, etc. 
 
To observe and make notes on parents’ and midwives’ behaviour in a naturalistic 
setting, disrupting the flow of activity and interaction as little as possible. In doing so, 
to note body language and verbal cues, how the space is used, how midwives talk to 
and touch women, how they involve fathers, how they relate to the parents and the 
baby as individuals and as a family. To note what constitutes care. 
 
To make digital recordings in these naturalistic settings, where consent can be 
obtained, of the conversation between parents and midwives, between midwifery 
colleagues and between midwives and other staff, including, interaction between the 
birth centre and the alongside obstetric unit staff, NHS trust managers, etc. 
 
To carry out informal thematic interviews with midwives, women and their partners 
about birth, becoming a mother or a father, and using the birth centre. To record their 
narrative accounts.15,16  
 
I plan to spend the equivalent of about two days a week in and around the birth 
centre, during July and August, with parents and midwives, possibly doing home 
visits or attending antenatal or postnatal clinics, appointments or drop-in sessions.  
 
I will use an interpretivist approach, working inductively from the ‘thick description’ of 
data collected and codes derived from them.17  I will compare the observational data 
with narrative accounts to see to what extent key themes are similar or different, and 
seek to explain disparities. 
 
 
ETHICAL CONSIDERATIONS:  (Will you need ethical approval and research governance 
approval. If so, what have you done about this? Who will you approach, and when? By when do you 
expect approval and what are your alternatives if approval is not obtained in time?) 

 
I need to obtain ethical approval and R and D consent. I have obtained details of 
who to apply to from researchers at Thames Valley University who have recently 
carried out research at XXXXXXX. I will submit applications in March with a view to 
carrying out the fieldwork in July and August. 
 
As my dissertation is not to be submitted until August 2009, there is time to change 
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plans if this course of action is not possible. See below re contingency planning. 
FEASIBILITY ISSUES:  (What could cause this project to fail? What plans do you have in case it 
fails? If you are to use existing data how will you obtain this data?) 

 
If ethical approval and research governance approval are not granted in time to start 
fieldwork in the summer of 2008 then I will review the proposal. I can potentially re-
submit my project proposal in February 2009 to carry out a literature review of birth 
centres rather than carrying out primary research.  
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IMPORTANT NOTES: 
 
Draft Protocol:    You should submit ONE electronic copy of the draft protocol to your Tutor Group 
Administrator. The deadline for this draft is no later than 12 noon Friday 22 nd February 2008. 
 
Final Protocol:      You should submit TWO signed hard copies  and ONE electronic copy of your final 
protocol to your Tutor Group Administrator. Both  hard copies should be signed by you and your tutor. The 
deadline for this draft is no later than 12 noon Thursday 20 th March 2008.  You should retain an electronic 
copy of your final protocol as an anonymised version needs to be inserted as an appendix in your final project 
report. 
 
ALL projects require a Risk Assessment, and you must submit a signed Risk Assessment Form with your final 
protocol.  You cannot start off-site work on your project until risk assessment has been signed off. The Risk 
Assessment Form can be downloaded from the LSHTM intranet http://intra.lshtm.ac.uk/safety/tcsform.doc 
 
Depending on the nature of your project you may also require Ethical Approval from LSHTM and elsewhere.  If 
so, then you must submit a request for Ethical Approval.  You are strongly advised to submit your ethics 
application as early as possible.  One hard copy of the ethics form should be submitte d to Gemma Howe 
(Room 11, 8 Bedford Square) by Friday 21 st March 2008.  An electronic version in MS-word format should 
also be sent to ethics@lshtm.ac.uk by the same deadline.  This will help the Ethics Committee deal with the 
heavy workload due to MSc projects and will reduce the need for hurried, last minute applications, which can be 
particularly difficult.  All ethics forms must be typed.    http://intra.lshtm.ac.uk/reference/guides/msc1-
sept07.doc 
 
 
Signature of student ………………………………………………Date…………………………… 
 
 
Signature of tutor …………………………………………………Date…………………………… 
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Appendix 2: 
 

TAUGHT COURSE STUDENT PROJECT RISK ASSESSMENT FORM 
 
1. This summary and assessment must address all planned aspects of the student project. 
2. The student, in conjunction with the project supervisor, must complete both pages of the assessment. 
3. Sufficient detail should be provided so that the location of the project is clear. i.e. Give more detail than just 

“London” in answer as to where the project is to be carried out. 
4. Projects involving biological, chemical and radiological hazards must be referred to the Departmental Safety 

Supervisor. 
5. Itineraries and contact details for projects involving work overseas must be lodged with the Teaching Office 

before the work starts. 
6. This summary must be completed and all signatures obtained before work is started.  
7. A copy of the completed form must be held by the Course Organiser, and retained for two years. 

 
Full Name of Student  

Course Public Health  (Health service research) 

Project Supervisor Judith Green  

Project Title 
 
 

A pilot participant observational study of a midwife-led birth centre adjacent 
to an obstetric unit. 

Summary of project aims 
 
 

Proposal: a pilot ethnographic study in one city-based, midwife-led birth 
centre situated immediately next to an obstetric unit, using participant 
observation of antenatal, labour and/or postnatal care with consenting 
women, and in-depth interviews with up to 10 women and 10 midwives.  

 

Aim: to gain insight into what goes on in the birth centre. Important themes 
and issues will be generated directly from the data, which may include: 

• parents’ and midwives’ beliefs about birth and new parenthood and 
their sense of what matters to parents’ around the time of having a 
baby; 

• parents’ and midwives’ day-to-day experiences in the birth centre, 
including how they feel about them and make sense of them; 

• relationships within the birth centre and between the birth centre and 
the obstetric unit; 

• parents’ and midwives’ motives to seek/provide birth centre care. 
 

Where will the project be carried 
out? 
 

The birth centre – [name and address provided] 

Will the project involve work 
overseas?  
If yes, where? 

No 

Will the project involve significant 
work away from LSHTM sites? If 
yes, where? 

Yes. The birth centre – [name and address provided] 

Does the project involve work with 
pathogenic organisms / human blood 
/ radiochemicals? 

Possible exposure to human blood. 

If the Project involves work overseas: 

Will the project be based in an 
established field station / research 
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institute? If yes, where? 

Is ethical approval required for the 
project? If yes, has it been granted? 

 

What supervision arrangements are 
proposed while away from LSHTM? 

 

Give the contact details for the off-
site supervisor where applicable 

 

Will the project involve lone / isolated 
work? If yes, state how you can 
contacted while working. 

 

Has appropriate travel insurance 
been arranged? 

 

If the Project involves significant work within the  U.K., away from the LSHTM sites in London: 

Will the project be based in an 
established college / hospital etc? If 
yes, where?  

Yes. The birth centre –XXXX Hospital, London. 

Is ethical approval required for the 
project? If yes, has it been granted? 

Yes. Not yet applied for. The national on-line form from the National 
Research Ethics Service Ethics will be completed and submitted to either the 
XXX NHS Trust or XXX Research Committee (who have been supportive of 
other research at XXX hospital and prompt to respond). Application for R&D 
approval will be submitted to the local R&D office at XXX NHS Trust.  Study 
details will be discussed with the consultant midwife in April and the forms 
submitted by 30 April. Three months should allow sufficient time for 
approvals to be granted before fieldwork is scheduled to start. 

Will the project involve home / 
personal visits? 

Yes, possibly.  

Will the project involve lone / isolated 
work? 

Yes, possibly. 

What supervision / contact 
arrangements are proposed while 
away from LSHTM? 

The researcher will contact her supervisor immediately before the start of the 
fieldwork, during the first week and fortnightly thereafter during the fieldwork 
to confirm that there are no difficulties or to seek advise regarding any 
potential risks.  

If  Project Involves work with Pathogenic Organisms , Human Blood or Radiochemicals:  (form to be signed by 
Departmental Safety Supervisor *) 

Organism/s to be used N/A 
Potential Routes of Infection Splashes of blood while observing maternity care. 

Radiochemical/s to be used N/A 

Laboratories where work with 
pathogens / radioisotopes will be 
carried out 

N/A 

Disinfectants/Disposal 
 

N/A 

Health Surveillance required 
 

N/A 

Additional Information: 

Are there any special needs, 
disability-related issues or other 
concerns that may need to be taken 
into account? 

N/A 

Do these need to be considered in 
planning arrangements? 

N/A 
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Do these need to considered in 
relation to the location of the project? 

N/A 

Do they impact on supervision 
arrangements? 

N/A 

Do arrangements for access to 
specialist medical treatment need to 
be considered? 

N/A 

Student Signature 
 

 
………………………………………………….. 
I agree to comply with the relevant safety requirements 

Date 

Supervisor Signature 
 

 
………………………………………………….. 
I agree that is a reasonable summary of the project 

Date 

M.Sc. Course Organiser Signature  
………………………………………………….. 
I agree that this project may proceed 

Date 

Departmental Safety Supervisor 
(only required if project involves work 
with pathogens or radiochemicals) 

 
………………………………………………….. 
I agree that this project may proceed 

Date 

 
The table below must be completed for all potentially hazardous activities likely to be carried out during the project, 

especially those identified above. 
Please refer to the Guidance Notes and School safety documentation for further information. 
 

Project Title  

Procedure Precautions 
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Appendix 3: 
 

London School of Hygiene & Tropical Medicine  
 

Ethics application form :  MSc research project (MS C1) 
 
 

Name: 
 
 

MSc Course:         (include Tutor group if PH)  
 
Public Health (Health services research) 

Email: 
 

 

 
Supervisor Approval:      
The application must be approved, especially for local acceptability,   
by the supervisor before it is submitted to the Ethics Committee. 
 
 
Name Judy Green 
 
Signature of Supervisor ……………………………………………………………………… ……. 
 

 
 
 
 

 
 
Please answer either  Section 1 or Section 2.   

Note for students:  
 
- Please read the Policy and Procedure document  and guidance 

notes at http://intra.lshtm.ac.uk/reference/ethicsstuds.html  
before completing this form.  This will help avoid delays in 
processing your application. 

 
- Forms must be typewritten.  Handwritten forms  will  be 

returned. 
 
- Please answer either  Section 1 or Section 2.  Ensure 

the box for use of Ethics Committee remains on the 
form.  
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Typewritten forms only  - handwritten forms will be  
returned. 
 

 

For use of Research Ethics Committee 
 
No ………………………………………        Date Rec’d ……………………………….  
 
Approved by ………………………….        Date ……………………………………… .       
 

Overall assessment of quality of ethical applicatio n 

���� Excellent                             ����   Good                         ����   Satisfactory 
 

Comment by Ethics Committee  ……………………………………………………………….. 

 

Section 1 – If your project is going to use only  data, 
biological samples or datasets already collected in  another 
study.  N/A 
 

Section 2 : If your project is completely new or is  collecting 
any new data from a previous study: 
 
 

For use of Research Ethics Committee 
 
No ………07/221  ……………………        Date Rec’d ……07/04/08 ……………………….  
 
Approved by …V Yardely………….        Date ……………29/04/ 08……………………….     

 

Overall assessment of quality of ethical applicatio n 

xExcellent                             ����   Good                         ����   Satisfactory 
 
 

Comment by Ethics Committee  ……………………………………………………………….. 
 
 
1.  Project Title 

 
 A pilot participant observational study of a midwife-led birth centre 

adjacent to an obstetric unit.  
2.  Give an outline of the proposed project.  Sufficient detail must be given to allow the 

Committee to make an informed decision without reference to other documents. 
(Expand 
box to 
answer) 

Proposal: a pilot ethnographic study in one city-based, midwife-led birth centre situated 
immediately next to an obstetric unit, using participant observation of antenatal, labour 
and/or postnatal care with consenting women, and in-depth interviews with up to 10 
women and 10 midwives. 



77 

 

Access: has been negotiated with the consultant midwife who runs the birth centre, subject 
to obtaining ethics committee and R&D approval.  
 

Aim: to gain insight into what goes on in the birth centre. Important themes and issues will 
be generated directly from the data, which may include: 

• parents’ and midwives’ beliefs about birth and new parenthood and their sense of 
what matters to parents’ around the time of having a baby; 

• parents’ and midwives’ day-to-day experiences in the birth centre, including how 
they feel about them and make sense of them; 

• relationships within the birth centre and between the birth centre and the obstetric 
unit; 

• parents’ and midwives’ motives to seek/provide birth centre care. 
 

Analysis: concepts arising from the data, plus ideas that underpin the ‘social model of care’ 
(Kirkham, 2003), and concepts generated by reviews of qualitative research in birth 
centres (Walsh and Downe 2004; XXXXXXX unpublished).  
 

Background: an unpublished meta-synthesis of five qualitative research studies of birth 
centre care suggests that important concepts include: the extent of support from the 
obstetric and midwifery team at the obstetric unit; the importance /nature of the supportive 
relationship between midwives and women and their families; ways in which respect for 
women and the desire to give support are developed in practice (e.g. continuity of carer; 
family facilities; welcoming birth environments to aid relaxation and help facilitate normal 
birth); and whether, and in what circumstances, socially marginalised women seeking 
maternity care, feel they need to struggle to be treated with respect and have a sense of 
control (Esposito, 1999).   
 

3.  Is project a randomised trial? 
 

 NO 
 

4.  Will any biological samples be collected and if so specify which 
 

 NO 
 

5.  Specify the number (with scientific justification for sample size), age, gender, source and 
method of recruiting subjects for the study. 
 

 The study will involve participant observation in a London hospital’s alongside birth centre, 
including observation of antenatal, labour and/or postnatal care with consenting women, 
and in-depth interviews with up to 10 women and 10 midwives, who provide informed 
consent. Interviews may also be undertaken with up to five women’s partners, and up to 
three maternity support workers and three obstetricians working alongside the birth centre 
midwives, if early themes and issues suggest that this necessary to understand the 
emerging concepts.  Women who speak sufficient English to give informed consent and to 
be interviewed without an interpreter will be invited to participate by midwives working at 
the unit. The unit serves a diverse multi-ethnic population. The aim is to include a range of 
families with at least six of the 10 women being socially disadvantaged or potentially 
marginalised (with one or a combination of the following characteristics: an asylum seeker, 
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a recent migrant, belonging to a minority ethnic group, a lone parent, a lesbian, aged 16-19 
years, living in poverty, experiencing a physical or mental health problem (so long as 
eligible for birth centre care). 
 

6.  State the likely duration of the project, and where it will be undertaken. 
 

 
 
 

The fieldwork will take place in August and September 2008, with an average of 
approximately 2 days per week being spent in the birth centre at XXXXXXX Hospital. 
 

7.  State the potential distress, discomfort or hazards, and their likelihood, that research 
subjects may be exposed to (these may include physical, biological and/or psychological 
hazards).  What precautions are being taken to control and modify these hazards? 
 

 There study involves no invasive procedures. However, it would involve women and 
midwives (and men and obstetricians if interviewed) giving up some of their time.  
 
It would be less private for them if they agreed to their pregnancy, labour or postnatal care 
being observed. This might be embarrassing or disturb the quiet time they would want with 
their partner, their baby or their midwife.  I am open about this in the Information sheet for 
parents and emphasise that the decision to participate will not affect their care in any way 
and they have the opportunity to withdraw at any stage. I also say that I hope it would be a 
positive experience for them too, as they would have someone else to talk to about their 
experiences and needs and the things that matter to them. I let them know that having had 
four babies myself, and having worked in a maternity and parents’ organization for many 
years, I hope I will be sensitive and sympathetic to their needs. I will endeavour at all times 
to be supportive and to disturb families and the provision of care as little as possible.  
 

8.  Specify how confidentiality will be maintained.  When small numbers are involved, indicate 
how possible identification of individuals will be avoided.   
See Guidance notes at  http://intra.lshtm.ac.uk/reference/ethicsstuds.html 
 

 Interviews and records of the observations or care (audio-tapes and written notes) will be 
given date, time and participant codes to conceal participants’ identities. Personal details 
will be kept confidential and will not be linked to the information provided in a way that 
personal identity can be recognized, unless participants specifically give permission for 
this.  Permission will be sought if there is any doubt about whether the context indicates 
identity. All written outputs will be shared with the consultant midwife in charge and her 
views sought on confidentiality.  
I will be responsible for keeping the confidentiality of the material and ensuring that 
information is stored securely. All paper records will be kept in a locked filing cabinet and 
electronic files are stored securely in password protected file. All audio-tapes used for 
recording interviews and any observations will be held securely by me as the researcher 
until the end of the study when the audio-tapes will be destroyed. Anonymous typed 
records and electronic files will be kept in a secure research data archive.  
 

9.  State the manner in which consent will be obtained and supply copies of the information 
sheet and consent form .   
◊ Written consent is normally required.  Where not possible, explain why and confirm 

that a record of those giving verbal consent will be kept. 
◊ Where appropriate, please state if and how the information and consent form will be 
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translated into local language(s). 
See Guidance notes at  http://intra.lshtm.ac.uk/reference/ethicsstuds.html 
 

 Midwives will ask women on their caseload during pregnancy, if they would like to 
participate in the study and provide the written information sheet and consent form.  Only 
women who have previously provided written consent will be asked if aspects of care may 
be observed. Women who consent will be asked by the researcher about which if any 
aspects of care they would feel comfortable having observed. Any interviews with partners 
of women would only take place after the written information sheet had been provided and 
the consent form a signed. All midwives and maternity support workers providing an 
episode care would also have to provide signed informed consent for care episodes to be 
observed and included in the study. If obstetricians were observed providing care and 
included in the study they would also need to provide written consent. 
 
Copies of the dated, signed consent forms will be kept by the researcher in a locked filing 
cabinet in her home and destroyed after five years.  The information and consent form will 
only be available in English. 
 

10.  Local Ethical Approval.  Give details of local approval to be obtained prior to the 
commencement of fieldwork.  (If you cannot identify an Ethical Committee or if the study has 
been approved by several different organisations, eg. NGOs, give this information and show that as 
much as possible has been done to obtain approval.) 
 

 The national on-line form from the National Research Ethics Service Ethics will be 
completed and submitted to either the Imperial College Healthcare NHS Trust or Ealing 
and West London Mental Health Trust Research Committee (who have been supportive of 
other research at XXXXXX Hospital and prompt to respond). Application for R&D approval 
will be submitted to the local R&D office at XXXXXXX.  Study details will be discussed with 
the consultant midwife in April and the forms submitted by 30 April. Three months should 
allow sufficient time for approvals to be granted before fieldwork is scheduled to start. 
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Appendix 4: 
 

Logo of participating NHS Trust  

London School of Hygiene & Tropical Medicine 
University of London 
Department of Public Health and Policy 
Keppel Street, London WC1E 7HT 
 

Parents’ Information Sheet             

 

Birth centre care - Parents’ and staff experiences and views 
 
We would like to invite you to take part in a research study. Before you decide you need to 
understand why the research is being done and what it would involve for you. Please take time to 
read the following information carefully. Please talk to others about the study if you wish. 
 
Purpose of the study 
 
I am a Masters student studying Health Services Research at the London School of Hygiene & 
Tropical Medicine carrying out a study about care in the St Mary’s Birth Centre.  The study aims 
to find out about the atmosphere, the care and support in the birth centre, as viewed by parents 
and staff.  
 
I would like to interview and spend time with a range of different families using the birth centre. I 
would like to be able to observe some of your care and talk to you about your experiences and 
views. I will also talk to the midwives working in the birth centre and some of the hospital doctors.  
 
Do I have to take part? 
 
It is up to you whether you agree to take part. We will describe the study and go through this 
information sheet, which we will then give to you. You can say no if you want to now, or at any 
stage. (You can withdraw later if you decide to take part and change your mind later on.) You are 
free to withdraw at any time, without giving a reason. Your care will not be affected if you decide 
not to take part, or if you withdraw. 
 
You may want to take time to think about whether or not to take part in the study. You may take 
as much time as you like to think about how you feel and talk to your family or friends about it.  
 
What will happen to me if I decide to take part? 
 
If you agree to take part I will interview you about your care and experiences. The interview will 
last around one hour. I would also like to observe some of your antenatal care (from around 36 
weeks), your labour and/or your postnatal care.   
 
If you agree to take part, I will not see your maternity records. I will ask you for a contact number, 
so I can arrange when to see you, and the date your baby is due to be born, so I have an idea 
when you may start in labour. If at any time you change your mind, or it is not convenient for any 
reason, you can say so to the midwife. Then I will not interview you or observe your care (or I will 
arrange to see you at a different time, if that is what you want). 
 
Confidentiality 
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Your personal details will be kept confidential and will not be linked to the information you provide 
in a way that can be recognized, unless you specifically give permission for this. The interviews 
and records of the observations or care (audio-tapes and written notes) will be given date, time 
and participant codes to conceal participants’ identities.  
 
I will be responsible for storing all the information securely. All paper records will be kept in a 
locked filing cabinet and electronic files will be stored securely in password protected file. All 
audio-tapes used for recording interviews will be held securely by me as the researcher until the 
end of the study when the audio-tapes will be destroyed. Anonymous typed records and 
electronic files will be kept in a secure research data archive.   
 
What are the disadvantages? 
 
Agreeing to take part would involve you giving up some of your time to be interviewed. If I 
observed some of your care it would be less private for you. This might be embarrassing or 
disturb the quiet time you’d want with your partner, your baby or your midwife. But I hope it would 
be positive for you to be able to talk about your experiences and the things that matter to you. I 
would be sympathetic to your needs and aim at all times to be supportive and to disturb you as 
little as possible.  
 
Further information 
 
If you would like further information about the study please ask. See contact details below. 
 
Expenses 
 
Taking part in the study is not expected to involve you in any additional expenses.  Any 
reasonable and necessary costs, agreed in advance, such as travel to an interview will be paid 
for in cash.  
 
Feedback to participants  
 
The study is expected to be completed in August 2009. If you would like to know about the results 
of the study, I will send you information. You will also be invited to a meeting at the birth centre to 
hear the results and make any comments.  
 
Ethics Committee approval 
 
The study has been approved by the Ethics Committee of the London School of Hygiene and 
Tropical Medicine and by the Harrow Research Ethics Committee. 
 
What is something goes wrong? 
 
If you have any concerns about the research at any stage, please speak to XXX XXX, Consultant 
Midwife at the Birth Centre: 020 7886 7835. She will try to resolve the problem immediately. If you 
are not satisfied with the outcome, you can talk to the St Mary’s PALS team about any issues, in 
confidence. If PALS cannot help resolve the problem and you wish to make a formal complaint, 
please write to: [Address of Managing Director at the XXXX NHS Trust provided] 
 
Thank you for taking the time to consider taking pa rt in the study.   I can be contacted at 
home, telephone XXXXXXXXX, by text/mobile XXXXXXXX or by email XXX@lshtm.ac.uk  
Please leave a message if I am not available, and I will call you back as soon as I can.   
 
[Name provided] 
Public Health: Health Services Research  
London School of Hygiene & Tropical Medicine.  
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Appendix 5: 
 
Logo of participating NHS Trust  
 
London School of Hygiene & Tropical Medicine  
University of London 
Department of Public Health and Policy 
Keppel Street, London WC1E 7HT 
 

Consent form – Pregnant women 
 

 
Title of Project:  Birth centre care - Parents’ and staff experiences and views 
 
Centre Number:  
 
Study Number:  
 
Patient Identification Number for this trial: 
 
Name of Researcher:    

     Please initial box  
1. I confirm that I have read and understand the information sheet dated 26 June 2008  
for the above study. I have had the opportunity to consider the information, ask questions 
and have had these answered satisfactorily.  

 
2. I understand that my participation is voluntary and that I am free to withdraw at any 
time without giving any reason, without my medical care or legal rights being affected.  
 
3. I understand that relevant sections of my medical notes and data collected during the 
study, may be looked at by individuals from the London School of Hygiene and Tropical 
Medicine, from regulatory authorities or from the NHS Trust, where it is relevant to my 
taking part in this research. I give permission for these individuals to have access to my 
records. 
 
4. I agree to my GP being informed of my participation in the study. 
 
5. I agree to take part in the above study.  
 
 
_______________ _____  ___________   _________________  
 
Name of Parent   Date      Signature  
 
 
_______________ _____  ___________   _________________  
 
Name of Person taking consent   Date     Signature  
 
When completed, 1 for parent; 1 for researcher site file; 1 (original) to be kept in medical notes.  
 
REC Reference 08/H0719/44    26 June 2008 
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Appendix 6: 
 
Logo of participating NHS Trust  
 

London School of Hygiene & Tropical 
Medicine 
University of London 
Department of Public Health and Policy 
Keppel Street, London WC1E 7HT 
 

Consent form – Partners 

 

 
Title of Project:  Birth centre care - Parents’ and staff experiences and views 
 
Centre Number:  
 
Study Number:  
  
Patient Identification Number for this trial: 
 
Name of Researcher:    
 

Please initial box  
1. I confirm that I have read and understand the information sheet dated 26 June 2008  
for the above study. I have had the opportunity to consider the information, ask questions  
and have had these answered satisfactorily.  

 
 
2. I understand that my participation is voluntary and that I am free to withdraw at any 
time without giving any reason, without my partner’s medical care or our legal rights 
being affected.  
 
 
3. I agree to take part in the above study.  
 
 
 
_______________ _____  ___________  _________________  
 
Name of Parent               Date     Signature  
 
 
 
_______________ _____  ___________   _________________  
 
Name of Person taking consent   Date     Signature  
 
 
When completed, 1 for parent; 1 for researcher site file; 1 (original) to be kept in medical notes. 
 
REC Reference 08/H0719/44   26 June 2008 
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Appendix 7:         Harrow Research Ethics Committee 
Room 019, Level 7 Maternity Block 

Northwick Park Hospital 
Watford Road 

Harrow 
Middlesex  HA1 3UJ 

 
Telephone: 020 8869 3805  
Facsimile: 020 8869 5222 

 
15 July 2008 
 
XXX XXX 
London School of Hygiene and Tropical Medicine 
Room 30 
Keppel Street 
London  WC1E 7HT 
 
Dear XXX XXX 
 
Full title of study: A pilot participant observatio nal study of a midwife-led birth centre 

adjacent to an obstetric unit.  
REC reference number: 08/H0719/44 
 
The REC gave a favourable ethical opinion to this study on 07 July 2008. 
 
Further notification(s) have been received from local site assessor(s) following site-specific 
assessment.  On behalf of the Committee, I am pleased to confirm the extension of the favourable 
opinion to the new site(s).  I attach an updated version of the site approval form, listing all sites 
with a favourable ethical opinion to conduct the research. 
 
R&D approval 
 
The Chief Investigator or sponsor should inform the local Principal Investigator at each site of the 
favourable opinion by sending a copy of this letter and the attached form.  The research should not 
commence at any NHS site until approval from the R&D office for the relevant NHS care 
organisation has been confirmed. 
 
Statement of compliance 
 
The Committee is constituted in accordance with the Governance Arrangements for Research 
Ethics Committees (July 2001) and complies fully with the Standard Operating Procedures for 
Research Ethics Committees in the UK. 
 
08/H0719/44   Please quote this number on all correspondence 
 
Yours sincerely 
 
 
 
 
Mrs Alka Bhayani 
Committee Administrator 
 
Email: alka.bhayani@nwlh.nhs.uk  
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Appendix 8: Log of attendance at the birth centre 

 
Date Times Hours  Purpose Present 
11/04/08 12.00 – 4.00 4.00 Visit to JS to 

discuss research 
proposal, 
information 
sheets for staff 
and parents, 
and consent 
forms. 

Jan Scott, 
consultant 
midwife  
 
(All names have 
been changed.) 

Brief Details JS showed me around the BC and I observed while she did some trouble 
shooting. Had lunch with JS and long discussion about BC philosophy, 
recruitment, JS’s relationship with the newly merged (larger) NHS trust 
and the senior nursing officer. 

29/04/08 (Tues) 9.00 – 4.00 7.00 Induction day 1 
for all new BC 
staff 

14 staff present: 
JS, 11 midwives 
and 2 maternity 
assistants (MAs) 

Brief Details Discussion about aims and objectives of the BC and how best to articulate 
them. Discussion about clinical criteria of eligibility to be booked at the 
birth centre using NICE Intrapartum Care Guideline. Discussion about 
whether to provide formula feeds or ask parents to bring in their own if 
needed, in accordance with WHO/ UNICEF Ten steps to successful 
breastfeeding.  

22/07/08 6.15 – 8.00pm 1.45 BC fortnightly 
staff meeting 
 
 

a.m. 
JS 
2 midwives  
I MA 

Brief Details 1) Met a small no of staff again. 
2) Heard and saw how things were working. 
3) Introduced my research and specific dates when I’ll be in the BC (2 
days per week for most of August and September) 
 

06/8/08 (Weds) Due to be in 
BC 6.30 – 
8.00pm 

0 (ill with sore 
throat) 

Recruitment 
and observation 
at Birth Prep 
session 

 

07/8/08 (Thurs) Due to be in 
BC all day 

0 (ill with sore 
throat) 

Recruitment 
and observation 

 

08/8/08 (Fri) Due to be in 
BC all day 

0 (ill with sore 
throat) 

Recruitment 
and observation 

 

13/8/08 (Weds) 
 

11.20 – 8.20pm 9.00 Recruitment 
and observation 
(Day 1) 

a.m. 
2 midwives 
1 MA 
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Date Times Hours  Purpose Present 
Brief Details Observed:  a/n care Marie w Giaconda and Mick SROM/early labour; 

told need to transfer to OU. Interviews with Marie and Betsy.  
Birth prep:  Betsy with Marie – great session.  

14/8/08 (Thurs) 10.00 – 8.45 10.45 Recruitment 
and observation 
(Day 2) 

a.m. 
2 midwives 
1 MA 

Brief Details A very busy day with all five rooms occupied, including one woman in 
labour and a/n clinic.  
Short interview with parents whose baby was BBA. 
In the evening, Marie took me up to OU to Giaconda on p/n ward with her 
son. Mick just leaving. 

20.8.08 5.45 – 7.15 1.30 Interview at 
parents’  home. 

Sarah and Chris. 
Baby James born 
8.8.08. 

21.8.08 (Thurs) 10.00 – 6.00 8.00 Recruitment 
and observation 
(Day 3) 

a.m. 
2 midwives 
I MA 

Brief Details Interviews: w Nita and Pat. Informal chat w Laura 
(problem with tape for Pat’s interview and part of talk w Liz – lost some 
useful data). 
Observed: a/n care Farah w Beata edd 12.9.08  

22.8.08 (Fri) 10.00 – 5.00 7.00 Recruitment 
and observation 
(Day 4) 

a.m. 
2 midwives 
1 admin assistant 

Brief Details Observed: a/n care x 4. Chat w Sky. 
27/8/08 (Weds) 6.15 – 8.30pm 2.30 Recruitment 

and observation 
at birth prep 
session 
(Day 5) 
 

a.m. 
2 midwives 
p.m. 
2 midwives 
I MA 
Birth prep 

 Helped out a bit when Charu had a PPH at 8.10. Fortunately the birth 
prep. parents had all just gone home. Six doctors rushed down from the 
OU but all under control before they arrived. AM/PM handover time. All 
four m/ws in rm 1 (Ruth m/w 1;  Laura m/w 2; Marie m/w 3; Annie m/w 
4) I helped Anisha get couch for suturing, held doors, answered the 
buzzer, minded the phone, chatted to relatives who started arriving not 
knowing there was any mis-hap. Charu and daughter transferred upstairs 
on trolley 8.25pm. Mum and baby both well. 
M came into BC for an antiD injection. Had a short chat w her 
Observed  Annie’s birth prep session: Gave study info to: 
Couple 36w c30. Eng second lang. Couple 36w White, Eng >30. 
Couple 36w Eng white <30. Couple Black/White 36w >30. Lots of Qs, 
have hired a doula. ? Polish couple c 30. Young woman in scarf w her 
friend (A) c 20; Young Black Moslem woman (late: missed intros) c 25. 
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Date Times Hours  Purpose Present 
29/8/08 (Fri) 11.00 -10.40pm 11.40 Recruitment 

and observation 
(Day 6) 

a.m. 
2 midwives 
I MA 
1 admin assistant  
p.m. 
2 midwives 
I MA 

Brief details Observed: a/n care: 
Farah w Beata edd 12.9.08  
Farah w Rani edd 13.9.08 
Farah w Kim edd 13.9.08 
Farah w Beatriz edd 29.8.08 
Labour/birth 1: 
Kat w Jacqui and Paul 
Baby 1. Boy, born in birth pool (Entonox used). FHR – all good 
Kat calm, soothing, giving lots of praise, encouraging, 
All stfwd; looked like a lot of blood in pool but seemingly OK. No idea 
how blood loss measured in pool. Jacqui felt faint, placenta slow to come. 
Delayed managed 3rd stage. Kat (and researcher) concerned might be 
retained placenta – came w CCT after 17 minutes (synto at 6.45; placenta 
7.02). V little bleeding afterwards. 
Labour/birth 2: 
Annie w Beatriz and husband, Abasi. On all fours until the end. Slow 
second stage. Query, increased risk of shoulder dystocia. 
Baby 3, Girl born on couch (no drugs). 
FHR – good; then dips. Marie assisted. (Getting Resuscitaire ready – 
asked Anisha to get chair ready ‘in case we need to travel’(transfer). Used 
catheter to empty bladder. Once bladder empty, baby came straight away. 
V fast first stage 3cm at 8.00; fully at 9.50 – probably sooner as B had 
been bearing down, and A had been expecting to see baby’s head, for 
some time. N born 10.30ish. All well. MN left to get home 10.40. 

4/09/08 (Thurs) 10.00 – 5.30  7.30 
 
 

Recruitment, 
observation and 
interviews 
(day 7) 
 
A quiet day. No 
‘in-patients’. 

a.m. 
1 midwife 
1 MA 
Marie (‘upstairs’ 
with a woman 
who transferred) 
1 admin assistant   

Brief details Observed: a/n care   
Ruth w Cheryl 4th baby 
Ruth w Kelly (25) and partner  John 1st baby.(uncle to 3 nephews) 

5/09/08 (Fri) 9.30 -  7.30 11.00 Recruitment, 
observation and 
interviews 
(day 8) 

a.m. 
2 midwives  
I MA 
1 admin assistant 
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Date Times Hours  Purpose Present 
Brief details A  group of midwives and planning manager planning a BC at their unit, 

tour the BC; they are impressed.A quiet day. Two women having p/n 
care, both having a second baby who came in during the night. No new 
admissions until about 6.00pm, when a woman came in in labour. 
Observed: a/n care 
Abby w Armani (Black British) 1st baby.  
Abby  w Naaz 4th baby (Arabic Muslim) 
p/n care 
Lauren w Tina and Steve (White British) P/n baby examination 1, plus 
interview (notes taken) 
Lauren w Rose and Tony (White British)P/n baby examination 2, plus 
interview (notes taken)  
Interviews 
MN w Jacqui and Paul at their home. 
MN w Lauren in staff room. 

6/09/08 (Sat) 2.45 – 4.15 pm 1.30 Interview at 
parents’ home 
 

Interview with 
Beatriz and Abasi   
(3 children) at 
their home. 

10/09/08 (Wed) 11.30 – 1.30 2.00 Recruitment 
and observation 
(Day 9) 

3 midwives 

10/09/08 (Wed) 2.00 – 3.00 1.00 Interview at 
parents’ home 
 

Interview with  
Anna at home 

18/09/08 11.30 – 8.15 8.45 Recruitment 
and observation 
(Day 10) 

a.m. 
3 midwives 
 

Brief details Quiet day – Ruth bored in the afternoon. I worked on PC in office. 
Observed:a/n care 
Marie w Jill and Jack 
Ruth  w Ilana  
p/n check  
Marie doing check on V, Hasina’s daughter, w Kat observing (Hasina’s 
Polish mother-in-law present) 
Observed/interviewed: 
Kathy unemployed and Stuart p/t work on father’s fruit stall – (boy J) 1st, 
booked for OU epilepsy. Both Wh British. Both aged 25.  
Hasina trained staff in one of the coffee chains, Madagaskan / French 
origin and Polish  husband. Both in 30s. 
Informal chat with Maggie (33) – who had been to NCT a/n classes and 
used hypno birthing tapes. (still pregnant on 26.9.08, high BP so 
transferred to OU.) Wh British 30s. 
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Date Times Hours  Purpose Present 
25/09/08 11.00 – 11.45 0.45 Interview at 

parents’ home 
Interview with 
Katalin at home 

25/09/08 12.30 – 8.00 7.30 Recruitment 
and observation 
(Day 11) 

a.m. 
3 midwives 
1 Admin assistant 

Brief details Observed: a/n care 
Laura w Naaz and her two sons Ben 11 and Jack 7, inc referral upstairs 
for monitoring (MN took boys off for a walk). 
Annie w Jannah – query pre-eclampsia, bloods taken. 
Informal chat w Shelagh and Lucy and husband David who had popped 
back for a bit of breastfeeding support. Both very happy with their care at 
the BC. 
Interviewed Annie and Abby. 

26/09/08 1.00 – 7.30 6.30 Recruitment 
and observation 
(Day 12) 

Present 
JS + 2 midwives 
1 Admin assistant 

Brief details Researcher not feeling v well. Had limited contact w parents. (Other work 
to do before attending BC) Arrived late. 
Observed: a/n  care  
Jan w Alison (White British)  >35 
Jill (34) and Jack – 40 +12, no sign of the baby just yet – had 3rd sweep 
Waiting room Mum and baby (8 weeks) visiting the BC after appt 
upstairs (3rd degree tear). V pleased to see Abby, their m/w. Abby and 
Laura both held the baby for a long time and say how beautiful she is. 
Interview   Virginia and Paul, (1st baby, born that morning; long labour).  

14/01/09 12.00 – 4.00 4.00 Interview JS 
Attend meeting 
at which the BC  
statistics are 
presented to 
midwives and 
medical staff at 
the hospital.  

JS 
Large group of 8-
10 medical staff 
and 8-10 
midwives, inc. 
clinical leads for 
specialist areas.   

Total hours of 
fieldwork  

 113.40 
 

  

 
Birth centre statistics:  
Potential maximum no of birth centre births per year: 1,000, (83 per month).  
First six months activity: Births: 246, (41 per month),  

Transfers: a/n 93 (23%), i/p 59 (19%) p/n 10 (3%). 
A/n appointments:  757. 

No of births in July 2009: 68.  
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Appendix 9: Families’ bibliographical details  
 
Bibliographic details are provided for 13 families quoted in the report. Written 
consent to participate was obtained from 37 parents, often during visits to the 
birth centre for antenatal care or at one or other of two birth preparation sessions 
observed. There was observation or discussion with all of these parents. All 
recorded interviews took place during the postnatal period, either in the birth 
centre in the parents’ room or at their home up to 3 weeks after the birth. 
 
Sarah – White British primary school teacher.  She and her husband, Chris, were 
having their first baby. (Parents’ interview (1) recorded at their home.) Care 
booked at the birth centre and baby born there. 
 
Giaconda – Italian, film-maker. She and her Canadian partner, Mick , were 
having their first baby. (Parents’ interview (2) recorded at their home.) Care 
booked at the birth centre; baby born after on the labour ward following PROM. 
 
Adriana  – Portugese, worked in catering before having her first baby. She and 
her husband having their second baby, first child aged seven. (Parent interview (3) 
recorded during postnatal stay in the birth centre.) Care booked for the labour 
ward, late transfer to the birth centre where the baby born. 
 
Katalin  – Hungarian auditor for an international company. She and her husband 
Hans having her first baby. (Parent interview (4) recorded at their home.) Care 
booked at the birth centre; transferred to labour ward for an epidural, where baby 
born. 
 
Anna – A town planner from New Zealand having her fist baby with her British 
partner, Mick.  (Parent interview (5) recorded in their home.)  Care booked at the 
birth centre; baby in posterior position; long, slow labour. Had ARM on the birth 
centre at 7cm. Meconium, so transferred upstairs where baby born. Had 
diamorphine, epidural, espisiotomy and ventouse assistance.  
 
Beatriz – Portugese, nursery carer. She and her Egyptian husband, Abasi, a train 
driver, were having their third child. (Parents’ interview (6) recorded in their 
home.) Care booked late at the birth centre after word of mouth recommendation; 
baby born there. 
 
Kathy  – White British, unemployed. She and her partner Stuart who works part-
time on his dad’s fruit stall were having their first baby (Parents’ interview (7) 
recorded during postnatal stay in the birth centre.) Care booked for the labour 
ward as a medical condition meant eligibility criteria not met. Birth immanent on 
arrival at hospital so, to their delight, taken into birth centre on the ground floor, 
where baby born. 
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Caroline – Swiss.  Having her first baby. (Parent interview 8, recorded during 
postnatal stay in the birth centre). Care booked at the birth centre and baby born 
there. 

Hasina – Madagascan woman with Polish partner, Janak, having their first baby. 
Hasina worked servicing tables in a coffee shop (Parents’ interview (9) recorded 
during postnatal stay in the birth centre). Care booked at the birth centre and baby 
born there. 
 
Virginia – White British photographer expecting her first baby with Jimmy, her 
partner (Parents’ interview (10) recorded during postnatal stay in the birth centre). 
Care booked at the birth centre and baby born there. 
 
Jacqui - Australian health worker with British husband, Paul, having their first 
baby. (Parents’ interview (11), recorded at their home). Care booked at the birth 
centre and baby born there. 
 
Sky – a young White British woman having her second baby. (Notes taken during 
conversation in the birth centre after the birth). Care booked at the birth centre 
and baby born there. 
 
Alison – White British, married to Phil a paramedic, having their second baby. 
(Notes taken during conversation in the birth centre after the birth). Late booking 
at the birth centre (37 weeks); baby born there. 
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Appendix 10: Coding using NVivo tree nodes 
 
Level 1 categories  
Prior to coding the midwives’ interviews using NVivo, four descriptive categories 
were created (level 1) for data relating to:   
 

• home-birth (HB) 

• birth centres (BC)  

• hospital labour wards (LW)  

• the interface between birth centres and labour wards (IF). 

 
Level 2 categories  
Level 2 categories were then created within each level 1 category for positive and 
negative comments and observations, respectively. 
 
Level 3 categories 
Level 3 categories were then created within each level 2 category using a range of 
emic and etic concepts. 
 
Midwives’ interviews – worked example 
For example, within the hospital labour ward category, 82 negative segments 
were coded (level 2). These were subdivided into the following emic and etic 
concepts (level 3): medicalised culture on LW (47), lack of control (12), over-
stretched staff (11), lack of relationship with women (4), partners’ needs not being 
met (2), ‘let’s get on with it’ mentality (1), not making a connection (1), lack of 
space (1), bed dominating birth rooms (1).   
 
There were also 11 positive segments coded (level 2). These were subdivided into 
respect for the LW midwives (5), positive experiences of working on LW (3), 
evidence of support for normality on LW (2), and respect for high-risk skills (1).  
 
Space and time limitations meant that the data on hospital labour wards and the 
relationship between the Lewes Birth Centre and the Lewes labour ward were not 
coded line-by-line using gerunds (Charmaz, 2006;48-9).  There is potential to do 
further coding and analysis of this data. 
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Appendix 11: Excerpt from an interview coded line-by-line  
 
Interview with XXXX Thursday 4 
September 2008.  Recorded at the 
desk in the BC reception area – in 
between   Ruth taking phone calls 
from pregnant women. 

Grounded theory coding 
BC = birth centre 
LW = labour ward 
HB = home-birth 

  
INT: So, how’s it working out, working 
here? 

 

  
Fantastic. I love it. It’s a lovely team 
and it’s very different from where I was 
before. I think as it’s becoming a little 
bit busier it’s nicer to see how it’s going 
to work out long-term. But yeah, I love 
it; really love it. 

Feeling good  
Knowing its very different. 
Experiencing the BC as quiet 
Feeling anxious about how it will work 
out 
Feeling good 

  
INT: And just remind me, where were 
you working immediately before you 
came here? 

 

  
I was at XXXXX on the Labour Ward, 
which is a consultant-led labour ward, 
for half a week and the other half I was 
on the community, on on-calls and 
home-births. So it was quite a contrast, 
but it was very busy. 

Used to working on a busy LW 

  
INT: Right. And then you were saying 
to me earlier on that you trained at 
XXXXX 

 

  
Yes, I never went to a BC so this is the 
first BC experience I’ve had. 

Experiencing being a BC midwife for 
first time 

  
INT: Right. So how does it compare 
both with obstetric unit care and home-
births? 

 

  
I think it’s completely different to both 
of them. But I think it’s a nice 
compromise of both. It’s, as I said, it’s 
not as busy at the moment so.. It feels 
like we’re more supported in the birth 
centre than out on community, but I 

Emphasising difference between LW 
and HB 
Assessing as ‘nice compromise’ of 
both 
Feeling it is quiet at the moment 
Feeling more supported in BC than for 
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much prefer it to a busy high-risk labour 
ward. 

HBs 
Preferring to LW 

  
INT: Mmnn  
  
Because its more woman-centred and its 
easier to practice how we’ve been 
taught to practice. 

Explaining why its preferable  
Valuing the ethos 
Accounting for why its better for 
women 
Accounting for why its better for 
midwives 

  
INT: In what ways do you think its 
more woman-centred? 

 

  
Em, I think that it’s not as restricted by 
conflicting ideas between midwives and 
obstetricians. I think it’s easier for the 
women to let us know what they want, 
more. Yeah, they’re just not as 
restricted. 

Feeling women are less restricted 
(voicing their wishes more) 
Illustrating benefits for women. 
Accounting for why its better for 
women  
Accounting for restrictions as caused 
by professional conflict 

  
INT: When you say I think it’s easier 
for the women to let us know what they 
want, more, what restricts women from 
letting midwives know what they want 
on an obstetric unit? 

 

  
I think, in my experience, because its 
been very short staffed that’s restricted a 
lot of things like water births, in my 
experience. Sometimes we didn’t have 
enough staff for women to be able to go 
and have a waterbirth. And generally, 
I’d say, just labour ward culture and 
how midwives practice in it after years 
and years, guides women into a more 
obstetric way of thinking. With our birth 
preparation here, I think that’s fantastic, 
because it’s solely preparing women for 
a normal birth. Obviously, they go up 
(to the main unit) and have normal 
parentcraft as well, but I think that’s a 
really good way to prepare them for a 
normal birth. 

Accounting for restrictions as caused 
by too few staff 
Feeling women are less restricted 
(accessing water births more) 
Explaining LW as problematic 
Accounting for restrictions as caused 
by too few staff 
Judging LW culture 
Connecting long-term exposure to 
changing practices 
Becoming increasingly medicalised 
Praising the BC focus on normality 
Putting in context 
Integrating with other activities 
Judging the BC approach positively 
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Appendix 12: Ethical considerations   
 
This note provides more detailed discussion of ethical considerations than 
was possible in the main text due to space limitations. 
 
The birth centre posed a range of ethical challenges. In any public setting where 
people come and go it may not be possible to obtain consent from everyone.  
Occasionally midwives’ discussions with parents in public areas such as the 
waiting room were observed without prior consent, and sometimes it seemed 
overly intrusive to interrupt what was happening to introduce myself, for 
example, when couples were just passing through the reception area, leaving to go 
home with their new baby, being admitted in labour or being advised to return 
home early in labour until their contractions were more powerful. However, there 
was usually an opportunity for introductions to be made, the study to be discussed 
and consent requested. Furthermore, as most of the birth centre consultations take 
place in separate rooms rather than in shared wards or curtained-off cubicles, 
common in a hospital setting, there was no intrusion on families who had not 
provided  consent to observation of their care.  
 
Protecting privacy has been a particular challenge, as the birth centre employed 
just 12 midwives. In specific cases, making reference to their ethnicity, age, 
country of origin, aspects of their personal lives or professional experience would 
identify them to each other, if not to a wider circle to colleagues. Comments have 
been attributed to an individual with a pseudonym, except where they might be 
sensitive or contentious. 
 
I had introduced myself to the midwives as being sympathetic to the birth centre 
care. Having gained their trust and confidence, I felt a moral obligation not to 
harm those midwives who had consented to me observing them carrying out their 
work and who had been open during interviews. In particular, the consultant 
midwife had made the study possible by facilitating my access to the birth centre. 
This caused me to question how I should respond if I felt critical about aspects of 
the environment, the care, or staff behaviour, as I wanted to be able to 
communicate what I had witnessed and to analyse it but also to avoid harming 
individuals or the unit (Hammersley and Atkinson 1995:269), or ‘the collective 
interests of women’ (Finch 1984: 83). Becker’s judgement seemed helpful in 
weighing up how to handle some of these issues:  
 

‘refrain form publishing anything that will cause embarassment or 
distress to the people studied if it is not central to the research or if its 
importance does not outweigh such consequences’ (Becker 1964:284, in 
Hammersley and Atkinson 195:280). 
 

The report was submitted to the consultant midwife for her comment, before 
submission. 
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Appendix 13: Sample memo 

On being a visitor and briefly achieving insider status (2/10/08) 

Even though it is a friendly and informal place, where the midwives wear casual 
clothes sometimes eat and drink or take a blood pressure in the public areas, the 
activities and  options for women attending for antenatal care limited. They have 
access to the seats in the waiting area. They may use the public toilet, and have 
access to the consulting room when invited into it, when it is their turn and the 
midwife is ready to see them. But they are visitors in the space. They have no 
control over the music playing over the flat-screen TV above their heads, and 
often nothing to do except wait exchanging a quiet few words. When young 
children come, they make more noise and explore the space. Some want to open 
the consulting room door without being asked, or to play on the revolving stool, 
or pull out the toys from the toy basket. The midwives are warm and friendly, 
especially if they recognise someone from a previous appointment, so 
conversation often breaks out if there is a midwife or one of the maternity 
assistants to start off some chat. On the whole, the parents take their cue from the 
staff.  
 
At first, when I arrived, I was very conscious of areas that I felt I could and 
couldn’t access directly. I was at pains not to over-step the mark or make wrong 
assumptions about what would be acceptable. For several visits I did not penetrate 
the area beyond the locked doors, the hallway which leads to the five birthing 
rooms. 
 
Only once women are in established labour, but not before that important 
milestone arrives - with the exception of the special rituals of being ‘shown 
around’ the birth centre or coming for the birth prep session  -  are parents are 
invited through the locked doors to the heart of the place. Their status then 
changes from being visitors. For 24 hours or so, they become insiders. As women 
in established labour, particularly if they are ‘cracking on’ and getting closer to 
the climax, they become very important, the prime focus of attention. Their 
existence justifies the existence of the unit – which is a after-all a birth centre, a 
centre for births. Women and their chosen companions have the biggest and best 
room available when they are in labour. 
 
Within a few hours of the baby being born parents usually leave to go home with 
their baby. Their short period of belonging in the birth centre is over. Though, 
having been an insider they have continuing attachment and are welcomed back 
when they visit, whether for help with breastfeeding or simply to keep in touch 
with ‘their midwives’.  
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 Appendix 14: Exploring midwives’ professional language  
 
Getting women Synto’d 
‘Getting women Synto’d’ was used to describe the approach of some labour ward 
midwives who had a liberal approach to the use of syntometrine, an oxytocic 
drug, to induce labour or augment the strength of contractions to speed things 
along. This was preferable to working with the natural pace of a woman’s labour 
which might block a delivery room for longer than would otherwise be necessary. 
 
Mec 
A key criterion of normality and therefore a vital for midwives to monitor is the 
presence of absence of meconium in a woman’s amniotic fluid. This can only be 
determined once the membranes have ruptured. For midwives in the birth centre, 
and for the maternity assistants who were supervised by them, meconium was 
referred to a ‘mec’. Part of becoming an ‘insider’ for the maternity assistant who 
was new to the role was learning to use the jargon correctly.  So central is the 
presence or absence of meconium to the future management of the labouring 
woman, that enquiries between professionals could be reduced to a single word 
with inflection: ‘mec?’ Everything else was understood.  Whereas meconium 
staining, a green tinge to the waters, is still within the bounds of normality, ‘thick 
mec’ is a worrying sign and requires immediate transfer to the labour ward for 
further assessment and potentially an emergency caesarean section. ‘Thick mec’ 
therefore carries a powerful meaning for midwives that the simple words belie. 
 
SROM’d 
Part of the culture of being a midwife involves the use of technical language and 
abbreviations, sometimes including nouns being used as verbs. For example, one 
midwife talking to another might say of a woman ‘She’s SROM’d’ meaning her 
membranes have ruptured spontaneously or, in lay terms, her ‘waters have 
broken’. It is of interest to a midwife whether a woman has SROM’d because 
rupture of the membranes can be an indication of progress.  After SROM the pace 
of an established labour is likely to increase. Conversely, if the woman is not yet 
in established labour the clock starts ticking. If she is not in established labour 24 
hours later she will have to transfer to the labour ward as the ‘risk of serious 
neonatal infection (increases to) 1% (from) 0.5%’  (NICE, 2007). SROM also 
makes it possible to determine whether there are any signs of meconium (‘mec’) 
in the amniotic fluid (see above).  
 
Is it travelling? 
‘Is it travelling?’ This ordinary-sounding phrase had a particular meaning in the 
context of the birth centre during labour. Designed to sound unthreatening and 
obscure, when used by one midwife to another it refers to whether there is a 
complication or delay during labour likely to give rise to the need to transfer to 
the labour ward.   
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Appendix 15: Running a birth preparation session 
 
Field note (13/8/08) 
 
The ‘birth preparation’ sessions are considered a key component of the package of 
care provided at the birth centre. They are led by the midwives. The parents 
gathered in the waiting room and were taken into the largest birth room with a 
birthpool. They sat on the birth couch, used the rocking chair and birth stool, saw 
the birth ball and the ceiling-mounted hanging cloth demonstrated, and were able 
to think about upright positions for labour in the room, or kind of room they 
would actually be in. The session was led by Betsy who is a passionate, down-to-
earth midwife of many years experience are clear and direct. She is supported by 
Marie, who has been a caseload midwife. They work together, back and forth, 
reinforcing each other: 
 
‘Beds are not for labouring on. We all need to keep our feet on the floor. … We 
want women who decide to come here for a very natural birth. …We’re like a 
home, like a glorified living room. You could all choose a home-birth because 
you’re all healthy and well.  … We help you manage the labour, we’ve got the 
slings, water, the cool funky disco light. … We want you to have opened up to 4cm 
before you come in. We’ll talk to you on the phone a lot. Your cervix is long and 
closed and pointing backwards. The baby is like the boat in the bottle. Think 
about the narrow neck of the bottle. We need to pull it back to half, to quarter, 
down to nothing. … Someone in this room is going to have their first contraction 
and push their baby out 40 hours later. Someone in this room will have a much 
faster labour. …You’ve got to have the mental fortitude. We try to talk you out of 
pain relief. It’s very powerful. It’s pretty emotional, but we will be there for you. 
Partners are mini-midwives. You may need to go out for a coffee, a fag or a cry. 
You’ll be telling us what’s going on. You’ll be helping her at home. You need to 
have a smile on your face. Practice your smile in the next few weeks…’ 
 
And so it continued through the value of perineal massage, the signs and do’s and 
don’t of early labour, positions for labour, use of the birth pool ‘emersion in water 
is really  really helpful’, the reasons for needing to ‘go upstairs’ (e.g. ‘a lot of poo 
in the waters’, or ‘if you’ve had ruptured membranes for 24 hours and you’re not 
in established labour’). A clear distinction was made between irregular 
contractions, ‘your body’s still getting ready’ and regular contractions. 
Addressing the partners: ‘I don’t care if you ring every half hour, but better to 
keep her at home as long as possible.’  
 
They manage to pack in a lot of information into less than an hour, and make it 
lively.Always clear, firm information is given. Someone says she’d like to 
breastfeed ‘if I can’ .  Betsy is on to that right away: ‘If you can? Why would you 
not be able to breastfeed? A newborn baby has a stomach the size of a grape. 
Colostrum is like condensed milk, you only need a little bit. Babies will do a lot of 
sucking rather than feeding. Sucking is good; babies need to suck.’ To drive home 
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the point, that women shouldn’t worry about not having enough milk, Betsy 
finishes up saying,‘Babies in the Mexico earthquake survived after 4-5 days’. 
 
Then the segue into talking about the labour ward is smooth and equally positive: 
 
‘We’re very clear about the difference between normal and abnormal labour. 
We’re very clear you must ring us if your waters break. …We’ve had some 
transfers, sadly, but they’re very nice upstairs. They’ll give you the drugs you 
need. If you need an epidural you may need a bit of help to get the baby out, with 
forceps or ventouse. We give you to our friends upstairs if there’s anything out of 
place for you or your baby.’ 
 
Then it’s back to the focus on normality (spending time on all-fours, 
aromatherapy, recommended use of vitamin K) and personal resourcefulness to 
round the session up. 
 
‘It’s your labour. I’m here to help you get through. All I can do is be supportive, 
rub your back, make you laugh. You have to have this baby. Don’t think coming in 
will make it easier, it won’t.  …It’s something you can do. You can do it.  
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Appendix 16: Strategies for coping with labour – five case studies 
 
16.1 Kathy and Stuart  
 
Stretching it out, visualisation and loving reassurance 
 
Key concepts: ‘stretching it out’; visualisation; distraction; keeping calm; 
midwifery holding and containing. 
 
Kathy had a normal labour and at birth. Most of her labour was spent at 
home and she and her partner Stuart felt isolated and rejected by the labour 
ward when they made phone calls. However, unlike Katalin (see case study 4) 
they managed to find the resources to keep going and they took the initiative 
to come into the hospital, anyway. Kathy was pleased to be admitted to the 
birth centre at the last minute, despite neither being booked there, nor 
meeting the eligibility criteria, due to a medical condition. This interview 
shows how by listening to her body and drawing on what she does in her 
usual life, a young woman who is highly motivated towards natural birth can 
incorporate labour pain as normal and cope with it. Loving reassurance was 
also key for her in coping. Once they were admitted to the birth centre, 
midwife ‘holds’ the expectant parents containing the strength of the pain, 
their anxiety and sense of losing control. She is strong, kind and understands 
what they are going through.6 
 
Kathy : I got in the bath, and then later on, before we left, I got in the bath again. 
… I was just holding myself up against the wall, stretching it out and just on my 
knees, stretching it out, just doing all different (positions), just trying to get rid of 
the pain. They just felt right. When I’ve had period pain before I find that if I 
stretch it out, it feels better, and it was the same thing. So, yeah, just stretching 
my back and my tummy, and that was it, it was just weird. 
 

Interviewer : When did you begin to feel you needed to have a midwife with you? 
 

Stuart: When she started screaming. 
 

Kathy : I thought, ‘OK, I need to think about something, I need to distract myself 
and think about something calm’ I was thinking of the sea. Just flat blue water 
with, like, an island there. I thought to myself, ‘OK, I need to calm down and then 
the contraction will be over quicker’, so I did that. Yeah, and I got in the bath. 
 

Stuart: For the second time. 
 

Kathy : And that’s when you were making your sandwich for yourself. … Stuart 
was brilliant, amazing. 

                                                 
6 Each of these case studies reveals key concepts which are indicated in the heading.  Emphasis 
has been added to the relevant parts from the interviews. Many of these concepts are discussed in 
the text of the report, but there was insufficient space to do include or discuss them all adequately.  
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Interviewer : What did he.., what was supportive? 
 

Kathy : Just knowing he was there, rubbing my back and my arms and 
encouraging me, saying ‘Everything’s going to be alright’. 
 

Interviewer : And did you feel like you knew that it was all going to be alright? 
 

Stuart: Well we were both very, very scared, having our first baby, you know. I 
knew, well I didn’t know what to think, but I did just keep saying to Kathy that 
everything would be alright. ‘You’re fine, don’t worry.’ And ‘Everything’s fine, 
we’re going to be fine’. And then when we came here, when he came into the 
world we knew everything was fine. 
 

Kathy : I wanted a natural birth, I wanted to feel it. It’s part of life, it’s normal; 
what my mum did, and what my grandparents did. ……I do have to say it was a 
good birth, I was expecting it to be harder than that. 
 
Stuart: They’re really good here…Really good. …They really made it easy for 
us. … They’re just so calm, you know, they were very, very nice… 
 
Kathy : They were so nice. 
 
Stuart: …and they were very strong women and they understood what Kathy 
was going through, and myself. 
 
_________________________________________________________________ 
 
16.2 Sarah and Chris 
 
Being ‘staged through’ and being determined 
 
Key concepts: Carrying on as normal; going into another world; ‘staging’; 
determination. 
 
Sarah had a normal labour at home and then in the birth centre. In this 
account, she refers to carrying on as normal for as long as possible, ‘going 
into another world’ and ‘determination’ or a will t o succeed. Chris refers to 
‘staging’, which I identified as a key emic code and incorporated into the 
analysis. This birth story also illustrates intensive midwifery support.  
 
Sarah: (Going to the birth centre was a) really, really positive experience. …One 
of the main things that I learnt from the NCT classes was how your body’s 
production of oxytocin naturally is conducive to labour happening effectively but 
also to you managing the pain …yourself rather than needing extra assistance. 
And one of the key factors in that is feeling comfortable. And the first time I went 
into St Mary’s I felt comfortable and confident in the midwives, but also the 
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environment was a nice environment and (my first impresson) … didn’t change, 
that didn’t change at all. … 
 
Interviewer : And how did it work out in practice? 
 
Sarah: It went much faster than I’d expected. … He was exactly a week late. … I 
had a sweep two or three days before and I woke up at 2.30am, having 
contractions, about an hour apart. We’d planned to spend the day walking down 
to Hyde Park going to a gallery. So, we spent the whole day out doing things… 
By the time we got home they were about (every) 10 minutes. The Birthing 
Centre said, ‘We’ll prepare the morning shift, because it’s probably going to be 
like this for a long time’. Chris had arranged to go and see a film with a neighbour 
and I didn’t want to stop him, so off they went. And before the film had finished I 
had got to the stage where I couldn’t cope anymore (laughs), I’d had the TENS 
machine on, I’d been in the bath, probably all the neighbours had heard me 
screaming (laughs). … We got (to the birth centre) there about 10.30 pm and I 
was only 2cm dilated which was a bit of a shock given how close the contractions 
were: 2-3 minutes apart. There was almost no let up between some of them. The 
midwife said the cervix was paper-thin. She thought it was going to go quite fast. 
She was right. He was born less than four hours later.  
 
Sarah: And it was really, I mean, it was painful. I think the hardest thing for me 
was there was not much gap between contractions so I couldn’t calm down and 
get my head round what was happening very well. … I kind of went into another 
world, which in some ways probably helped. But unfortunately I did get quite 
scared a few times, that I couldn’t re-enter the normal world, because I knew I 
was in another world. … 
 
Chris: And then you went into the water. 
 
Sarah: And then I went into the water for maybe an hour. But I was kind of, I was 
losing it quite a lot in the water … And she got me to get out to go to the loo.  … I 
didn’t go back in because I got my control back, my mental control a lot better 
when I was not in the water for some reason. 
 
Chris: Well she offered you the sling and you said ‘I’ll give that a go’. 
 
Sarah: That’s right. But I didn’t use the sling properly, I sat on a ball and just 
used my arms to hold myself up and …I felt much more in control and less 
apprehensive. … 
 
Chris: You then moved to the birthing stool or whatever they call it. … 
 
Sarah: I was really pleased that I didn’t use anything other than gas and air and 
the water. I didn’t want to because of the side-effects of you know, making the 
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baby drowsy or the kind of escalation, if you have one intervention then often you 
end up having more. 
 
Interviewer : So you were saying it was quite intense. 
 
Sarah: I hadn’t really met Kat before, but I have to say …she paced us really, 
really well through everything. When we got there I said I wanted to have some 
gas and air and she said, ‘No’, we’re going to wait; you can have that in a while’. 
So yeah, she managed the situation very firmly and accurately as well I would 
say. 
 
Interviewer : And how did you feel when she said, ‘No we’ll save that for later’? 
 
Chris: Initially you got a bit freaked out, but actually I think you started to trust 
her. … 
 
Sarah: Sitting here in the bath (at home), I’d thought ‘when I get there I can have 
some gas and air’ and so I’d been psyching myself up. … To be told I was only 
2cm and I couldn’t have any gas and air was quite a shock! (Laughs)  
 
Chris: Looking back, … she was staging you … through everything. Later on 
she did that again. She said, ‘One more push’ and you were like, ‘Just one more 
push, right, just one more, please tell me it’s only one more’, and then you had a 
minor contraction … and you said, ‘That was one, that was one’ and she said ‘No, 
that wasn’t a contraction’ and you went (crying) It was a contraction, you said one 
more!’(Laughs) And you lost it again there. But she’s obviously fairly used to 
that. 
 
Sarah: Yes, she was clearly used to it because she was very confident about it. 
And then you said to me as well, ‘No that was just like an in between one’.  
 
Chris: I suddenly realised what she was doing, … what she was doing was almost 
like you do in a gym, you literally say to someone ‘give me two more, OK, two 
more and then you can have a break, two more, come on’ and then you do two 
more and then you say ‘right now then let’s go and do something else’. I suddenly 
realised what my job was and how I could help. …Actually, certain times you 
forgot …what the deal was (and) we just let you stay…and every change was 
great but there were only so many changes… I realised that every staging point 
you …were closer to the birth … 
 
Sarah: It could be done, exactly. The other thing was that both of you made me 
feel that I could do it. … Both of you were really firm with me and said ‘No you 
can do it’. That gave me a lot of confidence and determination that I was going to. 
Yeah, determination. 
 
Interviewer : Is there anything else that want to say about any of it? 
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Sarah: For the first few days I was still quite shocked by the whole thing of 
labour and I kept flashing back to the pain and things like that, but now I don’t at 
all. And you know, we’ve already had a conversation about when we’re going to 
have another child. I said to Matt, ‘Gosh, you know things have moved on, you 
know, a few days ago I would not have had this conversation at all’. Whereas 
other friends who.., mainly ones who’ve been left on their own for any period of 
time by the professionals, for whatever reason. They’ve said that they struggled to 
come to terms with things afterwards.  
 
__________________________________________________________________ 
 
16.3 Anna  
 
Swaying and moving, standing and leaning 
 
Key concepts: ‘finding a way’; staging. 
 
Anna starts her labour at home, spends the middle period in the birth centre 
and transfers to the labour ward for the birth. This case study has echoes of 
case study 1. It shows the approaches that Anna worked out for herself to 
cope with contractions. She finds a way that works for her. There is clear 
evidence here of ‘staging’ as Marie and Kat introduce one suggestion or 
method of comfort and support after another to pace Anna through a 
difficult labour, in which the baby is in a posterior position. They are aware 
that these labours, with the back of the baby’s head lying next to the spine, 
can give rise to back-pain. After transferring to the labour ward, Anna has 
pharmacological pain relief and a ventouse delivery. She was very tired at 
that stage and is pleased to avoids a caesarean section. She feels positive 
about the parts of labour she spent at home and in the birth centre actively 
working with the pain (Leap and Anderson, 2008)  
 
Anna: I was about 10 days late so I had a sweep. That evening, I started having 
proper contractions. They were irregular, but I thought they were quite full on. 
We went into the Birth Centre at 10am only to be told that I was only about 1-
2cms dilated so we came home again. By that stage they were getting a lot more 
regular and a lot more intense. 
 
Interviewer : How did you feel about being 1-2cms dilated and the suggestion to go 
home?  
 
Anna: It’s a little bit disappointing … especially if you’ve never been in labour 
before. You think this is quite full-on, surely there can’t be more to come 
(laughs). Just getting through the next 12 hours at home, it was quite full on.  
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Interviewer : And how did you get through the next 12 hours at home?  
 
Anna: I had a TENS machine which helped a lot. …There was a lot of pacing and 
walking around. … I couldn’t lie down or sit down, I had to stay on my feet 
mostly. … We did ring the Birth Centre quite a few times just to be told, hold on 
there a bit more. …[Anna was admitted at 10pm, 4cms dilated].  
 
Anna: We had Marie and Kat. That was really good. Marie was trying to help me 
change positions because (the baby) was in the wrong position, back to back. She 
was saying lean forward and try different positions like hanging (on the sling),  
sitting on the ball … and leaning forward on hands and knees. But when the 
contractions came I couldn’t handle sitting at all, I had to …stand up. … It was 
easiest swaying and  moving around.  
 
Anna: …And then Marie suggested …just to lean against the wall, just stand up 
and lean. … And then after a while, because it was just going on for quite a while 
… Kat suggested getting in the birth pool …which was really nice. And Marie 
was doing a Japanese type massage which was quite good too. …[About 3am, 
Anna was 7cms when examined. ARM was performed and showed meconium so 
Anna was transferred.]  
 
Anna: It was quite disappointing And at that point the contractions, once the 
waters broken, they’re just really full on aren’t they (laughs)? So, I sort of 
staggered up the stairs … And then, you know, I had the painkiller (Diamorphine) 
at that point. I was quite relieved and it was really nice. …In some ways it was 
just a relief in the sense that I sort of felt good again. … And then they asked if I 
wanted an epidural because they were going to induce and his heart beat started 
slowing down. … And then I was just really knackered and I did have the epidural 
but I didn’t really like…The numbness and not feeling anything was really 
bizarre, and not being able to sit up properly. I (tried) to push and have a natural 
birth …for about 40 minutes.  Finally the doctor came and got the ventouse and 
that did the trick, because other than that there’s always the threat of having to get 
wheeled off to the theatre for a caesarean which I really didn’t want at that point. 
So that was great and finally all done.  
 
 
 
16.4 Giaconda and Mick 
 
Taking time to think about the options, holding steady 
 
Key concepts: taking time; weighing up the options; holding steady 
 
Giaconda’s membranes ruptured prior to her labour starting. After 24 hours 
she was still in the early phase of labour and referred to the labour ward, in 
accordance with agreed protocols. At the time of the study, the Trust policy 
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was to give IV antibiotics as a matter of routine, rather than augmentation of 
labour (only), if there was no raised temperature, as NICE recommended 
(2007). While, Mick was not aware that the Trust practice was at odds with 
national guidance, he personally questioned the approach and objected to the 
way the hospital doctor spoke to Giaconda. He found the beliefs and attitudes 
of the staff on the labour ward very different form those of the birth centre 
midwives. He felt empowered by the relationships and modeling behavior 
they had experienced in the birth centre to ‘hold steady’ under pressure. 
This was partly a positive effect of feeling able to carrying with him into the 
new setting an enhanced sense of autonomy and the right to make informed 
decisions, from the birth centre encounters. 
 
Giaconda: Unfortunately I couldn’t have the baby in the birth centre. 
 
Interviewer : So how did you feel about that? 
 
Giaconda: It’s good. I mean, obviously it was much better in the birth centre, but 
it went very, well. The two midwives, they were very nice, really good, and I’m 
quite happy… I mean, how can I be disappointed [laughs]. It’s such a miracle. 
 
Mick : May I mention something about the labour ward? 
 
Interviewer : Yes, do, please do. 
 
Mick : When we first arrived there, basically the first information that we got, we 
were presented (with) …immediately that we had to do this and this and this. 
[Augmentation and IV antibiotics were recommended] And basically very drugs-
oriented, which put me off. We were faced with very strong feelings that we had 
to do this. Otherwise it wasn’t good for us or we were doing something bad. We 
could feel a little guilty. … 
 
Mick : And I thought that’s not the way this works, we’re going to talk about this, 
so go away and we’ll talk about this, and (then) come back and we’ll tell you 
what we think. … 
We took our time to think about it. It was helpful to know that there was 
another opinion as well, that there was someone backing us up. We tried to hold 
as steady as we could with it.  
 
Mick : You just want to have everything moving along, and you don’t want to 
have to worry about if you’re doing something right or wrong. But we were 
approached with you’ll do something wrong if you don’t make these decisions 
right now. So yes, its helpful to have your guys’ approach downstairs first, to 
kind of give us more confidence in that state, because I’m sure we would 
have gone for things, we would have just gone along with it  if we didn’t have 
(the options explained in the birth centre).  
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Interviewer : What were you told downstairs? 
 
Mick : It was just that you were very capable, it’s a very natural thing, you’re very 
capable of doing this, and your body’s geared up for it anyway. There was 
confidence with them. … A lot is a mental state. 
 
[A second vaginal examination showed that Giaconda was making good progress, 
and didn’t after all need to be induced.] 
 
Giaconda: We were so happy because actually we wanted nothing; all completely 
natural.  
 
___________________________________________________________________ 
 
16.5 Katalin 
 
Liking the idea but finding the reality difficult 

Key concepts: feeling unsupported; feeling ambivalent. 

Katalin was the exception in this small study. She felt unsupported in early 
labour by the birth centre midwives and unable to cope at home without 
professional support. She transferred to the labour ward for an epidural 
before being admitted to the birth centre. Whether she was less willing or 
well prepared to work with the pain than other women, or less encouraged 
by her partner or the birth centre midwives was unclear.  She suggests that 
she was ‘naïve’, anticipating a pleasant journey, but she also shows some 
ambivalence about her own beliefs and preferences for birth, equating 
having an epidural and ‘the drugs’ positively, with getting through labour 
more quickly. Whereas for some parents, the attractive surroundings, the 
privacy, additional facilities and space spurred them on to ‘stay with it’ when 
the labour got tough, for Katalin, for some reason, there was an 
unbridgeable gap between the appealing idea and the practical reality.   
 
Katalin : (The birth centre appealed to me because) it’s all natural, that they don’t 
rush anyone, like they don’t try to accelerate or induce without a good reason, the 
labour, so they just let the process flow as it would flow naturally. It looked nice, 
it looked comfortable, my husband could be with me …we could spend the night 
together, with the baby in a crib next to the bed. And there were all these like 
birthing mats, the pool, the ball, so it looked really nice and appealing. 
 
Katalin : Okay. At the end I gave birth in the hospital, but I think I couldn’t have 
done it in the birth centre, because it turned out that I didn’t dilate very well. It 
took me 20 hours to get to 4cms. Then he was a really big baby, 3,960 grams, so 
almost four kilos. So, not only I needed an epidural at the end, but they used the 
(ventouse) as well. So in the birth centre I would have been miserable, I think, 
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with only the natural pain relief. So the hospital care was really good, I felt being 
in good hands in the end. 
 
Interviewer : When you first found out about the birth centre, did you like the 
idea? 
 
Katalin : I think I liked the idea of the birth centre straight away. (But) I was 
naïve about the whole birth process, I thought it would be like a pleasant journey, 
you know, like breezing through it with the TENS machine and with the birthing 
pool, with Hans there, like with going to yoga classes, with the breathing 
techniques that they taught us. So I thought that oh yes, the birth centre is perfect 
because that just accommodates all my techniques …but it turned out that 
labour was a lot tougher than I thought it would be …  
 
Interviewer : Can you tell me a little bit about the beginning of the labour? 
 
Katalin : OK, my waters broke like around midnight … and we walked to the 
birth centre. They said that I have a long way to go still so I should go home, we 
were sent home, so we walked home, I still didn’t have contractions. And then we 
got home and the contractions started. And then they said well just be in touch 
through the phone, and then when the contractions get so frequent and so painful 
that you cannot even speak and you think that you cannot handle it any more, just 
come and see us.  
 
Katalin : And then that happened about three times, when we walked to the birth 
centre or took a taxi because I was so much in pain, and we were sent home. So 
that wasn’t so nice. So, I was a bit mad at the midwives there.  … but it turns out, 
if I think about it, its not their fault, its just their UK system, because in Hungary 
if your waters break and you have, I don’t know, five minute contractions, they 
book you in the hospital, you get the epidural, the drugs, and you just get 
through labour quicker. But here, if you are not 4cms dilated, you are not 
considered officially to be in labour. 
 
Katalin : Finally, I said that I would like to go to the labour ward. … I got the 
epidural, and then from there I felt like I was in heaven, so it was great. …If I was 
pregnant here in the UK again, then I would definitely prepare myself for the fact 
that if I’m not 4 cms dilated nobody will be interested. … I’m not sure that I 
would go for the birth centre (again) because this epidural was such a relief for 
me that maybe I would just go right away with that.  
 
__________________________________________________________________ 
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 Appendix 17: Glossary of terms 
 
Antenatal - during pregnancy. 
 
Augmentation of labour – action taken to increase the power of uterine 
contractions. Usually including intravenous, artificial oxytocic drugs (e.g. 
Syntometrine) and artificial rupture of the membranes. 
 
BBA – Born before arrival. Baby born before mother’s arrival at hospital or birth 
centre, or midwife’s arrival at house when a planned home-birth. 

Caseload midwifery care – ‘an organisational model of care where a midwife is 
responsible for the planning and execution of midwifery care for an agreed 
number of women, with that midwife being the primary provider of midwifery 
care wherever the woman is’ (at home, in a birth centre or in hospital).  ‘In this 
model midwives' work centres around women, rather than being attached to 
particular locations enabling improved continuity of care and communication 
through building a relationship of trust. The size of a primary caseload for one 
whole-time-equivalent midwife ranges from 36-40 women per year with a 
secondary caseload of similar size - allowing two midwives to work as partners 
providing on-call cover for each other, ensuring that the vast majority of women 
are cared for during labour by either their primary or secondary midwife - both of 
whom they will have got to know during pregnancy’ (Andrews, et al, 2006). 

CTG – Cardiotocograph. CTG monitoring provides a continuous record of the 
fetal heart rate (FHR) and is often measured from a transducer on the abdomen or 
a probe on the fetal scalp. Another transducer placed over the fundus measures the 
uterine contractions (Impey, 1999). 

EDD - expected data of delivery. 
 
Entonox - woman-administered, inhalational analgesia with short-term effects. 
 
FHR - fetal heart rate. 
 
Induction of labour  - action taken to induce uterine contractions, usually 
including either a prostaglandins gel or pessary in the vagina or intravenous 
oxytocic drugs and artificial rupture of the membranes. 
 
Intrapartum - during labour and birth. 
 
Meconium stained liquor (light) – light staining of amniotic fluid with 
meconium (mucus, bile and epithelial cells) from baby’s bowel.   
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Meconium stained liquor (significant) - is defined as either dark green or black 
amniotic fluid that is thick or tenacious, or any meconium-stained amniotic fluid 
containing lumps of meconium. (NICE, 2007). 

NCT – the NCT, formerly known as the National Childbirth Trust, is UK's 
leading charity for parents, providing education and support services during 
pregnancy, birth and early days of parenthood, influencing policy and lobbying 
for support, recognition and improved services for parents during the transition to 
parenthood. 

NICE - the National Institute for Health and Clinical Excellence is the 
independent organisation responsible for providing national guidance to the NHS 
on the promotion of good health and the prevention and treatment of ill health. 
Publications include: evidence-based clinical guidelines, technology appraisals, 
interventional procedures and public health guidance. 

Nulliparous – Descriptor for a woman who has not previously given birth. 

Parous - Descriptor for a woman who has previously given birth. 

Partogram – a chart on which the progress of the opening of the woman’s cervix 
is plotted along a timeline, together with information about other observations, 
such as the fetal heart rate, at which the membranes rupture, etc. 

Perinatal – the period around the time of birth, in the UK the period but from 24 
weeks of pregnancy to 28 days post-pregnancy. 

Perinatal mortality rate (UK) – the number of stillbirths and early neonatal 
deaths per 1000 live births and stillbirths. 
 
Perinatal mortality rate (WHO) - the number of late fetal losses, stillbirths and 
early neonatal deaths per 1000 live births and stillbirths. 
 
Primipara - a woman who is pregnant, or who has given birth, for the first time. 

Postnatal – the first few weeks after birth. 

Resuscitaire a ‘radiant warmer’ used in the birth centre only if babies are born in 
less than optimal condition. Designed to keep babies warm while they are 
examined or given help to clear their airways and breath. 
 
Prelabour rupture of the membranes (PROM) – rupture of the membranes 
prior to the onset of frequent, regular uterine contractions. When the membranes 
have been ruptured the chance of infection increases.  NICE recommends that 
‘induction of labour is appropriate after 24 hours (but) no antibiotics for woman 
or baby without signs of infection.’ (2007). 
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RCM  - Royal College of Midwives. 
 
Rupture of the membranes -  the process by which the membranes surrounding 
the baby in the uterus, which contain amniotic fluid (waters or liquor), are opened 
allowing the waters to leak or flow out. This can occur naturally at the end of 
pregnancy (spontaneous rupture of membranes SRM) or the membranes can be 
ruptured with an Amnihook or finger (artificial rupture of membranes ARM). 
 
SHO - Senior house officer (doctor in training). 
 
Shoulder dystocia - occurs when the baby’s head has been born but one of the 
shoulders becomes stuck behind the mother’s pelvic bone, preventing the birth of 
the baby’s body. 

 
Stages of labour  - first stage – opening up of cervix; second stage – baby 
moving down the birth canal and being born; third stage – from birth of the baby 
to the placenta being passed. 
 
Sweep – ‘A procedure where a midwife or doctor will ‘sweep’ a finger around 
(inside) the cervix during an internal examination. The aim is to separate the fetal 
membranes from the cervix, leading to a release of prostaglandins and subsequent 
onset of labour. … At the 40 and 41 week antenatal visits, nulliparous women 
should be offered a vaginal examination for membrane sweeping. At the 41 week 
antenatal visit, parous women should be offered a vaginal examination for 
membrane sweeping’ (NICE, 2008). 
 
TENS - Transcutaneous electrical nerve stimulation. Used as a self-help, non-
invasive means of minimising pain sensations during labour. As there is no clear 
evidence that it makes a difference, NICE says ‘Do not offer TENS to women in 
established labour’ (NICE, 2007). 
 
Third stage of labour  - from birth of the baby to the placenta being passed. 
 
Third stage of labour (managed) - the umbilical cord is clamped and cut, and 
oxytocic drugs are used to manage the separation and passing of the placenta, may 
be with ‘controlled cord traction’(CCT) and fundal massage/pressure. 
 
Third stage of labour (delayed management) – the cord is not clamped and cut 
until it has stopped pulsating. Then as for a managed third stage.  
 
Transition – The phase of labour at the end of the first stage (cervix dilating), 
immediately prior to the on-set of the second stage (expulsive), which is often the 
most intense and difficult for women to cope with. It is common for women to say 
they can’t do it or they need an epidural. There can also be a resting phase at the 
end of the first stage as the contractions are changing from dilating to expulsive.  


