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Supporting Women for Labour and Birth

Fear of childbirth, the increasing use of epidurals and soaring caesarean section rates are the
focus of much apprehension, debate and controversy in contemporary maternity care. Across
the world, support in labour has been shown to reduce obstetric interventions and improve
outcomes for women and babies; yet women often report feeling unhappy with the support
they receive. This textbook provides a clear and thoughtful guide to supporting women in
labour, exploring a range of techniques and approaches that promote a safe and positive
experience of birth for women and their families.

Written by two highly experienced midwifery authors, this text draws on up-to-date
research, identifying how evidence can be applied to everyday practice. It includes narratives
from women and practitioners, including midwives, doulas, birth supporters, childbirth
educators and students. These are used to illustrate a range of situations where the quality of
support is central to the quality of the experience and outcome. Supporting Women for
Labour and Birth encourages readers to reflect on their experiences and examine the
evidence provided by both research and the experiences of women and practitioners in order
to explore how this could be incorporated into their practice.

The only book to deal directly with the practical and emotional issues associated with
labour support, it is an ideal text for student midwives and an important reference for prac-
tising midwives, doulas and other childbirth practitioners.

Nicky Leap was born in 1948 and grew up in the West Country, England. She became a
National Childbirth Trust (NCT) teacher in the 1970s and was a youth and community
worker in London before training to be a midwife. For more than 30 years, Nicky has worked
in England and Australia in a variety of roles in midwifery practice, education and research,
gaining her doctorate in 2005. She is an Adjunct Professor of Midwifery at the University of
Technology, Sydney, Australia. Nicky divides her time between living in Bristol (UK) and
the Blue Mountains (Australia).

Billie Hunter was born in 1953 in South London. After midwifery training in 1979, Billie
worked in diverse settings from Inner London to the Outer Hebrides. Since 1992, Billie has
lived in Wales and has been engaged in midwifery teaching and research, gaining her PhD
in 2002. She was appointed Professor of Midwifery at Swansea University, UK, in 2006 and
Royal College of Midwives Professor of Midwifery at Cardiff University, UK, in 2011. She
also holds Honorary Chairs at the Universities of Nottingham and Surrey, UK, and is an
Adjunct Professor of Midwifery at the University of Technology, Sydney, Australia.
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Andrea Robertson (1948–2015)

We dedicate this book to our friend and mentor, Andrea Robertson, who
died suddenly while we were bringing this book to fruition. A childbirth
educator and birth activist for over 40 years, Andrea raised awareness about
the need for woman-centred maternity care in many countries. Thousands
of midwives across the world attended Andrea’s workshops, learnt from her
publications and used the extensive teaching aids, equipment and resources
that she made accessible through her company, Birth International.

Andrea gave us much encouragement and a wealth of resources to draw
on in the writing of this book: not least, permission to use her line drawings
of support in labour. Her vision and determination to make the world a
better place, starting with birth, will continue to inspire us:

I believe that the health and wellbeing of our planet and our very lives
depend on caring, empathetic people taking responsibility and working
together for the betterment of all. This process has its roots in birth, and
midwives have a major role to play at this pivotal time. We humans need
to achieve better birth outcomes as a demonstration of our commit-
ment to the future. We must reduce intervention and pay more attention
to protecting nature’s intricate system for the survival of our species. A
generous dose of love and compassion for our fellow beings, especially
women striving to do their best in labour, would be one place to start.

(Andrea Robertson, The Midwife Companion: The Art of Support During
Birth. Sydney: Birth International, 2007, p.ix)
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Foreword

It is always an honour to be asked to write a foreword to a book, but to be asked to write a
foreword to a book by Nicky Leap and Billie Hunter is to be tasked with a quest. With a quest
you gain more than you ever give, and indeed I have.

There have been, there are and there will be many great midwives who make the world a
better place for childbearing women, but to ‘sit at the feet’ of Nicky Leap and Billie Hunter,
as I felt I was doing reading this book, is to truly understand the meaning of wisdom. As I
read this book I found my midwife heart overflowing with hope and excitement, and I was
reminded of Ina May Gaskin’s words, ‘If a woman doesn’t look like a goddess in labour then
someone isn’t treating her right’.* As midwives, we have the amazing privilege of being a
part of a woman’s transformation into a goddess.

Just recently I was caring for a woman having a long and challenging labour. As I watched
her sway with the contractions, her skin glisten with sweat, caught like diamond drops in the
soft dappled light, I thought this must be what a goddess looks like. Love swirled in that
room, eyes were misted with awe, hands touched with love, cool cloths were swept along her
face and neck, and warm towels and hands were pressed against her back, moving in time
with her labour dance. There was so much love in that room – enough to make you feel drunk
on it. Once again, as I have seen many times before as a midwife, I saw the fingers of our
limited human existence pierce that thin veil into ‘other worlds’. There are not many times
in life that humans get to experience this connection to the universe at such a profound level.
I often wonder why it is that we rob so many women of this possibility. Without love, support
and trust, the goddess cannot shine.

I remember another lovely woman I cared for saying to me recently about her first birth
in hospital, ‘yes they touched me, but it was a functional touch. I don’t want a functional
touch when I give birth.’ When women are in labour, pretence is stripped bare and
imposters are exposed with brutal clarity. Nicky and Billie give us the tools and under-
standing in this beautiful book to be truly present as midwives and to go beyond being
‘functional’ to being the co-creators of goddesses. Now that is something I want to put on
my resumé!

This book begins with a lovely dedication to the wonderful Andrea Robertson, who sadly
left this world very recently. However, she left this world with a beautiful legacy that lives
on today and shines through the pages of this book. The book is divided into eight chapters
that midwives will find so useful for informing their practice. I think the most refreshing
thing about this book is all the activities and reflections throughout it. This is not a ‘sit back
and be filled up with information’ sort of book, it is one that will challenge you and make
you think and grow as a midwife.
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Helping women to work with pain and fear sits at the heart of the book. Pain and fear both
challenge women giving birth and indeed the midwives who care for them. Being able to
work with pain and women’s fear (and, I would add, health providers’ fear too) is the fulcrum
that normal labour and birth pivot on. Sometimes it takes only a word or a dispassionate look
to take birth in a totally new direction. ‘Who’ we are and ‘how’ we are with women is of
more importance than ‘where’ we are and ‘what’ we are doing as midwives. The emotional
aspects of labour support are key to midwives being able to work with women and be truly
present for them, and this is dealt with beautifully in the book. The book ends appropriately
with ‘midwifing the midwife’ and the importance of looking after each other and ourselves.

If every midwife absorbed the lessons in this book, then most women we care for would
be able to join with Debra Adelaide to say the following:

So far it was his [her son’s] and my greatest achievement. Together we had written the
complete works of Beethoven, scaled the Himalayas, flown to the moon and back, then
around the earth several times for good measure. Nothing I had ever done was as clever,
as beautiful, as pure or as perfect as this. Now I knew how God felt after the sixth day
of creation. Why he had done it. I was a god. I was a goddess. I was God. I had
commanded creation, said ‘Fiat Lux’, and witnessed life in all its glory. Had I also
blasphemed?

(Adelaide, 1996, p.216)

Support during labour and birth does not and cannot start when contractions commence.
Support must be threaded through the fabric of every midwife/woman encounter; it sits in
every expression we use, it rests on every word we utter and it is passed to women by the
way we touch them. Women can smell our fear and pick up on our doubts and, if we don’t
do the work we need to ourselves, we will never be able to be truly present for them.

I want to end my Foreword with this wonderful quote from Anna Maria Dell’oso. For me
this sums up the need for support, the experience of support and the impact of support, and
it captures so well the essence of this beautiful and timely book.

Being with someone, murmuring along with their heartbeat, breathing with them is a
lost art. The true midwives of birth and death, those who keep vigil at the bedposts are
rare. They are people whose eyes are accustomed to darkness and light, who stand
waiting by night and by dawn, holding cloaks and soft wrappings at the cross-roads and
gateways; they stand at the threshold, at the breaking of the paths, watching the lights,
rain and the winds, welcoming and farewelling our journeying souls. The price of such
people is above rubies. No machines that go ping can stand in their place. Yet so often
that is all we have. Thank God it doesn’t happen to me.

(Dell’oso, 1989, p.201)

by Hannah Dahlen

Note
* For Ina May Gaskin quote, see: www.azquotes.com/author/37677-Ina_May_Gaskin

Foreword xiii

D
ow

nl
oa

de
d 

by
 [

N
at

io
na

l L
ib

ra
ry

 o
f 

th
e 

Ph
ili

pp
in

es
] 

at
 2

3:
35

 0
1 

N
ov

em
be

r 
20

17
 

http://www.azquotes.com/author/37677-Ina_May_Gaskin


References

Adelaide D. (1996). Desiring the unknown. In Adelaide, D. (ed.), Mother Love (pp.211–225).
Australia: Random House.

Dell’oso AM. (1989). Cats Cradles and Chamomile Tea. Australia: Random House.

xiv Foreword

D
ow

nl
oa

de
d 

by
 [

N
at

io
na

l L
ib

ra
ry

 o
f 

th
e 

Ph
ili

pp
in

es
] 

at
 2

3:
35

 0
1 

N
ov

em
be

r 
20

17
 



Prologue: the tradition of supporting women
in labour

In this prologue, we set the scene for the rest of the book by providing a brief historical
overview of how women have been supported in labour over the centuries. This is just a
whistle-stop tour; we have focused on some key areas that are relevant to supporting women
today, rather than the history of childbirth and midwifery per se.

Pre-twentieth century support in labour: women with women

It is common throughout the world for women to support each other when they give birth and
in the weeks following birth. This was certainly true in the past; for example, historian Adrian
Wilson (1990) describes how, in seventeenth-century England, childbirth was very much a
social event. Pregnant women would invite female friends, relatives and neighbours to be
present during labour and birth, and it was considered a great honour to be included. The
women would bring baskets of food and beverages, which would sustain them all through the
woman’s labour and after the birth. Wilson proposes that the word ‘God-sip’ or ‘gossip’ comes
from this gathering of women surrounding the new mother, telling stories and sipping mead.

Figure 0.1 Support for childbearing women in sixteenth-century Germany 

Source: Woodcut from: The Expert Midwife or An Excellent and Most Necessary Treatise on the Generation and Birth
of Man. Jacob Rueff, 1637.
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An influential sixteenth-century German textbook, The Expert Midwife, written by
doctor Jacob Rueff (Dunn, 2001), provides interesting insights into the physical and
emotional care given by the midwife and the woman’s supporters. Rueff describes how,
once the labouring woman was seated on her birth chair ready to birth, ‘the midwife shall
place one woman behind her back which may gently hold the labouring woman, taking her
by both the armes …. But let her place other two [women] by her sides, which may both
with good words encourage and comfort the labouring woman’ (Rueff, cited in Dunn,
2001, F222).

There are similar descriptions of midwives and local women working together in the
memoirs of the Dutch (Frisian) midwife, Catharina Schrader, who attended over 4,000 births
between 1693 and 1740 (Marland, 1987). Her fascinating diary gives unique insights into her
practice, including how she combined physical support and skill with psychological support
to achieve a positive outcome for mother and baby. In this example, Catherina describes how
she attended a birth where it was feared that both the mother and baby would die:

When I came there her husband and friends were weeping a great deal. I examined the
case, suspected that I had a chance to deliver [her]. The woman was very worn out. I
laid her in a warm bed, gave her a cup of caudle, also gave her something in it; sent the

xvi Prologue

Figure 0.2 Woman on a birth chair with her midwife and birth supporters 

Source: Woodcut from: The Expert Midwife or An Excellent and Most Necessary Treatise on the Generation and Birth
of Man. Jacob Rueff, 1637.
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neighbours home, so that they would let her rest a bit. An hour after her strength
awakened again somewhat. And I had the neighbours fetched again …. The friends and
neighbours were very surprised. The mother and child were in a very good state.

(Memoirs of Catharina Schrader, in Marland, 1987, pp.63–64)

In this account, there is a strong sense of Catherina’s attention to the woman’s need for
warmth, rest and nourishment as well as the needs of her birth companions. Caring and
empathy are implicit in her words.

The involvement of local women as essential birth supporters, working with the midwife,
can be seen in other historical accounts, such as the eighteenth-century diary of the North
American midwife, Martha Ballard. Martha attended nearly 1,000 births in rural Maine, and
her diary is meticulously explained by historian Laurel Thatcher Ulrich (1990). Ulrich
describes how Martha considered women’s labours and births to be divided into three stages
but that, unlike today, these were social rather than physiological stages: ‘each marked by
the summons and arrival of attendants – first the midwife, then the neighbourhood circle of
women, finally the afternurse. Parturition ended when the mother returned to her kitchen’
(Ulrich 1990, p.183).

It is clear from Martha’s diary entries that she was often present in the family home for
several days before the birth, probably because of the long distances she needed to travel on
foot between families. She supported women in the lead-up to established labour by taking
part in everyday domestic activities: ‘I helpt Mrs Lithgow make Cake and Pies & knit on my
Stockin’ (Ulrich, 1990 p.183). By the following day Martha writes that she has finished her
knitting and that the baby was born that evening! Such accounts give a strong impression of
the importance of the midwife’s presence and attention to the woman she was caring for, a
point we shall return to later in this book.

Early twentieth-century support in labour: professional
midwifery care

By the first half of the twentieth century, support in labour in the United Kingdom (UK) was
increasingly provided by trained midwives. When writing our oral history of midwifery and
childbirth in pre-National Health Service (NHS) Britain – The Midwife’s Tale (Leap and Hunter,
2013) – we were told many stories about midwifery care that described this support. For exam-
ple, district midwife Elizabeth C. lived and worked for many years in Battersea, where she was
known as ‘Aunty Betty’. She described her empathic approach to supporting women:

I think there’s a lot in being a personal friend to the person having the baby. You want
a bit of sympathy and someone you can talk to just then. Not someone telling you, ‘Now
shut up. Stop making a noise.’ I used to say, ‘Shout if you want to dear, I won’t take any
notice.’

(p.63)

In these midwives’ stories there were vivid descriptions of the practicalities of providing
labour support, at a time when most births took place at home and pharmacological pain
relief was rarely used. For example, Esther S. described the value of water immersion and
massage for helping women to cope with long or difficult labours:

Prologue xvii
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I might give her another hot bath. I think that helps – you can’t really quicken it up I
don’t think …. Nature is its only best way, but you can aid. I used to rub her back
because the contractions there were more severe with a posterior position. They get
more backache with the posteriors, don’t they; very, very, painful, I believe, from what
they say.

(p.160)

Esther also described the importance of women being mobile during labour:

We kept them moving around in labour, never went to bed until the last minute ….
Nature needs you to move. You let them have the freedom of what she’s wanted. You
got as tired as they were; you walked miles when you had deliveries.

(p.162)

Midwives like Esther knew how necessary it was for midwives to give emotional support
and reassurance to women, especially those having long labours:

And well, I just have to keep on trying to encourage her and tell her that some people
do have slower labours – to see if you could put her mind at ease as well.

(p.161)

As we will see in the following chapters, the importance of upright positions, moving around,
labouring in water and encouragement has now been formally recognised. Supported by a
robust research evidence base, these approaches to supporting the normal physiology of
labour and birth are central to the UK National Institute for Health and Care Excellence
(NICE) intrapartum guidelines (National Collaborating Centre for Women’s and Children’s
Health, 2014) and professional guidelines for supporting women in labour, such as those
published by the UK Royal College of Midwives (Royal College of Midwives, 2012).

The importance of caregiver attitude and the value of continuity of care for women’s
experiences are now also supported by high-level research evidence (Hodnett et al., 2013;
Sandall et al., 2016). Many of the midwives whom we interviewed emphasised the impor-
tance of the relationship between the midwife and the woman, as a means of offering
effective emotional support. ‘Knowing the midwife’ (that is continuity of care) was seen as
important. Elizabeth C. told us:

I’m sure it’s really important to know the person who’s going to look after you in labour.
I’ve never had a baby, of course, but I’m sure it’s very comforting to have someone that
you know and that knows you and sort of knows your temperament, knows what you
can take and what you can’t. And having a home back up, too. Knowing the midwife,
it’s better than dope or something because it’s a normal thing, you see.

(Leap and Hunter, 2013, p.164)

The attitude of the midwife was thought to be critical by the midwives we interviewed. The
important attributes identified were kindness, friendliness, empathy, sympathy and
patience:

xviii Prologue
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Esther S: Practical, down-to-earth knowledge is important, but it’s having the right
attitude that’s so important, too. You have to be their friend. If you can
befriend a mother and get her on a level with you, there’s an understanding
and you’re both far better off. I think the midwife in her own mind should
remember that the mother is important to her. She, the midwife, is not the
most important person. She isn’t. The mother is the most important person.

Elsie K: Kindness for one thing. You have to be in sympathy with the woman. And
patience and love of the job.

(p.183)

Women’s memories of care provided in labour

Decades after they have given birth, women have vivid memories of the kind and unkind
things that people said to them in labour. We were very moved by the vivid recollections and
strong emotions expressed by the elderly women we interviewed. All could recall the exact
words of midwives and doctors when they were in labour some 70 years earlier. There were
many positive stories. Sissy had four babies in the 1930s in Deptford, south-east London,
attended by the much-loved community midwife Elsie Walkerdine. She told us:

Having a baby with Nurse Walkerdine, I can’t express it. It was marvellous, just
marvellous. She was an angel through and through. If you needed bed clothes, that nurse
found them. In them days, you often relied on neighbours if you never had nothing. And
Nurse Walkerdine always found things for you. She’d say, ‘We’ll see if we can find you
some bits.’

(Leap and Hunter, 2013, p.184)

In conclusion, over the centuries, women have sought support from other women when they
are in labour: friends, neighbours and midwives. What matters to women is that this support
is encouraging, compassionate and kind. As we shall explore, there is now a wealth of
evidence that confirms the importance of such support for women during labour and birth.
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Introduction

What does a woman need from those who care for her when she gives birth? Evidence from
research and from the personal experiences of women and their birth attendants shows that
support is the most important ingredient: support that is respectful, sensitive, empathic and
finely tuned to an individual woman’s needs. Whoever she is, wherever she is giving birth,
whatever labour and birth she has, a pregnant woman will need support as she approaches
and experiences birth and new motherhood. In this book we explore how best that support
can be provided.

Why is this book needed?

The initial impetus for writing this book was prompted by recent, worldwide debates amongst
maternity care professionals and in the media about the quality of maternity services. Women
report feeling unhappy with the level of emotional support they receive and describe being
frightened of labour pain and childbirth, despite widespread use of pharmacological pain
relief. This is particularly worrying as we now have strong research evidence demonstrating
the importance of continuous support in labour, which is associated with improved outcomes
and positive experiences for women and their supporters (Hodnett et al., 2013).

High levels of epidural use mean that students increasingly lack experience of supporting
women through an unmedicated labour and often have little opportunity to develop skills in
providing practical and emotional support during childbirth. In our experience, students are
often bemoaning a lack of role models and asking for information about how to support
women in labour. Students (and qualified midwives) also encounter a plethora of dilemmas
around ‘informed choice’ and epidurals, fears of litigation and how to support women who
are not confident about their bodies and abilities.

In this book we address these issues and consider a range of situations where midwives
provide support. This includes supporting women who labour with and without pharmaco-
logical ‘pain relief’, and thinking about how we support healthy pregnant women having a
normal birth as well as those who experience the challenges of complicated labours and
intrapartum loss.

When we talk about ‘supporting women’, it is a given that we also mean that we shall be
supporting the people whom the woman has chosen to support her in labour, often referred
to as ‘birth supporters’ or ‘birth companions’. This is usually her partner and may also
include family members and close friends. For some women, this also includes a ‘doula’ or
lay birth supporter who the woman has asked to be there, specifically to help and guide her
through the challenges of labour.
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It is important to note that this book is not a manual for performing the clinical tasks asso-
ciated with labour or for identifying the properties and ways of administering
pharmacological ‘pain relief’. These topics are covered in the well-known midwifery text-
books and other contemporary texts (see for example, Chapman and Charles, 2013; Johnson
and Taylor, 2011).

What approach does this book take?

We have called this book a ‘thoughtful guide’. It is not a book that provides all the answers.
Instead, we have created a text that will encourage readers to explore their practice and
reflect on their experiences. We believe that, before learning about the practicalities of
providing labour support, we have to consider how our attitudes, values and ways of commu-
nicating might all impact on the experiences of women and their supporters.

It is also a thoughtful guide in that we encourage readers to examine a wide range of
evidence sources and explore how the insights gained could be incorporated into their prac-
tice. We have drawn on research evidence as well as sources of practice-based evidence,
using stories and testimony from women and midwives to illustrate a range of ideas and
practices. In using this broad definition of evidence, we have been influenced by the origi-
nal explanation of evidence-based medicine proposed by David Sackett in 1996. This
explanation focused not only on research evidence, but also included clinical experience and
expertise and patient preference as equally important forms of evidence. Sackett’s tripartite
notion of evidence is often overlooked.

We have also been influenced by a study of practitioners’ ‘mindlines’ undertaken by John
Gabbay and Andree Le May (Gabbay and Le May, 2011), which showed how healthcare
professionals draw on a wide range of sources when making clinical decisions. Their ethno-
graphic studies showed that practitioners created personal and group mindlines: webs of
knowledge which incorporated personal experiences; the experiences of colleagues and
communities of practice; training; research evidence; information from professional bodies;
and recognition of the significance of local context. The concept of mindlines allows us to
explore tacit knowledge as well as the interactions and relationships that we have with others
as we create, enact and share knowledge (Wieringa and Greenhalgh, 2015).

The stories and testimony that we have included give insights into some midwifery mind-
lines. They show the various forms of knowledge that midwives draw on when providing
support to women. As Mavis Kirkham has discussed, stories are valuable sources of
midwifery knowledge (Kirkham, 1997). From our experience, we think that there is a culture
of learning from storytelling in midwifery. This was borne out in Hannah Williams’s (2003)
study of midwifery conversations at the desk in a midwife-led birth centre in the UK.
Whenever a midwife described what was going on in the room where she was caring for a
woman, a colleague would respond by sharing a story about a similar situation they had been
in. Williams suggested that, ‘I had a woman once who …’ is the midwifery equivalent of
‘Once upon a time’. We hope that the narratives in this book will ‘bring to life’ the experi-
ences of women and those who provide support in labour, and also provide real-life
examples of the theories of labour support that we discuss.

In the interest of contributing to knowledge development using an approach that embraces
the concept of mindlines, throughout the book we have placed text boxes identifying key
research evidence, recommended resources and reflective activities.

2 Introduction
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Research Briefing boxes

These provide an overview of relevant research, with recommendations for further reading.
They are not meant to be comprehensive literature reviews on any one topic. At times we
have selected key research papers and discussed these in more detail. We have also included
book chapters and books in these research briefing boxes as we think these are particularly
important for the in-depth exploration of concepts related to our practice.

Recommended Resources

We encourage you to ‘think outside the box’ when exploring these resources. They include
different forms of media, some of which are only available online.

Reflective Activities

Throughout the chapters, there are text boxes identifying interactive reflective activities.
These have been designed to be thought provoking and to stimulate reflection and learning.
We hope that they will encourage readers to interrogate the research evidence and testimony
from women, midwives and others in light of their own experiences and ideas.

The activities can be adapted for students to undertake alone, in pairs or groups, and they
could form the basis of classroom, workshop or online activities. We have deliberately not
attached learning outcomes to them and hope that you will adapt them for different situations
and contexts.

In suggesting these activities we have drawn on theory from a number of disciplines that
has shown how rehearsing improves practice and that what you think, model or pretend will
ultimately become part of the way you behave (Gould, 2008). We have also been mindful of
the potential for further developing skills related to emotional intelligence, self-awareness
and resilience through the sharing of ideas and stories (Patterson and Begley, 2011).

Postscripts

Each chapter ends with a postscript, usually a longer account, which exemplifies or chal-
lenges our thinking about what has been discussed in the chapter. These can also be used for
learning activities and reflection.

The language that we have chosen to use

Throughout the book we refer to the woman who is in labour or giving birth as ‘the woman’
and the person accompanying her as her ‘partner’. We have chosen the term ‘partner’ or
‘those who support women’ purposefully, so that it can include male or female birth support-
ers such as the woman’s partner, significant others (mothers, friends, other relatives), as well
as doulas or other lay supporters/companions and students (midwifery or medical). This is
not in any way meant to undermine the importance of including ‘fathers’ in every aspect of
support as identified in the Preparation for Birth and Beyond resource that we profile in
Chapter 4 (Department of Health, 2011).

In Chapter 5 we have explored the concept and use of woman-centred language. We have
attempted to reflect this throughout the book. Thus, we tend to refer to the ‘birthing unit’;

Introduction 3
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we describe women ‘giving birth’ rather than being delivered and having a ‘caesarean birth’,
rather than a caesarean section. After some deliberation we have chosen to use the terminol-
ogy, ‘healthy women and babies’ and birth with or without ‘complications’. Depending on
the context, we also use the terminology that others have used, so at times we talk about
‘straightforward labour’, ‘uncomplicated labour’ and ‘normal birth’. We discuss the prob-
lems associate with these terms in Chapter 8.

For ease of understanding and, given that the majority of midwives are women, we have
chosen to use ‘she’ for midwife rather than the cumbersome she/he. This is not meant in any
way to deny the role played by male midwives in providing labour support.

Sources of evidence

We have referenced a large body of published evidence from different disciplines; you will
find the reference list at the end of the book. We have also drawn on published and unpub-
lished material from studies that we have personally been involved in over the years, where
the data still has relevance for contemporary practice.

In preparation for writing this book, we carried out interviews with women, their partners,
midwives and other health professionals. These took the form of informal discussions that
were focused on informing our writing. People told us their stories and shared their ideas
with the specific purpose of contributing and gave permission for us to use their testimony.

A timely book

The time is right for this book. We now have a strong research evidence base demonstrating
the importance of labour support for optimising women’s well-being and the well-being of
their babies. We know more than ever about what works and what doesn’t work in terms of
supporting women and have better insights from hormonal physiology about why that might
be (Buckley, 2015). The imperative to promote physiological birth is being articulated
through new insights from microbiology and epigenetics; increasingly, we are cautioned to
think about the iatrogenic side effects and human costs of increasing rates of caesarean
section and other interventions in childbirth (Dahlen et al., 2014). Our responses require a
sophisticated exploration of the culture, relationships and practices that surround childbirth.
This textbook will enable readers to grapple with some of these issues and to consider the
far-reaching impact that our efforts to promote a positive experience of birth may have on
childbearing women’s lives.

These are not new concerns. For the past 50 years, concerns about trends in maternity care
that de-humanise the birth process have been highlighted by birth activists. While we were
writing this book many of those notable authors and campaigners have died: for example,
Andrea Robertson, Doris Haire, Sheila Kitzinger, Marsden Wagner, Elizabeth Noble ….
These pioneers have made a huge contribution by challenging those working in maternity
care to focus on the needs and experiences of women and their families, rather than those of
the professionals. Many of their concerns have not gone away and there is much work left
to do if we are to contribute to making women’s experiences of labour and birth as positive
as they can possibly be.

4 Introduction
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Introduction 5
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Chapter 1

What do we mean by ‘support’ in
labour?

We’ve had all this emphasis on giving women choices – and that comes quite a way
down the hierarchy of importance for me. Support is the most important thing, and with
support comes encouragement. Just connecting with the woman and telling her, you
know, demonstrating through your body language and also through murmuring
comforting and encouraging words that she’s doing really well.

(Childbirth educator/birth supporter, Sandall et al., 2010b, unpublished data)

Introduction

When we talk about ‘support in labour’, we usually mean ‘continuous support in labour’ or
‘one-to-one support in labour’. These are terms that are used to describe the recognised gold
standard of being alongside a woman and responding to her physical and emotional needs
throughout whatever transpires during her labour. In this chapter we shall think about what
we mean by these terms and will use them interchangeably, depending on the terminology
chosen by others whose ideas and research we will be exploring.

We recognise that you may be working in a situation where the culture and organisation
of the birthing environment dictates that continuous support for women in labour is the
exception rather than the rule. The concepts that we shall be discussing in this chapter are
still relevant: however fragmented or fleeting your interactions are with a woman in labour,
you can make a difference to her experience through the way you connect with her. We
encourage you to remember the oft-quoted words of autobiographer, poet and black activist
Maya Angelou:

I’ve learned that people will forget what you said, people will forget what you did, but
people will never forget how you made them feel.

(www.goodreads.com/author/quotes/3503.Maya_Angelou)

Conceptualising support in labour

Definitions of support in labour

Multiple definitions and meanings are attributed to support in labour; this can cause confu-
sion about how studies are compared and how the concept of one-to-one support is translated
into practice (Sosa et al., 2012).
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Box 1.1 Research Briefing: The concept of continuous support in labour

Sosa, G., Crozier, K. and Robinson, J. (2012). What is meant by one-to-one support in labour:
analysing the concept. Midwifery, 28, 451–457.

This paper provides an overview of evidence related to one-to-one support in labour
and discusses the complexities associated with the myriad of ways that the concept has
been interpreted and incorporated into policy and practice in different settings. The
researchers suggest that translating evidence into practice is problematic when there is
no unanimous agreement about the level of presence, who should provide it, when it
should happen and what type of model of care should be applied.

The Cochrane systematic review, Continuous Support for Women During Childbirth, identi-
fies the elements of supportive care in labour that have been addressed in randomised
controlled trials:

Common elements of this care include emotional support (continuous presence,
reassurance and praise), information about labour progress and advice regarding coping
techniques, comfort measures (such as comforting touch, massage, warm
baths/showers, promoting adequate fluid intake and output) and advocacy (helping the
woman articulate her wishes to others).

(Hodnett et al., 2013, p.3)

In an article designed to encourage American obstetric nurses to value their role in provid-
ing supportive care, Penny Simkin offers a broader definition, suggesting that supportive
care can be defined as:

non-medical care that is intended to ease a woman ’s anxiety, discomfort, loneliness and
exhaustion, to help her draw on her own strengths and to ensure that her needs and
wishes are known and respected. It includes physical comfort measures, emotional
support, information and instruction, advocacy and support for the partner.

(Simkin, 2002, p.721)

The tone of this definition reflects qualitative studies suggesting that, when women reflect
on the support that they received during labour, emotional support – feeling cared for as an
individual – tends to be rated more highly than competence or physical care (Bryanton et al.,
1994; Simkin, 1991, 1992). A 16-year old woman reflecting on the birth of her first baby
offers an example of this:

I felt really close to them. They were like sisters to me, they were really close, just
making me feel that I was fine.

(Mother, Leap, 2007, unpublished data)

Rosemary Mander (2001) questions the value of separating out different definitions of
midwifery support, suggesting that the boundaries are often blurred; instead she suggests that

What do we mean by 'support' in labour? 7
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it is useful to think of midwifery relationships having the potential to embrace the full
complexity of the physiological and psychological impacts of emotional and practical
support. This means placing the individual woman at the centre of care; thus support is
directly related to the concepts of ‘woman centred care’ (Leap, 2009) and ‘being with
woman’ as opposed to ‘being with institution’ (Brodie, 1996; Hunter, 2004).

Evidence for continuous support in labour

Updated versions of the Cochrane systematic review of continuous support during labour
(Hodnett et al., 2013) continue to identify a reduction in caesareans; instrumental births; the
use of intrapartum analgesia and epidurals; and low Apgar scores. Women who have contin-
uous support are more likely to report a positive experience of labour and birth and have
shorter labours.

Box 1.2 Research Briefing: The Cochrane systematic review of continuous support
in labour

Hodnett, E. D., Gates, S., Hoffmeyer, G. J. and Sakala, C. (2013). Continuous support for
women during childbirth. Cochrane Database of Systematic Reviews, (7), Art. No:
CD003766. doi: 10.1002/14651858.CD003766.pub5.

The key text for studying high-level evidence about continuous support in labour, the
Cochrane systematic review can be accessed freely via the Internet. Apart from encour-
aging you to study the comprehensive description of studies and findings in this
systematic review, we recommend the Background, Discussion and Authors’ Conclusion
sections as these provide a wealth of information to inform discussion and practice.

On the basis of their findings, the authors of the Cochrane review conclude that all women
should have support throughout labour and birth (Hodnett et al., 2013). They state that hospi-
tals should permit and encourage women to have a companion of their choice during labour
and birth and implement strategies to ensure that women are offered continuous support in
labour. The authors acknowledge that fundamental changes may be necessary in the organi-
sation and delivery of maternity care in order to ensure that continuous support in labour is
effective, especially where labour wards function according to a risk-oriented, technology-
dominated approach to care.

As research evidence of improved outcomes associated with continuous support in labour
mounted throughout the twenty-first century, a familiar catchcry in conference presentations
has been: ‘If one-to-one support in labour were a drug, it would be unethical not to give it to
all women.’ The rationale for the following activity is prompted by that sentiment.

8 What do we mean by 'support' in labour?
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Box 1.3 Reflective Activity: Addressing one-to-one support in labour – local
context mapping

A list of antecedents and defining attributes of one-to-one support in labour provided
by Sosa and colleagues (2012) includes the following factors:
• Woman centred philosophy of care
• Adequate midwifery staffing
• Midwife (or birthing partner) motivated to be with woman
• Ratio of one midwife (or birth partner) to one woman
• Equal relationship
• Continuous support
• Presence, being with, being available.

(p.456)

In pairs or small groups:
• Drawing on each of these points in turn discuss how these factors relate to:

• the way in which you see support for women being provided in your working
environment; and

• policy documents in your setting.
• Develop a local context map identifying your vision of any changes or improve-

ments that are needed, how and when these should happen and who will be
involved in making them happen. There are many online examples of visual
context maps, but often the best method is to let the map evolve during the discus-
sion, using large sheets of paper and post-it (sticky) notes.

• Share your context map with the larger group and discuss the value of engaging in
this activity.

NB: Reviewing the whole paper by Sosa et al. (2012) will enhance this activity.

Identifying and measuring quality midwifery support in labour

Mary Ross-Davie and colleagues at the University of Stirling in Scotland developed and
tested a computer-based instrument (The Supportive Midwifery in Labour Instrument –
SMILI) for systematically measuring the quality and quantity of midwifery support during
labour (Ross-Davie et al. 2013). The study was carried out in four diverse NHS maternity
units in Scotland and involved making comparisons between the researchers’ observations
of care provider behaviours in labour and women’s views of the care they received. The
instrument was found to be valid, reliable, feasible and usable. Importantly, it has the poten-
tial to be used in other settings.

What do we mean by 'support' in labour? 9
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Box 1.4 Research Briefing: Identifying and measuring quality support in labour

Ross-Davie, M. C. (2012). Measuring the quantity and quality of midwifery support of women
during labour and childbirth: the development and testing of the Supportive Midwifery in
Labour Instrument. University of Stirling, Scotland. This e-thesis can be accessed online:
https://dspace.stir.ac.uk/handle/1893/9796.

Ross-Davie, M. C., Cheyne, H. and Niven, C. (2013). Measuring the quality and quantity of
professional intrapartum support: testing a computerised systematic observation tool in the
clinical setting. BMC Pregnancy and Childbirth, 13, 163.

Mary Ross-Davie’s PhD study (2012) is a valuable resource that you can access freely
via the Internet. Chapter 2 in her thesis provides a useful synthesis of literature related
to women’s views of labour support. This work contributed to the publication of a liter-
ature review identifying how far the nature of labour support shapes women’s
assessment of their birth experiences (Ross-Davie and Cheyne, 2014).

Box 1.5 Research Briefing: Support in labour – What do women want?

Ross-Davie, M. C., and Cheyne, H. (2014) Intrapartum support: what do women want: a litera-
ture review to identify how far the nature of labour support shapes women’s assessment of
their birth experiences. Evidence Based Midwifery 12(2), 52–58.

This paper provides a comprehensive overview of the key concepts and behaviours that
women consider are central to the provision of high-quality intrapartum care. The
researchers conclude that high-quality support promotes normal birth, reduces inter-
ventions and improves women’s perceptions of their birth experiences. It also has the
potential to promote a positive adaptation to motherhood and reduce the risk of post-
traumatic stress disorder and other perinatal mental health problems.

You can see Mary Ross-Davie and other midwives sharing their vision for ‘Better Births’ in
the UK on YouTube as part of the Royal College of Midwives’ ‘Better Births Initiative’:
www.youtube.com/channel/UCYuQkAdmp71BA7FvHMPfp9Q.

10 What do we mean by 'support' in labour?
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Box 1.6 Reflective Activity: Promoting positive birth experiences through social
media

In pairs or small groups:
• After watching the ‘Better Births’ video clips on YouTube, discuss how midwives

can promote positive birth experiences for women in your local context (including
if you are outside the UK).

In discussions like this we often find ourselves focusing on barriers, rather than poten-
tial solutions or existing strengths. We suggest that you adopt an Appreciative Inquiry
approach (Cooperrider et al., 2000; Mohr and Magruder Watkins, 2002). This approach
is explained in many online resources, for example: www.oandp.com/resources/
 projects/appreciative_inquiry.pdf.

Appreciative Inquiry is worth considering as an alternative to ‘problem solving’,
especially when we find ourselves slipping into disgruntlement, or even despair, about
all the problems associated with how difficult it is to change the culture and practices
of contemporary maternity care.

Evidence-based guidelines: continuous support in labour

The extensive reviews of evidence that underpin guidelines published by the National
Institute for Health and Care Excellence, known as ‘NICE Guidelines’ are available via the
Internet. We shall be returning to the NICE Guideline: Intrapartum care: care of healthy
women and their babies (National Collaborating Centre for Women’s and Children’s Health,
2014) throughout this book as we explore evidence related to particular aspects of care
provided in labour. For now, we invite you to explore how research related to continuous
support in labour was reviewed. In Section 4.3 (pp.239–253) you will see how the interdis-
ciplinary Guideline Development Group reviewed evidence in order to recommend that
maternity services should ensure that all women have one-to-one care and support in labour.

Box 1.7 Recommended Resource: Practice points for supporting women in labour

Royal College of Midwives (2012) Practice Points. In M. C. Ross-Davie (ed.) Evidence Based
Guidelines for Midwifery-Led Care: Supporting Women in Labour. London: The Royal
College of Midwives.

Identifying a wide range of evidence, the ‘practice points’ in this document offer a
useful summary of how evidence about supporting women in labour should be incor-
porated into practice. They reinforce the importance of continuous one-to-one support
in labour for reducing unwanted interventions and postnatal depression. Importantly,
this guideline states that a woman should not be left alone in labour except for short
periods or at her request and that all midwives should be up to date with coping strate-
gies and non-pharmacological ways of supporting women in labour.

What do we mean by 'support' in labour? 11
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Continuous support in labour: a fundamental principle

One thing I do tell partners: ‘You don’t have to worry about what you do; just being
there is enough.’ I always quote that Guatemalan study where just having another
woman in the room, someone who the woman hadn’t even met before, having that one
person sitting there with them shortened their labours. So having the person you care
about more than anyone else in the world there is going to make it even better! I like
telling them that story.

(Midwife, Leap, 2015, unpublished data)

The research that this midwife is referring to is the study carried out by Sosa et al. (1980) in
the Social Security Hospital in Guatemala City. With an average of 60 births every 2 hours,
no family member or support person was allowed to accompany labouring women. Forty
women having their first babies, with uncomplicated labours, were recruited in labour. Half
were allocated to standard care without a support person. Women in the intervention group
had continuous support from an untrained ‘lay’ woman – someone they had not previously
met – from admission to birth. The support they received was in the form of back rubbing,
hand holding and friendly encouragement.

Mother–baby interaction with skin-to-skin contact was observed for 45 minutes for
women in each group. The women who had had support in labour were much more likely to
stroke, smile and talk to their baby. An unexpected finding was that they also had shorter
labours. The research team repeated this study in the same hospital with larger numbers of
women and again showed that women who had support had shorter labours; they also had
fewer caesarean births and less augmentation of labour (Klaus et al., 1986).

In spite of the highly context-specific nature of these studies, they became legendary.
Large trials of continuous support in labour in other countries followed (Hodnett et al. 2013),
yet the early studies in Guatemala are often the ones that are quoted anecdotally (hence the
comment of the midwife cited earlier).

These studies were mainly carried out in countries where the alternative to continuous
support was little or no support in labour. It is thus easy to comprehend how a supportive
companion might ameliorate the fear, stress and loneliness for women who face labour in an
unfamiliar environment without support, and how their presence might lead to a reduction in
the stress hormones that are counterproductive to the neurobiology and physiology of labour
(Hodnett et al., 2013; Mander, 2001).

Box 1.8 Recommended Resource: A critical look at trials of continuous support in
labour

Mander, R. (2001). Chapter 5. Support in Labour. Supportive Care and Midwifery. Oxford:
Blackwell Science.

Using a theoretical framework that allows for consideration of the training or profes-
sional education of those involved, the context of each study and the methods used,
Rosemary Mander reviews the multiple studies in this area up to and including 2000.
She presents a compelling critique of research undertaken and the emerging impression
of: ‘abysmal birthing environments being rendered less hostile by the endeavours of a
kind-hearted woman companion’ (Mander, 2001, p.111).

12 What do we mean by 'support' in labour?
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Doulas supporting women for labour and birth

The birth of the ‘doula’ movement

Members of the research team who carried out the early studies in Guatemala used the find-
ings to highlight the value of a person they named a ‘doula’– a Greek-derived term
embodying the idea of ‘mothering the mother.’ Their book, Mothering the Mother – How a
Doula Can Help You Have a Shorter, Easier and Healthier Birth (Klaus et al., 1993) played
a major role in the introduction of the doula as a new provider of services in maternity care
in the USA.

For decades, randomised controlled trials have consistently shown that the presence and
support of a trained doula reduces a woman’s chance of having a caesarean section or forceps
birth in institutionalised settings (Fortier and Godwin, 2015). It is therefore a logical choice
for a woman who wants to avoid interventions to hire a doula, particularly if she is not confi-
dent about the level of support she can expect from her birth attendants in institutions that
have high intervention rates.

Increasingly, across Northern America and, to a lesser extent, in other high-income coun-
tries, women can hire a trained, professional doula to go on the journey with them and
support them through pregnancy, labour and birth, and new motherhood. For women who
cannot afford the services of a doula, the case has been made for a low-cost alternative;
labour support provided by a minimally trained female friend or relative, selected by the
mother-to-be, also has the potential to enhance positive experiences of birth and new
 motherhood (Campbell et al., 2006). This argument raises controversial issues about the
professionalisation of doulas, their role and issues of equity of access to services.

Before I was a midwife I was a doula. I worked mostly with women who had no support
or women who were trying to negotiate something different within the system, like a
vaginal breech birth. I also attended the births of a lot of lesbian mothers, who were not
confident about how maternity staff would support them. It was very much a lay person
role. I worry about the professionalisation of the doula – we had a woman come in the
other day with her birth plan on the doula’s very flashy headed notepaper and I thought,
‘Who’s birth plan is that?’ And having to charge fees means that some women can’t
access a doula. But they do an important job; and of course they have to be paid for that.
But sadly, I think they’re filling the gap where midwives aren’t providing continuity of
care.

(Midwife, Leap, 2015, unpublished data)

What do we mean by 'support' in labour? 13
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Box 1.9 Reflective Activity: The roles of the doula and the midwife in community-
based continuity of care

In pairs or small groups:
• In preparation for this activity, access two websites: one identifying services

offered by doulas and another identifying the services offered by midwives work-
ing in a community-based, midwifery continuity of care project (in your local area,
if available).

• Make a list of the services offered by both the doulas and the midwives and
discuss:
• What are the differences and similarities in the services offered?
• What are the cost implications (if any) for women?
• How might a pregnant woman and her partner feel when accessing these

websites?
• How do the roles of the doula and the midwife correspond with the traditional

role of women supporting women in labour outlined in the Prologue to this
book?

Working with doulas to provide support for women

Box 1.10 Research Briefing: Doulas and midwives – conflict or collaboration?

Stevens, J., Dahlen, H., Peters, K. and Jackson, D. (2011). Midwives’ and doulas’ perspectives
of the role of the doula in Australia: a qualitative study. Midwifery, 27, 509–516.

The potential for doulas to take over the midwife’s role of continuity of care, continu-
ous care in labour, advocacy, protecting normal birth and being part of the community
was seen in this study as being driven by ‘broken maternity systems’ that are failing
women. The benefits of doula care for women are outlined. Some of the areas where
conflict between doulas and health professionals can arise are explored with recom-
mendations for how these might be addressed and collaboration improved in order to
optimise the provision of quality services for women.

We have probably all encountered concerns about doulas ‘filling the gap’ where maternity
systems prevent midwives from providing woman-centred continuity of care (Lundgren,
2010; Stevens et al., 2011). Over time, the blurring of roles can split into two, resulting in
situations where student midwives conceptualise continuous support in labour as ‘doula’
skills, separate from the more familiar midwifery tasks associated with providing care in
labour (Thorstensson et al., 2008).

Midwives and doulas: avoiding assumptions and stereotypes

In any profession there are some who excel and some who are a bit of a worry. I’ve met
some doulas who think that they have to fight for the woman and they’re almost

14 What do we mean by 'support' in labour?
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antagonistic towards you – they make assumptions that you’re not on the same
wavelength when it comes to supporting women. But when I’ve worked with what I’d
call ‘good’ doulas, they’re there completely for the woman and they take good care of
her in a nurturing way. They support the partner to support her too, often steadying
them. Mind you I think that’s our role too.

(Midwife, Leap, 2015, unpublished data)

Georgina Sosa and colleagues (2012) identify the lack of studies on continuous support in
labour in countries where midwives are the main providers of labour care (including in
women’s homes and midwifery-led units). They make the argument that there is insufficient
evidence to conclude that doulas, rather than midwives, should be the primary carer provid-
ing one-to one support in labour in all settings.

Box 1.11 Reflective Activity: Talking to women about support in labour

The Cochrane Database of Systematic Reviews can be freely accessed via the Internet.
‘Plain Language Summaries’ for each review are easily accessible for those who want
to access a quick impression of research findings. These can be a useful resource for
sharing with women and others who are unfamiliar with the reporting methods and
language of systematic reviews.

In pairs or small groups:
• After reading the Cochrane ‘Plain Language Summary: Continuous Support for

Women in Childbirth’ (Hodnett et al., 2013), discuss how you might incorporate
aspects of this summary into a discussion in an antenatal clinic when a pregnant
woman says: ‘I’m thinking of hiring a doula to support me in labour as I’d really
like to have a normal birth. Do you think that’s a good idea?’

• Write a script with fictionalised characters, paying attention to the language and
communication skills that the midwife uses as she engages in an  information-
sharing discussion with the woman. Draw on the articles in Box 5.11 in Chapter 5:
Research Briefing: Language, communication and power dynamics. This will help
you think about how the midwife listens and responds to the woman as well as the
potential impact of the language used in the discussion by both the midwife and
the woman.

Approaches to supporting women for labour and birth

The art of supporting women for labour and birth is fostered by the relationships between the
woman and those who will be close to her as she journeys through pregnancy, birth and new
motherhood. Midwives who are able to be alongside a woman on this journey are ideally
placed to engage with the woman in working out what sort of support she might need along
the way (Homer et al., 2008). At any stage of our interactions with women, though, includ-
ing if we are not providing midwifery continuity of care, we can be there for women in a
way that makes a difference. The skill lies in knowing when this means simply reinforcing
women’s confidence in their capabilities to find a way through any given situation or step-
ping in and offering more ‘hands-on’ support.

What do we mean by 'support' in labour? 15
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In labour, such approaches are akin to the philosophies of midwifery care that have been
described as:

• ‘the less we do the more we give’ (Leap, 2010)
• ‘the art of doing “nothing” well’ (Kennedy, 2000)
• ‘presence’ (Kennedy, Anderson, and Leap, 2010)
• ‘guardianship’ (Fahy, Foureur, and Hastie, 2008)
• being an ‘anchored companion’ (Lundgren and Dahlberg, 2002).

Anecdotally, it seems that these concepts have often been misinterpreted as, ‘letting the
woman get on with it on her own’. On the contrary, this way of supporting women requires:
‘maintaining concentration, sensitivity, energy and unobtrusive assistance’ (Robertson, 2007
p.ix); it involves the quiet support of being an ‘anchored companion’ and creating a safe
space in which a woman can labour, where her individual needs for intimacy, respect and
patience can be addressed (Kennedy, 2004).

No one told me to breathe, no one told me to do anything. They just watched the way I
was doing it. And I could make a noise without someone feeling like they had to fix my
problem. They just kind of heard it. And that was perfect for me in my labour. And of
course, everybody’s going to need different things in labour but for me what was most
important was having calm people, keeping a safe space and trusting that I knew what I
was doing.

(Mother, Leap, 2015, unpublished data)

The concept of presence

In the concept analysis of one-to-one support that we explored earlier in this chapter, Sosa
and colleagues (2012) identify that women want the midwife or birth supporter to be in the
room; in fact they identify ‘presence, being with and being available’ (p.456) as defining
attributes of one-to-one care in labour.

Holly Powell Kennedy has extensively researched the concept of midwifery presence and
has developed theory about the way it incorporates philosophy, science and art. She
describes combining vigilant attendance in labour with ‘the art of doing “nothing” well’
(Kennedy, 2000, p.12). In the following text box, we have placed examples of Holly Powell
Kennedy’s writing about presence, including her reporting on how this contributes to the
promotion of normal birth, a subject that we shall return to in subsequent chapters.

16 What do we mean by 'support' in labour?

D
ow

nl
oa

de
d 

by
 [

N
at

io
na

l L
ib

ra
ry

 o
f 

th
e 

Ph
ili

pp
in

es
] 

at
 2

3:
35

 0
1 

N
ov

em
be

r 
20

17
 



Box 1.12 Research Briefing: Exploring the concept of midwifery ‘presence’

Kennedy, H. P. (2000). A model of exemplary midwifery practice: results of a Delphi study.
Journal of Midwifery and Women’s Health, 45(1), 4–19.

Kennedy, H. P., Shannon, M. T., Chuahorm, U. and Kravetz, M. K. (2004). The landscape of
caring for women: a narrative study of midwifery practice. Journal of Midwifery and
Women’s Health, 49(1), 14–23.

Kennedy, H. P. and Shannon, M. T. (2004). Keeping birth normal: research findings on
midwifery care during labour. J Obstet Gynecol Neonatal Nurs, 33(5), 554–560.

Cragin, L. and Kennedy, H. P. (2006). Linking obstetric and midwifery practice with optimal
outcomes. JOGNN Clinical Issues, 35(6), 779–785.

Kennedy, H. P., Anderson, T. and Leap, N. (2010). Midwifery Presence: Philosophy, Science and
Art. Chapter 7. In D. Walsh and S. Downe (eds) Essential Midwifery Practice: Intrapartum
Care (pp.105–124). Chichester: Wiley-Blackwell.

Presence: ‘being in the birth room’

It is … clear that a one-to-one ratio is not adequate without the motivation of midwives
wanting to be present with the woman and raises questions concerning the activities that
keep the midwife away from the woman.

(Sosa et al., 2012, p.454)

In many places it seems that women who are allocated one-to-one care in labour do not
necessarily get continuous care, which brings us to the issue we shall call ‘being in the birth
room’. Sosa and colleagues (2012) cite studies showing that the amount of time women
received one-to-one support was minimal, even when caregivers had only one woman allo-
cated to their care. Record keeping, the giving or receiving of progress reports and the
preparation of equipment or drugs were all factors that appeared to get in the way. This is
reflected in reality TV shows (Morris and McInerney, 2010).

An observational study in Scotland (Ross-Davie et al., 2014) showed that midwives being
out of the room was associated with the following factors:

• heightened anxiety for women and their partners, particularly if the midwife did not
explain where she was going, why she was leaving or how long she would be away;

• women appearing to find the pain of contractions more difficult and having tense inter-
actions with their partner about what was happening;

• a reduction in opportunities to build rapport and less supportive care when the midwife
was in the room;

• a reduction in the midwife’s ability to monitor the progress of the woman’s labour accu-
rately.
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Box 1.13 Reflective Activity: Being in the room with women in labour

In pairs or small groups:
• Watch an episode of a reality TV show and individually make notes about what

you see happening when women and their birth companions have left the room.
• Compare notes with your colleagues and discuss what you think it would take to

change this culture in maternity units where it has become the norm.

Presence: facilitating safety

Being in the birth room is linked to safety, the argument being that where skilled caregivers
are present they are able to observe the course of a woman’s labour closely and notice when
help may be needed; this can enable referral to a higher level of care in a timely fashion, thus
reducing the likelihood of life-threatening emergencies (Centre for Maternal and Child
Enquiries, 2011). This is a major consideration in efforts to reduce maternal mortality, partic-
ularly in resource-poor countries (WHO et al., 2004).

Box 1.14 Reflective Activity: Continuous support in labour and safety

In pairs or small groups:
• Discuss examples of how continuous care in support in labour might promote

safety in the context of your workplace.

In order to discuss these issues in relation to resource-poor countries, we suggest you
watch: Why did Mrs X Die? This film was made to educate midwives, health workers
and decision makers about the key issues associated with safe motherhood. You can
stream this 14-minute film from the WHO website or watch it via YouTube:
http://video.who.int/streaming/fwc/EXT_mrsXretoldOCT2012.wmv
www.youtube.com/watch?v=gS7fCvCIe1k.

In spite of decades of research identifying the benefits of one-to-one support in labour, in
institutions across the world women are still not permitted to have a companion with them
in labour. Furthermore, in some settings, stories of women being treated unkindly by
midwives and other staff mean that women avoid seeking care, with potentially life-threat-
ening consequences.

Box 1.15 Research Briefing: Respectful maternity care

Freedman, L. P. and Kruk, M. E. (2014). Disrespect and abuse of women in childbirth: chal-
lenging the global quality and accountability agendas. Lancet, 384 (9948), e42-e44 doi:
http://dx.doi.org/10.1016/S0140-6736(14)60859-X.

You can find some useful resources, including posters, presentations and short films on
the Respectful Maternity Care page of the White Ribbon Alliance website:
http://whiteribbonalliance.org/campaigns/respectful-maternity-care.
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Box 1.16 Reflective Activity: ‘Break the silence’ – thinking about respectful
maternity care

A short video (4 minutes) presents the issues about respectful maternity care in a way
that is relevant to all settings: www.youtube.com/watch?v=K105F9o3HtU.

In pairs or small groups:
• Discuss the issues presented in this video in relation to your own experiences.

Evidence from women: support in labour

We end this chapter by highlighting some women’s experiences of support from midwives
during their labours. The following quotations are from videoed interviews with women who
had midwifery continuity of care throughout pregnancy, labour and the postnatal period
(Sandall et al., 2010a). The women speak of the potential for this quality of support to have
far-reaching consequences in terms of personal growth and confidence in their mothering
abilities.

They expected me to give birth well, they expected me to be a good parent afterwards
and I grew to meet that expectation. You know? That’s really powerful … again, it’s the
belief in you isn’t it. It’s like, you’re a woman, of course you can give birth, you’re
designed for it. Why wouldn’t you be able to give birth?

I think for me it’s been a big change, because I had two really negative experiences
and so I actually didn’t think I could deal with the whole process and get to the end, so
in terms of growing, sort of emotionally and being able to understand that I can achieve
this and have this outcome, this has been huge for me and my partner. And so I think
we’ve both grown in that respect. Yeah, it’s very positive.

The whole time during my labour the midwives kept saying, ‘You’re fantastic, you’re
brilliant, you’re doing absolutely great’, and I just thought, ‘Oh well, actually I must be
doing fine, I must be doing something right.’ So that was really positive, and they made
me come away feeling like, I’ll be a fantastic parent, I’ll be absolutely fine.

(our emphasis)

We think the last line of the final quotation in this section is a fitting place to end this chap-
ter. If good support helps women to build confidence in their abilities to labour, give birth
and nurture their babies, then we can contribute to the ideal set by Barbara Katz Rothman in
her oft-cited statement:

Birth is not only about making babies. Birth is also about making mothers – strong,
competent, capable mothers who trust themselves and know their inner strength.

(Katz-Rothman, 1996, pp.253–254)
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Postscript

Favour’s story: ‘They made me feel everything about me is something I can
do’

Favour (not her real name) is originally from West Africa. She was interviewed in her home
in south-east London as part of a study looking at midwifery support and women’s experi-
ences of pain in labour (Leap, Sandall et al., 2010). Favour spoke passionately about the
birth of her first baby and the care she received from ‘Meg’ and ‘Nell’ (not their real names),
the midwives assigned to her care. Meg and Nell were midwives providing continuity of care
through the Albany Midwifery Practice, a group of self-employed midwives contracted to
the NHS through Kings College Hospital, London. The antenatal care she received included
free antenatal groups facilitated by the midwives and a 36-week home visit to discuss
support and planning for labour and the postnatal period.

We think Favour’s story of the support she received from her midwives provides a fasci-
nating – and at times, challenging – account to stimulate our discussions about supporting
women for labour and birth.

Before I met the midwives it wasn’t really easy for me …. It was hard because I was
seriously ill … I was throwing up, I couldn’t eat anything and oh God I was so thin ….
But the very first time I met the midwives, Meg and Nell, oh, I felt peaceful …. The
minute they came they were so loving, they were so encouraging, they told me a bit
about labour and pain and so on.

I got a little lift off the whole thing; it now settled my mind, like, ‘It’s something you
can do …. We discussed a lot of things about the pregnancy, the whole thing: that first
day I met them, honestly, I was relieved of the pains. All my systems were disordered,
but the very first day I met them when I was three months pregnant … I felt better, and
relieved. They were so nice and encouraging. They encouraged me a lot.

I went to the antenatal group. To be honest, before that I used to be very scared and
thought, ‘How is it going to be?’ But when I was going to the group, you know a lot of
people share their experiences, some woman who had given birth would come and share
their experiences, you know? So shortly after these groups the fear went off me, I was
like ‘brave’, if this woman can do it, then I believe I can do it as well.

But you know I kept thinking, ‘How is it going to be?’ Sometimes I thought, ‘Am I
going to make it’, you know? Am I going to make it? How is it going to be? How am I
going to cope? But on the other hand, in labour, it’s like flashing back [to the group] and
I remember all the experiences being shared by other women, which makes me feel
strong, strong again.

When I go for the antenatal clinic, the midwives encouraged me a lot, they talked to
me a lot and made me feel that I was OK, and I’m strong, and the baby is a happy baby.
Because all through my pregnancy, for the whole nine months, there wasn’t any compli-
cation so they knew the baby was fine and I was fine as well. It made me feel good.

In my thirty-seventh week they came to my home. They came here and discussed
with me and my partner about the pain and everything, how the contractions were going
to be, what the pain is like, what I’m going to feel to know that I’m really in labour.

After their visit I was having these contractions. I just went to wee and I saw some
blood, pinkish, brownish stuff, and I started to get pains, pains. I couldn’t even get up,
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you know, it was getting on my nerves. I had such terrible pains. I remember what the
midwives always say, that when the pains come you can always blow them away, so I
started breathing. Five minutes, three minutes between them, exactly. So I went to wee
again, because I was going to the loo every five minutes, and when I went again I saw
this pinkish brownish stuff again. ‘It’s the baby, my baby’s going to come.’

And I knew to leave it just a bit to call the midwives to monitor how it goes, and at
six o’clock I rang Nell, so she just popped in, so she checked my body, everything was
OK, the baby was kicking fine. She said, ‘It’s called the show. This is the show.’ But I’m
not yet dilated so she just checked everything and she left and said, anything that
happens I should give her a ring, because she’s got a woman to go and see. Anyway, she
goes on to that visit, and says anything I should give her a ring.

So I was there, the pain’s started to come stronger and stronger, really painful. They
come and they disappear. And then the waters went. I was like, what’s this? Is it slip-
ping out? So I rang Nell immediately, so she said she’s on her way. She came, she
checked me, she checked my body, and then the pain was like … stronger and stronger,
stronger than before. It was more painful than it was before. So she came, she checked
me, and I hoped I was being dilating. I was one centimetre dilated.

I was scared. All these thoughts came into my mind, ‘How is this going to be?’ ‘Am
I going to make it?’ I’m not comfortable staying at home. I think I will go into hospital,
I will feel more comfortable at the hospital. I went together with her. The pain was so
strong; it was every three minutes.

So we were in the hospital, and the pain was (gasps). I was like, ‘How is this going
to be?’ Was it four o’clock in the evening, or was it three o’clock? She said that I am
doing fine because I was really progressing fine. It had gone to two centimetres.

At four the pain was so strong she put me in the pool. When I was in the pool it
wasn’t really great because the pain was getting worse. I was like, no, I just want to be
out of this water because the pain was too strong, too strong; I can’t control it. So I did.

So after that, six-thirty to seven, Meg came, one of the midwives, and Nell left. So
when Meg came, she was rubbing my back. I couldn’t bear it any more, but then I had
a flashback: if others can do this I can do it as well.

Meg was like, ‘Favour, you are doing fine, Favour you can do it, Favour your baby
will soon come, don’t worry.’

She said I was doing fine. But my back now was in a lot of pain, but Meg would rub
my back to take off the pain, rubbing my back, rubbing my back and the pain was
getting stronger and stronger.

Nine o’clock I said, ‘I can’t bear it any more, call the doctor, I need a Caesarean.
Meg, I need a Caesarean, or can I have a pain relief, but the baby is too much for me to
bear, I can’t bear it any more, I’ve been trying, I’ve been trying since one until now, so
I have tried a lot, I need pain relief, an epidural.’

Meg said, ‘ Favour, I know you can do it, you don’t need an epidural, the epidural
slows down the labour because you’ve been here up until this moment, so you’ve been
doing very, very good and you can do it.’

I said, ‘Meg, Meg if you love me, give me an epidural! Call the doctor I need a
Caesarean I can’t do it any more! Meg, Meg now I’m telling you, I know my body, I
know what I’m going through, I know what I’m feeling.’ She was like, ‘Favour, you can
do it; Favour you are doing fine, your baby will soon come, your baby is about to come.’

So then they examined me again, I was really progressing fast. Was it 4-6cm? But I
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couldn’t do it any more. I really thought that. I said, ‘Meg, I need an epidural’, I said, ‘I
can’t do it, I’m not going to do it again. You don’t know my body, I am in control of my
body, not you. I know what I’m going through.’

I said, ‘OK, give me the epidural, call the doctor now; I can’t do more than I am
doing now, I can’t do more than that, I can’t do more than that.’ I was screaming. My
mind is saying that this baby is a big baby; all my sisters used to have big babies, there
are big babies in our family.

So Meg said, ‘No Favour, your baby is not too big, your baby is a normal baby’. I
said, ‘No! If it’s a normal baby why hasn’t it come since then? Why am I going through
such pain? My other sister, she had a big baby, I think it was 4.8kg, that was 10lb some-
thing, so I believe it’s a big baby.’ I said, ‘Let’s go for an ultrasound, we’ll see how big
the baby is!’ [Laughter] ‘The baby is too big.’

Meg said, ‘No, the baby is a normal baby.’ So she gave me Paracetamol.
Paracetamol! I said, ‘No! I need an epidural! This pain is too much.’ Meg said, ‘No, I
believe you can do it’ and she wants me to have the baby natural, she believes I can do
it, so I can do it. I’m very, very tired.

So I went back into the pool. I think the water was a bit helpful, but in a short while
the pain was full force and so fast the relief from the water was not really happening any
more, so I was having gas and air, I was using gas and air to help.

They were rubbing my back; it relieved the pain in my back. I screamed as if I was
dying. There is no adjective to describe that pain but I felt better when they were rubbing
my back, I felt better.

My partner also really tried. So he was encouraging me but later on he told me that
he was like, ‘This is the thing you must say, ‘You can do it’, but inside him, he was like,
‘What’s happening to her?’ But he doesn’t want to show it, you know? He was trying to
be a man, to be strong for me.

And still I was saying, like, ‘Meg, if the baby’s coming, let the baby come, but it’s
not coming, it doesn’t want to come, so I need something else to get rid of this pain. I
can’t cope any more.’ She said, You can cope, you can do it, you are there already, you
are there. The baby will soon come.’

And at twelve o’clock, the baby’s head was coming. Push! Oooh, Oh God, but I was
pushing. I don’t know how to tell you about this pain when I was pushing, I screamed,
‘Aaaaaaaahh!’ I thought I was gone. It was so painful; it was so painful. I slowed down,
when I pushed I slowed down.

They said, ‘No don’t push again, breathe in, breathe out, breathe in, breathe out’, then
I pushed and they said they could see the baby’s head already. But my partner told me
that wasn’t true, they just wanted to encourage me, they wanted to give me courage, they
wanted to make me feel strong and encouraged that my baby was almost there, so I’m
almost there.

Later on, when I pushed Meg said, ‘Fortune, feel the head of your baby, your baby’s
coming.’ I said, ‘No I don’t want to feel it! Let it come, I want this out, I don’t want to
feel it, I’m not going to feel it!’ ‘Touch the head of your baby!’ I said, ‘No! I can’t! I
can’t feel the baby, I don’t want to feel it.’ Perhaps that always happens when you’re
having a baby. And that was twelve-thirty.

So I’ll tell you. I push again but when I push they say, ‘Your baby’s head is out.’ The
head is out! My baby’s head is out! So I was brave! I was strong!

They said, ‘Push again so it will come out fully!’ So I was like, ‘Yes, I have done it!
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Yes, I can do it!’ So I pushed again and the baby came out.
I was so happy. There’s this cousin of his, George Martin; I was screaming, ‘He looks

like George Martin! George Martin! Oh look, he looks like George Martin!’
I honestly never had this kind of joy since I was born. I don’t know where this joy

came from.
I’ve never been so excited, I’ve never had such joy since I was born; there was this

joy …. Oh God! In fact it was from high above, the joy was from above. I don’t know
how to describe the endless joy that came in me.

I was so happy. They said, ‘Here’s your baby.’ I said, ‘It’s a boy, it’s a boy!’ I was so
happy. There was this joy. I can’t really describe, I can’t really explain.

Just suddenly after that I forgot about all I went through, everything … in fact now I
can’t even say, I can’t even remember what I went through. When the baby was just out
the pains disappeared.

I’m so happy they said, ‘You can do it’ when I said, ‘I can’t.’ Very happy! It makes
me proud, I’m proud of it you know? I did it literally on Paracetamol.

I’m very pleased, very pleased, that I did it naturally. And I’m proud to say …
because when people see the baby, this baby is big, and they say, ‘What did he weigh
when he was born?’ I say, ‘Nine pound’ and I say, ‘Yes, I feel so proud, full of myself,
I’m very proud to have him naturally. I’m very proud even now. He weighed 9lb. He
was a big baby.’

When the baby just came out I said, ‘Oh Meg, Meg I love you, Meg you’re so nice,
thank you Meg, thank you, I love you Meg, I love you Nell!’ They laughed. We all
laughed [Laughter].

After I’d had my baby, it was so nice. They came every two days. They were the only
ones that encouraged me to breastfeed, because when I started breastfeeding, I thought
he wasn’t getting enough. I was like, ‘Nell, I don’t think I want to go through with this
breastfeeding, it’s not easy for me, it’s hard.’

She said, ‘Don’t worry Favour, your breast milk is perfect and you have plenty of
breast milk.’ Because I was worried he was not getting enough milk, you know? She was
like, ‘Don’t worry, he is getting enough milk. It’s good to breastfeed baby, it’s good for
them to have just breast milk.’

I’m really happy. I’m feeling like I’m dreaming. I’m really happy I’m feeding him.
He looks so gorgeous; he looks such a beautiful baby, big and strong. Just look at him,
so big.

As I said, the midwives, they’re really nice, encouraging people. They made me …
they made me … in fact they were like … let me see how to put it. Through the preg-
nancy they made me feel that pregnancy is a good thing and interesting to them, you
know? So they made me feel … everything about me is something that I can do.

(Leap, 2007, unpublished data)
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Chapter 2

Approaches to pain in labour

Introduction

As we discussed in the Prologue to this book, throughout centuries and across the world,
women have asked other women to provide them with comfort as they face the uncertainties
and challenges associated with labour. The notion of supporting women in labour was to
change dramatically after 19 January 1847, when Scottish obstetrician James Young
Simpson first administered diethyl ether to facilitate the birth of a baby for a woman with a
contracted pelvis. Thus was set in trail the development of obstetric anaesthesia. Popularised
initially by the enthusiastic use of chloroform by Queen Victoria for the births of her eighth
and ninth babies, access to obstetric anaesthesia became a feminist campaigning issue in the
first half of the twentieth century, contributing significantly to the hospitalisation of birth,
with the concomitant absence of the woman’s chosen supporters from the birthing room.

According to Donald Caton (1999) in his stimulating book, What a Blessing She had
Chloroform: The Medical and Social Response to the Pain of Childbirth from 1800 to the
Present, ever since Simpson published accounts of his early efforts, debates have continued
to rage about the efficacy, safety and ethics associated with pain relief in labour. This contro-
versy continues to be reflected in the attitudes of birth attendants towards how pain in labour
should be managed, with a consequential profound effect on how women approach and
remember their experiences (Hodnett, 2002; Simkin, 1991, 1992). For this reason, NICE
guidelines direct us to consider how our values and beliefs might influence the way in which
we support women around ‘coping with pain in labour’ (National Collaborating Centre for
Women’s and Children’s Health, 2014, p.329). This is not as straightforward as it might
seem: for birth attendants and women in labour, our attitudes to pain will be influenced by
multiple factors, as anthropologist David Morris suggests:

Pain is never the sole creation of our anatomy and physiology; it emerges only at the
intersection of bodies, minds and culture.

(Morris, 1991, p.1)

As you delve into this chapter, we invite you to think about how your individual ‘body, mind
and culture’ might affect your values and beliefs, and thus your responses to women around
fear and pain in labour. Many of you will be learning about supporting women in labour in
maternity units where there is a culture of routinely offering ‘pain relief’ and promoting
epidurals. It can be hard in such circumstances to engage with colleagues – as well as with
women and their supporters – in discussions about why we should support women to draw
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on their inner strength when managing pain. In order to facilitate those conversations and
enhance evidence-based practice, we shall explore two distinct but complex and often over-
lapping approaches to supporting women in labour: ‘working with pain’ and ‘pain relief’. We
shall draw on stories from women and midwives to stimulate discussion about these issues.

Pain in labour: research that identifies women’s experiences

The starting point for exploring the concepts of ‘working with pain’ and ‘pain relief’ is an
understanding of what matters to women. Ellen Hodnett’s (2002) systematic review of pain
and women’s satisfaction with the experience of childbirth offers evidence to challenge our
thinking and responses to comments such as: ‘What really matters is that the mother and
baby are healthy … satisfaction with the childbirth experience is of secondary importance
…. If we can control their pain, they will have a positive experience’(Hodnett, 2002,
p.S160).

The conclusion of Hodnett’s systematic review was that, when women evaluate their
experiences of childbirth, four factors appear to be so important that they override all other
influences (including the experience of pain, age, socioeconomic status, ethnicity, childbirth
preparation, the physical birth environment, immobility, medical interventions and continu-
ity of care):

• personal expectations
• the amount of support from caregivers
• the quality of the caregiver–patient relationship
• involvement in decision making.

On the basis of this, Hodnett concluded:

The influences of pain, pain relief, and intrapartum medical interventions on subsequent
satisfaction are neither as obvious, as direct, nor as powerful as the influences of the
attitudes and behaviors of the caregivers.

(Hodnett, 2002, p.S160)

A review of qualitative literature, specifically focusing on women’s experiences of coping
with pain in childbirth, also highlighted how women value supportive relationships with
their caregivers to help them overcome the vulnerability and uncertainties that they face
during labour (Van der Gucht and Lewis, 2015). This was a consistent finding despite socio-
economic, cultural and contextual differences across the studies:
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Box 2.1 Research Briefing: Women’s experiences of coping with pain during
childbirth

Van der Gucht, N. and Lewis, K. (2015). Women’s experiences of coping with pain during child-
birth: A critical review of qualitative research. Midwifery, 31, 349–358.

Two main themes emerged as the most significant influences on a woman’s ability to
cope with pain in labour:
• the importance of individualised continuous support and an acceptance of pain as

part of normal childbirth;
• continuity of care and continuous care in labour, which helped women feel safe

and enabled them avoid feelings of loneliness and fear.

Nordic researchers have been at the forefront of qualitative research about women’s experi-
ences of pain in labour, using the words of women themselves in order to ‘bring to life’ their
experiences. A recurring theme in these studies is that labour is like a journey and that
women value the way in which midwives make the journey alongside them, helping them
prepare for and manage pain in labour (Halldorsdottir and Karlsdottir, 1996a, 1996b;
Karlsdottir et al., 2014; Lundgren and Dahlberg, 1998). We have summarised one of these
studies, which describes the ways in which women reported their attitude to pain changing
over the course of the ‘journey’.

Box 2.2 Research Briefing: Women’s experiences of preparing for and managing
pain in labour

Adapted from: Karlsdottir, S. I., Halldorsdottir, S. and Lundgren, I. (2014). The third paradigm
in labour pain preparation and management: the childbearing woman’s paradigm.
Scandinavian Journal of Caring Sciences, 28, 315–327.

Summary of findings
Preparing for the journey – getting ready: information from midwives; antenatal
classes; creating a special attitude towards pain, ‘creative imagination’.
At the journey’s commencement – the mental and physical condition is important.
On the journey of no return through pain – the pain was difficult, but manageable with
a range of different strategies; the midwife and supportive partner were essential in
helping with managing pain.
The demanding and difficult nature of labour pain – described in multiple ways.
The importance of having faith in the body – trusting that the body would know what
to do; ‘going with the flow of the body’.
Using different strategies in the early stages of labour – ‘out to dinner’, ‘taking a
shower’, ‘a walk with husband’, focusing on contractions and the time in between
them, relaxing and gathering strength.
Using different strategies during late labour and delivery – moving around; changing
positions frequently; music; acupuncture; hot bath; massage; hot and cold pads;
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 counting in the mind; Entonox; support from the midwife when an epidural was the
only way to manage.
The essential help of ‘a good midwife’ in managing the pain – sensitive to needs and
chosen strategies; a good partnership to enable feelings of safety, presence, creating a
special atmosphere: ‘warm, secure and conducive to managing pain’.
The importance of having a supportive partner present to help in managing the pain –
for mutual understanding, sharing the experience, understanding needs.
At the journey’s end: changed attitudes towards the pain after birth – seeing it as posi-
tive, different from other pain experiences; pain had a different meaning in the joy and
happiness of having a baby in their arms.
The empowering nature of labour pain – pain changed the women’s idea of themselves
and strengthened their self-image; since they could manage labour pain, they thought
they would be capable of anything in life.
The importance of being at peace with the pain afterwards – enabled by talking about
the pain afterwards and thinking that it was worthwhile.

Box 2.3 Reflective Activity: Stories of women’s experiences of pain in childbirth

In preparation for this activity, read the papers by Van der Gucht and Lewis (2015) and
Karlsdottir et al. (2014).

In pairs or small groups:
Discuss the following:
• How do the findings of these studies resonate with the stories of childbirth that you

are aware of – in your personal and professional lives?
• In what ways do you think some people might find these findings challenging or

‘counter-intuitive’?
• Make a list of factors that illustrate the suggestion that ‘there is a dissonance

between what women want in order to enhance their ability to cope with pain and
the reality of clinical practice’ (Van der Gucht and Lewis, 2015, p.349).

• How might this dissonance be addressed?

The curious nature of pain in labour

It’s a different sort of pain …. It’s there for a reason, it’s productive, every contraction
you have is doing something, and I think that’s what got me through this time with no
pain relief … with every pain I was coming closer to having the baby. … If you really
believe in yourself and that it’s there for a reason, that something’s going to come out
of this pain, it’s not just pain, then you realise that it’s not such a scary pain after all.

(Mother, Sandall et al., 2010a, p.65)

It is not unusual to hear women who have given birth without drugs reflecting, ‘It was a
different sort of pain.’ In a similar vein, midwives and childbirth educators often use what
we shall call ‘The “P” Words’ to describe labour pain. The juxtaposition of these words next
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to the definition of pain offered by the International Association for the Study of Pain – IASP
(website; 2014) offers us food for thought about the paradoxical meanings that may be pres-
ent for individuals in discussions about pain in labour (see Box 2.4).

Box 2.4 Language used to describe labour pain

The ‘P’ words of labour pain The IASP definition of pain

• Pain with a Purpose An unpleasant sensory and emotional 
• Positive Pain experience associated with actual or 
• Pain and Power (empowerment) potential tissue damage, or described in 
• Pain as Physiology terms of such damage.

Source: International Association for the Study
of Pain (2014). www.iasp-pain.org/Taxonomy

If we are to explore this paradox further – and certainly if we are to engage in conversations
with colleagues – it helps to be able to contextualise our understanding of labour pain within
scientific explanations of the origins and transmission of labour pain stimuli. This would
include how these are mediated by other factors, such as women’s individual responses
(Lowe, 1996, 2000, 2002; Mander, 2000; Trout, 2004) and the hormonal physiology of birth
(Buckley, 2015).

Box 2.5 Research Briefing: The nature, meaning and physiology of pain in labour

Lowe, N. K. (2002). The nature of labor pain. American Journal of Obstetrics and Gynecology,
186(5), S16–S24.

This important paper is widely studied and quoted because it explains the neurophysi-
ology of labour pain and the complex interaction of a wide variety of multidimensional
physiological, psychosocial, spiritual and environmental factors that can influence
individual women’s responses and experiences. Nancy Lowe provides a fascinating
synthesis of literature that explores the different meanings of pain, suffering and
comfort in the context of childbirth. She discusses how the profound meanings associ-
ated with childbirth encourage us to challenge the popular belief that labour pain is bad
and that it should be routinely relieved.

Mander, R. (2000). The meanings of labour pain or the layers of an onion? A woman-orientated
view. Journal of Reproductive Health and Infant Psychology, 18(2), 133–141.

Rosemary Mander explores the multiplicity of meanings that are associated with pain
in general as well as pain in labour. She examines the potential influences of religion,
philosophy, spirituality, biology, culture and power dynamics that may affect meaning
for both pregnant women and their carers. Understanding these individual meanings
helps us in our attempts to provide responsive care and facilitate positive experiences
of labour for women.
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Trout, K. K. (2004). The neuromatrix of pain: implications for selected nonpharmocologic meth-
ods of pain relief for labor. Journal of Midwifery and Women’s Health, 49(6), 482–488.

Kimberley Trout describes the original ‘gate theory’ of pain developed by Ronald
Melzack and explains how this has been expanded to account for multiple influences.
She suggests ways in which this relates to midwifery, offering explanations for why
non-pharmacological support measures and individualised care can be so effective in
supporting women through labour.

Buckley, S. J. (2015) Hormonal Physiology of Childbearing: Evidence and Implications for
Women, Babies and Maternity Care. Washington, DC; Childbirth Connection Programs,
National Partnership for Women and Babies. Available on line: www.ChildbirthConnection.org/
HormonalPhysiology.

This resource offers a comprehensive discussion of how hormonally mediated
processes can promote straightforward labour, positive experiences and long-term
well-being for mothers and babies. Even if we are unable to fully comprehend the
complexity of this emerging science, we can respect and marvel at how the swirling
interconnectedness of a woman’s endogenous hormones, particularly oxytocin and
beta-endorphins, helps her to manage pain in labour and how common maternity care
practices can undermine this process.

Box 2.6 Reflective Activity: Factors that might influence the way pain in labour is
experienced

This can be an online or a classroom activity.

In small groups:
• Using original creative art forms and multi-media resources, prepare a presentation

or performance to stimulate discussion about factors that might influence the way
a woman approaches and experiences pain in labour.

• Provide an annotated bibliography* identifying the resources you drew on in
preparing your presentation to circulate to the larger group.

Note: *A few lines describing each resource

Memories of labour pain

Anthropologist David Morris (1991) explores how attempts to describe pain lead to situa-
tions where ‘language at once runs dry’ (Woolf, 1967, p.94). This makes sense when we
think about women’s recollections of the sensations of labour. As in Favour’s account of her
labour in the Postscript to Chapter 1, we hear women say that immediately after their baby
is born they cannot recall the exact nature of the sensations of labour (though often they
describe how that recall switches in as soon as they begin contractions when they are having
their next baby).
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But who can remember the pain [of childbirth], once it’s over? All that remains of it is
a shadow, not in the mind even, in the flesh. Pain marks you but too deep to see. Out of
sight, out of mind.

(Atwood, 1987, p.135)

Studies that attempt to evaluate women’s recall of labour pain are fraught with methodolog-
ical problems and interacting variables (Niven and Murphy-Black, 2000), not least the
problems associated with asking women to focus on pain itself during and after labour.
Furthermore, when studies are conducted in institutions where almost all women have epidu-
rals, it is not surprising that researchers conclude that epidurals are not only valuable during
labour, but also for modulating memories of labour (Chajut et al., 2014). This leads us to
think about the complex topic of how we perceive pain in others.

Being alongside women in labour and reading their experience

Elaine Scarry (1985), a social scientist, takes theory about pain and resistance to language to
another level in her exploration of the relationship between the person in pain and the onlooker.
Although not talking about labour pain specifically, she states that the person in pain may expe-
rience pain as ‘the most vibrant example of what it is to have certainty’ – pain is ‘effortlessly
grasped’ (that is, even with the most heroic effort it cannot not be grasped)’ – while, for the
onlooker, the other person’s pain is so elusive it could be seen as ‘the primary model of what it is
to have doubt’; here ‘what is effortless is not grasping it’ (Scarry, 1985, p.4). The inexpressibility
of pain can be seen as capable of bringing about an absolute split between one’s own sense of
reality and the reality of the other person, even when in close proximity [as during labour].

This theory about the ‘unsharability of pain’ (Scarry, 1985, p.4) and the fact that doubting
people in pain amplifies their suffering (pp.6–7) is worthy of consideration by all of us who
provide support for women in labour. In particular, we can think about this in relation to studies
suggesting that there is a mismatch between women’s and midwives’ assessment of pain, with
midwives consistently underestimating women’s pain when it is severe (Baker et al., 2001;
Chamberlain et al., 1993; Niven, 1994; Rajan, 1993). This may be a coping mechanism for the
midwife; however, recognising the severity of pain that a woman is experiencing during labour
does not necessarily equate to the need to offer pain relief. In fact, women identify that, when
they are in pain, any offer of pain relief is irresistible and potentially undermines their confi-
dence, as expressed by this midwife, reminiscing about what a woman said after her labour:

I didn’t really want an epidural. That wasn’t what I was saying. What I wanted was
something magic that no one’s ever thought of before, that you were going to quickly
invent right then to make it all better. But I really didn’t want an epidural. It was an
expression of my pain.

(Leap, 1996, p.56)

We can never really know what is going on for a woman in labour; what we can do, though,
is respond to cues she gives us in order to offer support and sometimes, suggestions.
Primarily, though, the midwife’s role is to help the woman identify her own spontaneous
strategies for managing pain (Escott et al., 2004) whilst being alert to aspects of care and the
environment that potentially disrupt these (Spiby et al., 2003).
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Box 2.7 Reflective Activity: Being alongside a woman in labour and reading her
experiences

In pairs or small groups:
• Tell a story about a situation you were in where what you thought was going on

for a woman in labour was not how she described her experience after giving birth.
What did you learn from this?

Responses to pain in labour: universal or culturally determined?

Elaine Scarry (1985) suggests that, when people are in extreme pain, the inexpressibility of
pain destroys language, bringing about a reversion to the sounds and cries a person makes
before language is learned, transcending the ‘narrow margin’ (p.5) of variation caused by
cultural conditioning. This notion is in opposition to Kitzinger’s (1991) description of the
language of labour as culturally defined. The examples that Sheila Kitzinger gives, however,
refer to the actual words used when women cry out, rather than the overall tones, the noises
and the way women breathe and move as they manage pain. When women feel confident and
well supported, these noises tend to be rhythmical, low-pitched moaning sounds, different to
the sounds when someone is scared, as this midwife explains:

It’s a panic, it’s a scream and it’s different from the noise they make when they’re
working with their bodies …. You don’t hear that sound when you know women. You
don’t hear it at home births.

(Midwife, Leap, 1996, p.42)

Descriptive studies suggest that there is no difference in self-reported childbirth pain inten-
sity ratings across different cultural groups (Lowe, 2002). It is worth remembering though,
that many studies looking at women’s experiences of pain in labour do not differentiate
between the pain of straightforward labour and the more intense pain associated with
contractions that are stimulated with synthetic oxytocin infusion. Although culturally learned
patterns of expected behaviours may affect the way women having straightforward labours
respond to contractions (Callister et al., 2003), this does not always fit with our experience.
When women are given a free rein to move around and adopt any position they like and
when they are told by someone who they trust that it’s OK to make noise if they want, many
will behave in spontaneous ways that challenge our cultural stereotyping, as seen in this
story about a birth that Nicky attended:
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Box 2.8 Han’s story

Throughout pregnancy we talked to Han (not her real name) about different positions
for giving birth, showed her photographs and explained how upright and all fours posi-
tions open the pelvis and help the baby come down. She just laughed and shook her
head, saying, ‘No, no, women from Vietnam give birth lying on the bed. That’s what I
did last time and that’s what I’ll do again.’

As planned, Han’s husband calls in the night – ‘Come, Han, baby coming.’ We
arrive at their small council flat to find Han fully clothed, arms stretched upwards,
hanging from the doorframe and moaning quietly with contractions. She is obviously
in strong labour and acknowledges our presence with a nod. I start getting the bed
ready. ‘What are you doing?’, my midwifery colleague hisses at me, looking
perplexed. ‘She says women from Vietnam always give birth on the bed’, I whisper and
continue to prepare the bed.

A rustling noise from the doorway alerts us – Han is still hanging onto the doorframe
but her face and noises have changed. Quick as a flash I move to the doorway, where a
baby boy emerges into my hands finding his noisy way through Han’s garments.

Afterwards, with a mixture of sign language and limited English, Han laughs at me
and teases me for thinking that anyone would be so silly as to give birth on a bed!

Box 2.9 Reflective Activity: Women’s responses to pain in labour: cultural
considerations

In pairs or small groups:
• Drawing on the paper by Callister et al. (2003), and your experiences, discuss how

you think women’s responses to contractions in straightforward labour might vary
as a result of cultural socialisation and the nature of the support they receive? What
are the implications for practice in considering this?

Approaches to pain in labour: ‘pain relief ’ and ‘working with
pain’

A small qualitative study aimed at exploring midwifery perspectives on pain in labour (Leap,
1996) offered a new way of exploring approaches to pain in labour. Nicky invited ten
midwives from the United Kingdom, Canada, Australia and the Netherlands to address ques-
tions that were increasingly being heard in maternity care: ‘Why would you not routinely
offer all women pain relief in this day and age?’ and ‘Why on earth would you let women
suffer the barbaric pain of childbirth when we have the ultimate form of pain relief in the
form of epidurals?’ All of the midwives interviewed had experience of attending women
giving birth at home and it was presumed that they would have interesting ideas about how
to answer these questions.

What the midwives described were two paradigms: the ‘pain relief paradigm’ and the
‘working with pain’ paradigm. The word ‘paradigm’ here refers to typical ways of thinking
and being in relation to labour pain. In the interest of using everyday language, we shall talk
about approaches rather than paradigms. The features of the two approaches are summarised
in the following text box.
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Box 2.10 Features of ‘pain relief ’ and ‘working with pain’ approaches

Adapted from A Midwifery Perspective on Pain in Labour (Leap, 1996)

The ‘pain relief ’ approach

We shall explore the two approaches outlined in Box 2.10, starting with the ‘pain relief’
approach. The notion of ‘pain relief’ thrives in most high-income societies in the risk-averse
culture of childbearing (Sanders, 2015). You may be very familiar with a culture that sees
and promotes medication as the immediate answer to common ailments like headaches,
colds and period pain, even when symptoms are relatively mild.

Within healthcare provision, the phrase ‘adequate pain relief’ is rightly seen as an impor-
tant role of doctors and nurses when attending people who are in need of medical or nursing
attention. It is therefore not surprising that the ‘pain relief’ approach to supporting women
in labour is the dominant ethos in most Western maternity units and that some practitioners
are keen to step in and rescue women from pain in labour:

My feeling is, from the stories that I hear, that women are sometimes being offered pain
relief very directly and quite strongly to help practitioners, not to help the woman
herself. A number of women do come back and say, ‘I think actually I could have coped
a little bit longer but I kept being offered pain relief, and eventually I just said, ‘OK I’ll
take it.’

(Obstetrician, Sandall et al., 2010b, unpublished data)
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The ‘pain relief’ approach

Ensuring ‘adequate pain relief’

‘Minimising discomfort’

Making full use of ‘the benefits of modern
technology’: ‘In this day and age, you don’t
have to suffer … you don’t have to be heroic’

The culture of informed choice: offering the
‘pain relief menu’

The practitioner’s own discomfort with pain
and noise motivates the offering of pain relief

‘Women have unrealistic expectations –
primips are ending up feeling guilty and a
sense of failure because of the ‘natural
childbirth lobby’

‘It’s far more work being with a woman who
is agitated and making a noise … especially if
you’re looking after more than one woman in
labour’

The ‘working with pain’ approach

Women can cope with contractions in
uncomplicated labour with appropriate
support

Engaging with uncertainty – associated with
empowerment, a positive start to new
motherhood

‘Normal’ and ‘abnormal’ pain – ‘normal’ pain
is associated with straightforward labour;
‘abnormal’ pain is associated with
malposition/dystocia and is more likely to
lead to the need for ‘pain relief’

Pain with a purpose, positive pain

Pain as a stimulator of endogenous opioids 

Minimising disturbance, creating an
environment in which neuro-hormonal
physiology can flourish

Pain gives clues to labour progress
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We only have to watch reality television shows about childbirth to get an impression of the
prevalent culture of offering ‘pain relief’ described by this midwife:

Some midwives give pethidine because they don’t like the fuss and the noise and the
agitation and the fact the woman won’t settle down. I think that sometimes the midwife
isn’t coping with the pain either. They think the woman’s isn’t and actually they’re not.
Because it’s a lot more work for a midwife to be interacting with somebody. If
someone’s agitated and making a lot of noise and being demanding, then you have to be
with her all of the time, you can’t go and have cups of tea, or whatever.

(Midwife, Leap, 1996, pp.41–42)

In some maternity units the culture of pain relief is so pervasive that it is hard for students
to get experience of providing intensive support for women who want to avoid pharmaco-
logical ‘pain relief’:

I’ve learnt a lot about the sort of variation of how women cope with pain … but I think
if you haven’t seen that it’s very difficult to know what normal might be, and it might
be frightening then.

(Midwife, Leap, 1996, p.43)

It is no surprise that, whilst all maternity care providers recognise the value of support in
labour, overall, obstetricians tend to have a personal preference for pharmacological pain relief
while midwives tend to favour a range of physical support measures (Madden et al., 2013).
Generalisations about any one professional group, though, perpetuate stereotyped ideas about
colleagues’ approaches and warrant caution. For example, you can probably think of midwives
who are very keen to offer pharmacological pain relief and anaesthetists who understand the
value of supporting women in labour without trying to take away pain, as is the case here:

Increasingly, when midwives call me to insert an epidural, I get there and it’s obvious
that, with appropriate support, the woman would soon be pushing her baby out without
needing an epidural. An anaesthetist colleague of mine was reported to the hospital
director for refusing to put in an epidural when a woman was nearly fully dilated. The
woman was happy but the midwife obviously felt her authority was undermined and
said the woman had been denied her choice.

(Anaesthetist, Leap, 2015, unpublished data)

The culture of ‘pain relief ’: global considerations

The culture of ‘pain relief’ dominates maternity care in most high-income countries and is
at its most transparent in research papers reporting on obstetric analgesia in low-income
countries. The ‘Western’ ideal of offering all women epidurals has permeated countries
where this form of pain relief is not an option for most women. In such countries, repeated
medical research concludes that all women should be offered pain relief, particularly epidu-
rals. Often there is no acknowledgement that the widespread use of synthetic oxytocin to
manage labour might contribute to women’s pain by those who advocate that taking away
pain will promote a positive experience of labour for women (Abushaikha and Oweis, 2005;
Lawani et al., 2014). The emphasis is often on increasing access to pharmacological pain
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relief and educating women about the benefits of this, rather than changing systems to
provide better support for women in labour, even when women have identified that this
support is what they want (Rachmawati, 2012).

Managing pain: sharing evidence with women

There are many situations in which it is really important to be able to talk through options
for pain relief and pain management with a woman and her supporters. This means that we
should all have up-to-date knowledge of evidence. A Cochrane systematic review (Jones et
al., 2013) provides a useful overview of other systematic reviews regarding non-pharmaco-
logical interventions (those that aim to help women cope with pain in labour) and
pharmacological interventions (those that aim to relieve the pain of labour).

Box 2.11 Research Briefing: Cochrane systematic review of pain management for
women in labour

Jones, L., Othman, M., Dowswell, T., Alfirevic, Z., Gates, S., Newburn, M., Jordan, S.,
Lavender, T. and Neilson, J. P. (2013). Pain management for women in labour: an overview
of systematic reviews. Cochrane Database of Systematic Reviews 2013, (6). Art. No:
CD009234. doi: 10.1002/14651858.CD009234.pub2.

Key messages
• Women’s experiences of pain during labour vary greatly.
• Factors that influence this include: the ability to adopt different positions in labour

and move around, confidence, fear and anxiety.
• During pregnancy, women should be told about the benefits and potential adverse

effects on themselves and their babies of the different methods of pain control.

In order to be able to discuss options for managing pain and ‘pain relief’ with women, draw-
ing on a wider body of evidence than that afforded by the inclusion criteria of studies for
Cochrane reviews, we recommend that you engage with the lively discussion provided by
Dennis Walsh (2012):

Box 2.12 Recommended Resource: Theory about pain in labour and supportive
strategies

Walsh, D. (2012). Pain and labour. Chapter 7 in Evidence and Skills for Normal Labour and
Birth: A Guide for Midwives, 2nd edn (pp.83–100). London: Routledge.

Denis Walsh provides an overview of theory about pain in labour and discusses the
evidence base for various support strategies under the following headings: psycholog-
ical methods; physical therapies; sensory methods; complementary therapies; spiritual
rituals; and technologies and drugs.
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The offering of the ‘pain relief menu’

In a culture that privileges the notion of ‘informed choice’, midwives often see it as part of
their role to offer ‘the menu’ of pain relief options (Leap and Anderson, 2008). As advocated
by researchers in the Cochrane review that we have profiled (Jones et al., 2013), this
involves a systematic approach to explaining the advantages and disadvantages of each
method ‘on the menu’ with a view to helping a woman to make appropriate choices, usually
in advance of labour. This can be tricky because the conscious or sub-conscious message that
women often receive is that some form of pain relief in labour is usually necessary in
straightforward labour: ‘It is simply a question of choosing the right thing for me.’ This
assumption that most women will need some form of ‘pain relief’ also underpins most
research in the area and can be seen in the language used in the development of decision-
making aids for pain relief in labour (Raynes-Greenow et al. 2007, 2010).

Box 2.13 A typical ‘pain relief menu’ (not a comprehensive list)

• methods you control yourself: changing positions, moving around, making noise,
baths, showers, breathing techniques, relaxation, mindfulness practice,  self-
hypnosis, finding a private space;

• methods with your chosen birth supporter: heat packs, massage, breathing
together, counting, chanting, labour coaching, doula support;

• methods involving complementary therapists: acupuncture, acupressure, reflexol-
ogy, hypnotism, aromatherapy;

• TENS (transcutaneous electrical nerve stimulation) machine;
• Entonox (inhalation of nitrous oxide);
• sterile water injections in your back (for back pain);
• pethidine/morphine (or any equivalent injection of an opiate);
• epidural anaesthesia.

The concern about the offering of the menu when women are in labour is that, when we start
talking about what’s on offer, we may inadvertently suggest to the woman that she is not
managing pain well and that we think she will need ‘something’:

I think midwives feel under pressure to have given women choice to ensure that, if you
like, the boxes have been ticked and so they don’t want people to think that they’re
withholding anything or that they haven’t made it clear that they could have this and
they could have that. But I’m not sure really what that communicates to women about
pain and their ability to cope with it.

(Midwife, Sandall et al., 2010a, p.44)

‘Realistic expectations’

A systematic review of women’s expectations and experiences of pain and pain relief in
labour, poignantly called ‘More in hope than expectation’ (Lally et al., 2008), found that
women consistently underestimated the amount of pain they would have. Women who
wanted a drug-free labour often found that they needed pharmacological ‘pain relief’;
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 similarly, the degree of control and involvement in decision making was less than they had
hoped for. The conclusion of this review was that childbirth educators need to address
women’s ‘unrealistic expectations’ in order to improve their experience of labour. We think
that this avoids the big questions about what these findings mean. The onus is placed on
changing the woman’s expectations rather than changing systems in order to improve the
quality of the relationship with caregivers, as we discussed earlier.

We are left wondering again about the messages women receive when we talk about ‘real-
istic expectations’. A student midwife explored this in relation to women being told that most
women will need ‘pain relief’. She uses metaphor to encourage discussion about significance
and meaning (see Chapter 5):

When they say we’re giving women ‘unrealistic expectations’ about pain in labour and
that most women having first babies will end up with an epidural it makes me think
about this true story. A woman is planning her wedding; she is full of anticipation and
excitement about her big day and someone says, ‘You know, you do need to have
realistic expectations. These days, over half of all marriages end in divorce’!

(Leap, 2012, personal communication)

Box 2.14 Reflective Activity: Discussing evidence about pain management

In pairs or small groups:
• Discuss how you might talk to a pregnant woman about evidence regarding ways

of managing pain in labour without adopting a ‘menu approach’.
• What do you think are ‘realistic expectations’ for someone with an uncomplicated

pregnancy who is having her first baby?
• How does this vary depending on where the woman decides to give birth and how

might you address this?
• Write a script together with fictionalised characters: a short conversation with a

woman and her partner in an antenatal clinic about managing pain (maximum 5
minutes), thinking about every word you use and the potential subliminal
messages you are sending (see Chapter 5). Perform your scenario for the larger
group and give them a short annotated bibliography – a few lines about each of the
resources that informed your script/performance.
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The ‘working with pain’ approach

Box 2.15 Research Briefing: Evidence for working with pain in labour

Leap, N., Dodwell, M. et al. (2010). Working with pain in labour: an overview of evidence. New
Digest 49, January, NCT publications.

This National Childbirth Trust ‘Research Overview’ paper explains the theory of
‘working with pain in labour’ with reference to research evidence, including UK
women’s experiences of labour.

The article is available online as a pdf file if you put the title into your browser or
via the Research Overviews page of the NCT website: www.nct.org.uk/nct-research-
overviews.

The concept of ‘normal’ and ‘abnormal’ pain

The rationale for encouraging women in their attempts to labour without pharmacological
pain relief is underpinned by an understanding of the concept of ‘normal and abnormal pain’,
described here by a midwife in the Netherlands:

I remember the director of the Dutch midwifery school telling me that for a normal birth
there is always normal pain. And it’s the art of the midwife to discriminate whether this
is normal or abnormal pain. If it’s abnormal pain … there is something really
pathological going on …. I was taught in midwifery school that once a woman starts to
scream and yell, you the midwife should be happy.

(Midwife, Leap, 1996, pp.43–44)

Experienced midwives see the offering of ‘pain relief’ as appropriate when there is ‘abnor-
mal pain’, as explained here by a Canadian midwife:

During my experience in West Africa and rural India I learnt the difference between
normal and abnormal pain …. Once I felt that I understood this difference, I began to
think it was important, sometimes a critical part of appropriate treatment of abnormal
labours, to provide generous chemical pain relief, and that chemical pain relief wasn’t
necessary for normal labour.

(Midwife, Leap, 1996, p.44)

The concept of ‘normal pain’ is linked to the idea that women’s bodies produce their own,
endogenous pain-coping mechanisms (Sanders, 2015). You can study the biological ration-
ale for this in Sarah Buckley’s (2015) synthesis of evidence related to the hormonal
physiology of childbearing. Experienced midwives say they have ‘always known there was
something’, like this midwife who worked as a community midwife in Battersea, London in
the 1930s and 1940s:

I think myself that the system has a certain amount of sedative in itself that it releases
…. I’m sure it has, because I’ve seen people that just looked as if they were half sozzled
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– and they didn’t have anything! Just looked like someone ‘gone’ – and they hadn’t had
any dope. I think the body does release something into the system. If it’s not interfered
with by giving dope, it will work. But I think when you interfere, it won’t work then.

(Leap and Hunter, 2013, p.165)

Why support for managing pain matters

It does a lot for women because it’s such a huge thing to go through. Women feel proud
of themselves because they’ve done something very big; there’s the satisfaction that
they’ve done something their body’s made to do, like running a marathon, a sense of
achievement.

(Midwife, Leap, 1996, p.54)

For women who would like to give birth without interventions, there are far-reaching conse-
quences when they receive support to manage labour without drugs (Sanders, 2015).
Culturally diverse women repeatedly relate a sense of achievement and feelings of pride in
their ability to cope with the extreme pain of labour, giving rise to positive consequences
associated with coping, self-sufficiency, self-esteem and self-efficacy (Callister et al., 2003).
The following quote from a young woman is a typical example of the extreme emotions
associated with labour pain and triumph:

I was requesting for caesarean, I was requesting for everything! … As soon as he was
born the pain stopped, immediately. I felt strong. I felt like, I’ve done it! I felt great
about myself that I didn’t have to go through all that unnecessary drugs.

(Mother, Sandall et al., 2010b, unpublished data)

For all birth attendants, seeing pain in uncomplicated labour as ‘normal’ helps us deal with
our own discomfort and turn to supportive strategies rather than calling for the anaesthetist
to come and insert an epidural. Talking to women afterwards helps us build confidence in
these skills:

What gives me confidence is hearing how they feel about it afterwards, because if
afterwards they said, ‘Listen you b——, I wanted an epidural and you refused to give it
to me’, and they meant it, then I hope I’d change my approach …. Women have told me
afterwards that my overview was correct. They were grateful for that and said things
like, ‘I didn’t really mean it. It was an expression of my pain. I’m glad that the
relationship we had meant that you could interpret what I was saying’.

(Midwife, Leap, 1996, p.56)

Box 2.16 Reflective Activity: Explaining the rationale for ‘working with pain’

In pairs or small groups:
• Discuss how you might you respond if a colleague says to you, ‘In this day and

age, no woman should have to suffer the barbaric pain of childbirth’?
• Write a paragraph identifying your response and read this out to the larger group

in order to promote further discussion.
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‘I can’t believe how strong I am!’

As birth attendants we can build our confidence in supporting women through pain if we
understand the profound consequences this can have for each individual woman in terms of
how she feels about herself, her body and her capabilities (Thompson, 2004; Lundgren and
Karlsdottir, 2009). The strength she feels about how she faced the challenges and uncertain-
ties of labour can set her up well for the ongoing challenges and uncertainties of motherhood.

To illustrate this, we finish this chapter with a story from a woman whom we shall call
Cora, who tells of her two experiences of pain in labour. The first was when she was very
young and had no midwifery continuity of care. Subsequently she was booked with
midwives who she knew and trusted, and was surrounded by a group of people who under-
stood the importance of positive encouragement.

Postscript: Cora’s story

Cora’s story: ‘I know I said I didn’t want an epidural, but now I really do’

With my first baby I was a young mum anyway and I think they looked upon that as: ‘Young
mum, first baby, pop an epidural in.’ And that’s more or less what happened.

Every time they came in to check on me – ‘Would you like an epidural? … Is the pain that
bad yet?’ And I remember thinking, ‘No, I’m all right for the moment’ and then they said, ‘Well
as soon as your pain comes press the buzzer and we can come back and sort that out for you.’

And of course I had that set in my mind already, and when that pain came I thought, ‘Oh,
I remember what the midwife said. Right. OK. Well I’ll press the buzzer.’ Got the epidural
and you know, ended up with the ventouse delivery, which still … I still regret now, but that’s
gone …

However, with my second baby I was with the Albany midwives and I actually prepped
the midwives, and said, ‘Whatever you do, don’t give me an epidural.’ So I prepped my part-
ner, I prepped my sister, I prepped my mum, I prepped my midwives: ‘Do not give me the
epidural. I might swear at you. I might shout at you. I might, you know, try and get my dress-
ing gown on and go and get it myself, but don’t let me get it.’

So anyway in labour I was approaching second stage – transition actually – and I was
going, ‘GET ME THAT EFFING EPIDURAL!’ really quite loudly, over and over again. And
I turned to my sister and I went, ‘Don’t you ever do this ever again yourself’, and I was going
to my mum, ‘Please, Mum, get me that epidural, you know I really want an epidural.’

And I turned to my midwife and I looked at her and I said, ‘I’m not joking now, I really,
really want that epidural, please get me that epidural.’ Going from shouting at them, then
going to being really serious and saying, ‘I’m not joking, I’m being really serious, I know
we had this discussion …’. Trying every tactic.

And everybody was so supportive saying, you know, ‘I don’t think you need that epidural,
you’re doing really well, you just need to have your baby, your baby’s coming soon.’
Everyone was really supportive.

And after I birthed my baby I just lay on the bed and I said to the midwife, ‘I’m so glad you
didn’t give it to me because I can’t believe that I did that, I can’t believe how strong I am.’
Because I’ve got no pain threshold, and I remember saying in my antenatal visits, ‘I’ve got no
pain threshold, I don’t know if I’m going to do it, I don’t want an epidural, but you know …’.

And after I’d done it I was just so proud of myself, really, to this day I think, ‘Yay, I did
it without an epidural! That’s how it’s meant to be’ (Sandall et al., 2010b, unpublished data).
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Chapter 3

Addressing fear and anxiety about
labour and birth

Introduction

You’re so vulnerable and so suggestible, and so afraid really, even though it’s all good
and you’re feeling strong and womanly, you’re afraid. If it’s your first baby it’s a new
experience and you need someone to believe in you, and that’s what I felt; I felt that she
really believed in me when I didn’t believe in myself and that was wonderful, that really
stands out for me.

(Mother, Sandall et al., 2010b, unpublished data)

The way a woman approaches birth is always laced with the challenge of uncertainty, all the
‘what ifs’: ‘Will my baby be alright?’ … ‘Will either of us be harmed by the process?’ … ‘Will I
be able to cope with pain in labour? … ‘What if I lose control and embarrass myself?’ … ‘Will
my partner be able to cope?’ Supporting women as they face these and other big issues requires
sensitivity and skill on the part of all who provide care and support for them (Haines et al., 2012).

It seems that, in high-income countries, women are increasingly fearful of giving birth
and losing control; this means that they are more likely to accept or seek out medical inter-
ventions in labour, in particular the use of epidurals (Green and Baston, 2003, 2007; Green
et al., 2003; Greer et al., 2014). Women who have extreme anxiety, a fear of losing control,
low self-esteem and unhappy experiences of pregnancy or previous births are more likely to
experience the following situations:

• pre-eclampsia (Kurki et al., 2000);
• fatigue and sleeplessness (Hall et al., 2009);
• more pain and anxiety in labour (Alehagen et al., 2001);
• an increase in interventions during labour, including epidural use and emergency and

elective caesarean sections (Laurson et al., 2009);
• an unhappy experience of labour (Haines et al., 2012; Karlström et al., 2011;

Waldenstrom et al., 2006);
• postnatal depression and difficulties with mother-baby attachment (Alipour et al., 2012;

Nielsen Forman et al., 2000);
• the long-term risks associated with post-traumatic stress disorder (Creedy et al., 2000;

Söderquist et al., 2009; Zar et al., 2001).

It is therefore really important that we attempt to understand individual women’s fears and
focus on supportive strategies that can reduce anxiety during pregnancy. That is the focus of
this chapter.
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Understanding, recognising and addressing our own fears

We cannot hope to begin to deal with women’s fear of childbirth unless we are willing
to examine our own, and recognise how we can and do contribute to women’s fear.

(Dahlen, 2010, p.158)

If we are to support pregnant women to have positive experiences of childbirth and address
their fears and anxiety, a good place to start is to look at our own fears about birth:

Box 3.1 Research Briefing: Exploring the roles of trust and fear for practitioners

Dahlen, H. (2010). Undone by fear? Deluded by trust? Commentary. Midwifery, 26, 156–162.
doi: doi:10.1016/j.midw.2009.11.008.

Hannah Dahlen explores the roles of fear and trust for practitioners and how these
relate to safe practice and the facilitation of normal birth. She argues that, whilst both
fear and trust are protective for our survival, getting the balance right means reducing
manufactured fear and building responsive trust. Identifying our fears and talking
about them with trusted colleagues, helps us shed those fears and not let them get in
the way of our ability to trust women’s abilities to give birth.

Box 3.2 Reflective Activity: Exploring our own fears

Individual activity:
• After reading the article by Hannah Dahlen (2010) highlighted above, identify

your greatest fears and discuss them with a trusted colleague.
• How might these fears affect how you engage with women who are pregnant and

giving birth?
• What might help you to address these fears?
• Discuss any situations you have experienced or read about where ‘trusting the

process’ of labour and birth was misplaced.

Understanding, recognising and addressing women’s fears

Box 3.3 Research Briefing: Fear of childbirth – a review

Otley, H. (2011). Fear of childbirth: Understanding the causes, impact and treatment. British
Journal of Midwifery, 19(4), 215–220.

There is a wealth of literature that explores what is seen as an increasing trend in
women’s fear of childbirth. Henrietta Otley provides a useful review of this literature
and discusses the implications for practice. She explores the causes of fear of childbirth
– biological, psychological, social, cultural and secondary to a previous childbirth
experience – and the effects for women before, during and after birth. The potential for
midwives to facilitate situations in which women can address their fears, including, in
some cases, referral for counselling and further support, are identified, drawing on
evaluations of successful interventions.

42 Addressing fear and anxiety about birth
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It is understandable that most pregnant women are worried about the unknown challenges
that labour might present; indeed it can be seen as a rational response in the face of uncer-
tainty (Bewley and Cockburn, 2002; O’Connell et al., 2015). For individual women though,
the focus of their fears varies, the most common reasons being:

• pain in labour;
• worries related to being in the hands of health professionals;
• not understanding what might happen;
• fear the baby might be hurt or injured;
• fear of injury to themselves;
• fear of dying;
• anxiety about being alone or trapped;
• pre-existing fear: of hospitals, needles, being exposed/naked;
• anxiety sensitivity (AS) – fear of sensations caused by anxiety: heart racing, dizzi-

ness, breathlessness, nausea, feeling faint – and avoidance of situations that cause
these;

• worries about being embarrassed, coping in front of others, being seen as silly, stupid,
out of control (NCT, 2015).

Women having their first babies are more likely to be scared of labour and birth, but serious
fears are more prevalent in women who have already given birth and who have had a child-
birth experience that they found traumatic. This is often due to a complicated labour;
however, some women who have had what we might call a straightforward labour have
memories of their experience being really traumatic, particularly if they felt that pain relief
was inadequate or withheld from them or where there were negative interactions with care-
givers (Nilsson and Lundgren, 2009). The stories on the website of the UK Birth Trauma
Association are a sobering reminder of the devastating ways in which women’s experiences
of labour are affected by poor support from unsympathetic caregivers who do not listen to
them: www.birthtraumaassociation.org.uk.

Tokophobia – women who have extreme fear of childbirth

Variations in defining and researching childbirth fear make it hard to draw comparisons
between countries (Johnson and Slade, 2002), but in the UK, Switzerland and Scandinavian
countries it is estimated that approximately 20 per cent of women are fearful of childbirth,
with 6–10 per cent having intense fear that is disabling (Geissbeuhler and Eberhard, 2002;
Johnson and Slade, 2002; Kjærgaard et al., 2008). Much higher rates of childbirth fear have
been reported in the USA (Lowe, 2000); Canada (Hall et al., 2009); and Australia (Toohill,
Fenwick, Gamble and Creedy, 2014). It is estimated that, in Western countries, a further 13
per cent of women may be so fearful of childbirth that they postpone or avoid pregnancy
(Hofberg and Brockington, 2000).

‘Tokophobia’, sometimes spelt ‘tocophobia’ (from the Greek: ‘tokos’ – childbirth and
‘phobos’ – fear) is the term used to describe situations where a woman’s fears are exagger-
ated to the point where she has an extreme anxiety disorder and what is seen as an ‘irrational’
terror of going through labour and giving birth (Hofberg and Brockington, 2000; O’Connell
et al., 2015). Women with extreme fear often describe panic attacks, insomnia and night-
mares (O’Connell et al., 2015). Feelings of loneliness, impending danger and being trapped
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can compound doubts about their abilities to cope with labour and motherhood (Nilsson and
Lundgren, 2009).

Tokophobia is classified as ‘primary’ when the woman is having her first baby and
‘secondary’ when it is related to a previous experience of giving birth that the woman has
found traumatic. Hofberg and Ward (2003) suggest that a third classification is also useful:
‘secondary to depressive illness in pregnancy’. Personal characteristics, such as previous
psychological trauma, general anxiety, low self-esteem, depression, poor support, social
isolation and dissatisfaction with their partner can all contribute to women suffering extreme
fear (Saisto and Halmesmäki, 2003).

Understanding, recognising and addressing men’s fears

Childbirth fear is not uncommon in male partners of pregnant women; for example, a
Swedish study found that 13 per ecnt of men surveyed had an extreme fear of childbirth. The
more dissatisfied the partner was with his life situation, the more anxious was the woman;
this was compounded where there was poor support from the male partner within the rela-
tionship (Saisto et al., 2001).

In a study carried out in Northern Ireland, the most common fears for men were that their
partner’s mental health would suffer as a result of a traumatic birth; that they would be
unable to provide adequate support during labour; and that their partner or baby would be
injured as a result of the birth (Greer et al., 2014). Even though both men and women
expressed a desire to have a normal birth, men saw vaginal birth as very risky; medical inter-
ventions, such as early induction of labour, electronic fetal monitoring, epidural and planned
caesarean section, were seen as resources to address this risk and help ensure a safe birth.

Fear of birth undoubtedly contributes to expectant fathers wanting their partners to have
an epidural, particularly once they see them in pain in labour (Orbach-Zinger et al., 2008).
Indeed, a study in Italy suggested that epidurals reduce paternal anxiety and stress in labour
and increase paternal involvement and satisfaction with their experiences of childbirth
(Capogna, Camorcia and Stirparo, 2007). Bearing that in mind, the following activity
 challenges us to take a hard look at the potential effects of partner fear on women in labour.

Box 3.4 Reflective Activity: Paternal anxiety in labour – what might be the
consequences?

For many years, Michel Odent has been raising controversial questions about whether the
presence of a father who is fearful might hinder the progress of a woman’s labour and be
detrimental to their relationship: www.midwiferytoday.com/articles/fatherpart.asp.

In pairs or small groups:
• Discuss what you think about the issues that Michel raises.
• Are there situations where you might discuss these issues with a woman and her

partner?
• Do you think the issues are the same where the parents are in a lesbian relationship?
• What might you do to encourage partners to think about the supportive role they

can play – one that doesn’t necessarily go straight to an epidural as a solution
(unless this is what their partner wants)?

44 Addressing fear and anxiety about birth
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The social context of fear and anxiety around birth

In the Northern Ireland study mentioned above (Greer et al., 2014), the researchers
concluded that midwives need to be more proactive in offering credible alternatives to
medical interventions if we are to reduce fears and promote normal birth. We suggest that it
is not that simple: before we can begin to offer such alternatives, we have to consider how
cultural norms around fear of birth impact on all of us in our efforts to embrace physiologi-
cal birth. The following articles provide a rich resource for discussing these issues.

Box 3.5 Research Briefing: The social context of fear and anxiety around birth

Fisher, C., Hauck, Y. and Fenwick, J. (2006). How social context impacts on women’s fears of
childbirth: A Western Australian example. Social Science & Medicine, 63, 64–75.

This research involved in-depth interviews with 22 Australian women, identified as being
fearful of birth. The researchers argue that fear of childbirth has social as well as personal
dimensions, particularly within the context of the medicalisation of childbirth and preva-
lence of ‘horror stories’ and previous birth experiences viewed as ‘horrific’. Two main
factors mediated against childbirth fear: positive relationships formed with midwives and
the support that women received from their informal networks. Working with these
factors in mind enables positive interventions to help pregnant women who are fearful.

Reiger, K. and Dempsey, R. (2006). Performing birth in a culture of fear: an embodied crisis of
late modernity. Health Sociology Review, 15(4), 364–373.

This paper discusses the steady decline in cultural and personal confidence in women’s
birthing capacity in Western societies. The role of technology, consumerism and the
cultural preoccupation with celebrities and choice can be seen to have contributed to a
situation where physiological birth is seen as difficult to achieve. The authors draw on
biology, psychology, social theory and other forms of creative and peak physical effort
in proposing a theoretical framework that addresses the crucial role of support for preg-
nant women, during pregnancy, labour and birth, particularly where there is a ‘crisis of
confidence’ (p.369).

Childbirth through the lens of reality TV

Television probably plays a big part in shaping the perception of giving birth as you
usually see the woman kicking, screaming, swearing and threatening to kill the husband
…. Hopefully that’s not the case in real life.

(Young woman, D’Cruz and Lee, 2014, p.205)

We cannot consider the social context of birth without looking at the messages about birth
portrayed in the media, particularly in reality TV shows (Sanders, 2015). As shown in an
Australian study of young childless women’s attitudes to birth, sensationalist and inaccurate
media descriptions of birth are highly influential and potentially contribute to fear of giving
birth in the next generation of maternity service users (D’Cruz and Lee, 2014).
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Canadian researchers Kathrin Stoll and Wendy Hall (2013a, 2013b) performed an online
survey with over 2,600 university students of mixed ethnicity. With an average age of 22, the
students were all women who had not given birth and who identified that they would like to
have children at some stage. A summary of the analysis of open-ended questions is presented
in Box 3.6. The authors cite the work of Morris and McInery (2010) in highlighting the nega-
tive effect of reality TV shows and conclude that age-appropriate education in primary and
secondary schools should be provided as an alternative to mass-mediated information about
birth. [We recommend you visit the ‘Core of Life’ website to view an excellent Australian
example of education about birth aimed at 12–17 year old young people:
www.coreoflife.org.au, accessed March 2016.] 

Box 3.6 Research Briefing: Young women, childbirth fear and the media

Stoll, K. and Hall W. A. (2013b). Attitudes and preferences of young women with low and high
fear of childbirth. Qualitative Health Research, 23(11): 1495–1505.

Stoll, K. and Hall, W. (2013a). Vicarious birth experiences and childbirth fear: Does it matter
how young Canadian women learn about birth? The Journal of Perinatal Education, 22(4),
226–233.

• Students based their attitudes about birth on culturally circulated stories and
images as well as their vicarious experiences of being involved in births.

• Overall, 13.6 per cent of the women exhibited high levels of fear.
• Students with high fear of birth described childbirth as a frightening and painful

ordeal and viewed obstetric interventions as a means to make labour and birth
more manageable.

• Young women whose attitudes towards pregnancy and birth were shaped by the
media were 1.5 times more likely to report childbirth fear.

• Three factors that decreased fear of birth were confidence in knowledge of preg-
nancy and birth, having witnessed a birth and having friends as a source of
information.

• Seven per cent had witnessed a birth: on television, in a supportive role with
friends or family members or in a professional role. Regardless of the complexity
of the birth that they had seen, these women had significantly lower fear scores
than women who had not witnessed a birth, especially if the birth had taken place
at home.

These findings are congruent with Bandura’s (1977) assertion that vicarious experi-
ences can reduce fear.

The studies by Stoll and Hall (2013a, 2013b) and an analysis of reality TV programmes in
the USA by Theresa Morris and Katherine McInerney (2010) provide us with food for
thought about the messages that women are getting about birth. Conversations with pregnant
women about what they’ve seen recently on television are often useful for opening up
discussions about fear and anxiety. We think that it is therefore important that all birth atten-
dants watch these shows so that they know about the messages women are getting and can
provide alternative sources of information where appropriate. (Sorry about that folks!).
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Box 3.7 Reflective Activity: Conversations about reality TV shows and
representations of birth

In pairs:
• Practise conversations about a recently watched reality TV programme with one of

you role playing being an anxious pregnant woman.
• Make a list of online resources and films that you might advise women to watch

and which have positive messages about birth, with notes about each.
• Circulate this list to other participants and compile a shared resource to share with

others.

When women request planned caesarean section

Women who are extremely fearful of giving birth are likely to ask for an elective caesarean
section in the absence of medical indications (Penna and Arulkumaran, 2003; Waldenstrom
et al., 2006). The most common reason is a previous traumatic experience of childbirth
(Saisto and Halmesmäki, 2003). The response of obstetricians to these requests will vary
depending on the context. Women in the UK and Nordic countries who request a planned
caesarean are likely to be referred to an interdisciplinary team or individual with expertise in
counselling (Bewley and Cockburn, 2002; Waldenstrom et al., 2006). In contrast, in
Australia, there are reports of obstetricians encouraging women’s decisions as a ‘safe’ and
‘responsible’ choice, without question (Fenwick et al., 2010).

The NICE Guidelines on Caesarean Section (2011) set out recommendations for how to
respond when a woman requests a caesarean section, including evidence identifying the
increased risks of caesarean section compared to vaginal birth when there are no medical
indications. The articles profiled in the following text boxes provide us with much thought-
provoking material in our discussions about planned caesarean section where there is no
medical indication.

Box 3.8 Research Briefing: Caesarean upon maternal request

D’Souza, R. and Arulkumaran, S. (2013). To ‘C’ or not to ‘C’? Caesarean delivery upon mater-
nal request: a review of facts, figures and guidelines. Journal of Perinatal Medicine, 41,
5–15.

Posing the notion that ‘caesarean is the unavoidable consequence of institutionalised
birth’ (p.5), the authors, both obstetricians, explore socio-cultural perspectives and
changing attitudes of both women and practitioners to the increasing rise of ‘caesarean
delivery on maternal request’ (CDMR). In exploring whether this trend is justifiable,
they present a wealth of evidence about risk and safety in relation to emergency and
elective caesarean and planned vaginal birth, including potential ‘reproductive conse-
quences’ for each. Medical, ethical and financial dilemmas are discussed.
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Box 3.9 Research Briefing: Debates about caesarean section, biology and
epigenetics

Dahlen, H. G., Downe, S., Kennedy, H. P. and Foureur, M. (2014). Is society being reshaped on
a microbiological and epigenetic level by the way women give birth? Midwifery, 1149–1151.

This paper provides a useful background briefing to the documentary film, Microbirth:
www.oneworldbirth.net/microbirth.

Emerging debates are explored concerning the role of epigenetics in gene expres-
sion and the protective role of microbes that colonise a newborn baby’s gastrointestinal
tract following vaginal birth, skin-to-skin contact and early breastfeeding. The way in
which common childbirth interventions – caesarean, induction, augmentation, antibi-
otics – may inhibit protective processes and pose long-term health risks is causing
increasing concern.

Box 3.10 Reflective Activity: ‘The things that count cannot be counted’ –
microbiology, epigenetics and birth

There is some debate amongst quotation scholars about whether it was Einstein or
someone else who first said this. Leaving the origins of the quotation to one side:

In pairs or small groups:
• Discuss this phrase and what it means to you after reading the articles by D’Souza

and Arulkumarum (2013) and Dahlen et al. (2014).

This activity will be enhanced if you also watch the documentary film, Microbirth,
before your discussions.

Professional attitudes to planned caesarean section

In the late 1990s, 282 obstetricians working in London NHS maternity units responded to an
anonymous postal survey, which included a question asking what sort of birth they would
prefer if they or their partners were pregnant for the first time with an uncomplicated, single-
ton pregnancy (Al-Mufti et al., 1997). Overall, 17 per cent chose an elective caesarean (31
per cent of female obstetricians compared with 8 per cent of male obstetricians).

The main reason for choosing caesarean (identified by 88 per cent of the respondents) was
fear of perineal damage from vaginal birth with associated perceived long-term sequalae:
stress incontinence, anal sphincter damage, impaired sexual function. Fear of damage to the
baby was cited by 39 per cent and the desire to choose the time of birth by 27 per cent.

In response to the controversy that was provoked by the reporting of this survey, two
obstetricians in the north of England surveyed female midwives and asked them the same
question (Dickson and Willett, 1999). Almost all (129 of 135 midwives) said they would
prefer to have a vaginal birth in the absence of complications.

This survey was undertaken in an era where planned caesarean in the absence of medical
indication was not part of maternity service culture in NHS Britain. In response to a similar
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survey in the USA, where elective caesarean section was already much more common, 56.5
per cent of male obstetricians and 32.6 per cent of female obstetricians said they would
prefer to have a caesarean section (Gabbe and Holzman, 2001).

Box 3.11 Reflective Activity: Professional attitudes to planned caesarean or vaginal
birth

In the years since the surveys were carried out identifying obstetricians’ and midwives’
preferences for vaginal or caesarean birth, caesarean rates have increased considerably
in high-income countries, including those for planned caesarean in the absence of
medical indications. We also know that women are increasingly fearful of birth.

In pairs or small groups:
• Do you think that maternity care providers are more fearful than they were in the

1990s?
• Conduct a straw poll with colleagues from different disciplines asking them what

sort of birth they would prefer if they or their partners were pregnant for the first
time with an uncomplicated, singleton pregnancy.

• Discuss the implications of what you learn.

Engaging with pregnant women who are fearful of childbirth

Our interactions with women who are fearful of labour require sensitivity. Good listening
skills optimise the possibility of our perception and intuition helping us in the delicate task
of identifying the sort of support that an individual woman might need (Hildingsson and
Häggström, 1999). Knowing which women are most at risk of being fearful can be helpful:
women who are young or have a low educational background, poor support and unhappy
relationships are more vulnerable to debilitating fear (Laurson et al., 2009; Ryding et al.,
2003; Waldenstrom et al., 2006). Particularly in community settings, and where there is the
opportunity for trusting relationships to evolve through continuity of care, the midwife can
link a woman to services and support networks, whilst keeping an overview of her journey
through maternity care and new motherhood (Leap, 2010).

Sometimes it takes many sessions before a woman feels able to disclose or explore the
source of her fears; during this time a clue might be that she presents regularly with
complaints, such as abdominal pain, that are symptoms of her anxiety (Saisto and
Halmesmäki, 2003). Extra time often needs to be set aside to explore the duration and inten-
sity of her anxiety, the meanings fear has for her and how this impacts on her life and
relationships (Melender, 2002).

Interest from health care professionals and an understanding midwife were described as
crucial elements of support for women who had an intense fear of childbirth in a Swedish
study (Eriksson, Jansson and Hamberg, 2006). We recommend that you read this article as it
helps us understand the difficulties that many pregnant women experience during antenatal
consultations with their caregivers:
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Box 3.12 Research Briefing: Women’s experiences of intense fear of childbirth and
interactions with caregivers

Eriksson, C., Jansson, L. and Hamberg, K. (2006). Women’s experiences of intense fear related
to childbirth investigated in a Swedish qualitative study. Midwifery, 22, 240–248.

Twenty women with intense fear of childbirth described three approaches for dealing
with their fear: ‘evading’, ‘processing’ and ‘seeking help’. These could be used in
parallel or were exchangeable, depending on which approach seemed to be most effec-
tive at the time. All women talked about how difficult it was to disclose or talk about
their fears, and circumstances that hindered this process were identified. The authors
of this paper suggest that professionals who provide antenatal care need further train-
ing in how to communicate and support women with intense fear of childbirth.

Box 3.13 Reflective Activity: Picking up on the cues when women are fearful

In the article by Eriksson and colleagues (2006), profiled in Box 3.12, women identi-
fied the importance of the midwife picking up on cues without them having to express
their fear explicitly: ‘I don’t think I was very clear, I tried a bit cautiously to see if she’d
pick up on it (p.246)’.

In pairs or in small groups:
• Discuss what sort of cues you think you might pick up on when engaging with a

pregnant woman who is not open about her fears.
• How might you respond when you realise that a woman is anxious or fearful of

labour?
• Write a ‘script’ that illustrates this sort of interaction and practise role playing a

similar scenario.

Supportive strategies for women who fear childbirth

Maternity care providers are, paradoxically, both a major cause of childbirth fear and the
most promising mediating factors. Many women are anxious about who will attend them
during labour, particularly if they have unhappy memories of the care they received during
a previous birth. Changing systems of care so that women can have a known midwife with
them during labour, someone with whom they have built a trusting relationship, has been
held up as the ideal for decades (Homer et al., 2008) and was a major feature of the English
National Maternity Services Review, released in 2016. In the absence of midwifery continu-
ity of care, many women are turning to doulas or other birth workers who will help them
work through their fears during pregnancy and guarantee to be with them in labour.

A range of interventions can help fearful pregnant women develop or regain trust in their
abilities and increase their knowledge and confidence about positive possibilities. This has
been shown in countries where specialist services offer psychological assessment, coun-
selling and planning and support for labour and birth. We have summarised some examples
of such initiatives in the following research briefing.
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Box 3.14 Research Briefing: A section of studies identifying interventions for
pregnant women with extreme fear

Study Intervention Outcomes

Addressing fear and anxiety about birth 51

Sweden
(Sydsjö et al., 2014). Obstetric
outcomes for nulliparous women
who received routine
individualized treatment for severe
fear of childbirth – a retrospective
case control study. BMC
Pregnancy and Childbirth, 14,
126. 

Women’s first babies: 
‘Psycho-education’ counseling
with midwife, obstetrician and/or
psychologist educated in
cognitive behavioural therapy
(CBT) (average 3 sessions)
Visit to labour ward: exposure to
fear
Individualised birth plan 

Small increase in
elective CS in group
who had intervention,
but in both groups:
most women gave
birth vaginally

Finland
Rouhe et al. (2013). Obstetric
outcome after intervention for
severe fear of childbirth in
nulliparous women – randomised
trial. British Journal of Obstetrics
and Gynaecology, 120, 75–84. 

Psycho-education group therapy
led by consistent psychologist –
six women per group, six, 2-hr
sessions from 26 weeks, 1 session
6–8 weeks after birth 
Structured topics plus 30-min
guided relaxation, imagining birth
Partners in one session 

Women who had
group therapy: more
vaginal births, fewer
CSs and more ‘very
positive’ experiences

Switzerland
Geissbeuhler and Eberhard,
(2002). Fear of childbirth during
pregnancy: A study of 8,000
pregnant women. Journal of
Psychosomatic Obstetrics &
Gynecology, 23, 229–235. 

‘Trust-building’ clinic 
Counseling from midwife
A broad spectrum of pain
medication in labour offered
Continuity of care
Regular FH monitoring and
ultrasound scans for reassurance

Service set up in
response to this study

Norway
Nerum et al. (2006). Maternal
request for cesarean section due to
fear of birth: Can it be changed
through crisis oriented counseling?
Birth, 33(3), 221–228. 

Crisis counselling: relationship
building; identifying fears,
memories of previous traumatic
or anxiety-laden experiences 
Helping women to see solutions
other than planned CS, planning
for birth

86 per cent of women
changed their request
for CS 
Long-term
satisfaction with their
decision

Australia
Toohill, Fenwick, Gamble, Creedy
et al. (2014). A randomized
controlled trial of a psycho-
education intervention by
midwives in reducing childbirth
fear in pregnant women. Birth,
41(4), 384–394. 

All women received a decision-
aid booklet on childbirth choices
Telephone counseling offered at
24 and 34 weeks of pregnancy by
trained midwives to intervention
group 

Reduced high
childbirth fear levels
Increased childbirth
confidence

Australia
Gamble et al. (2005).
Effectiveness of a counseling
intervention after a traumatic
childbirth: a randomized
controlled trial. Birth, 32(1), 11–
19.

Midwife-led counseling for
women at risk of developing
psychological trauma, face-to-
face within 72 hours of birth,
telephone 4–6 weeks postpartum

Reduced depression,
stress, self-blame,
trauma 
Confidence for future
pregnancy
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Talking about contractions – ‘The Midwifery Wave’

We finish this chapter by highlighting the most common way that midwives and birth work-
ers are able to help anxious women who have not had a labour feel more confident. It’s as
simple as explaining the rhythmic patterns of contractions. Nicky calls this ‘The Midwifery
Wave’ because all over the world, in whatever language midwives are using, they do the
same things with their hands – forming a wave pattern with an emphatic gesture denoting the
rests in between, as they say:

• It starts slowly.
• It builds to a peak.
• It starts to die down.
• It lasts about a minute.
• And then there’s a REST.

You can see Nicky and midwives doing ‘The Midwifery Wave’ at a conference in Australia
in a YouTube video clip: www.youtube.com/watch?v=nDugTYrpl0g.

Box 3.15 Reflective Activity: Practising ‘The Midwifery Wave’

Practising ‘The Midwifery Wave’ with students and colleagues opens up useful discus-
sions about the potential messages that it gives and how it might be received.

In pairs or groups:
• With colleagues, practise doing The Midwifery Wave out loud with the hand

movements showing the wave and rest patterns. Discuss what you think women
hear and see when you do this. Why do you think it might be useful in changing
women’s perceptions of how they will manage labour?

The following text box contains examples of phrases that midwives and obstetricians iden-
tified that they would use when talking to a woman who would like to have a normal birth
without interventions, but is scared about how she will cope with labour (Sandall et al.,
2010a). It may be useful to practise saying them out loud, particularly if you are doing the
activity that we have placed in the postscript to this chapter.

Box 3.16 Encouraging words when talking to a pregnant woman about labour

‘Contractions build to a peak and then tail off, lasting about a minute and there are rests
in between – it’s not a constant pain.’
‘Every contraction’s really important and doing good work – each one brings you a
little closer to having your baby.’
‘You can focus on one contraction at a time, staying in the present.’
‘There are lots of things you can do to bring your baby to you: moving around, getting
into good positions, kneeling, sitting on the toilet, squatting, rocking.’
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‘You’ll have strong contractions for less than a day in your whole life – your body is
going to keep you going through that.’
‘Your body’s got all these hormones designed to help you in labour and it’s going to
keep you going right until the end, no matter how tired you feel, how exhausted you
feel, you’ll just keep going, because you’re designed to do that – and then you’re going
to have your baby.’
‘Labour pain is a really different kind of pain because it’s a special pain, it’s not like a
pain where you break your arm or you break your leg, it’s a pain that’s bringing your
baby, it’s a really wonderful thing that you’re doing and every pain that you have
brings you just a little bit closer to having your baby.’
‘Your body works on a build-up effect, so it starts off fairly mild, kind of spaced out,
and then gradually it will get closer together and stronger, so that your body’s got time
to get used to it, to cope with it, and your body’s got time to release its own endorphins,
its natural painkillers, to help you through the process; your body’s working with you
to help you have your baby, not against you. And it’s that thing about trusting your
body to do that.’
‘Your contractions are going to get stronger and more powerful, but you’re going to get
much better at dealing with them, you’re going to find it much easier, and you’ll go
with it and it will be something that you’ll be able to do.’
‘I’m going to tell you all these things today and it’s really important that you go home
and relay all that to your partner, so that he or she understands what’s happening as
well.’
‘Good support is better than any epidural. Good support, and then that feeling after-
wards of achievement.’

In the next chapter, we shall be looking at some structured approaches to what is commonly
described as ‘childbirth education’. We will explore ways of engaging with women during
pregnancy that may help them develop a sense of control and agency in how they approach
birth and put in place appropriate support structures.

Postscript: Scenario-based workstation (OSCE*) – addressing a
pregnant woman’s anxiety

This scenario-based OSCE was developed as a six-week follow-up activity to an interdisci-
plinary workshop for NHS maternity staff in the UK: ‘Supporting women to have a normal
birth: development and field testing of a learning package for maternity staff’ (Leap et al.,
2008; Sandall et al., 2010a). It can be adapted for a range of scenarios involving interaction
between pregnant women and their caregivers.

Note: * OSCE: Objective Structured Clinical Examination
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The instructions for the activity are in three parts:

1 Participant instructions;
2 Instructions for the actor playing an anxious pregnant woman;
3 Workstation scoring sheet.

1 Participant instructions (midwife or doctor)

You have just finished a routine antenatal check with a pregnant woman called Tracy
who is having her first baby. She is reassured that all is well with her baby and her
pregnancy.

As she is about to leave, she says, ‘Can I ask you about something? Everything’s
fine and I’m really hoping I’ll have a normal birth without using any drugs or the
epidural – but I’m very worried about how I’ll cope with pain in labour. Do you have
any tips?’

In the informal discussion that follows you may want to draw on your experience
(stories), and include the following:

• the nature of contractions;
• endogenous hormones that can help;
• the ‘transition’ phase of labour;
• your confidence in her abilities and self-help strategies that women and their birth

supporters can employ.

This role play will be followed by a constructive 5-minute discussion where you, the
observer and the actor will give your impressions of how the role play went. You will
be encouraged to reflect on how you addressed the woman’s fears, including the infor-
mation you gave her, the language you used and your communication skills. After you
have left, the observer and actor will complete the scoring sheet (see below), which
will be given to you later.
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2 Instructions for the actor playing an anxious pregnant woman

The observer will introduce the participant and check that they have read the instruc-
tions and understand the process before starting the role play.

You are Tracy Walker, a 38-year old woman having your first baby and you are 36
weeks’ pregnant. Everything has gone well in this pregnancy and you have recently
taken maternity leave from your job as a hotel receptionist. You have been receiving
care at the antenatal clinic at this maternity unit.

You and your husband, Ron, have not been to any antenatal classes. You are think-
ing you might ask your sister Karen, who had a normal birth, to come and support you
and Ron during labour.

You would really like to have a normal birth without using any drugs but you don’t
think you’ll be able to cope because you have a low pain threshold. Also, you have
heard some very frightening stories from your sister and friends.

You are attending an antenatal appointment and decide to ask the midwife/doctor
about something that’s bothering you. After the check up – which shows that all is well
with your baby and your pregnancy – you say, ‘Can I ask you about something?
Everything’s fine and I’m really hoping I’ll have a normal birth without using any
drugs or the epidural – but I’m very worried about how I’ll cope with pain in labour.
Do you have any tips?’

During a (maximum) 8-minute, informal conversation with the medical
student/midwife/doctor participant you can include the following questions:

I’ve heard that labour pain’s really terrible. What will the contractions feel like?
I’m a bit of a wimp – I’ve got a really low pain threshold. Do you think this means I
won’t be able to cope?
If you (or your partner) were having a baby would you have an epidural?

This role play will be followed by a constructive 5-minute discussion with the
midwife/doctor participant, observer and actor giving their impressions of how the role
play went. After this the participant leaves.

Following this, the actor and the observer score the participant’s performance inde-
pendently on separate sheets (max. 7 minutes).

TOTAL TIME ALLOCATED: 20 minutes
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3 Scenario-based workstation scoring sheet

PARTICIPANT NAME:

OBSERVER: ACTOR:

Instructions: You have just finished a routine antenatal check with a pregnant woman called
Tracy who is having her first baby. She is reassured that all is well with her baby and her
pregnancy. As she is about to leave, she says, ‘Can I ask you about something? Everything’s
fine and I’m really hoping I’ll have a normal birth without using any drugs or the epidural –
but I’m very worried about how I’ll cope with pain in labour. Do you have any tips?’

You have an informal discussion during which you draw on your experience (stories) and
talk about: the nature of contractions; endogenous hormones that can help; the ‘transition’
phase of labour; your confidence in her abilities and self-help strategies that women and their
birth supporters can employ.

Scoring: 2 = Good, 1 = Adequate, 0 = Not done/inadequate Actor Observer

Listens to Tracy, does not interrupt

Acknowledges her fears

Eye contact, open body language

Explains the nature of contractions: lasting a minute, building 
to a peak, breaks between contractions

Describes endogenous hormones that can help

Reassures re: ‘low pain threshold’

Describes practical strategies for pain

Draws on experience/stories

Articulates confidence in Tracy

Asks about her birth supporters

Scoring: 5 = Very good, 4 = Good, 3 = Pass, 2 = Borderline, 1 = Fail

OBSERVER GLOBAL RATING 5  4  3  2  1
Overall competence of candidate

ROLE PLAYER GLOBAL RATING 5  4  3  2  1
Overall competence of candidate
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Chapter 4

Supporting women preparing for
labour and birth

Introduction

Kerreen Reiger and Rhea Dempsey (2006) have likened the support that women need in
preparation for birth to the sort of support that is required when producing a creative theatri-
cal performance or striving to achieve optimal performance in a sporting activity. They
suggest that the type of psychological and physiological processes encountered in preparing
for such events are highly individual, but always involve others:

As the self is social, the role of support becomes critical to sustaining self-direction and
to maintaining confidence in the capacity to accomplish the task.

(p.369)

In this chapter, we shall explore various approaches to helping pregnant women and their
birth companions prepare for labour and birth, including thinking through what sort of
support they might need. We begin with a brief description of the evolving nature of ‘child-
birth education’ (referred to by a variety of names, including, for example, ‘antenatal
education’ or ‘preparation for parenthood’).

Preparation for childbirth: changing attitudes and practices

The genesis of ‘childbirth education’

Prior to organised ‘childbirth education’, in most cultures, women learnt about birth and
baby care from female relatives (Nolan, 1997). This persisted during the early decades of the
twentieth century in Western countries at a time when healthcare systems were evolving and
professional ‘experts’ (physiotherapists, health visitors and midwives) began to see it as their
role to ‘educate’ pregnant women through didactic, strict instructions about diet, exercise,
infant feeding and baby care.

It was the first of a line of twentieth-century male childbirth gurus who identified the
importance of encouragement for women in preparation for a positive birth experience. In
1933, Grantly Dick-Read (1890–1959) published Childbirth Without Fear and launched the
concept of eliminating the cycle of ‘fear, tension and pain’ through counteractive education
and training. Gentle, coached breathing and relaxation, with the emphasis on collaboration
with the coach, were to play a vital role in keeping the woman on course through labour
(Dick-Read, 1933).
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Box 4.1 Reflective Activity: Conceptualising the cycle of ‘fear, tension and pain’

Grantly Dick-Read is sometimes referred to as the ‘Father of Natural Childbirth’; if
you search for his name in YouTube you will immediately be taken to a plethora of
videos showing normal birth. There has recently been a resurgence of interest in his
theories about the cycle of fear, tension and pain and the concept that birth should not
be painful and should not be described as such.

In pairs or small groups:
• Discuss these ideas and the YouTube videos with colleagues, including their rele-

vance for sharing with pregnant women and their birth companions.

(You may also want to discuss the persuasive role of gender and charisma in relation
to childbirth gurus after you’ve read the next chapter, which explores how messages of
encouragement and persuasion are received at a conscious and subconscious level
within specific socio-cultural contexts.)

The development of childbirth education ‘classes’

From the 1950s, Childbirth Without Fear provided a foundation for community-organised
programmes or ‘classes’ focused on preparing women to give birth ‘naturally’. In her auto-
biography, Sheila Kitzinger (2015) describes how women in the UK who wanted to promote
Grantly Dick-Read’s teaching formed the Natural Childbirth Association in 1956 (later to
become the National Childbirth Trust). Across the Western world, the sharing of information
on a mother-to-mother basis soon incorporated a package of breathing and relaxation tech-
niques known as ‘psychoprophylaxis’, developed by French obstetrician Fernand Lamaze
after visiting Russia in the early 1950s (Shilling and Bingham, 2010).

Box 4.2 Recommended Resource: The Lamaze approach

Michaels, P. (2014). Lamaze: An International History. Oxford: Oxford University Press.

This book starts with an account of how Soviet doctors used Ivan Pavlov’s theory about
conditioned reflexes in their attempts to train women to have pain-free childbirth in the
early 1900s and describes how French obstetrician Fernand Lamaze developed these
ideas into a programme of childbirth education. Paula Michaels explores the long-last-
ing influences and adaptations of the Lamaze approach in Western countries, with
reference to changing ideologies and the politics surrounding childbirth in the twenti-
eth century.

The active birth movement

In the late 1980s, in high-income countries, childbirth education gradually adopted less
structured approaches to preparation for labour and birth than simply psychoprophylaxis.

58 Support before labour and birth

D
ow

nl
oa

de
d 

by
 [

N
at

io
na

l L
ib

ra
ry

 o
f 

th
e 

Ph
ili

pp
in

es
] 

at
 2

3:
35

 0
1 

N
ov

em
be

r 
20

17
 



The concept of ‘active birth’ (Balaskas, 1983) embraced the benefits of women being
supported to follow their instincts, move around, adopt different positions and use water for
comfort in labour; this happened many years before these activities were validated by
research evidence.

‘Active birth’ became the mainstay of childbirth education across the Western world,
developing further with emerging understandings of the complex influences of psychology,
sexuality and the environment on the neuro-hormonal physiology of labour (Buckley, 2009,
2010, 2015; Foureur, 2008; Odent and Odent, 2015; Walsh, 2006b). For many of us, this has
meant an imperative to share with women and their birth companions the importance of
creating an environment of non-disturbance and privacy in labour.

Box 4.3 Reflective Activity: Enabling ‘Active Birth’ and ‘non-disturbance’ in labour

In pairs or small groups:
• Make a list of the points you would make when talking to women and their birth

companions about ‘active birth’ and ‘non-disturbance’ in labour. Provide an anno-
tated bibliography of key texts and resources related to these concepts. These could
be compiled into a resource to share with colleagues.

Childbirth education in the face of technocratic birth

Classes provided by voluntary organisations have tended to continue to prepare women and
their partners for birth in a way that seeks to potentiate their efforts to have a normal birth.
In the face of increasing interventions in childbirth (Johanson et al., 2002) – a culture
described by Robbie Davis-Floyd (2001) as ‘technocratic birth’ – information is shared
about routine hospital practices that might constrain their wish to have an active birth. In
Birth With Confidence: Savvy Choices for Normal Birth, Rhea Dempsey describes this as
‘birthing against the odds in the labour-bypass era’ (2013, p.35). She suggests that it is not
enough to want a normal birth; a ‘savvy’ woman will plan for appropriate birth companions
to support her through any ‘crises of confidence’ that she might face during labour and
attempt to ensure that her wishes are not undermined by the technocratic birth system.

Drawing on her experience of over 30 years of being a childbirth educator and labour
companion, Rhea Dempsey explores how a woman’s life experiences and personal attitudes
to pain will affect how she approaches and prepares for birth. She suggests that, if we are to
support women, there is value in understanding a spectrum of approaches to pain in labour.
At one end, there are women who make an unwavering choice to avoid all pain in labour and
some who have a passive acceptance of ‘pain relief’ as the status quo proposed by ‘experts’.
At the other end of the spectrum, ‘willing women’ embrace pain as part of promoting normal
birth and may or may not have thought about the particular sort of support they might need
to achieve this. In the middle of the spectrum are women who adopt a ‘wait and see’
approach, unaware that their pain tolerance can be affected by the sort of support they
receive:
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Box 4.4 Reflective Activity: Identifying women’s individual needs for support in
labour

In pairs or small groups:
• Devise five ‘scripts’ for conversations you could have with women who have

uncomplicated pregnancies and whose attitudes to pain in labour concur with each
of the five approaches outlined in the above diagram. Start each script with the
question: ‘Have you thought about having your baby in the local (free-standing)
birth centre’ and see where that takes you in terms of conversations about
approaches to managing pain in labour. Include in your script discussions about the
sort of labour support that the woman thinks she will need.

• You could share these scripts with others in a classroom or workshop activity
through performance and discussion.

‘Classes’ offered by maternity services and the notion of ‘choice’

Over recent decades, the emphasis of childbirth education classes provided by maternity
services has shifted towards providing information to equip women to make ‘informed
choices.’ This has often meant a strong focus on information about pharmacological pain
relief – the ‘menu’ that we discussed in Chapter 2 – and explaining common medical inter-
ventions, rather than a focus on advising women about how they can optimise their chances
of having a straightforward labour and birth (Bergström et al., 2009; Lothian, 2008; Morton
and Hsu, 2007).

Anecdotal evidence provides examples of situations where midwives have come under
pressure from their employers to maintain the status quo and avoid any challenges to the
policies and practices of the maternity service (Walker et al., 2009). Out of respect for
women and the notion of ‘informed choice’, there is sometimes a reluctance to persuade
women of the value of normal birth, particularly where this involves challenging the choices
they make (Morton and Hsu, 2007).
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Figure 4.1 ‘Pain attitudes’ 

Source: Dempsey, 2013, p.110. Reproduced with kind permission of the author.
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Box 4.5 Recommended Resource: Midwives as childbirth educators

Wickham, S. and Davies, L. (2005). Are Midwives Empowered Enough to Offer Empowering
Education? Chapter 5 in M. Nolan and J. Foster (eds), Birth and Parenting Skills (pp. 69–83).
Edinburgh: Churchill Livingstone.

In asking this thorny question, the authors offer some useful ideas about what an
empowering model of childbirth education might look like, whilst recognising the
pressures and challenges that many employed midwives face when facilitating classes
and groups.

In an effort to avoid making women feel guilty about birth by caesarean, both women and
birth workers often report feeling tentative about talking up the advantages of physiological
birth:

At my NCT class, I wanted to talk about the positive sides of birth and how you can
manage it without focusing on needing drugs etc. And the teacher actually took me to
one side and said, ‘I think it’s lovely that you feel like that but you have to remember
these people are not going to have the experience you’re going to have; they haven’t got
any continuity of care, and you’re in a sense giving them false expectations.’ And rightly
so, I think, in that, out of six of us, the other five all had interventions at some level. So
at the class reunion, again I felt silenced; I felt I couldn’t talk about my beautiful, life-
changing birth at home.

(Mother, Leap, 2007, unpublished data)

Supporting women who have had a previous caesarean birth

The reluctance to promote normal birth is, perhaps, most evident when we talk to women
who have had a previous caesarean birth. Such interactions may make us feel conflicted,
particularly as we know that the maternal and neonatal morbidity associated with vaginal
birth after caesarean (VBAC) is comparable to that of primiparous women undergoing a
vaginal birth (Rozen et al., 2011). The potential danger of this approach is that, over time,
the repertoire of reassurance about caesarean birth becomes the pervasive ideology. This
contributes to low and declining rates of VBAC in many maternity units in high-income
countries (Gregory et al., 2010; Homer et al., 2011).

There are many lessons to be learnt from countries with high VBAC rates, not least the
need for clinicians to have a united voice in strengthening women’s trust in VBAC
(Lundgren et al., 2015). Women want personalised discussions about their options (Chen and
Hancock, 2012) and, for many of them, this includes discussing information that they have
accessed via the Internet (Dahlen and Homer, 2013; David et al., 2010):
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Box 4.6 Reflective Activity: Learning from women through VBAC blogs

Dahlen, H. and Homer, C. (2013). ‘Motherbirth or childbirth’? A prospective analysis of vaginal
birth after caesarean blogs. Midwifery, 29, 167–173.

In pairs or small groups:
• After reading this paper, access blogs about VBAC and discuss how these reflect

the themes of either ‘motherbirth’ or ‘childbirth’.
• Make a list of websites or blogs that you would recommend to women who have

had a previous caesarean birth. For each of these, add a few lines identifying why
you have chosen to recommend this resource. Consider pooling your annotated
lists to form an online resource to share with others.

• Discuss the implications of using the following terms: ‘caesarean section’;
‘caesarean birth’; or caesarean operation’ when talking to pregnant women.

Whether it is decision making about VBAC or other choices that they are faced with in preg-
nancy, the reality is that most women have limited choice and little autonomy as they engage with
contemporary maternity services. We could also argue that the way in which information is given
heavily influences the choices that women make (Edwards, 2005; Gregg, 1993; Leap and
Edwards, 2006; Nolan, 2005, 2010). This poses a series of dilemmas for us, including, for exam-
ple, when we invite women to proactively identify their choices through making birth plans.

Birth plans: negotiations and choice for women?

The idea of women making a ‘birth plan’ was pioneered by Sheila Kitzinger in the 1960s and
1970s as a way of stimulating discussion and negotiations between women and their care-
givers and enabling women to have more control over their birth experiences (Kitzinger,
1992, 2015).

Box 4.7 Research Briefing: Birth plans

Lothian, J. (2006). Birth plans: the good, the bad, and the future. Journal of Obstetric,
Gynecologic and Neonatal Nursing, 35(2), 295–303. doi: 10.1111/J.1552-6909.2006.00042.x.

Judith Lothian explores the history, purpose and potential of birth plans. She suggests
that the tensions between health professionals and childbearing women caused by birth
plans reflect the larger problems with contemporary maternity care, including conflict-
ing ideologies about birth.

As the notion of ‘choice’ became increasingly prevalent in documents related to childbirth,
in many places, the concept of a ‘birth plan’ became visible in maternity care notes. Today,
this is often one section within the notes with prescribed tick-boxes or check lists identify-
ing specific choices that the woman can make about her care. This is in contrast to the
original concept of an individualised birth plan made by the woman and her partner to stim-
ulate discussion with staff about their wishes.
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Box 4.8 Reflective Activity: Thinking about birth plans and choice

The NHS Choices website offers an interactive resource for women wishing to make a
birth plan. In order to prepare for this, links are provided to information and short
videos on a large range of topics.
www.nhs.uk/conditions/pregnancy-and-baby/pages/birth-plan.aspx#close.
• As you explore the resources and watch the video clips, imagine that you are a

pregnant woman who wants to make a birth plan and is anxious about how she and
her partner will cope with labour.

In pairs or small groups:
• Discuss how you felt as you explored the website, particularly in relation to pain

in labour and support.
• What did you learn from this activity in terms of how you discuss making a birth

plan with pregnant women?
• Discuss how this resource sits with the critique of birth plans provided by Judith

Lothian (Box 4.7) and her suggestion that the three questions that birth plans
should address are:
• What will I do to stay confident and feel safe?
• What will I do to find comfort in response to my contractions?
• Who will support me through labor, and what will I need from them?

(Lothian, 2006, p.300)

Childbirth education: moving from classes to groups

Evaluations of childbirth education are fraught with methodological difficulties due to
confounding variables and differences in the aims, content and processes in the delivery of
programmes (Ferguson et al., 2013; Gagnon and Sandall, 2007). In recent decades, however,
evidence has contributed to discussions about the need for a radical rethink in the way that
childbirth education classes are offered (Lothian, 2008; Morton and Hsu, 2007; Nolan, 1997,
2005, 2010; Walker et al., 2009).

Emerging from such debates are strong arguments for midwives and other birth workers
to set up small, interactive groups in which pregnant women and their partners can come
together, share ideas and information and build friendship networks (Leap, 2010; Nolan,
2009, 2010; Rising et al., 2004; Schrader McMillan et al., 2009).

Support before labour and birth 63

D
ow

nl
oa

de
d 

by
 [

N
at

io
na

l L
ib

ra
ry

 o
f 

th
e 

Ph
ili

pp
in

es
] 

at
 2

3:
35

 0
1 

N
ov

em
be

r 
20

17
 

http://www.nhs.uk/conditions/pregnancy-and-baby/pages/birth-plan.aspx#close


Box 4.9 Research Briefing: Approaches to childbirth education that are valued by
women

Nolan, M. (2009). Information giving and education in pregnancy: a review of qualitative stud-
ies. The Journal of Perinatal Education, 18(4), 21–30.

This review confirms women’s preference for a small-group learning environment, in
which they can talk to each other and the facilitator and relate information to their indi-
vidual circumstances. Women value a facilitator who is skilled in sharing information
in a way that promotes discussion, allows time to practise skills and encourages women
to get to know and support each other.

The Deptford Group model – ‘groups not classes’

I think they’re probably friends that you’ll have for life, even though we’re all so
different. I would have been very isolated otherwise … we formed a network of women
who met up outside of the group and carried on meeting for years.

(Leap, 1991, VHS Video)

The antenatal group model pioneered by midwives in Deptford (the South East London
Midwifery Group Practice) is an example of a service developed through community partic-
ipation. Later embedded in the NHS service provided by the Albany Midwives (Nolan and
Foster, 2005; Reed and Walton, 2009), the model has been adapted in a variety of settings
across the world (Leap, 2010).

Unlike ‘drop in’ groups, these free antenatal groups start and finish at an arranged time.
The group is there every week and women can attend at any stage of their pregnancy, as often
as they want. There is no fixed agenda for these groups: the content of the discussion and
information sharing evolves during the course of each session and is usually triggered by a
woman returning to the group with her new baby and telling her story of pregnancy, birth
and new motherhood. Women are motivated to continue to enjoy the close friendships that
are formed in the antenatal group, therefore they transition to postnatal groups and continue
to meet and support each other (Leap, 1991, 2010).

‘Preparation for Birth and Beyond’ resource

Identifying the need for active learning and social support to take place through participative
antenatal groups, researchers at the University of Warwick in the UK have suggested that
groups should have a strong focus on relationship building and exploring the complex indi-
vidual transitions to parenthood experienced by both women and men (Schrader McMillan
et al., 2009). Drawing on this research, the Department of Health in the UK (2011) commis-
sioned an interactive, online learning resource:
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Box 4.10 Recommended Resource: ‘Preparation for Birth and Beyond’

Department of Health, NCT, One Plus One and The Fatherhood Institute (2011). Preparation for
Birth and Beyond: a resource pack for leaders of community groups and activities.
www.gov.uk/government/publications/preparation-for-birth-and-beyond-a-resource-pack-
for-leaders-of-community-groups-and-activities.

This resource provides a summary of the evidence supplied by Schrader McMillan,
Barlow and Redshaw (2009) and aims to support health professionals in developing
ideas for running successful groups with the participation of local communities. The
overarching goal is to promote initiatives that have the potential to reduce inequalities
and support parents to give their children the best start in life.

The framework for facilitating groups using the ‘Preparation for Birth and Beyond’
approach is outlined, including an overview of associated concepts and theories.

Section 3 of the resource covers the planning of groups: addressing local contexts
and actively engaging parents and community support; planning an appropriate
programme; and theory about skilful group facilitation.

Six themes form the content of the ‘Preparation for Birth and Beyond’ programme:
‘Our Developing Baby’; ‘Changes for Me and Us’; ‘Giving Birth and Meeting Our
Baby’; ‘Caring for Our Baby’; ‘Our Health and Wellbeing’; and ‘People Who Are
There for Us’.
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Box 4.11 Reflective Activity: Identifying values in childbirth education

Before engaging in this activity, all participants should access the ‘Preparation for
Birth and Beyond’ resource via the Internet and be familiar with its content.

Agree/disagree activity: large group classroom or workshop activity
Instructions for facilitators:
• Place two large signs, ‘Agree’ and ‘Disagree’, at either end of the room and

prepare a list of value statements.
• Give the following instructions and keep time:

1 After I’ve read out a statement go and stand at either end of the room, depend-
ing on whether you agree or disagree with the statement, or stand somewhere
in between (in the middle) if you tend to agree/tend not to agree or are not
sure.

2 Talk to someone close to you for one minute about why you’ve stood where
you are.

3 Go and stand next to someone in an opposite or different position for one
minute and see if you can persuade them to come and stand with you.

Keep the activity moving on fast, with lots of different value statements and then finish
with a whole group discussion about what they learnt from the activity.

Some suggestions for value statements (you can make up others):
• Labour and birth are only one day in a woman’s life. So the main focus of child-

birth education programmes should be on relationships and parenting, not
preparing for labour.

• Doulas provide a better quality of support than most male partners.
• Women who want a normal birth should be encouraged to hire a doula.
• The word ‘pain’ should not be used in childbirth education. Contractions should be

referred to as ‘surges’ or ‘rushes’.

Preparing for labour and birth: teaching and learning theories

Having thought about changing attitudes and practices in childbirth education, we will now
explore some of the underpinning theories and concepts that inform our efforts to enable
situations in which women and their partners can feel empowered as they approach birth and
new parenthood.

To help us with this, the ‘Preparation for Birth and Beyond’ resource provides useful
overviews and references about the following topics:

• fetal and early infant development: development of the human brain
• attachment theory
• self-efficacy and behaviour change
• social support and social capital
• adult learning principles
• skilful group facilitation.
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Skilful group facilitation

Although we may have studied the principles of adult learning (Henderson, 2005; Knowles
et al., 2014), many of us have had few opportunities to learn about group facilitation. If this
applies to you, we encourage you to attend courses or workshops that will help you develop
these skills.

The following activity provides an opportunity to think about how group facilitation skills
differ from didactic teaching styles.

Box 4.12 Reflective Activity: Group facilitation: honouring women’s expertise

The whole ethos of the antenatal group was about sharing and women having
kind of equal expertise. It wasn’t about, ‘experts/novices, women/us’. It was
about women who were going through the experience of childbirth and we were
all seen as having a valuable contribution to make; we were seen as having our
own expertise really to share amongst each other. Somehow that meant that we
took more risks, we shared more and therefore, I think, developed deeper friend-
ships.

(Mother, Leap, 1991, VHS Video)

Classroom or workshop activity; in small groups:
• Make a list of responses that you might use when facilitating an antenatal group in

order to adopt a facilitative style, one that enables the contributions of women in
the group, as described by the woman in the above quote. (For example: ‘That’s an
interesting idea. What do the rest of you think?’).

• On flip-chart paper, group as many potential initial responses as you can to address
each of the following situations (you may think of others):
1 Someone asks you what the best position is for giving birth.
2 A woman says she’s heard that breastfeeding means the father is less involved

with the baby.
3 During a discussion about the latest TV episode of ‘One Born Every Minute’,

someone asks you what you think about women who choose to have an elec-
tive caesarean section.

4 A partner says he thinks women are made to feel guilty if they end up having
a caesarean.

5 Someone says they’ve heard that having sex can help get you into labour if
you’re overdue.

6 A woman says that she doesn’t like the idea of doing the perineal massage that
someone just spoke about.

7 Someone asks you if it’s true that men are more likely to be violent towards
their partners if they’re pregnant.

8 Someone in the group is taking up a lot of space and obviously needs to talk
to you after the group about her particular relationship issues and concerns.

Take it in turns to practise being the facilitator in these situations and any others that
you have discussed (initial responses only). Compare and discuss your responses in a
facilitated discussion with the whole group.
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Self-efficacy and preparation for childbirth

Self-efficacy refers to an individual’s confidence in their ability to exert control over their
motivation, behaviour and social environment in order to manage prospective situations. The
theory of ‘self-efficacy’ was developed by psychologist Albert Bandura (1977, 1986, 1997,
2012) and has been applied in a large body of research related to how women approach the
challenges of labour and parenting.

Perceived self-efficacy is an important determinant of behaviour; it influences the choices
people make and how they feel and behave when facing challenges. The higher someone’s
self-efficacy, the more likely they are to exert effort around intentions and try previously
feared actions (Ajzen and Madden, 1986; Gollwitzer, 1993).

Research related to childbirth self-efficacy

Lisa Kane Lowe (1993, 2000) has pioneered the development of the ‘Childbirth Self-
Efficacy Inventory’ (CBSEI), a self-reporting instrument that measures women’s perceived
self-efficacy for coping with an approaching birth. Examples of research that have used this
instrument are profiled in Box 4.13. Each of these studies suggests that interventions aimed
at increasing self-efficacy have the potential to increase women’s confidence in their abili-
ties and reduce their fears as they approach giving birth.

Box 4.13 Research Briefing: A sample of studies that have measured self-efficacy
in relation to preparation for labour and birth

Australia
Schwartz, L., Toohill, J., Creedy, D.K., Baird, K., Gamble, J., Fenwick, J. (2015). Factors asso-

ciated with childbirth self-efficacy in Australian childbearing women. BMC Pregnancy and
Childbirth, 15(29). doi: 10.1186/s12884-015-0465-8.

China
Gau, M.-L., Chang, C.-Y., Tian, S.-H. and Lin, K.-C. (2011). Effects of birth ball exercise on

pain and self-efficacy during childbirth. Midwifery, 27, e293–e300.

New Zealand
Bertentson-Shaw, J., Scott, K.M. and Jose, P.E. (2009). Do self-efficacy beliefs predict the prim-

iparous labour and birth experience? A longitudinal study. Journal of Reproductive and Infant
Psychology, 27(4), 357–373.

UK
Williams, C.E., Povey, R.C. and White, D.G. (2008). Predicting women’s intentions to use pain

relief medication during childbirth using the Theory of Planned Behaviour and Self-Efficacy
Theory. Journal of Reproductive and Infant Psychology, 26(3), 168–179.

USA
Lowe, N.K. (2000). Self-efficacy for labor and childbirth fears in nulliparous pregnant women.

Journal of Psychosomatic Obstetrics & Gynecology, 21(4), 219–224.
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A person’s self-efficacy can change as a result of learning and experience, hence the rele-
vance to preparation for labour and birth. According to Bandura (1977, 1997), apart from
initiatives that reduce stress and anxiety, there are three main factors that can increase a
person’s self-efficacy expectancies:

• performance accomplishments – successful coping experiences in the past and/or build-
ing confidence through simulation or practising tasks;

• vicarious experience – opportunities to learn from others, including observation of their
successful coping experiences;

• social or verbal persuasion – encouragement from someone who is influential and
respected.

These three factors have been incorporated into many health education initiatives. The
following article provides a useful example in a childbirth education intervention.

Box 4.14 Research Briefing: Childbirth education to promote self-efficacy

Ip, W.-Y., Tang, C.S.K. and Goggins, W.B. (2009). An educational intervention to improve
women’s ability to cope with childbirth. Journal of Clinical Nursing, 18, 2125–2135.

In this randomised controlled trial in Hong Kong, women in the experimental group
received two, 90-minute, interactive, small-group sessions of education between 33
and 35 weeks of pregnancy. They were significantly more likely than women in the
control group to demonstrate high levels of self-efficacy, lower perceived anxiety and
pain and greater performance of coping ability during labour.
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Box 4.15 Reflective Activity: Promoting self-efficacy for childbirth

This activity allows for an exploration of multiple ways in which ‘performance accom-
plishments’, ‘vicarious experience’ and ‘social or verbal persuasion’ might be effective
in supporting women in preparation for labour and birth:

Facilitator Instructions. 
‘Paper chase’ activity: a workshop or classroom activity [allow at least 1 hour]:
1 Participants read the paper by Ip, Tang and Goggins (2009) in preparation.
2 Make available on screen or in handouts the summary of the three factors that can

increase a person’s self-efficacy (as outlined above).
3 Divide participants into three small groups (or sets of three groups) and ask them

to sit in their groups in circles. Name the groups: A, B, and C.
4 Give each group a large sheet of paper on which you have written headings: Group

A: Performance Accomplishment; Group B: Vicarious Experience; Group C:
Social or Verbal Persuasion.

5 Instruction to participants:
• You will have 10 minutes to fill in one-third only of the sheet of paper with a

list of examples of factors or initiatives specifically related to the heading on
your sheet of paper that might be relevant when supporting women in prepa-
ration for labour and birth.

6 Explain that you will call time and then give another instruction.
7 After 10 minutes give another instruction:

• Group/s A hand your sheet of paper over to Group/s, B; B to C; and C to A.
• Look at what the previous group have written and then contribute some more

(different) ideas on the same topic – leaving a third of the sheet of paper free.
• You will have 10 minutes to do this; I will then call time and give you another

instruction.
8 After 10 minutes give another instruction:

• Hand your sheet of paper to another group as before: A to B; B to C; C to A.
• You will have 5 minutes to read what others have placed on the piece of paper

and add any further ideas of your own.
9 After 5 minutes, call time and ask each group to pass their sheet of paper on as

before [A to B; B to C; C to A], so that each group ends up with the completed
sheet of paper that they started with.

10 Ask the group to take 5 minutes to read through all the contributions on their orig-
inal sheet of paper and mark with a star the three most pertinent (useful or
important) factors.

11 Ask each group in turn to read out to the others the three factors that they chose to
mark with a star.

12 Facilitate a discussion with the whole group about the experience of performing
this activity and what they learnt. The sheets of paper can be placed on the wall for
viewing and/or transferred to a digital file for circulation.
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Childbirth education: core components of programmes

As we discuss some of the core components of most childbirth education programmes, we
will offer some examples of how these may be addressed in practice.

De-mystifying the physiology of childbirth

It’s about talking to the woman about labour and about her body and explaining what’s
going to happen, so that she understands why she’s doing it, what the contractions
actually mean. So showing her diagrams of what’s happening inside her body … this is
what the contractions are doing at this stage of labour, this is what’s happening.

(Childbirth educator/birth supporter, Sandall et al., 2010a, p.47).

Prospective parents appreciate having explanations about the physiological processes asso-
ciated with labour. This process of de-mystification can be particularly useful in building
women’s confidence in their abilities if explanations are woven into discussions throughout
pregnancy in groups or consultations with a midwife (Finlayson, Downe and Hinder, 2015).

The ‘Robertson Flexible Pelvis Activity’

My goal is for this activity to become widespread so that pregnant women know how
well their bodies are designed for giving birth and for men to appreciate this as well so
they can be supportive when the time comes.

(Leap, 2015, personal communication with Andrea Robertson)

Ina May Gaskin (2003, p.193) describes Andrea Robertson’s demonstration of how the
pelvis opens when we are on hands and knees as ‘a wonderfully empowering exercise for
creating awareness of this ability’. Many people (including obstetricians) in Andrea’s work-
shops have found it surprising how much their hands move as they feel an increase in the
distance between their pubic bone and tailbone after leaning forward. This helps them under-
stand and remember the importance of upright and all fours positions when supporting
women for labour and birth (personal communication with Andrea Robertson).
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If you have a pelvis handy you can use it to demonstrate how the reverse of this opening up
movement applies when a woman is lying semi-prone or sitting:

Box 4.16 Recommended Resource: ‘Skills for Childbirth Educators’ DVD

This DVD is in two sections: ‘Learning About the Pelvis’ and ‘Using Models
Effectively.’ Andrea Robertson (2006b) demonstrates how information can be
presented and how to use teaching resources like a doll and pelvis and knitted uterus
effectively with individuals or in a group setting.

Box 4.17 Reflective Activity: Demystifying physiology

In pairs or small groups:
• Whilst engaging in this activity, consider the language you use, with reference to

the New Zealand study, ‘Women’s perspectives of the stages and phases of labour’
(Dixson et al., 2013), which suggests that talking to pregnant women about labour
using the language of ‘stages of labour’ and ‘cervical dilatation’ is not helpful,
particularly for fostering women’s innate understanding of how their labour
progresses.

• Make a list of the points you could cover in a session describing the physiology of
labour and birth, including labour progress and the hormonal physiology of child-
birth. What teaching aids might you use to help you and where might you access
these?

(You might want to knit a uterus if you do not already have one – see resources at the
end of this chapter.)
• Practise doing the ‘Robertson Flexible Pelvis Activity’ in threes, taking it in turns to

show a pregnant woman and her partner how to do it. Develop a ‘script’ that incor-
porates the activity in a discussion about ‘helpful’ positions for labour and birth.
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In filmed interviews (Sandall et al., 2010), women identified that learning about physiology
was particularly useful when it was incorporated into activities such as: storytelling; the shar-
ing of birth photos; and the ‘acting out’ of potential labour behaviours and sounds by the
midwife. We shall explore each of these activities in turn.

Storytelling in antenatal groups

As a woman was telling her story about how her baby had got stuck, the midwife picked
up a doll and pelvis and showed what had been going on. It stayed in my head because
it was attached to real people. It wasn’t abstract information you were getting. It was
associated with women in the group so it got absorbed differently.

(Leap, 1991, VHS video)

In reflecting on their experiences of antenatal groups, women have described the impact of
hearing a woman talk about her labour ‘with her baby in her arms’. This appeared to affect
the way they processed descriptions of pain and the challenges of labour. They remembered
these stories during labour and saw them as a useful frame of reference and source of encour-
agement, even when they were about complicated labours:

But even the sort of negative birth stories in the antenatal group were positive, that’s the
weird thing …. Even though they ought to have been traumatised by the experience.
They sort of weren’t, they were still incredibly positive and joyful about it … which
made me feel very confident as well.

(Mother, Sandall et al., 2010a, p.40)

Talking about birth using photos

In antenatal groups, at 36-week birth talks, or during discussions that arise informally in an
antenatal visit, women appreciate looking at photos depicting women’s experiences of
labour and birth (Leap, Sandall et al., 2010; Sandall et al., 2010a, p.43). A combination of
stories and photos can provide a sense of ‘reality’ that counteracts some of the sanitised or
calamitous views of birth in the media. Women have talked about remembering the photo-
graphs when trying different positions and using water during labour. Photos were also
useful for their partners in helping them prepare to offer labour support:

He’s a bit squeamish to be honest, [laughs] … but the midwives made him feel that it
wasn’t just, ‘Look at these birth photos’, you know, they were talking through them and
explaining everything, and I think that really helped him to realise that it was all quite
normal, and it wasn’t going to be scary at all … they really did make us both feel at ease.

All the pain and agony in the pictures before and then afterwards it was all gone, just
these beautiful, clear faces. That was one thing that stood out.

(Mother, Sandall et al., 2010a, p.43)

There are some excellent images of labour and birth available for purchase from organisa-
tions that sell childbirth teaching aids. It is worth considering, however, that these tend to set
up a dynamic where the facilitator is ‘teaching’ about what is going on in the pictures. The
sharing of photos and a related story – whether by the woman herself or the facilitator (with
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permission from the woman) – is quite different from the use of professional photographs.
As one woman put it: ‘It was like someone sharing their holiday snaps and we were able to
have a good look and ask questions about what happened’.

Box 4.18 Reflective Activity: Using birth photos in groups

If you do not have labour and birth photos, you can access some from websites that
offer free downloads of childbirth images.

In small groups:
• Practise sharing these photos with the group and use them to tell a story (this can

be imaginary).
• Discuss how the images triggered discussion and information sharing about

labour, birth and new parenthood.

Simulating labour behaviours and sounds

It is not unusual to see midwives and childbirth educators simulating the noises, movements
and behaviours that women might make when managing contractions. This can promote the
adoption of appropriate positions for labour and giving birth and stimulate discussion on a
range of issues, including comfort measures:

I think that people find that a good way of learning, it’s not frightening and threatening
in the way that sometimes watching a woman giving labour might be on a DVD or TV
… they don’t mind me pretending to be a labouring woman, and it makes them laugh
sometimes, and it might make them a bit uncomfortable too, but they take on board how
women might be in labour.

(Childbirth educator/birth supporter, Sandall et al., 2010, unpublished data)

Box 4.19 Reflective Activity: Simulating labour behaviour and sounds

In pairs:
• Make a list of the salient points you might include in both the acting out and infor-

mation sharing around each of the following phases of labour:
• early labour
• established labour
• transition
• expulsive contractions
• crowning
• the moment of birth
• physiological third stage.

In turn, practise ‘acting out’ each of these and then discuss:
• how comfortable you feel ‘acting out’ each of these experiences;
• the responses you might encounter from the woman and her birth companions and

how these might stimulate discussion.
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Breathing, relaxation and adopting different positions

Traditionally, childbirth education classes have included practising slow breathing, relax-
ation and adopting different positions.

Box 4.20 Research Briefing: Breathing, relaxation and postures

Slade, P., Escott, D., Spiby, H., Henderson, B. and Fraser, R. B. (2000). Antenatal predictors and
use of coping strategies in labour. Psychology and Health, 15(4), 555–569. doi:
10.1080/08870440008402013.

Researchers at the University of Sheffield in the UK aimed to see if the coping strate-
gies for labour taught in a class were actually used by women subsequently in labour.
Women were likely to use the slow breathing strategy, but the use of relaxation and
different postures was limited. The discussion section of this paper offers some useful
suggestions for why this might have been the case.

Encouraging women to find their own coping strategies

In reporting on subsequent research in this area, the same group of researchers suggested that
pregnant women should be encouraged to explore a wider range of strategies, in particular,
cognitive-based strategies, drawing on their preferences and unique knowledge of how they
have coped with pain and anxiety in previous situations (Spiby et al., 2003; Escott et al.,
2004; Escott et al., 2009; Escott et al,, 2014).

Speaking from our experience, it is usually not helpful to suggest to women that they
should relax during strong contractions and breathe in a certain way:

We were given the impression that if we could relax and breathe slowly throughout each
contraction we would be able to manage. That was OK in early labour but when the
contractions got strong I couldn’t relax and felt like I wasn’t coping.

(Mother, Leap, 2015, unpublished data)

Both of us have attended labours where women have met the intensity of contractions with
equally intense physical actions, before sinking into relaxation and slow breathing between
contractions. For example, we have been with women who have run up and down on the spot
throughout contractions; women who have shouted rhythmically or beat their fists on a
pillow; a singer who soared from low to high in a crescendo that threatened to shatter
windows – to name just a few intense behaviours that some women have discovered as their
coping mechanisms.

We suggest that the key message for pregnant women should be that their bodies will tell
them which positions will be most helpful and that, with appropriate support and a conducive
environment, they will find ways of managing contractions.

Perhaps the most useful phrases to embed in women’s minds when practising any strate-
gies for labour are these: ‘You’ve got a contraction coming now, relax, breathe, go with it ….
The contraction has gone, take a deep breath to blow it away, relax and enjoy the rest’.
Anecdotally, women who practise this say they remembered the words as each contraction
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started and that ‘going with it’ encompassed either finding, or being supported to try, a range
of rhythm activities, such as, for example, rocking, swaying, moving, tapping, moaning, or
roaring (Escott et al., 2009; Escott et al., 2004). We shall discuss this more in subsequent
chapters when we talk about support during labour.

Emerging models of childbirth education

Increasingly in high-income countries, pregnant women are turning to programmes that have
an integrated ‘mind-body’ focus, using mindfulness meditation and self-hypnosis techniques
(Simkin, 2002). We suggest that you access information about such programmes via the
Internet, including any that are in your local area, as this is often how women both learn
about and describe their experiences of these programmes.

Mindfulness-based childbirth and parenting

Box 4.21 Research Briefing: Mindfulness and preparation for childbirth

Hughes, A., Williams, M., Bardacke, N., Duncan, L. G., Dimidjian, S. and Goodman, S. H.
(2009). Mindfulness approaches to childbirth and parenting. British Journal of Midwifery,
17(10), 630–635.

Available via Open Access PMC: www.ncbi.nlm.nih.gov/pmc/articles/PMC3846392.

This article presents a useful overview of how mindfulness meditation has been used
in healthcare and the potential of mindfulness approaches for parents preparing for
childbirth. Three areas are highlighted: managing pain during pregnancy and labour;
reducing the risk of perinatal depression; and increasing the ‘availability’ of attention
for the infant. Case studies help to illuminate each of these areas. The authors conclude
that there is sufficient evidence to suggest that mindfulness has an important contribu-
tion to make, both for reducing vulnerability in high-risk groups and as a universal
intervention.

In 1998, Nancy Bardacke, an American certified nurse-midwife, developed the 10-session
Mindfulness-Based Childbirth and Parenting (MBCP) programme, incorporating childbirth
education and the teaching of mindfulness skills. A detailed description of the MBCP
programme is provided in the reporting of a pilot study exploring the potential effects on
labour, birth and parenting (Walker et al., 2009).

In Mindful Birthing: Training the Mind, Body and Heart for Childbirth and Beyond, and
on her website (www.mindfulbirthing.org), Nancy Bardacke (2012) explains how MBCP
aims to enhance joy and well-being and promote women’s self-coping mechanisms so that
they can address anxiety, stress, fear and the physical symptoms that may be challenging
during pregnancy, labour and early parenting.
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Box 4.22 Recommended Resource: ‘Mindful birthing’

Bardacke, N. (2012). Mindful Birthing: Training the Mind, Body and Heart for Childbirth and
Beyond. New York: Harper One.

In this book, Nancy Bardacke speaks in the first person to a pregnant woman. With an
immediacy and warmth, she shares experiences, information, evidence and stories
about the potential of mindfulness to enhance pregnancy, labour and birth, and early
parenting. This is an informative and useful resource for students, midwives, childbirth
educators and all others who are engaged in supporting women through childbirth and
new motherhood.

Mindfulness training for pregnant women: reducing stress and anxiety

Several small studies have shown that pregnant women who receive mindfulness training
find it beneficial for helping them cope with stress and anxiety (Duncan and Bardacke, 2010;
Guardino et al., 2014; Vieten and Astin, 2007). In all of these studies, women particularly
valued reductions in their anxiety when coping with the challenges of new motherhood.

Mindfulness practice in preparation for labour : ‘being in the moment’

Women who are able to be in the moment without being judgemental about their thoughts
and sensations may be less fearful of birth (Byrne et al., 2014; Dunn et al., 2012) and more
willing to experience the intensity of contractions. They may also be able to engage positive
thoughts when labour does not go according to their expectations, for example if they decide
to use pain relief after all or require interventions (Byrne et al., 2014; Duncan and Bardacke,
2010).

It is possible that, instead of being overwhelmed by fear and loss of control in labour,
women who have engaged in mindfulness practice are able to accept each contraction as it
comes, working with the pain, rather than resisting it or focusing on pain relief (Hughes et al.,
2009). According to an Australian study, there is value in encouraging all women to adopt this
‘being in the moment’ approach (Hughes et al., 2009). The researchers concluded that a mind-
fulness state of mind may be ideal to help women avoid catastrophising when facing the
individual challenges posed by labour. This has significant implications for supporting
women in labour, since the majority will not have had mindfulness training. The approach is
in keeping with the traditional words of encouragement used by midwives and birth compan-
ions: ‘Welcome the contraction … go with it, concentrate on each one as it comes.’

Box 4.23 Reflective Activity: Explaining ‘mindfulness’ approaches in labour

In pairs or small groups:
• Discuss how you might describe ‘mindfulness’ approaches in labour to a pregnant

woman and her birth companions.
• How might this be different (or not) if you were talking to a sceptical midwifery

or medical colleague?
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Self-hypnosis for childbirth/hypnobirthing

Many pregnant women who want to have a normal birth are attending programmes with a
focus on ‘self-hypnosis’, which is generally referred to as ‘hypnobirthing’ (Whitburn et al.,
2014). There are websites that address the confusion about the difference between ‘hypno-
birthing’ and ‘calm birthing’ courses. The common aim is to provide programmes where
prospective parents can engage in a method that helps them release the fear and negativity
of social conditioning around childbirth and replace it with calm confidence; thus they are
able to engage with the experience of pregnancy and birth in a joyful and positive way,
including when birth brings unexpected challenges (Walker et al., 2009).

Self-hypnosis programmes enable women and their birth companions to practise using
relaxation, visualisation and focused attention techniques. This prepares women to enter a
hypnotic or ‘trance’-like state in labour that increases their receptivity to positive verbal and
non-verbal communications, referred to as ‘suggestions’ (Graves, 2012). As we shall explore
in the next chapter, pregnant women have an increased ability to respond to subconscious
messages; this means an enhanced opportunity to engage in self-hypnosis techniques in
preparation for childbirth (Cyna et al., 2004).

The Internet is a rich source of information about hypnobirthing and calm birthing, espe-
cially YouTube postings, where parents from different countries describe their experiences.
In order to begin to appraise research around this subject we suggest you access the follow-
ing articles:

Box 4.24 Research Briefing: Self-hypnosis for labour and birth

Madden, K., Middleton, P., Cyna, A. M., Matthewson, M. and Jones, L. (2012). Hypnosis for
pain management during labour and childbirth. Cochrane Database of Systematic Reviews
2012 (11). Art. No: CD009356. doi: 10.1002/14651858.CD009356.pub2.

Semple, A. and Newburn, M. (2012). Research overview: self-hypnosis for labour and birth.
Perspective – NCT’s journal on preparing parents for birth and early parenthood.
(December), 16–20. https://www.nct.org.uk/sites/default/files/related_documents/Semple
%20Self%20hypnosis%20for%20labour%20and%20birth%20p16-20%20Dec11.pdf

Finlayson, K., Downe, S. and Hinder, S. (2015). Unexpected consequences: Women’s experi-
ences of a self-hypnosis intervention to help with pain in labour. BMC Pregnancy and
Childbirth, 15(229).

Box 4.25 Reflective Activity: Discussing self-hypnosis with women and their birth
companions

In pairs or small groups:
• After reading the papers in the research briefings above, discuss how research

findings compare with women’s accounts of using self-hypnosis for labour that
you have accessed via personal experience and/or the Internet, including YouTube.
Using evidence from all of these sources, write a short ‘script’ together, describing
the words you might use when a woman in early pregnancy asks you, ‘What do
you think about hypnobirthing? We’ve been reading about it on the Internet and
were wondering whether we should do it.’
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We shall return to self-hypnosis in Chapter 6, where we explore how we can support women
in labour who have prepared using hypnobirthing methods.

Incorporating preparation for birth and social support in
antenatal care

Group antenatal care: CenteringPregnancy®

The CenteringPregnancy® model was developed by midwife Sharon Schindler Rising
(1998), who piloted it in a Connecticut clinic in 1993–1994. Health assessment (antenatal
care), education and support are combined in a structured group programme that replaces the
usual schedule of one-to-one antenatal visits. Eight to 12 women – plus or minus partners –
who are all at the same stage of pregnancy, receive their antenatal care within a group setting
where they will also be able to engage in facilitated information-sharing sessions and build
friendship networks. The same two midwives (or doctors/other maternity care staff) facili-
tate all the sessions, which usually last about 2 hours. Women with complicated pregnancies
can also attend extra visits with an obstetrician or other specialist.

Evaluations of CenteringPregnancy® in North America include reports of the following
outcomes:

• a decrease in the preterm birth rate;
• an increase in birth weight, particularly in the preterm group of babies;
• 96 per cent of the women prefer receiving their antenatal care in groups;
• high satisfaction for participating health professionals;
• a 92 per cent attendance rate for pregnant teenagers;
• a decrease in visits to ‘emergency rooms’ during pregnancy;
• improved mental health and outcomes for women in demographically vulnerable

groups.

There are over 200 CenteringPregnancy® sites in North America, and others are being intro-
duced internationally. You can read about these and access a comprehensive bibliography
listing research articles by accessing the CenteringPregnancy®website: 

http://centeringhealthcare.org/pages/centering-model/pregnancy-overview.php.
You can also find videos on YouTube showing CenteringPregnancy® groups in action.

In the following research briefing, we have chosen a selection of useful articles relating
to CenteringPregnancy® in the USA and adaptations of this model in other countries.
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Box 4.26 Research Briefing: Examples of research related to group antenatal care

USA
Ickovics, J., Kershaw, T., Westdahl, C., Magriples, U., Massey, Z., Reynolds, H. and Rising, S.

(2007). Group prenatal care and perinatal outcomes: a randomized controlled trial. Obstetrics
and Gynecology, 110(2), part 1, 330–339.

Canada
Benediktsson, I., McDonald, S., Vekved, M., McNeil, D., Dolan, S. and Tough, S. (2013).

Comparing CenteringPregnancy® to standard prenatal care plus prenatal education. BMC
Pregnancy & Childbirth, 13(Suppl. 1), S5.

UK
Gaudion, A., Menka, Y., Demilew, J., Walton, C., Yiannouzis, K., Robbins, J. and Bick, D.

(2011) Findings from a UK feasibility study of the CenteringPregnancy® model. British
Journal of Midwifery, 19(12), 796–802. 

Sweden
Andersson, E. Christensson and Hildingsson, I. (2012). Parents’ experiences and perceptions of

group-based antenatal care in four clinics in Sweden. Midwifery, 28(4), 502–508. 

Australia
Davis, D. L., Raymond, J. E., Clements, V., Adams, C., Mollart, L.J., Teate, A. and Foureur, M.

(2012). Addressing obesity in pregnancy: the design and feasibility of an innovative inter-
vention in NSW, Australia. Women and Birth, 25, 174–180.

Individualised ‘36-week birth talks’

Coined ‘the birth talk’ by midwives in the South-East London Midwifery Group Practice
who pioneered it (Reed and Walton 2009), the 36-week birth talk can be embedded in case-
load practice models of care (Kemp and Sandall, 2010). This is not a programme but a
one-off individualised session in the woman’s home, which brings together anyone in her
family and friendship group who may be involved in supporting her during labour and in the
early postnatal period.

The ‘36-week birth talk’ provides an opportunity for midwives to explore choices that the
woman might like to make, for example: revisiting the option of birth at home or in a birth
centre if her pregnancy is uncomplicated; whether she wants photographs of her labour and
birth; what she wants to do with her placenta; or any particular wishes dictated by her culture
or religion. If other children are likely to be involved during the labour, appropriate arrange-
ments can be made for their support.

The midwives can explain that they will be there during labour as a ‘safety net’; they can
explain the purpose and nature of pain in labour and their reasons for not offering pain relief
routinely. Particular attention can be given to talking through the concept of early labour and
building the support group’s confidence in their ability to support the woman until labour is
well established (phoning the midwives if they have any concerns). Situations that warrant
calling the midwife can be discussed as well as giving a simple list of instructions, detailing
what to do if the baby is arriving in a hurry before the midwife arrives.
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Practical support in the early weeks following birth can be discussed, including the
concept of ‘bring food, not flowers’ and making sure that the new parents have as much rest
as possible and private time with their new baby. Rotas can be suggested for visiting friends
to take responsibility for one prearranged evening each where they will come in and cook,
clean, shop or take away washing.

In a study of the role of the 36-week birth talk in the Albany Midwifery Practice, Joy Kemp
and Jane Sandall (2010) concluded that the effectiveness of 36-week birth talks cannot be
separated from the philosophy and relational continuity offered by the midwives. Their study
reinforces the value of embedding 36-week birth talks in caseload practice models of care.

Box 4.27 Research Briefing: 36-week birth talks

Kemp, J. and Sandall, J. (2010). Normal birth, magical birth: the role of the 36-week birth talk
in caseload midwifery practice. Midwifery, 26, 211–221. doi:10.1016/j.midw.2008.07.002.

The authors observed midwives communicating an underpinning philosophy that birth
is both normal and transformational and that it is an important social and cultural event.
Three main themes were identified: a new philosophy for birth (‘don’t forget the
magic’); the construction of authoritative midwifery knowledge (‘they make you
believe that you can have what you want’); and achieving a sense of coherence
(‘making sense of the birth’).

Conversations about birth: opening and closing doors

Whether or not we provide structured ‘childbirth education,’ we all engage in conversations
about labour and birth with pregnant women and their families during our professional and
everyday lives. The way we provide information can have a profound effect on the way
women and their partners approach birth and grapple with all the uncertainties around deci-
sion-making (Leap and Edwards, 2006).

‘Keeping an open mind’ about possibilities

We have probably all seen colleagues talk about ‘keeping an open mind’ in a way that
encourages confidence about the choices women can make, for example around giving birth
at home, where this is an option:

You meet lots of women who say, ‘Really? Am I allowed to have a home birth? I’ve got
that choice?’ So it’s kind of planting that seed in their mind early on …. So you talk
about it throughout the antenatal period but also they can decide in labour, because that’s
the time when they know how they’re going to feel, especially with first babies.

(Midwife, Sandall et al., 2010a, p.35)

We may also have heard ‘keeping an open mind’ used in a way that sends a message that we
think they may have ‘unrealistic expectations’ (Lally et al., 2008), as identified by a woman
describing her initial conversation with a midwife in an antenatal clinic, after she expressed
interest in giving birth in the local free-standing, midwifery-led unit:
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She said, ‘Well it’s your first baby and a lot can happen in pregnancy that might mean
you’re no longer suitable, so let’s keep an open mind about that. If there are no problems
in your pregnancy, you could think about going there later, but you do have to consider
that about 40% of women having first babies who go to birth centres have to transfer to
the hospital during labour – and that’s not much fun.’

(Mother, Leap, 2015, unpublished data)

In order to practise some ways in which we open doors to possibilities, we will stay with the
theme of interacting with women around their choice of birth in a carousel activity.*

Promoting choices about where to give birth

In preparation for this activity, participants should access the NICE Guideline: Intrapartum
care: care of healthy women and their babies during childbirth (NICE, 2014) and be famil-
iar with the evidence and recommendations regarding information that should be shared with
pregnant women to inform their choices about where to give birth (Section 1.1 ‘Place of
Birth’, pp.10–22).

Box 4.28 Reflective Activity: Talking to women about choice of birthplace

Classroom or workshop activity: carousel; facilitator instructions:
• Explain that the purpose of the activity is to practise initial reactions, not to get

anything ‘right’ – they will only have 1 minute to begin a conversation:
• Half the group form a circle with their chairs facing outwards.
• The other half form a circle facing the people in the inner circle.
• The inner circle will be midwives, doulas or childbirth educators.
• The outer circle will be women having their first babies, with healthy preg-

nancies, who start a conversation with you by saying, ‘I’ve heard the transfer
rates are really high if you choose to have your baby at home or in the new
birth centre. So maybe it’s not such a great idea?’

• Call time after 1 minute and all participants in the outer circle move on one
place in a clockwise direction and start a similar conversation with the next
person they are sitting opposite.

• Repeat this for some time and then get participants to swap seats and roles. …
Repeat the activity.

Eventually, bring everyone back into a large circle and discuss what it felt like to be
the woman/the birth worker.
• Without naming names, what were the phrases that were helpful when you were

pretending to be the woman?
• What was the learning from this activity?
Note: * This activity can be adapted to explore and practise our initial interactions with pregnant

women around many other questions that they might ask, including those that we might
find challenging.
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Encouraging conversations with pregnant women and their partners

We finish this chapter with some examples of the sort of things midwives say to encourage
women in their abilities as they contemplate the uncertainties of labour and birth, drawing
on filmed interviews with midwives (Sandall et al. 2010b, unpublished data).

If you are not familiar with these kinds of phrases, it may be helpful to read them out loud,
perhaps as a classroom activity, in order to remember them and think about how you might
adapt them to your own style of communication.

The rests in between contractions

It’s not going to be a constant thing, you know … you get a contraction, it’s there for a
minute and then you get a rest in between, and every contraction brings you a little bit
closer to you having your baby so every one’s really important and it’s doing really good
work.

Working with your body

Your body helps you. Labour starts off fairly mild and gradually contractions will get
closer together and stronger, so that your body’s got time to get used to it, to cope with
it. And your body’s got time to release its own endorphins, its natural painkillers, to help
you through the process. Your body’s working with you to help you have your baby, not
against you. So trust your body.

Movement and rhythm

When you’re in labour it’s really important that you’re able to move around, get into
good positions, be able to kneel, to sit on the toilet, to squat, to rock, to do slow dancing,
you know, all things like that are going to help your labour to progress and to bring your
baby more quickly. And actually, you know, if you have an epidural you’re not going to
be able to do those things.

One contraction at a time

All you’ve got to worry about is that one contraction that you’re in and not kind of
project ahead as to how many more hours am I going to be going through this? It’s that
one, and by breathing through it and getting really focused on that one contraction you’ll
come to the end of it and it will be like, that’s one less, that’s one behind me … don’t
worry about the length of the process, stay very present, and it will become a lot easier.

Transition – look at the midwife

Women say all kinds of things that they don’t really mean; it can be a really tricky time
in their labour that they find really hard …. So it’s good to remind your partner to know
that it’s a really normal part of labour …. We always say to partners: ‘Look at the
midwife. The midwife will be saying, ‘It’s OK, it’s all right, it’s all normal.’ So look at
the midwife and she will give you lots of encouragement. She’ll tell you if there’s
anything to be worried about.
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Good support and feelings of achievement

Good support is better than any epidural …. Good support and then that wonderful
feeling afterwards of achievement.

These phrases from midwives lead us into the next chapter, where we explore the complex
dimensions of how we communicate with pregnant women and their families through
‘thoughtful encouragement’.

Postscript

We leave this chapter with a couple of our favourite free resources for sharing information
with prospective parents, their families and friends:

Simkin, Penny. Comfort in Labour: How You Can Help Yourself to a Normal Satisfying
Childbirth.

This 14-page leaflet provides a succinct guide to labour support for parents and birth atten-
dants, illustrated with beautiful line drawings. You can download it free from the Childbirth
Connections website:
http://www.childbirthconnection.org/pdfs/comfort-in-labor-simkin.pdf

There are several patterns for knitting a uterus for sharing the physiology of labour and birth.
This one is free and simple to follow:
www.birthsource.com/scripts/article.asp?articleid=385.
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Chapter 5

Communication and thoughtful
encouragement

The many human dimensions of communication – the practical, the social, the
linguistic, the lyrical, the subliminal, its ability to soothe and to injure, to inform, to
entertain, to terrify – are what make this topic so challenging.

(Prineas et al., 2011, p.4)

Introduction

In this chapter, we explore ways of communicating that encourage pregnant women to
believe in their abilities in the face of uncertainty – literally: ‘the promotion of courage’. This
encouragement is important for all pregnant women: those who sail though childbirth on the
wings of prosperity and good health as well as those who face challenges and need the help
of medical interventions.

The opportunities for building trusting relationships and reducing fear and anxiety are
optimal when we are providing midwifery continuity of care, doula support or meeting
women regularly in antenatal groups or preparation for birth sessions (Dahlen et al., 2010;
Leap, 2010; Leap and Edwards, 2006; Leap, Sandall et al., 2010). Significantly, the value of
sharing positive stories about birth in our everyday interactions with people can be far reach-
ing. People remember stories, and stories have the potential to open up new ways of
understanding (Kirkham, 1997). In our experience, even in fleeting interactions, (for exam-
ple, with cab drivers or hairdressers), most people have their own stories to share (or they
want to discuss something they’ve seen in the latest reality TV show about birth). These
interactions can lead to penetrating discussions about birth, including whether it is (or should
be) valued as a social or medical event.

All of us receive messages from multiple sources at both a conscious and subconscious
level that can have either ‘placebo’ (positive) or ‘nocebo’ (negative) effects on how we
approach labour and birth. In this chapter we take time to think about how our verbal and
non-verbal communication might be received, drawing on an emerging body of research
from the disciplines of neuroscience and social psychology.

Theory about the psychophysiology of emotion, cognition, perception, semantics and
metaphor can play an important part in increasing our awareness of how we can support
women in a way that promotes positive experiences of birth. We shall touch on some of this
theory in this chapter and also direct you to other resources that you can turn to in order to
study this area more closely.
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Starting with first impressions

Within less than a second of meeting someone for the first time we make enduring value
judgements about their personality (Naumann et al., 2009) and whether we think they are
attractive, likeable, trustworthy, competent or aggressive (Willis and Todorov, 2006). A
range of value judgements are formed swiftly through the subliminal processing of a
complex range of clues arising from our senses, stored memories and social conditioning
(Gilron and Gutchess, 2009). This affects how we all communicate with each other, every
day, all of the time.

It can be confronting for a woman when there is an element of surprise in the appearance
of the midwife, particularly if that challenges her idea of what a midwife is. This might be
about the midwife’s features, expression, body language, speech, accent, ethnicity, skin
colour and clothing (Deprez-Sims and Morris, 2010; Naumann et al., 2009); it might also be
about the fact that the midwife is a man or appears rather youthful.

In her study of midwives who do not have children, Chris Bewley (2000, 2010) explored
situations where, on first meeting, women ask midwives to confirm their assumptions that
they do or do not have children. Anxiety about the midwife’s experience often underpins the
question, ‘Do you have children?’, particularly if the midwife appears youthful. For
midwives who have not had children this can feel challenging, especially where they have
experienced pregnancy loss or the loss of potential motherhood.

As we make value judgements about women, based on how they present to us, so they make
value judgements about us, particularly in relation to the clothes we wear if we are not wear-
ing uniforms. We would probably all draw the line about what is acceptable in terms of how
much individuality we should be able to express in the way we present ourselves in different
places. How short is too short a skirt? What about those tattoos? Are piercings acceptable if
they are in ears, but what about nose, tongue, eyebrow and lip piercing? What is acceptable
wear on a continuum of subdued to flamboyant? How much leeway do we need in order to feel
able to express our individuality? And should we all just stick to navy blue trousers and a white
patterned shirt – or simply, uniforms – in the interest of a ‘professional look?

Along the same line, debates still continue about wearing ‘scrubs’ (operating theatre
clothing) in birthing areas. We may be very attached to the comfort of those loose fitting
garments, but no one can deny that they give a strong message that we’re about to go to
theatre. Some people think that wearing scrubs is acceptable in spite of that, especially as it
eliminates laundry problems for the midwife. Many suggest that scrubs inspire confidence
in the skill and capabilities of the midwife, especially when decorated by the accessory of a
stethoscope around the neck. Others argue that, if the scrubs are a deep colour, rather than
the pale blue of television soap operas, they can accommodate individuality and are accept-
able. Certainly the subconscious messages induced by colour are a consideration when
attending a birth; Many of us who attend home births think about the colours and mood
messages of the clothes we wear when going to someone’s home as well as the practicalities
of comfort.

In the debates about how we present to the women (and their ‘families’) for whom we
provide care, consensus is unlikely as the very nature of the discourse revolves around our
individuality and some strongly held opinions about what constitutes professionalism. We
suggest that, nevertheless, there is value in exploring these issues with colleagues, particu-
larly in terms of how first impressions may impact on how we support women in labour.
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Box 5.1 Reflective Activity: First impressions, communication and supportive
relationships

Group activity; instruction to facilitator/s:
• Prepare a set of photographs aimed at stimulating discussion about first impres-

sions. Alternatively, you could ask each participant to bring a photograph to share
in a discussion about ‘challenging first impressions’ and how these might affect
communication and supportive relationships in childbirth.

• Place the images in a pile face down and ask each person in turn to take one and
lead a discussion in relation to the issues we have discussed above.

The LAURS of communication: a framework for thoughtful
encouragement

A resource that we have found particularly useful in thinking about communication is a text-
book written for anaesthetists.

Box 5.2 Recommended Resource: A communication handbook

Cyna A. M., Andrew, M. I., Tan, S. G. M. and Smith, A. F. (eds). (2011). Handbook of
Communication in Anaesthesia and Critical Care. A Practical Guide To exploring the Art.
Oxford: Oxford University Press.

This edited textbook has much to offer all who support women through childbirth, in
particular its lively sections on the principles and structures of communication; how
words can hurt; language and the subconscious; narrative and metaphor; communica-
tion in the context of maternity care; critical incidents; and communication with
colleagues.

With permission from the authors, we have adapted information about a framework to guide
effective communication from Chapter 2 of Handbook of Communication in Anaesthesia
and Critical Care (Cyna, Andrew, Tan et al., 2011, pp.17–29). This framework – the
LAURS of communication – can be especially useful if we are feeling confused about how
to approach an interaction, since it can easily be remembered:

• Listening reflectively
• Acceptance
• Utilisation
• Reframing
• Suggestion.

Each of the components of LAURS can be used individually or as part of a whole, but the
first skill embedded in LAURS – ‘Listening reflectively’ – has paramount importance:

The three steps to improving communication skills are:
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Step 1 Listen.
Step 2 Listen.
Step 3 Listen (Cyna, Andrew and Tan, 2011, p.22).

LAURS: Listening reflectively

The steps for effective listening are:

1 Observe yourself and recognise your role as a listener.
2 Note whether you are thinking about your response to the person who is talking, rather

than listening to what is being said.
3 Resist the temptation to interrupt or second-guess what the other person is thinking.
4 Recognise that silences or pauses can be useful.
5 ‘Check in’ to seek clarification regarding your understanding of what the person means

and their understanding of what you mean.

Listening reflectively involves listening while observing: the other person’s body language,
the words they use and the tone, pace, volume and pitch of their voice. There are four ques-
tions to bear in mind when listening reflectively:

• Did you hear what was said?
• Did you understand what was meant?
• Does the other person know that she/he has been heard?
• Does the other person know that she/he has been understood?

LAURS: Acceptance

This is about accepting the other person’s reality, being open minded and having a non-
judgemental attitude; this can enhance their feelings of autonomy and control. It may be
useful to think about there being three ‘realities’ in any situation:

• The first reality: This is our own reality and it is shaped by our individual conditioning,
life experiences, education and deeply held belief systems. It is sometimes hard to
remember that people do not necessarily relate to our reality and that their experience of
what is happening is very different from ours.

• The second reality: This is another person’s reality and is often characterised by a strong
emotional attachment to a belief. This can be hard to accept if it seems illogical or even
stupid to us. Discordance between our different realities can lead to miscommunication
and conflict.

• The third reality – this is the reality outside our own experience and perceptions and those
of the person we are engaging with. Where there is no common ground in an interaction,
an outside reality can provide a wavelength at which communication can take place.

LAURS: Utilisation

If you are familiar with strengths-based approaches to care, you will be familiar with the idea
of helping people to draw on (utilise) the strengths and abilities that they have used in
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 previous experiences when facing new challenges. Utilisation may also involve using the
sensory language of the other person – visual, auditory or kinaesthetic – to aid communica-
tion. Some examples of sensory language responses are:

• Visual: You can look forward to each contraction bringing you closer to seeing your baby.
• Auditory: It sounds as though you are clear about what you want.
• Kinaesthetic: It may feel like a numbing sensation.

LAURS: Reframing

Sometimes a thought, perception or behaviour that is potentially unhelpful can be reframed
into something positive or helpful. An example might involve explaining the nature of
contractions to someone who says that they have a low pain threshold.

LAURS: Suggestion

Suggestions are verbal or non-verbal communications that can be received in a subconscious
way and lead to potential changes in mood, perception or behaviours that are non-volitional
(not part of a person’s conscious control). A heightened awareness of suggestion enables us
to use verbal or non-verbal cues that are likely to elicit subconscious, positive, responses in
others (placebo); we can also avoid communication and behaviours that are likely to elicit
negative or harmful (nocebo) responses.

The power of suggestion

Whenever we interact with others, communication takes place through multiple layers of
conscious and subconscious awareness for all involved. Most of us are probably aware of
theories related to conscious communication, such as listening skills and body language;
however, even when we are functioning in a conscious state, we are also operating using our
subconscious. Examples might include when we employ ‘intuition’ or when we are alerted
to a niggling anxiety by previous experiences that are not specifically recalled. We invite you
to consider how suggestion plays an important role in your practice through the intricate
interaction of body and mind – some would add ‘and spirit’.

Suggestibility and communication with pregnant women

Suggestibility refers to the ability of people to respond subconsciously to verbal or non-
verbal cues. It increases when people are highly anxious, distressed, in pain or in hypnosis.
In our everyday life, however, we operate at a subconscious level most of the time, for exam-
ple when we are ‘daydreaming’; this is something that is exploited by consumerism and
advertising. A more positive aspect of this way of being in the world, though, is that our
subconscious renders us able to engage fully, on many levels, with creative arts since the
language of the subconscious is contained in imagery, metaphor, symbolism and suggestion.

As a result of neuro-hormonal changes, women in late pregnancy operate at a ‘daydream-
ing’, subconscious level a lot of the time and are thus highly susceptible to suggestion.
Similarly, in response to both stress and the physiology of labour, women tend to dissociate
from external stimuli and retreat into what midwives tend to refer to as ‘the zone’; this
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altered state of consciousness heightens the woman’s responsiveness to suggestion
(Alexander et al., 2009; Tiba, 1990).

Many (probably most) of the messages – or suggestions – that pregnant and labouring
women receive from midwives and other birth workers are processed involuntarily at a
subconscious level. This creates the potential for positive influences like confidence build-
ing and reducing anxiety, even when, at a conscious level, negativity and doubts prevail.
Obviously, the reverse is also true; words and behaviours can have either placebo or nocebo
effects, depending on the actual words that are used but also the midwife’s demeanour,
posture, attitude, the tone of her voice and the emphasis she puts on certain words.

Box 5.3 Reflective Activity: Suggestibility and the effect of tone and emphasis in
communication

Andrea Robertson (2007, p.16) suggests the following activity for exploring the effect
of tone and emphasis. (For full effect, we suggest that you try this activity in pairs, so
that you say the phrases out loud, hear them from someone else and have a chance to
discuss how emphasis and tone change the message that might be received.)
• Tone: Try saying, ‘She’s the woman who wants an active birth’ with excitement.

Now try saying it with a sneer, as though you disapprove.
• Emphasis: Imagine saying this sentence several times with the emphasis on a

different word each time:
• ‘She wants a vaginal birth after a previous caesarean section.’
• ‘She wants a vaginal birth after a previous caesarean section.’
• ‘She wants a vaginal birth after a previous caesarean section.’
• ‘She wants a vaginal birth after a previous caesarean section.’

The language of positive suggestion

When we are engaging with a pregnant woman, certain phrases are likely to stimulate posi-
tive motivation and useful responses, even when the woman’s conscious thoughts are
focused on anxiety-related issues, for example: ‘Your baby is a perfect size’; ‘You’re doing
so well.’ In Box 5.4 we have placed some examples of different ways in which we might use
positive suggestion, drawing on the work of Cyna, Andrew and Tan (2011). You can add to
these with examples from your own practice.

Box 5.4 The language of positive suggestion: definitions and examples

Direct suggestion
A comment that suggests that something will happen, or a recommendation: ‘You will
find that …. You will be able to …’ or ‘You may be surprised to find that …’.

Indirect suggestion
A very powerful suggestion: through implying that, if others have experienced some-
thing, there is a high likelihood that the woman will have the same experience: ‘Most
women find that … I was with someone only last week who …’.
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Positive reinforcement
A comment that reinforces the woman’s wisdom, knowledge, understanding and abil-
ities: ‘You’ve obviously thought a lot about that …. It’s great the way you …’.

Embedded suggestion
A suggestion is embedded in the conversation in a way that is seamless and doesn’t
draw attention to the fact that a suggestion is being made: ‘The stronger the contrac-
tion is, the more effective it is so you can respond by moving around and finding the
best positions as your body tells you what to do.’

Repetition
Repetition using a variety of phrases that mean the same thing can help women retain
important information both consciously and subconsciously: [after a contraction as the
woman exhales] ‘Well done, that was great, you’re doing really well.’

The language of encouragement as ‘persuasion’

Words of encouragement that are used by midwives and birth workers are steeped in posi-
tive suggestion, for example:

• ‘Your body will tell you what to do – trust your body.’
• ‘Each contraction brings you one step closer to meeting your baby.’
• ‘Between each contraction you can have a rest.’
• ‘The uterus is the strongest working muscle in the human body – it’s a wonderful,

powerful organ.’
• ‘You will find an inner strength that you didn’t know you had.’

When we think about these phrases we can see that they are direct suggestions and have a
deliberate persuasive intent. These phrases are quite different in style to a lot of our conver-
sations with women where we are attempting to promote ‘informed choice’. It is easy to
underestimate the influence of the person who is doing the ‘informing’ on ‘choice’ (Leap and
Edwards, 2006) but, in all of our interactions, there is a fine line between influencing and
what we shall call the ‘gentle art of persuasion’ (Leap, 2005).

Box 5.5 Reflective Activity: Exploring the role of persuasion in practice

James Herrick (2001 p.3) talks about ‘the pervasiveness of persuasiveness’ and
suggests that we are ‘perpetual persuaders’ in our personal, occupational and social
interactions in everyday life – this in spite of the fact that we are ‘leery of persuasion’.

In pairs or small groups:
• Discuss the role of ‘persuasion’ in terms of the messages that women receive from

multiple sources. How does the word ‘persuasion’ make you feel in relation to your
practice of encouraging pregnant women and their supporters?
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Placebo and the power of suggestion

In order to understand the power of suggestion further we shall have a brief look at the curi-
ous world of ‘placebo’.

Half of all drugs that fail in late-stage trials drop out of the pipeline due to their inability
to beat sugar pills.

(Allan Cyna: Birth International workshop presentation for midwives, 2013)

If anyone feels sceptical about the power of placebo they would do well to consider Allan
Cyna’s summary of studies showing that sugar pills (placebo) are more effective in the
following circumstances:

• It helps if the pills have an official-looking code engraved on them.
• Placebos stamped or packaged with widely recognised trademarks are more effective

than ‘generic’ placebos.
• Placebos taken four times a day deliver greater relief than those taken twice daily, and

if the placebo is injected it is even more effective.
• A more expensive placebo can create the impression that it is of higher value: a pill

 identified as costing $2.50 works better than one that identified as costing 10c.
• The colour of the pills will alter how effective they are for specific treatments: red for

stimulation; white for soothing digestion; green for reducing anxiety; yellow as the most
effective anti-depressant.

(summarised from Allan Cyna, 2013, Birth International workshop presentation for
midwives)

Box 5.6 Reflective Activity: Discussing homeopathy – contested opinions

Given the chemical ‘nil-potency’ of homeopathic remedies, homeopathy is often
explained by sceptics as a belief-system based on placebo effect. The discussion in this
systematic review by Ernst (2010) provides us with a resource to think about this:

Ernst, E. (2010). Homeopathy: what does the ‘best’ evidence tell us? A systematic review.
Medical Journal of Australia, 192(8), 458–460.

In pairs or small groups:
• Discuss the following questions:

• Are you convinced by this article that homeopathy works on a placebo basis?
• Why do you think that observational studies of homeopathy might produce

different results?
• As midwives and birth workers, how do you think we should respond when a

woman who uses homeopathy regularly asks us what our opinion is about the
use of homeopathic remedies in pregnancy and labour?
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‘Nocebo’ and the power of suggestion – when words hurt

For some time there has been evidence that warning patients that a potentially painful proce-
dure – such as cannula insertion – might hurt (using negatively loaded words like, ‘little
sting’ and ‘sharp scratch’) increases their anticipatory pain and anxiety (Dutt-Gupta et al.,
2007; Lang et al., 2005). The person’s subconscious hears ‘STING’ and that is exactly how
the subsequent procedure is experienced. (An alternative is to talk about ‘numbing’ the skin.)

Advances in magnetic imaging are contributing to neuroanatomical and neurochemical
explanations of the effect of language on anticipatory pain and anxiety (Benedetti et al.,
2007). This emerging theory helps us to interpret research findings, such as those in the study
in the following research briefing.

Box 5.7 Research Briefing: The power of suggestion: placebo and nocebo effects

Chooi, C. S. L., White, A. M., Tan, S. G. M., Dowling, K. and Cyna, A. M. (2013). Pain vs
comfort scores after caesarean section: a randomized trial. British Jounal of Anaesthesia,
110(5), 780–787. doi: 10.1093/bja/aes517.

Following caesarean section, women who were asked questions related to their levels
of pain were more likely to describe pain and request extra analgesia than women who
were asked questions about their levels of comfort.

Sabotage: the failure words ‘try’ and ‘not’

Negative suggestions include using the failure words ‘try’ and ‘not’. Try implies a likelihood
of failure. If you tell someone to ‘try not’ to do something they are likely to do it as the
subconscious does not hear the word ‘not’ (Cyna, Andrew and Tan, 2011). For example
telling a woman in labour not to ‘worry’ tells her subconscious that there is something to
worry about.

‘Vomit’ can be a sabotage word when a woman is in labour; even producing a bowl with
or without the verbal message, ‘in case you need to vomit’, can set up an involuntary
response so that the woman feels like vomiting. This might make sense if you think about
what happens to your salivary glands when someone talks about eating a lemon!

Concentrated attention: countering nocebo effects

When someone concentrates on an image or experience over and over again, it tends to
realise itself through subconscious reinforcement. This is worth considering in relation to the
negative effect of repeatedly asking a woman in labour if they want pain relief (Cyna,
Andrew and Tan, 2011). Another example is when a woman in labour is struggling and
repeatedly says, ‘I can’t do this.’ Suggesting that, instead, she says, ‘I can do this’ repeatedly,
often means that concentrated attention can be used with positive effect.
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Metaphor and meaning

[I]ntelligence so rarely shows itself in speech without metaphor … we can so seldom
declare what a thing is, except by saying it is something else.

George Eliot in The Mill on the Floss (Book 2, Chapter 1)

The subconscious thrives on making connections through metaphor. The word ‘metaphor’
comes from the Greek word ‘matapherein’, which means ‘to transfer’. A metaphor is a figure
of speech in which a comparison is made between two unlike objects; the aim is to illumi-
nate similarities, shedding light on the essence of one or both objects. Words or stories can
convey meaning without using literal words.

As we have already seen in the work of Karlsdottir et al. (2014), it is not unusual for
women to describe the continuum from pregnancy through to new motherhood as a ‘jour-
ney’. Some have suggested that accompanying women on this journey speaks to the meaning
of the midwife–woman relationship (Leap, 2010; Thompson, 2004). When we talk in this
way about a ‘journey’ we are using a metaphor to highlight meaning.

Box 5.8 Reflective Activity: A journey metaphor for childbirth

In pairs:
• Using creative art forms tell a story about going on a journey as a metaphor for an

individual woman’s experience of pregnancy, labour and birth, and new mother-
hood – including the support and influences from others in preparation, along the
way and in the sequel to the journey. 

• Present or perform what you have created to others in the wider group.

Metaphors evoking sporting activities are often used to convey endurance and triumph when
facing the physical and mental challenges of labour (Dempsey, 2013; Lowe, 2002; Reiger
and Dempsey, 2006). There are, however, reasons to think carefully about using sporting
activities as a metaphor for labour, not least that this might alienate women who do not see
their bodies as ‘sporty’. Also, although we often hear people talking about labour being like
running a marathon, Michel Odent (1994; Odent and Odent, 2015) suggests that it is inap-
propriate and potentially dangerous to draw such parallels: unlike advice given to marathon
runners, the promotion of birth physiology should involve the avoidance of sugar and carbo-
hydrate intake and the conservation of muscular energy in order to reduce the antagonism of
oxytocin by adrenaline.

When we use metaphors, we need to be careful about the potential impact for individual
women; for example, the idea of ‘waves’ might be useful for a woman who loves surfing
but counterproductive for a women who has a fear of being dunked and rendered out of
control by the force of waves. In a similar vein, the force described by this childbirth educa-
tor could be scary for some women, particularly those who are worried about losing control
in labour:

Each of these waves brings the tide in, but before it finally comes in it’s often
experienced as a storm, and you feel at one with nature, that this great contraction is like
mountains building. You can only really take analogies from the natural world, there’s
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nothing else like it, and your body is part of this; the power of creation is sweeping
through your body.

(Childbirth educator/birth supporter, Sandall et al., 2010b, unpublished data)

Metaphor to convey meaning about labour in creative writing

Mixed metaphors involving the natural world are also used in the following excerpts from
various sections of Enid Bagnold’s semi-autobiographical novel, The Squire, (first published
in 1938 and republished in 2013 by Persephone Books). The central character describes her
reflections as she approaches the birth of her fifth child and then gives birth at home, with a
midwife and GP in attendance.

Box 5.9 Metaphor and meaning: excerpts from The Squire (2013) by Enid Bagnold*
(recommended reading)

Pain is but a branch of sensation. Perhaps childbirth turns into pain only when it
is fought and resisted?

There comes a time, after the first pains have passed, when you swim down a
silver river running like a torrent, with the convulsive, corkscrew movements of a
great fish, threshing from its neck to its tail. And if you can marry the movements,
go with them, turn like a screw in the river and swim on, then the pain … then I
believe the pain … becomes a flame that doesn’t burn you …. It’s not awful, the
thing’s progressive. And when you are right in the river to marry the pain requires
tremendous determination, and will, and self-belief. You have to rush ahead into
it, not pull back against it. It’s very hard to do.

The monk and nun [GP and midwife in attendance] were about her bed, acutely
directed on her, tuned to her every manifestation. With eyes fast shut she lent
herself to their quiet directions, clinging to the memory of her resolve that when
the river began to pull she would swim down with it, clutching at no banks ….

Her mind went down and lived in her body, ran out of her brain and lived in her
flesh. She had eyes and nose and ears and senses in her body, in her backbone,
living like a spiny woodlouse, doubled in a ball, having no beginning and no end.
Now the first twisting spate of pain began, swim then, swim with it for your life.
If you resist, horror and impediment! If you swim, not pain but sensation! Who
knows the heart of pain, the silver, whistling hub of pain, the central bellows of
childbirth, which expels one being from another? None knows it who, in disbelief
and dread has drawn back to the periphery, contradicting the will of pain, braking
against inexorable movements. Keep abreast of it, rush together, you and the
violence which is also you! Wild movements, hallucinated swimming! Other
things exist than pain!

It is hard to gauge pain. By her movements, by her exclamations, she would
have struck horror into anyone but her monk and nun. She would have seemed
tortured, tossing, crying, muttering, grunting. She was not unconscious but she had
left external life. She was blind and deaf to world surface. Every sense she had was
down in Earth to which she belonged, fighting to maintain a hold on the pain, to
keep pace with it, not to take an ounce of will from her assent to its passage. It was
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as though the dark river rushed her to a glossy arch. A little more, a little more, a
little longer. She was not in torture, she was in labour; she had been thus before
and knew her way.

*Reproduced with permission, Nicola Beauman, Persephone Books: www.persephonebooks.co.uk

Box 5.10 Reflective Activity: Metaphor promoting meaning in The Squire

In pairs or small groups:
• Discuss the personal impact of the excerpts from The Squire in Box 5.9 and the

ways in which metaphor tends to convey meaning for you.
• There are a series of different metaphors used in these passages. Make a list of

these and discuss the meaning they convey in terms of how we conceptualise pain
and support.

The power of words

Words are things. You must be careful, careful about calling people out of their names,
using racial pejoratives and sexual pejoratives and all that ignorance. Don’t do that.
Some day we’ll be able to measure the power of words. I think they are things. They get
on the walls. They get in your wallpaper. They get into your rugs, in your upholstery,
and your clothes, and finally into you.

(Maya Angelou: The Power of Words. YouTube film clip)

Over the years there have been a plethora of articles in the midwifery and medical press
about the potential for the words we use to have a disempowering effect on childbearing
women (see some examples in Box 5.12). These words tend to reflect, perpetuate and rein-
force a culture in maternity service provision where the language of ‘managing’, ‘allowing’,
‘conducting’, ‘delivering’ and ‘risk’ reflects who has the power in any given situation (Leap,
2012).

Box 5.11 Research Briefing: Language, communication and power dynamics – a
sample of articles in the midwifery press

Hastie, C. (2005). How understanding semantics helps us be ‘with women’. MIDIRS Midwifery
Digest, 15(4), 475–477.

Hunter, L. (2006). Women give birth and pizzas are delivered: language and Western childbirth
paradigms. Journal of Midwifery and Women’s Health, 51(2), 119–124.

Leap, N. (2012) The power of words revisited. Essentially MIDIRS, 3(1), 17–21.
Mander, R. (1997). What are we called? Words that colleagues use. British Journal of Midwifery,

5(7), 406.
Wickham, S. (2005). Language of the complicated. Practising Midwife, 8(9), 33.

96 Communication and thoughtful encouragement

D
ow

nl
oa

de
d 

by
 [

N
at

io
na

l L
ib

ra
ry

 o
f 

th
e 

Ph
ili

pp
in

es
] 

at
 2

3:
35

 0
1 

N
ov

em
be

r 
20

17
 

http://www.persephonebooks.co.uk


Box 5.12 Reflective Activity: Language, communication and power dynamics

Group activity, in pairs or small groups:
• Choose one of the articles in Box 5.11 and create a script for a short sketch around

the words that are highlighted in the article.
• After everyone has performed their sketches, a facilitated discussion in the wider

group can address the following questions:
• What are the advantages of finding alternatives to these words when talking to

pregnant women about labour and birth?
• What are the social pressures within the maternity care environment to

continue using these words?

Andrea Robertson (2007) suggests that the acceptance and use of one word in particular –
‘delivery’ – sidesteps power away from women:

Just eliminating that one word from your daily conversations with women will help
them feel more positive about what they will be doing and remind you of your position
as an assistant in the process …. Once we have substituted ‘birth’ for every example of
‘delivery’ in our conversations, written works and medical records, we will have made
some very basic progress towards normalising birth.

(pp.16, 17)

Box 5.13 Reflective Activity: The ‘delivery’ word

• Discuss how you might substitute ‘birth’ for ‘delivery’ in the following phrases in
ways that might make a difference to workplace culture and how pregnant
women/new mothers feel:
• ‘She had a wonderful delivery last night.’
• ‘I had a wonderful delivery last night.’
• ‘In the Delivery Suite our forceps delivery rate is going down as we do more

ventouse deliveries.’
• ‘She was delivered by caesarean section in the end.’
• ‘The normal delivery rate is very high where I work.’
• ‘Since qualifying I’ve delivered over 500 babies.’
• How might you respond to a colleague who says, ‘It’s all just semantics. And

anyway, when they have an instrumental delivery or caesarean section, they’re
not giving birth, we are delivering the baby for them’.

• Some midwives refer to ‘catching babies’ as a way of avoiding the ‘delivery’
word. What do you think about this?

Pains, contractions, surges or rushes?

Talking about ‘pain’ when a woman is in labour is probably the most common example of
sabotage language. Asking a woman in labour about ‘pain relief’ at regular intervals or
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asking her to complete a ‘pain score’ (advocated in some units) has obvious repercussions in
the sensitive world of the subconscious, beyond the obvious undermining of her confidence.
We explore this further in Chapter 6.

Some people think that we should not use the word ‘pain’ when talking to pregnant
women in preparation for labour and that the word ‘contraction’ is also a negative sugges-
tion. For example, in Spiritual Midwifery, Ina May Gaskin (2002), refers to contractions as
‘rushes’ and, in hypnobirthing, the words, ‘surges’ or ‘waves’ are often used as an alterna-
tive to ‘contractions’. Ruth Sanders (2015) proposes that this likens the experience of
contractions to external forces imposed on women; while the intention is supportive, women
cannot be in control of external environmental forces and there is the possibility of this
metaphor distancing them from what is occurring in their bodies. She also makes the case
for isolating the ‘functional discomfort’ associated with normal labour from the pathological
pain paradigm that permeates cultural representations of birth and the language of midwifery
practice.

Like Ruth Sanders (2015), childbirth educator and birth supporter, Rhea Dempsey (2013),
suggests that pregnant women are preoccupied by how they will cope with pain in labour; it
is therefore important to invite conversations about reframing the word, ‘pain’ within a
philosophy of working with physiological pain in labour:

Getting hung up on the idea that labour shouldn’t be painful or that, with the right
technique and control, it will be painless, is a capacity-limiting viewpoint … the birthing
woman runs the risk of having nowhere to go when it all begins to crumble.

(Dempsey, 2013, p.59)

Box 5.14 Reflective Activity: The words we use for contractions

If you search the Internet using the words, ‘reframing contractions as surges’ you will
find plenty of postings from women about this issue: some explaining why they
thought this reframing of the word ‘contraction’ was useful, others suggesting that this
masks the reality that contractions are painful, thus doing a disservice to women.

Individual activity:
• Discuss this issue with: women who have experienced labour; women who have

practised hypnobirthing; colleagues who have experience of working with women
using hypnobirthing techniques; and practitioners who prefer to use alternative
words to describe ‘contractions’.

• Decide on the words that you will choose to use and whether there are circum-
stances when this might change, for example in the context of preparation for birth
or during a woman’s labour. Share your thoughts about these issues with
colleagues.

The language of ‘normal birth’

When thinking about the words that we use in our speaking and writing, we may do well to
consider the ‘normal birth’ debate. The phrase ‘normal birth’ has become a ‘code’ for some-
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thing we think we all understand; it is embedded in the documentation and discourses that
shape and reflect contemporary maternity service provision. But the notion is fraught with
difficulty, not least finding a consensus on what we mean by ‘normal birth’. The complex
process of an interdisciplinary attempt to arrive at a consensus definition for normal labour
and birth, one that involves women and measures the process of labour, rather than
outcomes, is discussed in Making Normal Birth a Reality (Maternity Care Working Party,
2007).

As Holly Kennedy (2004) has suggested, the word ‘normal’ is hardly in keeping with the
midwifery philosophy of embracing the concept of each woman’s birth being seen by her as
quintessentially unique and ‘special’. Women will sometimes talk about ‘natural birth’ but,
as with ‘normal birth’, we are left questioning the binaries of ‘normal/abnormal’ and
‘natural/unnatural’. What do these phrases mean in situations where the majority of women
have some form of intervention and in countries where increasing numbers of women are
choosing elective caesarean birth?

The potential for the majority of women to feel marginalised if birth is only seen as mean-
ingful when it is ‘normal’ concerns all of us (Lyerly, 2012). Perhaps this thinking informed
a paper published in the British Journal of Obstetrics and Gynaecology (Smith et al., 2008),
where the authors (obstetricians) chose the title: ‘The natural caesarean section: a woman-
centred technique’ in advocating a ‘natural approach that mimics the situation at vaginal
birth’ (p.1037).

In most Western countries, women are still having to negotiate their pregnancies through
systems dominated by risk management and will end up being labelled in relation to notions
of risk status. If normal birth is for ‘low risk’ women and some midwives provide care to ‘all
risk’ women, does this mean that there is no such thing as ‘no risk’, and that risk is always
lurking in the wings to justify those who persist in saying, ‘Birth is only normal in retro-
spect?’

The phrase ‘physiological birth’ is sometimes chosen as an alternative to ‘normal birth’
but this is not a phrase that many women or maternity care providers would use or consider
appropriate. Furthermore, computerised summaries identifying birth as ‘normal’ may
include a range of non-physiological processes, for example acceleration with synthetic
oxytocin and episiotomy.

As an attempt to avoid this difficult territory, the term ‘straightforward labour and birth’
is often used in the UK (for example in NCT publications) and there is a tendency to refer
to ‘labour and birth with complications’ to avoid the term ‘abnormal’. Not everyone is happy
with the idea of ‘straightforward’ though, given the variations and meanderings of women’s
individual labours where physiological processes prevail.

There is a move afoot in the USA to talk about: ‘optimal birth: the maximum perinatal
outcome with minimal intervention placed against the context of the woman’s social,
medical and obstetrical (sic) history’ (Kennedy, 2006, p.763). An Optimality Index scoring
tool has been devised to assess optimality of care and outcomes for individual women. The
paper describing this contains some stimulating discussion about the biomedical prioritising
of risk and technology in maternity care (Cragin and Kennedy, 2006).
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Box 5.15 Reflective Activity: The problem with ‘normal’

In pairs or small groups:
• Discuss the following questions:

• In thinking about the language that you use in your practice, which words to
describe normal birth do you use? Can you think of any reason why you might
consider changing these in particular situations? If so, what might be the effect
on others and yourself?

• What do you think are the potential benefits and pitfalls associated with the
terminology and use of the concept of ‘optimal’ birth and how might this
approach affect women?

• The article written by obstetricians: ‘The natural caesarean section: a woman-
centred technique’ (Smith et al., 2008) raises issues about promoting the very
best experience for women and babies who experience caesarean birth. What
other issues does it raise for you, particularly in relation to the use of
language?

The effect of environment, models of care and personal values
on communication

Box 5.16 Research Briefing: Communication in antenatal ‘booking’ visits

McCourt, C. (2006). Supporting choice and control? Communication and interaction between
midwives and women at the antenatal booking visit. Social Science & Medicine, 62,
1307–1318.

This article describes how different models of care and settings influenced styles and
patterns of communication.

Communication when we don’t warm to the woman or her birth
companions

Inevitably there will be times when we are caring for a woman in labour who has different
values to ours and whom we don’t warm to. Establishing rapport with a woman we like is
easy but managing to achieve this with someone we do not warm to requires concentration
on our non-verbal as well as verbal skills (Robertson, 2007). For all caregivers there are
times when we find it hard to communicate well with women, as this midwife discusses:

It’s hard sometimes. The other day when a very large woman refused the meal we got
for her in a long labour and her husband came in with huge quantities of burgers, chips
and pizza – I had to work at containing my disapproval! He’s the manager of a
McDonalds and there she was with her epidural complaining about this being the worst
day of her life. Lots of things that were said that made me think, ‘Let this be over’. And
she had her bottles of formula ready to feed her baby.
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I find it really difficult not to be judgemental sometimes. What I’m often seeing is
that an epidural goes in and it seems like nothing’s happening and so the phones come
out. He’ll sit over here on his phone and she’ll sit over there on her phone, there’s no
talking, no nothing other than communication with the outside world. And the number
of people who are putting things on Facebook while they’re in labour, even during and
immediately after the birth – I can’t believe it!

The other day I took over from a midwife who told me the young woman had done
really well and ended up having a lovely water birth. She was a teenager. She told me
the midwife had denied her her right to have an epidural; she was really disgruntled. It
reminded me that you have to go with their agenda, not yours.

(Midwife, Leap, 2015, unpublished data)

Box 5.17 Reflective Activity: When personal values get in the way of rapport

In pairs or small groups:
• Discuss the quotation above with reference to your own experiences and identify

some strategies for providing supportive care in such situations. Think of how you
might handle other situations where you might feel judgemental when supporting
someone in labour, for example if someone is making racist or sexist comments.

• Share a story of a situation that you have been in where personal values made it
hard for you to develop positive communication with a pregnant woman and/or her
supporters. How did it feel at the time? How do you feel about it now? What did
you learn? What will you do next time you’re in a similar situation?

Communication skills training

We finish this chapter with a recommendation. We suggest that, however experienced we
are, there is always value in engaging in communication skills training. As shown in the
following research briefing, choosing a programme that is tailored to your individual needs
is important.

Box 5.18 Research Briefing: Communication skills training

Alder, J., Christen, R., Zemp, E. and Bitzer, J. (2007). Communication skills training in obstet-
rics and gynaecology: Whom should we train? A randomized controlled trial. Archives of
Gynecology and Obstetrics, 276, 605–612.

Participants were all rated for their communication skills in video recorded interviews
prior to being randomised to a communication skills training programme or control
group. Participants with poorer performance at the beginning showed most improve-
ment after training. The authors concluded that communication training should
concentrate on specific skill deficits for individuals, rather than being implemented
across the board for an entire team.
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We offer a list of topics that might be found in training courses if you are keen to hone your
communication skills:

• group facilitation
• motivational interviewing
• assertiveness skills
• leadership
• clinical supervision
• conflict resolution
• neuro linguistic programming (NLP)
• dealing with difficult people
• giving and receiving feedback.

We shall be exploring communication further in the next two chapters, where we look at how
we support women during labour.

Postscript

The Postscript to this chapter is a story written by Meg Hitchick in 2014, following her first
experience of attending a birth as a student midwife. It is a perfect example of the value of
storytelling to promote reflection. The story has the potential to stimulate a wealth of discus-
sion about the communication skills of midwives in supporting women in labour whom they
have not met before, whilst also supporting students. It also speaks volumes about how much
we can learn about birth through the sensual responses and fresh perspectives of student
midwives.

Reflection by Meg Hitchick

A baby boy was born last night. Not my baby, but almost as momentous – it is my first birth,
as a student midwife. Quick! Pay attention! Take notes!

Multip, G2P1. Attempted VBAC. Induction for post-dates by Foleys, Syntocinon.
Foetal distress, worrying CTG, CS indicated. Fast second stage. Vacuum. VD. Second-
degree tear. Meconium in liquor. APGARS 8 & 9. Active third stage. Mother and baby
doing well.

It’s becoming simple enough to describe what happened in this code, this language of
midwifery that I am learning to speak, but these abbreviations and technical terms, they don’t
tell the full story. Not even the half of it. There’s no abbreviation for ‘afraid’, ‘uncertain’ or
‘tired’ or ‘anxious’. There’s no mention in the notes of ‘that look that just passed between
midwife and expectant dad’, nor of ‘the way that five minutes felt like forever’. There’s no
shorthand for ‘trust between mother and midwife established at x time’.

There is the real story, and then there’s the one you’ll read in the notes after.
Birth. A strange and heady mix of high drama and the rhythms of the everyday – a heart

beating, breaths being drawn in, the swift and sure movements of calm hands. As a brand
new baby midwife, I so admire those hands, moving with steady purpose, performing a
hundred tiny tasks as though on autopilot. Gloves on, gloves off. Pen scribbling a note. A
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gentle touch. A swift tug. Plastic being unwrapped. Membranes being stretched and prodded.
It is a ballet, full of complex and perfect manoeuvres, made to look effortless through the
sheer polish of having been performed by those hands a hundred, a thousand times before.
My own hands feel sluggish and uncertain by comparison, and seem to hover a lot, at a loss.
Am I doing it right? Why won’t my fingers work like they normally do? Come on, surely I
can get a blood pressure cuff on faster than this, now!

For this one, there were three midwives, three sets of hands, from start to ‘finish’. I know
why they call it a ‘handover’. But it is not the impression of hands that most remains with me.

Instead, it’s all in the eyes.
There’s the eyes of my woman, half closed in tiredness, squeezed shut with determina-

tion, lit up with new love. And all the while, searching, searching for what she wants to find
in the faces of those around her. ‘Do you care for me? Will you be with me through what-
ever happens? Can you be gentle with me? Will I get through this?’

The eyes of the dad-to-be, creased with concern, flicking with distraction, to the phone,
to his partner, to the funny, beeping medical equipment. To the staff who come and go.
Always on the look out for signs. ‘Is it alright? Is this normal? Do you all know what you’re
doing? Do I need to panic yet?!’

The eyes of the tiny newborn boy, blearily gazing around him, an exhausted triumph. And
the eyes of the midwives.

A midwife is capable of saying a thousand things with her eyes. When there isn’t time for
words, this is a handy skill. She can say ‘I’m here, he’s okay, you’re going to be okay, I’m
competent, I care about you, you’re in safe hands, and you’re wonderful’ all at once. At the
same time, if she is really skilled, she can hide things so they don’t show in her eyes – ‘I’m
tired, I missed a tea break, there’s a baby in the next room not doing so well, this is going to
take a while, and I have a gut feeling this one will end up as a C-section. I don’t like the look
of that trace’. If she doesn’t want you to know, you’ll never know.

The first midwife, I think she knows that she won’t be seeing this baby born on her watch.
Her eyes, they’ve seen this before, and even as she’s saying the obvious, that nobody has a
crystal ball, that birth is unpredictable, I can sense that she’s preparing my woman for that
moment at which she’ll have to go, and the next midwife will be along to take over. I’ve only
just arrived, and I’m somewhere in between ‘staff’ and ‘clueless bystander’, but oh, I’m
thankful for this one. She speaks to me as if I’m part of the team. When she ducks out
quickly, she doesn’t see the flash of dismay in my woman’s eyes – the one that says ‘Oh no.
We can’t keep her. She’s so lovely and we can’t keep her as long as we need her for. How
will we go on without her?’ And I am left wondering, how did she do that? Such trust, built
so quickly. How will I ever do that?

The second midwife arrives, and her eyes take everything in, the woman on the bed, the
weary partner, the trace folding slowly onto the floor. The drip flowing steadily into an arm.
She looks to the woman, really looks at her. Speaks a few calm words, asks a gentle ques-
tion. I wonder if she notices the woman’s body relaxing, melting back on to the bed as she
responds, the look of relief – this isn’t a stranger after all. She’s one of us. She’s on our team.
It’s magic. Our new midwife leaves the room, but she’s still ‘with’ us.

‘We’re in such good hands’, smiles my woman to her partner and me. But she doesn’t
really mean the hands. She means the eyes. She knows just how the look in those eyes made
her feel, and it’s all she wants to feel now. She feels safe.

Later, when big calls have to be made, action has to be decided on, it’s those eyes my
woman searches out. ‘You’re my midwife’, she says pleadingly. ‘What should I do? And I
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know that she’s trying to read ‘the answer’ in her midwife’s eyes. We are here in this big
hospital, in the province of medicine and doctors and shifts and procedures, but what she
really wants to know is ‘what would YOU have me do? Because I trust you.’

The third midwife, the one who will eventually ‘catch’ the baby, she has a lot on her plate.
There’s a trace that now has more steep drops than the Grand Canyon. There’s a doctor call-
ing for a section – NOW – and a surgical team that aren’t ready, an OR still in use. There’s
a dad looking very green around the gills. There’s a woman in transition, shaking and call-
ing for a sick bag and wanting to push and there’s a baby with his own agenda who is inching
slowly but surely down the birth canal, low heart rate notwithstanding.

And yet somehow within ten minutes of this ridiculously dramatic situation unfolding,
midwife and mum are smiling together over the face of this brand new person, and they’ve
never met each other before this day, but right now, they are two of the closest people in the
world. This midwife, she’s nailed it. She has spent only an hour, with someone who was basi-
cally out of their right mind, during one of the most momentous challenges life has to offer,
and yet somehow, there’s a relationship there. As the woman grins and strokes the little head
and repeatedly thanks the midwife, me, her partner and anyone else who comes within
earshot, I wonder how I will ever remember what to say to a woman at such an occasion, let
alone what to do.

We do the newborn check. ‘Hallo, little guy’, says the midwife cheerfully, as she points
out all the features we are looking for. Somehow after all that has transpired, she is still
taking time to be friendly with me, to be patient with my complete ignorance, to treat me as
an equal. I realise: she does this, all the time, it’s the DNA of her job. To climb into the
passenger seat alongside people who are mere tourists to this, her realm, and allow them to
‘drive’.

That night, it takes me hours to get to sleep. It’s a lot to take in, to process. The ‘techni-
cal skills’ of birth – I’m reasonably sure I’ll figure those out given enough time to practise.
But how will I become capable of being ‘with woman’? Outside of the delivery room, it’s
much easier to be relaxed, to create a rapport, to encourage and compliment and do all those
other things that are ‘social lubricant’ for forging relationships, but inside? There’s only
being real, being gentle, being the rock in the turbulent unknown, being YOU.

Midwives, on behalf of all midwifery students we want to say thank you for helping us
learn to be ‘with woman’. We students are watching your hands, yes. But it’s the use of our
eyes, our smiles, and our words, which we really need to learn. By your compassion to us,
your patience with us, your ‘letting us drive’ you are being ‘with student’. Thank you for
giving us our ‘safe landing’ into practice as authentic, with-woman midwives.
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Chapter 6

Supporting women for normal birth

Introduction

The way a woman is treated by the professional on whom she depends may largely
determine how she feels about the experience for the rest of her life.

(Simkin, 1991, p.210)

Labour and birth present complex, highly intimate, physical and emotional challenges for
women; interpersonal relationships with professionals can have a profound effect on how
they cope with the potential loneliness, fear and vulnerability of the experience (Van der
Gucht and Lewis, 2015). As we discussed in Chapter 1, the resounding message from women
is that they value continuous support during labour to increase their comfort and help them
feel safe and secure in the unfolding ebb and flow of their emotional needs (Dunne et al.,
2014; Ross-Davie and Cheyne, 2014). The next three chapters can be viewed as a trilogy
addressing how we respond to that message from women.

In this chapter we explore how we might support women who have uncomplicated preg-
nancies, who start labour spontaneously and who hope to have a normal birth. We build on
this in Chapter 7 by looking at the practicalities of labour support – the ‘tool kit’ of support
measures that we can draw on when supporting women in labour. In Chapter 8, we then look
at some of the variations in the way we can support women when they have the extra chal-
lenges of using epidurals or are experiencing complications that require help from
obstetricians or other health practitioners.

This chapter draws on research findings and the experiences of women, midwives and
other birth workers, to explore some principles for promoting physiological birth (which we
shall refer to as ‘normal birth’, since this is the commonly used term). We shall also consider
the potential impact of the environment on the quality of support we offer.

First though, we quote some words of advice from the late Brian Pridmore, an experi-
enced and much-loved South Australian obstetrician. When asked to address the first
cohort of 3-year Bachelor of Midwifery students on their graduation day, he said, ‘I have
only two words of advice to guide you as you embark on your midwifery careers and they
are: “Assume Nothing”.’ This mantra is a theme that runs throughout this chapter, espe-
cially when we consider the diversity and characteristics of effective support for labour
and birth.
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Some key texts to inform this chapter

Box 6.1 Recommended Resource: Supporting women for normal birth

Buckley, S. J. (2015). Hormonal Physiology of Childbearing: Evidence and Implications for
Women, Babies, and Maternity Care. Washington, DC: Childbirth Connection Programs,
National Partnership for Women and Families.

Walsh, D. (2012). Evidence and Skills for Normal Labour and Birth, 2nd edn. London: Routledge.
Walsh, D. and Downe, S. (eds). (2010). Essential Midwifery Practice: Intrapartum Care.

Chichester: Wiley-Blackwell.
Robertson, A. (2007). The Midwife Companion: The Art of Support During Birth, 2nd edn.

Sydney: Birth International.

Supporting women to have a ‘normal’ labour and birth

I think the confidence that grows from a normal birth that’s gone well echoes through
the years – the stories that women tell vividly, for good and bad. But the vivid stories
are never forgotten and I think I see that in their confidence in terms of breastfeeding
and being mothers.

(Obstetrician, Sandall et al., 2010a, p.33)

In focusing this chapter on supporting women to optimise their chances of having a normal
birth, we have been mindful of an important UK document: Making Normal Birth a Reality:
Consensus Statement from the Maternity Care Working Party – Our Shared View about the
Need To Recognise, Facilitate and Audit Normal Birth (Maternity Care Working Party, 2007).
The Maternity Care Working Party (MCWP) included academics and clinicians as well as
members of professional organisations and voluntary organisations representing childbearing
women. The group outlined the imperative to promote normal birth amid increasing concerns
about the physical and emotional consequences of rising intervention rates.

In order to audit and compare data related to the promotion of normal birth, an agreed
definition is needed. After some discussion, the MCWP agreed to use the NHS Institute’s
definition of ‘normal delivery’, which includes all women except those who experience: ‘any
one or more of the following: induction of labour; epidural or spinal; general anaesthetic;
forceps or ventouse; caesarean section or episiotomy’ (p.3). This definition of ‘normal’
labour and birth has been used in policy documents in other Western countries.
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Box 6.2 Reflective Activity: Exploring what we mean by concerted efforts to
support women for normal birth

Individually, in pairs or in small groups:
• In preparation for this activity, study Making Normal Birth a Reality (Maternity

Care Working Party, 2007).
www.rcm.org.uk/sites/default/files/NormalBirthConsensusStatement.pdf.

• Discuss the definition of normal birth in this document and the footnote identify-
ing how some members of the MCWP wanted it tightened. What do you think are
the implications of this definition, the language used and the initiatives proposed?

• How does your discussion relate to your own experiences of concerted efforts to
support women for a ‘normal birth’? Consider this in relation to policy documents,
guidelines and practice.

The changing face of labour support

As can be seen in Box 6.3, our efforts to promote physiological birth occur within a culture
of increasing acceptance of obstetric interventions and epidurals.

Box 6.3 Research Briefing: Women’s acceptance of obstetric interventions

Green, J. M. and Baston, H. A. (2007). Have women become more willing to accept obstetric
interventions and does this relate to mode of birth? Data from a prospective study. Birth,
34(1), 6–13.

This paper identifies that women are more prepared to accept obstetric interventions
and epidurals than they were 20 years ago, when researchers carried out a similar large
survey in England.

Women with high willingness to accept interventions, in particular epidurals, had a
two-fold increase in the chance of having an instrumental or operative birth.
Conversely, a low willingness to use epidurals had a protective effect.

The researchers suggest that women who favour epidurals may not be aware of the
implications and that explanations about this should include support and encourage-
ment to use other coping strategies.

As we discussed in Chapter 4, the concept of developing skills in ‘getting women through’
labour that was prevalent decades ago has given way to a focus on responding to women’s
choices, particularly around epidural use. This can mean that midwives are vulnerable to crit-
icism when we engage in conversations with women in the way that is recommended by the
researchers profiled in Box 6.3. Denis Walsh (2010b p.xi) suggests that there is ‘a sense of
crisis confronting advocates of physiological birth … and a marginalisation of the low-tech
non-hospital birth’. Where such a culture prevails it is increasingly important that we are
able to articulate why normal birth matters.
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Box 6.4 Reflective Activity: Why normal birth matters

In small groups:
• Take 10 minutes to make a list on large sheets of paper identifying why you think

it matters to promote normal birth. Read your list out loud to the larger group and
compare your ideas. Engage in a facilitated discussion about everyone’s ideas and
the implications for how we support women in labour.

Supporting women in labour: some basic principles

Having considered why the promotion of normal birth matters, we now explore some prin-
ciples concerning how we provide individualised support to women in labour.

Trusting women to find their way

I think, left alone, women are completely able to do it themselves and go right into their
own depth of resources. And they don’t look out at all, except to open their eyes and
plead for a caesarean or something in a panic moment when they’re desperate in
transition. But I think in a woman who’s not desperate and who’s coping, she’ll
disappear completely from connection with you, her environment and from whoever is
supporting her, and she’s in her own little space. It’s like being in a bubble really … and
you as the midwife can only sit and watch and really admire, I suppose, how it works
and what’s going on.

(Midwife, Leap, 1996, p.45)

In her books for midwives and childbirth educators, Andrea Robertson (2006a, 2007)
describes the art of labour support in terms of observing and responding to individual women
and providing them with peace, privacy, a permissive, accepting atmosphere and protective
surroundings. She describes how, through attending births as a support person over many
years, she learnt to trust women’s innate ability to find their way in labour:

Women know how to give birth. A woman who is encouraged to be instinctive and tune
into her body during labour can discover exactly what she needs to do to make labour
easier for herself and her baby … provided [she] is willing to explore her hidden
capabilities, and if she is provided with an environment conducive to this exploration.

(Robertson, 2006a, p.101)

The skill of being alongside women and trusting them to find their way in normal labour has
been described by Sheila Kitzinger (1988 p.18) as ‘patience and the willingness to wait for
the unfolding of life’. As we explored in Chapter 1, the underlying philosophies of such
approaches are associated with a universal safety net role of watchful anticipation:

I remember seeing that film – I think it was in a remote area of South America – where
all the women supporting the mother get up and dance when the baby is born. The
nuggety old midwife continues to sit there, calmly concentrating on the woman. After
the woman has delivered her placenta and it’s clear that she’s not bleeding excessively,
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the midwife springs up with a big beam on her face and joins in with the dancing women
[laughter!].

(Midwife, Leap, 2015, unpublished data)

Words of encouragement: midwifery muttering

Women have described the importance of their midwives’ repetitive use of encouraging
words throughout their labours, often quietly voiced after each contraction. This ‘midwifery
muttering’ (Leap, 2010) can be particularly useful during moments of self-doubt:

The whole time during my labour they kept saying, ‘You’re fantastic, you’re brilliant,
you’re doing absolutely great‘, and I just thought, ‘Oh well, actually I must be doing
fine, I must be doing something right.’ So that was really positive.

(Mother, Sandall et al., 2010a, p.38)

‘Midwifery muttering’ has been likened to the ‘whispered words of wisdom’ of ‘letting it be’
(Kennedy et al., 2010), immortalised by Lennon and McCartney (1970). For many women,
repeated reminders from the midwives that they are doing well and that ‘this is normal’ have
a steadying effect:

All the midwives just seem so calm around you, and they just keep reminding you that
this is normal, and just by the way they behave and the calm in the room … it just all
seemed like the most natural, normal thing, my labour, although it was long and hard.

(Mother, Sandall et al., 2010b, unpublished data)

For women’s partners, this sense of calm can be particularly important if a woman’s way of
managing her labour is to roar and make dramatic rhythmic movements, as was the case
described by this father:

I remember thinking at the time, gosh she [the midwife] seems so relaxed it’s
amazing, she’s not panicking at all … I kind of felt like it grounded me at least to see
her just being quite, you know, ‘Oh this is really great ….’ And just, yes, she was very
calm.

(Father, Sandall et al., 2010b, unpublished data)

Sending women messages of encouragement requires the midwife to believe that the woman
will be able to get through her labour with support:

You can’t pretend really, you have to feel it, and it is hard work and it is incredibly tiring,
but you have to be genuine about it. And I think if you’re up there, you pull them up
with you, and they stay there. The minute you feel, ‘Oh God, this isn’t working is it?’
they, you know … [deflating sound] they’re back down to the ground again and then
they lose it completely.

(Midwife, Sandall et al., 2010a, p.45)
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Trusting women to give us feedback

If you are worried about annoying a woman with your ‘midwifery muttering’ or anything
else you are doing to support her, you can rest assured that she will let you know. Women
often get very monosyllabic as labour intensifies and they tell us in no uncertain terms if they
don’t like what we are doing or saying. It is not unusual to hear women say with an urgent
tone, things like: ‘Be quiet’, ‘Don’t press like that’, ‘Rub here, not there’, ‘Don’t call me
Blossom’; or, responding to the heightened sense of smell that women have in labour: ‘Your
breath smells of coffee/cigarettes.’ (Recommending that birth companions have a toothbrush
handy is a good idea, as is remembering to tell everyone that the woman may react nega-
tively to perfume, aftershave, incense or aromatherapy.)

There is no room for politeness when a woman is consumed with concentrating on her
labour. This can be challenging for women’s partners and other birth companions, who may
need reassurance that we often see this sort of thing in normal labour:

I remember a woman I was looking after who thought before labour that what she’d
want was people rubbing her back and talking to her, all that sort of thing. For some
reason she ended up using the gas and at the start of each contraction she’d say, ‘Shut
up, shut up, shut up … stop talking … don’t touch me …’ with great urgency! I do talk
about that – the fact that you don’t always know what’s going to work for you in labour.
You might like this – but you might hate it too. Only the woman will know at the time.
And she will tell you.

(Midwife, Leap, unpublished data, 2015)

Midwifery reassurance: the concept of ‘knitting’ in the corner

As we saw in the diary of the eighteenth-century midwife Martha Ballard in the Prologue,
there is a time-honoured tradition of midwives sitting in a corner and knitting while waiting
for a woman’s labour to unfold. This concept is sometimes flagged as a metaphor for ‘pres-
ence’ – midwives giving quiet reassurance through their body language; a message that all
is well; and that there is no need for concern. Although we have heard contemporary stories
of midwives being banned from knitting in some maternity units, it was not uncommon in
the UK in the 1970s when we were both student midwives:

On night duty, if you had difficulties with your knitting, you went and found Sister
Huckle. She only had one eye but there was nothing she didn’t know about knitting. And
nothing she didn’t know about how to get women through labour when they didn’t
believe they could do it.

(Midwife, Leap, 2015, unpublished data)

In our experience, it is not unusual for midwives to knit in a corner when women are giving
birth at home. In a study involving videotaped narratives about midwifery practice (Kennedy
and Shannon, 2004), experienced American midwives described how they consciously
created a reassuring presence as they learnt to ‘sit’ with a labouring woman while knitting:

I knit with women in labor. It’s my way … of telling everyone who is willing to pay
attention, that labor is normal … everyone thinks, OK, she’s knitting, things have to be
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OK, otherwise she’d be doing. So I sit and knit.
(p.557)

Knitting – crocheting, tatting, embroidering, or any other needlework – can also have a calm-
ing effect on the midwife. Her hands are occupied in a rhythmic activity that is known to
have meditative qualities. She can keep a quiet eye on what is unfolding without having to
gaze at the woman (a type of surveillance that women often find unnerving).

We cannot leave the concept of knitting without a word of caution about the effect that
knitting can have on some people. Those of us who knit are well aware that the image of
Madame Defarge and her friends knitting at the guillotine in Charles Dickens’ A Tale of Two
Cities (1859) can provoke conscious and subconscious associations and reactions:

My sister had a midwife (36 years ago) who knitted during her many, many hours
of obstructed labour that ended in a caesarean section – she was horrified by the whole
experience and the image she has stuck in her mind is of women knitting at the
guillotine.

(Midwife, Leap, 2015, unpublished data)

Box 6.5 Reflective Activity: ‘Midwifery muttering’

Classroom or workshop activity, in small groups:
• Make a list of the sort of phrases that you might use to encourage a woman

(quietly) after each contraction if you were sitting in the corner of the room,
perhaps knitting. Practise saying these phrases out loud and notice the tone of
voice you use. 

• ‘Homework’ – in preparation for a presentation with the larger group:
• Find colleagues or friends who speak another language and ask them if you

can audio record them saying the same words in their language – as if they
were gently encouraging a woman in labour after a contraction.

• Combine your audio recordings in different languages and superimpose them
onto a slide show of images depicting women in labour. 

• Lead a group discussion on what you learnt about ‘midwifery muttering’ and
labour support with reference to the impact of the slide show presentations.

Midwifery presence: being in the room

During informal conversations, some midwives have told us that they see the concept of
knitting in the corner of the room as ‘unprofessional’. In some cases, this perception can
extend to seeing the very act of sitting in a relaxed way as ‘unprofessional’:

I’m not comfortable about sitting down and being seen as not working. You wouldn’t
want to be caught sitting in the support person’s easy chair because it’s just not
professional. The only professional seating you can have is the little round stool, the one
that’s used for suturing.

(Hammond et al., 2014b, unpublished data)
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The above quote raises important issues about professionalism and how the design and
culture of birth in institutions affects how we are able to be in the room and provide emotion-
ally sensitive care and support for women in labour (Hammond et al., 2014a). We shall
return to this later when considering how we promote a supportive environment for birth.

Being in the room: addressing documentation and other tasks

The lack of a suitable place in the birthing room to sit alongside women and their birth
supporters was identified as an important issue in the study by Hammond et al. (2014a);
sometimes this resulted in midwives leaving the room, especially when they needed to
complete documentation. Whilst encouraging midwives to find a way to stay in the room
when writing their notes, we are aware that, whatever the setting, some women find it
disconcerting when the midwife is obviously writing things down about them; again, this can
feel like surveillance:

I said to the midwife, ‘What are you writing about me?’ I must have sounded very
suspicious because after that she involved me in what she was writing and quietly told
me and my partner what she was recording. Then it became reassuring.

(Mother, Leap, 2015, unpublished data)

The same sort of explanations can be important when we have to concentrate on a task, as
this midwife explains:

If I have to concentrate on writing in the notes or doing something, I say to them, ‘I’m
not talking to you right now because I’m concentrating on doing this … whatever it is.
That way they’re not left wondering if my silence is something to worry about. The
same applies if I’m explaining something to a student. I check out with them that it’s
OK to do that. Generally women and their partners really like hearing all of that,
especially when you’re telling the student to notice how well the woman is managing
her labour – but I wouldn’t do that if the woman’s in the zone and needs a quiet space.
You have to think hard about all of these things.

(Midwife, Leap, 2015, unpublished data)

The ‘thinking hard’ that this midwife refers to means responding with all of our senses in
order to find the most appropriate way to ‘be’ alongside a labouring woman as she responds
to the evolving nature of her experiences. It means being brave about changing tack if we
seem to be getting it wrong.

You have to modify your behaviours to suit hers. If she’s not saying much, you don’t
say much. If her eyes are closed, don’t ask her a question so she’s got to look at you.
You have to play it by ear.

(Childbirth educator/birth supporter, Leap, 2015, unpublished data)

Reassuring women: avoiding assumptions

When a woman appears to be managing well in labour, it is easy to assume that she knows
this; we might underestimate how much she appreciates reassurance:
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A woman told me once that she only had positive feedback indirectly when a doctor
came into the room and the midwife said to the doctor, ‘She’s doing really well’, … it
was the end of the first stage, she was really struggling because it was full on, and the
midwife was offering her choices, she wasn’t saying, ‘You’re doing beautifully’, she
was saying, ‘Do you want to move position? Do you want some pain relief?’ and the
mother interpreted that as the midwife saying, ‘You’re not coping with this very well.

(Childbirth educator/birth supporter, Sandall et al., 2010b, unpublished data)

In a similar vein, we should not assume that, because a woman appears to be getting good
support from one of her birth companions, she therefore does not need midwifery reassur-
ance. This is particularly so if we are with a woman whose language we do not speak:

I was with a woman once and she appeared to be getting good support from her mother,
who was rubbing her back and murmuring to her. As I didn’t speak their language, I
withdrew and left them to it, just going in to check every 15 minutes or so. I was
surprised when her labour stalled and she ended up having Syntocinon and a forceps. I
went to see her a few days later on the postnatal ward and she told me that her mother
had been telling her repeatedly that it was taking too long, that her own births were
faster, that there must be something wrong. I misinterpreted what was going on. I learnt
from that not to assume that what I’m seeing is necessarily what’s going on for the
woman.

(Midwife, Leap, 2015, unpublished data)

This story reminds us to be alert to how we might make assumptions based on our percep-
tions of other people’s cultures. In our efforts to work in a way that is culturally competent
we need to be mindful of the differences within, between and among cultures and that we
might not be able to pick up cues about what is going on for others (Purnell, 2000).

Addressing the fallacy of prediction

Experienced midwives know the importance of avoiding assumptions and predictions about
how a woman will or will not manage her labour:

They do surprise themselves, they do. I always think that instinctive midwives can
predict but I don’t know that I can myself. I think that I can sometimes, but then quite
often I’m wrong. Women constantly shock me and I think I’ve learnt from those women.
You could sit there and think, ‘She’s a hopeless case, she said her pain threshold’s really
low’ – and all you’ve got to do is tell her she’s doing well, that it’s normal and allow her
to get on with it in her own way, and I think she will.

(Midwife, Leap, 1996, p.49)

Being tolerant for wide variations in how a normal labour might unfold and a willingness to
keep an open mind have been described as important midwifery skills (Kennedy, 2004).
Sometimes, this means being open to the idea of supporting a woman whose labour has
stalled while she works through psychological, rather than physiological challenges
(Kennedy and Shannon, 2004). An example of this is presented in the following activity,
drawing on a story from an Australian home birth midwife,
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Box 6.6 Reflective Activity: ‘I just want to talk. And I want you to listen’

Individually or in pairs or small groups:
• Discuss the issues that this story raises for you and what we can learn from it:

I was with a woman recently. She had had two babies at home in the UK with NHS
midwives. She had quite fast labours. With the second one, the midwives hadn’t
made it to that birth. So we were all expecting a really quick birth.

When I arrived at her home she was clearly transitional. And then everything
just stopped. She didn’t get another contraction. Nothing. I couldn’t work out was
going on. This seemed like more than a ‘rest and be thankful’ phase of labour,
which we often see, don’t we, just before they go into second stage.

Anyway, she asked everyone to leave the room except for me – the husband and
the two little girls. She said, ‘I just want to try something.’ So they all left. She
said, ‘I just want to talk. And I want you to listen.’ So basically she divulged that
she’d been sexually abused as a child by several men in her family and she’d never
told anyone, not even her husband.

With the first two babies, each time she had found out in pregnancy that she
was having a girl. The fear that was coming up for her this time was that she didn’t
know the sex of this baby and she was so frightened that it might be a boy. She
was scared that there was something genetic in males in the family that would
‘create a monster’ as she called it.

We spent about 20 minutes and she was just talking and crying in the pool and
then very slowly the contractions started coming back. I was just sitting there
listening and she said, ‘Can I be on my own for a little while?’ I walked out of the
room and heard her roar: ‘Aaaaaaaargh!’ And then we heard, ‘Waa, Waa [baby
noises]’. We came back in the room and she was holding a baby boy who she’d
lifted out of the water. And she’s madly in love with him.

But when everything stops, I don’t think we should always assume something
psychological is going on. We can get caught up in all that and miss other things
that are going on.

(Midwife, Leap, 2015, unpublished data)

Several authors have warned against midwives trying to engage in predicting underlying
psychological problems that might have physiological consequences for childbearing
women, citing the potentially disempowering effect that this might have on women (Gosden,
1996; Gosden and Saul, 1999; Oakley, 1980). Engaging in such predictions can also change
the dynamic of the midwifery relationship:

Yes, I’m au fait with popular psychologising, but that’s not terribly helpful with a
process that’s so b_____ complicated. I make a conscious effort – which sometimes
works and sometimes doesn’t – to put that prediction stuff to one side, because it gets
in the way. If I’m engaging in that process, I’m not with her.

(Midwife, Leap, 1996, p.49)
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Midwives have described a maternity service culture where predictions about how women
will cope are a regular feature of informal discussions, often dominated by value judgements
and stereotyping:

At the desk, you hear things like, ‘We’ll see where those hypnobirthing classes get her
once she’s in proper labour.’ It’s almost as if they get some warped pleasure out of
seeing women turn to epidurals when they had planned otherwise.

(Midwife, Leap, 2015, unpublished data)

Box 6.7 Reflective Activity: Confronting the stereotyping of labouring women

Green, J. M., Kitzinger, J. and Coupland, V. (1990). Stereotypes of childbearing women – a look
at some of the evidence. Midwifery, 6, 125–132.

Two commonly observed stereotypes are challenged in this paper: ‘the well-educated,
middle class woman who has obsessive, fixed ideas and unrealistically high hopes about
what she wants in labour’, and ‘the uneducated working class woman who is thoroughly
unprepared, abdicates all responsibility to staff and has no aspirations for the type of
birth she’d like’. These caricatures were not supported: women of different levels of
education were equally likely to subscribe to the ideal of avoiding drugs in labour. It was
more likely to be the less educated women who had the highest expectations for a fulfill-
ing birth experience and who did not want to hand over all control to the staff.

In pairs or small groups:
• After studying this article, discuss situations that you have been in where you have

heard these stereotypes (or others) being used.
• Write a script for possible responses and practise saying these to each other out

loud.
• Discuss how you might overcome barriers to challenging such stereotyping and

why you think it matters.

Supporting the supporters for labour and birth

Often the most useful thing we can say to a woman’s birth companions is, ‘If you’re
worried, look at me; if I’m not looking worried you can assume that all is well. I will
tell you if I’m worried about anything – so if I look calm you can feel reassured that this
is all normal.’

(Midwife, Leap, 2015, unpublished data)

Women often worry about their partners or other chosen birth companions during labour,
potentially resulting in their ‘worry brains’ inhibiting the swirling hormonal cascades of
physiology (Buckley, 2015). Where midwives, doulas or other birth workers take on the role
of supporting the support team, this can put the woman’s mind at ease, releasing her to with-
draw into the sensations of labour (Robertson, 2007). This may mean simple things like
making sure the supporters have access to hot drinks, snacks and a place to rest or sleep. The
following story is an example of this:
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Box 6.8 Reflective Activity: ‘Looking after Auntie’

Individually or in pairs or small groups:
• Discuss the issues that this story raises for you and the implications for practice:

A woman from Sierra Leone came into the unit in the night. She’d had two normal
births before and she thought her waters had gone. In fact they hadn’t but then she
was seen by someone and it was understood that she was more than 42 weeks. And
that’s of course a definite no-no and she’d apparently somehow slipped through
the net and not been induced. So we didn’t let her go home and she had to go to
the antenatal ward and someone gave her some Prostin. In the morning she came
back up to the labour ward, contracting strongly; her cervix wasn’t very far dilated
– but she was labouring.

She was very tired; she’d had no sleep at all. She was probably contracting two
in ten and between contractions she was snoring her head off. With her was her
aunt – quite an elderly lady, who was also very tired. She’d been with her for two
days and had had no sleep. So I put a mattress on the ensuite bathroom floor, gave
the aunt some sheets and pillows and she had a couple of hours’ sleep in there.
After that she was much refreshed and able to be more supportive.

The woman got into the bath at about lunchtime to help her with the pain – she
was still very tired and was lying in the bath, snoring her head off between
contractions. She decided she wanted to get out of the bath so I was there in the
room trying to support her when her aunt said, ‘Ooh, I really feel like having a bath
too.’ So I said, ‘OK, I’ll get you a couple of towels’ and so off she went to have a
bath.

And in the middle of the aunt having her bath in came the whole medical team
and I was just praying that she wouldn’t wander out with a towel wrapped round
her, this elderly woman. But she heard them and stayed in the bathroom.

In the afternoon the woman got a strong urge to push and out came this beau-
tiful baby – completely covered in vernix, not 42 weeks at all. But everything was
fine. Typically, as soon as the baby was out the woman was completely alert and
absolutely delighted. They were ringing family in Sierra Leone, all completely
overwhelmed with joy. It was gorgeous.

(Midwife, Leap, 2015, unpublished data)

Supporting partners for labour and birth

It appears that there is an association between men’s distress about their experiences of
labour and women’s subsequent symptoms of post-traumatic stress; women’s dissatisfaction
with partner support in labour is also associated with an increase in post-traumatic stress and
postnatal depression (Iles et al., 2011). If we also consider suggestions that the most positive
experiences of labour for fathers occur when their partners have an epidural (Capogna et al.,
2007), we have to think very carefully about how we can support women’s partners in
labour, particularly when the woman hopes to labour without an epidural. It should go with-
out saying that these considerations apply equally when the woman is in a lesbian
relationship, where the couple may be facing the extra challenges of homophobic reactions
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on their journey to becoming new parents (Chapman et al., 2012). The following activity
draws on a story from an experienced birth centre midwife who explains how she supports
partners:

Box 6.9 Reflective Activity: Supporting partners to provide labour support

Individually or in pairs or small groups:
• Discuss the issues that this story raises for you with reference to your own experi-

ence of supporting labour support partners.

I often tell the partner that they don’t need to ask her anything – they don’t need to
ask her if she wants a drink – that it’s better just to offer things. So: ‘Here’s a drink‘,
or get a cloth and wipe her brow. If she doesn’t want it she’ll tell you. But if you’re
asking questions you’re bringing her back the whole time, activating that frontal
cortex that can get in the way of her going into her body and getting on with labour.

I think very often when they don’t know what to say you hear the partners say,
‘Are you all right?’ But of course they’re not ‘all right’ and women often tell them
so in no uncertain words. So I try to give partners different words to say to encour-
age the woman rather than keep asking her if she’s all right! Like, ‘You’re doing
well’, or, ‘Keep concentrating on breathing out.’ I talk to the partners about
‘encouraging’ rather than ‘feeling sorry’ for the woman. I suggest it’s like if some-
one’s running a marathon and their partner says, ‘I’m proud of you and I know you
can do it’, then you can do it better.

Partners can do ‘midwifery muttering’ too. I was once with a couple who had
done hypnobirthing preparation and after every contraction he said (very quietly
so as not to disturb her) all the things that midwives say, ‘Well done … that was
great … you’re doing so well ….’ It was lovely to watch. He did it all the way
through a long labour. He’d been taught that. She said afterwards that even though
she was deeply in her own space she could hear those words of encouragement and
they steadied her.

It’s one thing sitting next to her if she’s on a bed, mopping her brow – that’s
what they tend to see on reality TV shows – but if a woman is roaming around it’s
a different sort of role, especially if women are ‘in the zone’. They don’t want to
be touched; they don’t want to be coached; they don’t want anyone near them.
That can be hard for partners to deal with so I explain to them that this is what she
needs – to be quietly encouraged between contractions but to move around with
free will. That’s why the shower or birth pool or sitting on the loo is often so good
for women – it gives them a space where people can’t get close and disturb their
concentration, a good barrier that gives them privacy.

If the woman has to be monitored or has a drip in place, one of the things I say
to the partners is that inevitably there may be times when they feel in the way with
all those machines that go ‘ping’: no matter where they sit people will be asking
them to move when they need to get in there and do something. I try and reassure
them and suggest that they try and keep close to her in all of that and not move
right away.

(Midwife, Leap, 2015, unpublished data)
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It is easy for partners to feel inhibited by the expertise of the midwife or doula. Awareness
of this should be uppermost in our minds as we provide support, as this doula explains:

I always work hard at not getting in the way between the woman and her partner. So if,
for example, she needs a drink, I pass it to the partner to give to her. Sometimes I’ll start
doing something and invite them to take over. For example, the other day, a woman I
was with was doing a little labour dance. Her partner watched me doing it with her for
a couple of contractions and then he took over and I stepped back.

(Doula, Leap, 2015, unpublished data)

Supporting partners who are finding it hard to be supportive

Some are really brilliant but occasionally you get this feeling that they’re only there
under pressure and it’s pretty miserable for them. I was with one the other day who, as
the head came on view, suddenly had to go to the toilet. And he was in the toilet when
the baby was born! I think he escaped because he couldn’t cope. He didn’t seem that
disappointed when he returned.

(Midwife, Leap, 2015, unpublished data)

We have probably all been in situations where we think that a father is finding it hard to be
with his partner in labour and may be present because of social pressure. In such circum-
stances, it can be tricky working out whether we should encourage him to be involved or
avoid asking him to do things out of respect for the dynamic that exists between the couple.
We also have to curb any value judgements arising from our own interpretations of how a
couple are interacting (Robertson, 2007).

Some couples are so close that you feel like you’re intruding – the guy is right there with
her and knows exactly what she needs. But then there are other guys who have no idea
and don’t seem to know the woman very well. You can often tell if their relationship is
very new or under a lot of strain.

(Midwife, Leap, 2015, unpublished data)

As we explored in Chapter 1, doulas can play an important role in supporting the woman’s
partner. This is particularly relevant in the absence of midwifery continuity of care, where
the doula, rather than the midwife, has been able to develop a trusting relationship with the
couple.

Sadly, even when there are no physical problems with labour, birth is not always welcome
or joyous. The following story from a UK community midwife provides us with an oppor-
tunity to discuss ways of being with women in labour when the couple have complex
relationship difficulties.
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Box 6.10 Reflective Activity: When midwives need to step in with support

Individually or in pairs or small groups:
• Discuss the issues that this story raises for you and what we can learn from it:

I really think the back rubbing and massage, wet flannels, mopping the brow and
holding the hand things should be the partner’s role, not mine. But sometimes you
have to step in.

I was with a woman who was needing very intense labour support. I hadn’t met
her before, but I knew from colleagues who had seen her antenatally that there
were concerns about their relationship and his control over her. So there had been
all sorts of concerns about them from a social point of view.

In labour, the partner was sort of doing his own thing, didn’t seem very support-
ive or present and was very much leaving her to it. He kept himself very separate.
She totally needed support and he wasn’t giving it. So that was the total extreme
of labour support where you think, ‘Well he’s not going to give her labour support
and she actually doesn’t want it from him either’. So as a midwife you then have
to fill that little gap.

She was in the pool and we had real trouble getting the water hot enough so he
did actually respond to my requests and boiled kettles and helped to get the pool
warmer. But she had hold of me on my arm, pretty much constantly, having to
have me almost embracing her and then her friend giving her pressure on her back.
She was saying, ‘No, no, you can’t listen to the baby now, I need you, you have to
hold onto me.’ So I had to ring the bell to get another midwife to come in and listen
to the baby’s heartbeat.

Now we found out later that there were issues about that baby not being
planned or wanted because from her point of view it was tying her to him. She had
been planning to leave him before this pregnancy and now this meant she could-
n’t leave. So she really didn’t want the baby and I think that was maybe why she
found that labour so hard, besides the fact that this was a bigger baby and maybe
in an awkward position.

In transition, she said she really needed something else – she was using gas and
air and she hadn’t needed it for the first labour – so I agreed to get her half a dose
of Diamorphine and asked someone else to go and get it, hoping that during that
time she would get there, which she did. She was pushing by the time that
Diamorphine arrived so she never had it.

The baby was born and she didn’t really want to do anything with the baby and
so I think the baby went to the friend initially. The dad did hold the baby for a
while. The woman appeared really traumatised by the whole experience.

At some point I said, ‘Would it be all right for the baby to lie next to you? So
you don’t have to hold the baby yet but she can lie next to you?’ The mum was
crying a lot, obviously feeling rotten about the whole thing, knowing that she
should be bonding with her baby but didn’t want to do it. And then at some point
she said would I help her breastfeed.

This is difficult to say but there were cultural issues going on here. Throughout
her pregnancy none of the midwives had mentioned that her partner was African,
not wanting to appear racist. But this was incredibly relevant information if we
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were to try and understand what was going on for both of them in a rural area of
England. And because I’d lived in Africa and previously worked in an inner city
area with a large African population, this helped me to connect with him.

During the postnatal period he told me that in Africa the midwife would be the
baby’s Aunty. ‘You would become our friend now and you would be special to this
baby and in Africa if the midwife is ill or dying then all the children would come
and look after her.’ He was really wanting that because he put everything African
on a pedestal. But once I heard more about how he was trying to control her I
didn’t want to visit when he was there because I didn’t feel friendly towards him.

Recently I saw her when the baby was eight weeks old and I had lunch with her.
And she was saying that she was starting to like the baby more and even love the
baby. I reassured her that sometimes other women say that it takes time.

(Leap, 2015, unpublished data)

Supporting children at birth

If you place ‘siblings at birth’ in your Internet browser you will access a wealth of articles
and some very positive stories about children being present at the birth of their baby brother
or sister. You will also find articles highlighting what parents need to think about, if this is
what they want. From our own experience in this area we suggest that the following consid-
erations are important:

• A child should only be present if they want to be and throughout the experience there
should be an open door policy so that they can leave or come and go as they please.

• Someone who is not the mother or father, but who knows the child well, should be
assigned the role of being with the child throughout the labour, whether or not the child
wants to be in the same room as the woman in labour.

• Preparation with visual images and simulated potential noises and behaviours helps the
child know what to expect.

• If the birth is not taking place at home, there may need to be negotiations and plans put
in position well before the labour.

When there’s a crowd in the birthing space

Usually, women giving birth at home have a lot more control over who they want in the room
at different stages of their labour, for example women often withdraw into fast labour the
minute someone has responded to their request for their toddler to be taken off for a walk.
In hospital settings, where the woman often feels less in control of the space, it can be hard
for the midwife to work out whether the presence of family and friends is enhancing or
inhibiting the woman’s ability to feel safe enough to concentrate on her labour. This can be
particularly confronting if the woman seems happy with the presence of her chosen support-
ers, but the midwife feels they are providing little or inadequate support, as is discussed in
the article in Box 6.11.
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Box 6.11 Reflective Activity: Interactions with birth support people

Maher, J. (2004). Midwife interactions with birth support people in Melbourne, Australia.
Midwifery, 20, 273–280:

Individually, in pairs or small groups:
• Discuss the issues that this paper raises in relation to your own experience of

supporting a woman in labour when she has several support people in attendance.

Facilitating a supportive environment for labour and birth

The birth environment powerfully shapes and impacts on the birth experience of women
and carers. There is nothing neutral in this context with environment, attitudes and
relationships all contributing in an enabling or disabling way.

(Walsh, 2010a, p.57)

The word ‘environment’ in the context of labour and birth encompasses the culture of the
space in which birth is enacted and the philosophical beliefs of the people involved, as well
as the physical space. In order to acknowledge how issues of power and control also impact
on women’s experiences, the term ‘birth territory’ has been used to describe the environment
for birth (Fahy and Parrat, 2006). Within this territory, ‘midwifery guardianship’ is linked to
the protection of all the intricacies of psychological, spiritual and neuro-hormonal processes
that promote straightforward, undisturbed birth (Fahy et al., 2008).

‘Holding the space’: creating a safe and supportive environment

Another word that is sometimes used to describe the birth environment in a multi-dimen-
sional way is the word ‘space’ (Hammond et al., 2013). We often talk about ‘holding the
space’ when describing labour support. This philosophical concept encompasses providing a
steady presence that is totally focused on the woman, including making sure that the envi-
ronment feels safe for her, described here by a woman when telling the story of her labour:

What I loved the most was my midwives not telling me what to do. They were just there,
‘holding a safe space’. When I was struggling I knew to look up and you see a face that’s
calm and you can go back into it knowing that there’s someone else on top of what’s
going on, checking everything’s OK and safe.

(Mother, Leap, 2015, unpublished data)

‘Holding the space’ in a woman’s home

The woman in the quote above was talking about the sort of support she received when
giving birth to her first baby at home. An ever-increasing body of literature identifies the
value of encouraging the majority of healthy women to consider giving birth at home
(Birthplace in England Collaborative Group, 2011; Blix et al., 2012; Brintworth and Sandall,
2012; de Jonge et al., 2015; Li et al., 2015).
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Box 6.12 Reflective Activity: Changing the culture to promote home birth

Reed, B. (2015). Changing a birthing culture: Becky Reed explores why so many women with
the Albany Midwifery Practice had home births. AIMS Journal, 27(4), 6–7.

In pairs or small groups:
• Make a list of all the factors that you think may have contributed to 43.4 per cent

of women booked with the Albany Midwifery Practice choosing to give birth at
home when the UK home birth rate ‘remains stubbornly below three per cent’
(p.7).

• Discuss the implications for promoting positive experiences for women, babies and
their families, given the outcomes demonstrated by this midwifery group practice,
which operated in an inner-city area of high deprivation (Reed & Walton, 2009; The
Albany Model: Gold Standard Midwifery Care website (accessed March 2016):
http://thealbanymodel.com/albany-in-peckham/statistical-outcomes-1999-2007).

Supporting women who choose to freebirth

The articles in Box 6.13 address situations where women decide to ‘freebirth’ without
midwifery support, with or without attendance of a doula at their birth. In the UK, The
Association for Improvements in Maternity Services (AIMS) devoted a whole issue of its
journal in 2014 (Vol. 25, No.4) to articles about freebirthing, including four in-depth
accounts from women who chose this option.

Box 6.13 Reflective Activity: Conversations with women contemplating
‘freebirthing’

Dahlen, H., Jackson, M. and Stevens, J. (2011). Homebirth, freebirth and doulas: casualty and
consequences of a broken maternity system. Women and Birth, 24, 47–50.

Jackson, M., Dahlen, H. and Schmied, V. (2012). Birthing outside the system: perceptions of risk
amongst Australian women who have freebirths and high risk homebirths. Midwifery, 28,
561–567.

In pairs:
• Study these articles from Australia as well as the women’s accounts of freebirthing

in the UK in the AIMS Journal (2014) cited above.
• Discuss how your personal attitudes to freebirthing might influence the conversa-

tions you would have with a woman who wishes to freebirth with the support of a
doula.

• She tells you that this decision was influenced by a previous traumatic birth in
hospital that ended in a caesarean. Practise variations in these conversations,
taking it in turn to be the woman and the midwife, doula or other birth worker.

• Discuss what you learnt from this activity.
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‘Holding the space’ in birth centres

Denis Walsh (2006b) has described how a birth centre environment elicited nurturing behav-
iours from both women and staff. He challenges us to review our conceptualisation of
‘safety’ and the nature of relationship as we provide support for women progressing through
labour to new motherhood.

Box 6.14 Research Briefing: Creating a safe and nurturing space for birth

Walsh, D. (2006b). ‘Nesting’ and ‘matrescence’ as distinctive features of a free-standing birth
centre in the UK. Midwifery, 22(3), 289–239.

The Serenity Birth Centre (BC) is a midwifery-led unit that is the default option for all
women with uncomplicated pregnancies booked in an inner-city maternity service in
Birmingham, UK. It is held up as an example of an initiative that made dramatic changes to
the culture, practices, experiences and outcomes by creating an environment specifically
designed to enable midwives to ‘hold the space’ for women and promote normal birth.
(Beech et al., 2015; Gutteridge, 2013, 2015).

Box 6.15 Reflective Activity: Supporting women in birth centres

In preparation for this activity study the following papers:

Walsh, D. and Gutteridge, K. (2011). Using the birth environment to increase women’s potential
in labour. MIDIRS Midwifery Digest, 21(2), 143–147.

Gutteridge, K. (2015). Midwifery-led care for a low-risk cohort – a clinical outcomes overview:
over a three year period in a multicultural setting. MIDIRS Midwifery Digest, 25(2), 178–185.

Individually, in pairs or in small groups:
• Make a list of all the factors that may have contributed to supporting women to

have a positive experience of physiological birth in the Serenity and Halcyon birth
centres.

• Discuss which of these features currently exist – or that you would be able to
implement – in the environment in which you practise.

Birth space and neuroscience

Emerging theory based in neuroscience explores how birth unit design can affect the culture,
practices and experiences of birth, suggesting that the physical environment can promote
neurobiological responses in both women and their birth attendants. On the one hand,
hormones related to stress can inhibit both the physiology of labour and the quality of
communication (Foureur et al., 2010; Stenglin and Foureur, 2013); on the other hand, the
birth environment may enhance the orchestration and interaction of hormonal processes that
are important for both the mother and her baby (Buckley, 2015). In particular, oxytocin can
play a critical role in reducing stress, increasing trust and heightening empathy, reciprocity
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and generosity, thereby promoting both the physiology of labour and the provision of qual-
ity midwifery care and support (Hammond et al., 2013). The papers highlighted in Box 6.16
explore these issues further.

Box 6.16 Research Briefing and Reflective Activity: Thinking about how birth unit
design affects supportive care in labour

Bowden, C., Sheehan, A. and Foureur, M. (2016). Birth room images: What they tell us about
childbirth. A discourse analysis of birth rooms in developed countries. Midwifery, 35, 71–77. 

Hammond, A., Foureur, M. and Homer, C. S. E. (2014a). The hardware and software implica-
tions of hospital birth room design: A midwifery perspective. Midwifery, 30, 825–830.

Hammond, A., Foureur, M, Homer, C. S. E. and Davis, D. (2013). Space, place and the midwife:
exploring the relationship between the birth environment, neurobiology and midwifery prac-
tice. Women and Birth, 26, 277–281.

Symon, A., Paul, J., Butchart, M., Carr, V. and Dugard, P. (2008). Maternity unit design study
part 3: environmental comfort and control. British Journal of Midwifery, 16(3), 167–171.

Gould, D. (2002). Subliminal medicalisation. British Journal of Midwifery, 10(7), 418.

In pairs or small groups:
• After reading these five articles draw a mind map reflecting the ways in which the

features of your working environment impact positively and negatively on your
ability to provide supportive care for women in labour.

• NICE Guidelines (2014 p.23) suggest that we should ‘encourage the woman to
adapt the environment to meet her individual needs’. Identify on your mind map
the sort of adaptations that are possible in the environment/s in which you work
and who has the power to make these happen.

• Share your mind maps in the larger group and discuss what you learnt through
engaging in this activity. Discuss the complexity of identifying and responding to
individual women’s needs in relation to adapting different birthing environments.

Creating a supportive environment for birth: avoiding assumptions

I’ll never forget this. I was in the Birth Centre waiting for a woman to come in. So I got
the place ready: lights off, mat down on the floor, bean bag to lean over. And she said it
felt like walking into a cave – a really private, peaceful space – and that was really
important to her. So it’s important to set the scene if you’re there before the woman arrives.

(Midwife, Leap, 2015, unpublished data)

While preparing the labour room in this way is laudable, we feel obliged to point out that not
everyone thinks of a cave as a beautiful private space. We can remember situations in some
homes where such cave-enhancing efforts have been overturned impatiently by women re-
entering the room and switching back on all the lights and the focal TV screen, with its
blaring commercial breaks. One woman’s oxytocin-enhancing cave might be another
woman’s adrenaline-provoking nightmare! Once again, we should be careful not to make
assumptions. Women will show us what feels right for them if they have a sense of control
over their surroundings and if we are open to helping them create the ‘right’ space for them.
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The principles we have explored in this chapter underpin the practicalities of labour
support that we shall explore in the next chapter. We leave this chapter with a postscript that
encapsulates the sense of triumph that women often display when giving birth has been an
empowering experience.

Postscript: greeting Maisie (firstborn baby of Sara and Jon)*
* recorded verbatim

1.30 am
Sara is in the birthing pool at home; Jon, Sara’s sisters – Claire and Ella – and midwives
Cathy and Nicky are in attendance. The baby’s head has been born and everyone is waiting
with huge anticipation.

Cathy: Sara, with the next contraction your baby will be here. Let your baby out.
Sara: It will come out.

Doing good baby.
Has it restituted? [Sara is a newly qualified midwife].
Will it do that soon?

Cathy: It may not have to …

1.38 am
Cathy: We may have to get you up a bit.
Sara: Are you worried about the shoulders?
Cathy: A little bit.
Sara: It’s because I haven’t had another strong contraction.

If I could have a strong contraction it would come.
Cathy: OK, let’s wait for one of those.

1.45 am
Sara has her big contraction and Maisie slithers out into the water. Sara and Cathy lift her
out of the water. She snuffles on Sara’s abdomen.

Sara: I knew it! Baby GIRL!
I love you!
A baby girl!
I love you!
A baby girl – I knew it!
I’m so glad you’re here!
I’ve been dreaming of you!
You’re so beautiful!
And that’s your Daddy! Just there!
You’re so clever!
Oh I love you!
We’re going to have fun together!
You’re so pretty!
I love you!
You’re such a clever girl!
You’re so clever!
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Sara and Jon pour over their baby daughter, exclaiming at every detail of her wriggling
features.

Sara: You have a little Filipino nose like your Dad! And your crazy Uncle Marco!
I’m so proud of you!
I’m so proud of you!
I’m so proud of you!
You’re beautiful!
You’re beautiful!
You’re beautiful!
I’m so glad you’re here!
You don’t understand how glad I am!
You’ve got a little Filipino nose! That’s the funniest thing ever!
Look at your vernix!
You’ve got so much hair!

Jon: She’s got a bigger little toenail than yours Sara!
Ella: That’s the best thing I’ve ever seen!
Sara: That’s your Dad!

I LOVE YOU JON!

Jon kisses their daughter who is pink and calm, snuggling into Sara’s body, licking, explor-
ing, eyes wide open.

Sara: Thanks girls!
Thanks Cathy!
I can’t believe it’s over!
WOOOOOOOOOGH! [fist in the air]

Sara turns to Hermie [the cat] who is sitting nearby, calmly taking it all in.

Sara: This is the pudding I was telling you about Hermie.
Hermie was great! He kept me company.
I LOVE CATS!

Sara: (to everyone) I’m so glad you’re all here!
I was worried that it would be too much – but it wasn’t!
I HAD A BABY!
My vagina opened up!
I’ve so wanted for this!
I didn’t know if I’d ever have one of these!
Pretty girl!
Pretty girl!
Pretty girl!
Pretty girl!
Pretty girl!
Pretty girl!

Here, look, it’s your Aunties!
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F___ING HELL WE DID IT! [Fist in the air and laughter]
I was a bit scared …
Cathy – you were great!
I DID IT!

Sara turns to Cathy:

When you put your hand on me in the bedroom it was such a relief!
You were so important for me!
Jon you were good too.
You were all great.

Nicky stops taking notes and asks Sara if she would like her to use the video camera as they
had planned. The rest of the greeting and phoning time is on film.

***
A few years later, Nicky recalled this profound account and contacted ‘Sara’ to ask permis-
sion to use it in this book. The transcript of that email discussion is provided here to show
how women continue to reflect on their birth experiences (Simkin, 1991, 1992).

Email from Sara (who is now a midwife practising in a large maternity unit) to Nicky:

Regarding that file – of course you can use it! I would like you to change our names,
because quite frankly I sound a little bit demented which of course I am (but don’t like
to publically admit that too often). I’m so glad you wrote it all down – it brings that
amazing moment in my life all back. I have to say I haven’t seen many women going on
the way I did!!! Ella and I were just laughing at Christmas time about the cats comment
…. She brings it up at random times to various people and I try not to look embarrassed.

The thing is I still do love cats :).

Email from Nicky to Sara:

I’m really interested that you say you don’t see women carrying on like that. We see it a
lot in home birth situations. It’s useful to think that students don’t see that often in hospitals
…. And you really don’t sound demented. It’s a wonderful outpouring of triumph and joy.
In my practice in London the second midwife always wrote down what women said
around birth – as a gift for them. Similar ecstatic outpourings – and all really moving.

Email from Sara to Nicky:

I’m glad you see many women behaving the way I did. I still wonder about a lot of the
practices I see in hospitals and how it affects the experience of birth …. I often wonder
too about the freedom and security of home birth and how it affects women’s ability to
give birth and to experience the magic and internal power of it (having only been at one
other home birth).

Email from Nicky to Sara:

Thank you Sara. This is a real gift – to me and to anyone who will read the book.
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Chapter 7

Supporting women in labour
Practicalities

Introduction

In this chapter we look at some practical ways to support women during labour and birth,
bearing in mind the principles that we discussed in Chapter 6. We discuss these chronologi-
cally according to the progressive continuum of rhythms that characterise individual
women’s labours (Gould, 2000; Walsh, 2001, 2010c). However, many of these support meas-
ures can be useful at any point in a woman’s journey through labour. First, though, we look
at some of the resources we might draw on in providing individualised support for women
in labour.

Labour support resources

The art of labour support includes having a ‘tool kit’ of ideas and resources that we can offer
to women as things that might help. These are often referred to as ‘comfort measures’, and
if you search the Internet using this phrase you will find a wealth of information, including
some useful videos on YouTube.

Many of these resources relate to the original work of Penny Simkin, whose books on
labour support we highly recommend, in particular The Birth Partner: A Complete Guide to
Childbirth for Dads, Doulas, and All Other Labor Companions (Simkin, 2013) and the
midwives’ ‘bible’, co-authored with Ruth Anchetta: The Labor Progress Handbook: Early
Interventions to Prevent and Treat Dystocia (Simkin and Ancheta, 2011). For quick refer-
ence, two articles by Penny Simkin are highlighted in Box 7.1; these are available online and
contain a comprehensive overview of practical support strategies, enhanced with descriptive
line drawings.

Box 7.1 Recommended Resources: Support in labour – comfort measures

Simkin, P. (2002). Supportive Care During Labor: A Guide for Busy Nurses. JOGNN, 31(6),
721–732. Open Access: Wiley online library.

Simkin, P. (2007). Comfort in Labour: How You Can Help Yourself to a Normal Satisfying
Childbirth. Childbirth Connection. Download Source: www.childbirthconnection.org.
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Labour support: identifying skills, knowledge and learning needs

The activity in Box 7.2 enables us to consider the skills and knowledge that we already have
in supporting women in labour as well as the resources that we might access in order to iden-
tify our individual learning.

Box 7.2 Reflective Activity: Supportive strategies in labour: identifying individual
competency and learning needs

Walsh, D. (2012). Pain in labour. Chapter 7 in D. Walsh (ed.), Evidence and Skills for Normal
Labour and Birth. 2nd edn (pp.82–100). London: Routledge.

Simkin, P. and Bolding, A. (2004). Update on nonpharmacologic approaches to relieve labor
pain and prevent suffering. Journal of Midwifery and Women’s Health, 49(6), 489–504.

Individually or in pairs:
• Drawing on these texts and the Cochrane review of pain management for women

in labour (Jones et al., 2013), make a list of all the practical methods for support-
ing women that are mentioned in these articles and any others you can think of that
are not mentioned.

• Complete a table or ‘inventory’ identifying your skills, knowledge and learning
needs for each item using the format in Box 7.3 below.

• Discuss your inventory with a colleague. Consider whether this activity might
contribute to your professional portfolio.

Box 7.3 Example of format for a skills, knowledge and learning needs inventory

Support measure How I achieved skills and How I will address my 
knowledge in this area learning needs in this area

Active birth techniques Birth International Find a Robozo workshop 
workshop (date) Identify YouTube resources

Sterile water injections for Knowledge of evidence N/A at my unit
back pain relief in labour (list of articles accessed 

with notes)

Supporting women in the Everyday practice knowledge, Literature search to explore 
effective use of Entonox reflection on experience issues and latest evidence

Supporting women who want to use ‘complementary therapies’
in labour

As identified in the articles cited above, many women who want to avoid interventions and
pharmacological pain relief in labour are turning to complementary therapies (Smith et al.,
2006). Denise Tiran (2010) suggests, therefore, that all midwives should have a basic appre-
ciation of the use of complementary therapies in order to provide appropriate labour support.
She reinforces the idea that midwives should not provide advice or treatment unless they
have undergone specialist training in the relevant complementary discipline.
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Box 7.4 Reflective Activity: Supporting women who want to use complementary
therapies in labour

Tiran, D. (2010). Complementary therapies in labour: a woman-centred approach. In D. Walsh
and S. Downe (eds), Essential Midwifery Practice: Intrapartum Care (pp.141–190).
Chichester: Wiley-Blackwell.

Individually, in pairs or small groups:
• After studying this chapter, make a list of the therapies that are mentioned and

discuss what you learnt about the issues of supporting women who choose to use
these.

Levett, K. M., Smith, C. A., Dahlen, H. G. and Bensoussan, A. (2014). Acupuncture and acupres-
sure for pain management in labour and birth: a critical narrative review of current systematic
review evidence. Complementary Therapies in Medicine, 22, 523–540.

Individually, in pairs or small groups:
• After reflecting on the issues raised in this article, discuss the potential dilemmas

that you might face in following NICE (2014) guidelines when engaging in discus-
sions with women:

‘Do not offer acupuncture, acupressure or hypnosis, but do not prevent women
who wish to use these techniques from doing so’.

(p.35)

• In conversations with women about complementary therapies, how can we avoid
implying that we think they will ‘need something’ outside their own resources?

• List some phrases that you would use in these conversations and practise saying
them aloud to each other.

Supporting women who use self-hypnosis in labour

As we discussed in Chapter 4, approaches related to self-hypnosis, such as ‘hypnobirthing’,
are becoming increasingly popular. Research about women’s experiences of using these
techniques is limited; however, the paper profiled in Box 7.5 offers useful insights to
promote discussion about supporting women who have prepared for labour using self-
hypnosis.

Box 7.5 Research Briefing: Women’s experiences of using self-hypnosis in labour

Finlayson, K., Downe, S. and Hinder, S. (2015). Unexpected consequences: women’s experi-
ences of a self-hypnosis intervention to help with pain in labour. BMC Pregnancy and
Childbirth, 15(229).
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An important finding of the research by Finlayson and colleagues (2015) was that staff
misinterpreted signs of labour progress due to the relaxed state of women using self-hypno-
sis techniques. The ‘cues’ that we discuss later in this chapter were not apparent, something
that this midwife describes:

Some of the clues of labour can be masked when a woman has prepared using
hypnotherapy – for the woman, but also for the midwife. I feel at sea when with a
woman who is hypnobirthing. I almost have to do VEs more because I really can’t tell
and there might be someone who is looking really calm and she could be about to push
her baby out or, alternatively, not yet in strong labour.

(Midwife, Leap, 2015, unpublished data)

Another issue that we may need to consider is that our behaviours and language might
conflict with the approach the woman has been taught in hypnobirthing classes, impacting
negatively on her experience. The following story enables us to reflect on this issue.

Box 7.6 Reflective Activity: Supporting women who have prepared for labour using
self-hypnosis techniques

In pairs or small groups:
• Discuss how this story helps us identify our individual learning needs in order to

support women who have prepared for labour using ‘hypnotherapy’ or similar
approaches.

The first time I looked after a woman who had done hypnobirthing classes I felt
really uncomfortable. I didn’t know much about it and it was in the early days of
hypnobirthing. The woman was having her second baby at home.

We were given the book to read as we walked through the door and it was very
much like, ‘You’re not to say this … you’re not to get her to push … you’re not to
say “pain” or “contraction …”.’ We were told to use the word ‘surge’ or some-
thing. There were real scripts about what words to use so all the patter that you
have, where you think you’re quite good at making this a normal life event thing,
you had to re-adjust and I felt really quite out of my depth. So I was quickly read-
ing the book and then trying to give the right sort of comments and understanding.

Since then I’ve very much wanted to find a balance between the women being
in control through hypnobirthing and us being able to support them. For some
pregnant women I’ll say, ‘It’s great that you’re doing hypnobirthing but if the
midwife who attends you in labour doesn’t know about it or isn’t used to it, we’ll
have to make a plan for how she can best support you. And sometimes our skills
are in helping you to be a bit more proactive in the labour, rather than just breath-
ing with things.’ I’ll explain, for example, that sometimes it can be such hard work
bringing a baby down and that you need to do more than just breathe, you actually
need to put force behind what your body is doing to get a baby born.

(Midwife, Leap, 2015, unpublished data)
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Supporting women through the continuum of labour

As we mentioned in Chapter 4, women tend to think of labour as a continuous process rather
than something defined by stages and phases (Dixson et al., 2013). Textbook definitions of
labour stages with their contested acceptable durations (Albers, 1999; Neal et al., 2010) are
often unhelpful to us in supporting women through the variations in experiences and timings
that constitute normal birth (Gould, 2000; Walsh, 2001). We shall therefore explore ways of
supporting women using headings that might resonate more with the diversity of women’s
experiences: in early labour; when contractions are close together and strong; when contrac-
tions are expulsive (‘pushing the baby out’); giving birth and immediately after giving birth.

Supporting women in early labour

The importance of supporting women in early labour begins with recognition that many
women experience painful contractions during what is (unhelpfully) often defined as ‘the
latent phase of labour’; stories abound of women feeling crushed and dispirited when told
that they’re not really in labour yet.

I thought, ‘If this isn’t real labour, I’m never going to cope with the real thing.’ The
midwife I saw later explained that your body gets used to the contractions as time goes
on and that each one was doing good work and helping me get nearer to seeing the baby.
That sort of changed my attitude and made me think I could do it after all. She gave me
lots of ideas about things I could do to rest and save my energy and said, ‘Call me if you
need me.’ So I just settled into it.

(Mother, Leap, unpublished data, 2015)

The woman in the above quote benefitted from having a midwife whom she knew and
trusted, who was able to visit her at home. This type of caseload care has been associated
with benefits, including later admissions to hospital and reduced caesarean section rates
(Davey et al., 2013). Where midwives work in models of care where they are unable to
provide this level of continuity, they still play a crucial role in supporting women during this
time, as evidenced in a selection of articles in Box 7.7.

Box 7.7 Recommended Resources: Supporting women in early labour

Baxter, J. (2007). Care during the latent phase of labour: supporting normal birth. British Journal
of Midwifery, 15(12), 765–767.

Davies, L. (2011). Supporting women through a prolonged latent phase of labour. Essentially
MIDIRS, 2(2), 38–42.

Eri, T. S., Blystad, A., Gjengedal, E. and Blaaka, G. (2011). ‘Stay home for as long as possible’:
midwives’ priorities and strategies in communicating with first-time mothers in early labour.
Midwifery, e286–e292.

Spiby, H., Walsh, D., Green, J. M., Crompton, A. and Bugg, G. (2014). Midwives’ beliefs and
concerns about telephone conversations with women in early labour. Midwifery, 30, 1036–
1042.
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Finding comfort in the home environment

Mary Nolan (2010) describes how she encourages parents to think about the decision of
when to go to hospital based on an assessment of their individual physical and emotional
comfort, rather than a decision based on cervical dilatation and the pattern of contractions.
She suggests helping couples in antenatal groups to think about how they can use their home
environment to promote comfort in early labour. This approach could be useful for midwives
visiting women at home. You might like to think about how you could help a woman and her
supporter to use comfort positions in their home, such as those illustrated in the following
 line-drawings (Figures 7.1–7.7).
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Figure 7.1 Finding comfort positions for labour at home
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Box 7.8 Reflective Activity: Supporting women in early labour

In pairs or small groups:
• After studying the articles in Box 7.7 and reading Section I.3 of the NICE (2014)

guidelines regarding ‘Latent first stage of labour’, design some scripts for tele-
phone conversations and/or face-to-face conversations you might have with
women (and their partners) who are in early labour at home and needing emotional
support and practical suggestions. Read or perform your scripts to the larger group
before engaging in a facilitated discussion about how to support women at home
in early labour.

• Discuss the following scenario:

Sophie is booked for a home birth with your midwifery group practice. She has
been having mild contractions at home off and on for 2 days. She is 41 weeks’
pregnant. This is her first baby and she is very scared. You have visited her four
times at her request and her cervix has not dilated past 1 centimetre. She is now
saying that she wants to go to hospital for an epidural. Her husband Tom is not sure
that that’s a good idea. You call your colleague Jill who is due to take over being
on call because you are about to have the weekend off.

• Practise and discuss the sort of conversations you might have with Sophie, Tom,
Jill and Harry, the obstetrician on call, in order to provide the most supportive care
for Sophie and Tom.

Meeting the woman for the first time when she is in labour

As we have discussed in previous chapters, the advantages of midwifery continuity of care
in enabling a trusting relationship and positive experiences of labour are manifold (Dahlberg
and Aune, 2013; Hunter et al., 2008; Leap et al., 2010; Sandall et al., 2016). The majority
of women, however, do not know the midwife who attends them in labour. It is therefore an
important midwifery skill to know how to develop rapport quickly when you meet a woman
for the first time when she is in labour. In Box 7.9 an experienced community midwife
explains some of her ways of communicating with a woman when she takes over her care in
a hospital setting:

Box 7.9 Meeting the woman for the first time when she is in labour

If I haven’t met the woman before, I try to make some connection through talking
about the midwife she’s been seeing during her pregnancy: ‘Oh I see you’ve had you’re
antenatal care with Susie. She’s such a lovely midwife. And has she talked to you about
‘hugs before drugs’ because that’s what Susie does with everyone? She talks about
‘hugs before drugs’. And that makes a connection! I keep things light. I suss out what
mood they’re in quickly as a couple, and think about how to find a way in.

Straight away I try to connect to the partner as well – or to the woman’s mother or
whoever else is there. I really have to remember to include them sometimes because I
tend to focus on the woman somewhat.
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Sometimes the woman is out of it because she’s had Diamorphine and some women
are in a really bad mood by the time you get to look after them because they’re just so
fed up with the labour. So in that situation I’d initially connect with her birth support-
ers and then slowly connect with her.

If a woman comes in and makes it clear she’d like to avoid an epidural, I try to find
out what they’ve thought about doing during this labour. I might tell her supporters
how important it is to keep encouraging her, telling her she’s doing a good job and that
sort of thing.

I do explain that I won’t be routinely offering drugs but that she can ask me if this
is something she wants at any time. I say that if I do suggest an epidural it’s because I
think it would be a really good option. I explain to the partner and to students why I
don’t offer drugs routinely and make it clear that it’s about not wanting to undermine
her confidence or give her a message that we think she won’t cope without them.

Supporting women when contractions are close together and
strong

When reflecting on the care they received in strong labour, women have consistently
described how emotional connection with their caregivers and supporters enabled them to
feel a sense of control (Green and Baston, 2003; Hodnett, 2002). Whatever the setting, this
sense of control is linked to feeling free to move around and adopt positions that feel right
(Nieuwenhuijze, et al., 2013). From our experience, we know that feeling free to make
rhythmic noises during contractions also helps many women and that some may need
‘permission’ or encouragement to do this. Rhythmic noise and rhythmic movement tend to
combine in the dance of labour that promotes the physiology of birth.

The freedom to move around and adopt positions that feel right

Being free to respond to ‘whatever your body tells you to do’ is the basic principle of what
is generally referred to as ‘Active Birth’ (see Chapter 4). Whilst we might want to question
the use of a word like ‘mobilisation’ to describe this, there is strong evidence (Lawrence et
al., 2013) underpinning the NICE (2014) guidelines that we should: ‘encourage and help the
woman to move and adopt whatever positions she feels most comfortable throughout labour’
(p.23) and ‘encourage women with regional analgesia to move and adopt whatever upright
positions they find comfortable throughout labour’ (p.37).

Box 7.10 Reflective Activity: Positions for labour and birth

Priddis, H., Dahlen, H. G. and Schmied, V. (2012). What are the facilitators, inhibitors, and
implications of birth positioning? A review of the literature. Women and Birth, 25, 100–106.

Workshop or classroom activity; in pairs or small groups:
• Draw a mind map of all the factors that facilitate and inhibit women’s ability to

move around and adopt the positions of their choice in labour in the context in
which you practise. Share your mind map with the wider group and make a list of
recommendations arising from a facilitated discussion.
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Promoting active birth in hospital settings

Equipment to promote freedom of movement

Ideally, every birthing room in hospital settings should provide the basics of equipment to
promote freedom of movement for women in labour: for example, mattresses on the floor,
resting spaces, plenty of cushions or pillows, bean bags, birthing balls and slings or ropes
suspended from the ceiling.

In a study to inform the development of a learning package to promote normal birth (Sandall
et al., 2010), participants expressed a view that hospitals are organised for the institution and
not for the individual. Labour ward rooms were identified as clinical and impersonal, commu-
nicating that birth is anything but normal. Staff in a large inner-city maternity unit reflected that
attempting to make changes in the hospital environment was about changing the message for
midwives as well as for women. Birth balls and mattresses had been bought for every room,
but these were usually left in a cupboard, the room arranged traditionally with the bed in the
centre. One midwife in this study had posted a photo in every room to demonstrate how the
bed should be moved to one side, with the ball and mattress placed centrally:

It’s a way of saying let’s have it ready as part of the room so that when a woman comes
in she doesn’t just see that bed, she sees this. So she could actually just go and kneel and
flop on the bean bag without anyone … it’s about messages.

(Sandall et al., 2010, p.37)

Improvising where there are mattresses on the floor

The bare minimum of equipment in a birthing room should be mattresses on the floor and
chairs, which lend themselves to improvisation. This usually requires a proactive approach
on the part of the midwife. The NICE Guideline: ‘Encourage the woman to adapt the envi-
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Figure 7.2 Equipment to promote active birth and comfort
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ronment to her individual needs’ (NICE, 2014, p.23) is potentially overoptimistic about the
level of assertion required to do this:

In our culture, when we go to somebody’s house, we don’t usually rearrange their rooms
…. And on the whole, I think people feel they’re not sure what they’re allowed to do,
they are inhibited, they feel buttoned up, and they don’t feel relaxed and able to go with
the flow.

(Childbirth educator/birth supporter, Sandall et al., 2010, p.37)

When there is no mattress on the floor

When a maternity unit does not provide mattresses on the floor, the creative use of pillows,
chairs and ‘the loo/toilet’ can enable upright positions. Again, women and their partners
might need encouragement to do this; in some units this means advance warning to the
woman and her supporters to bring in extra pillows, which are often scarce items in birthing
areas.
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Figure 7.3 Using a mattress on the floor to promote active birth and comfort
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Rebozo to promote active birth and comfort

A technique that can be used in the absence of equipment to promote active birth and comfort
is the ‘Rebozo’. There are some useful video clips on YouTube showing how a Rebozo – or
similar-sized sarong, cloth or sheet – can be wrapped around a pregnant woman’s body and
used to help her relax during labour. By holding the ends of the cloth, a midwife, doula or
support person can use a variety of gentle rhythmic techniques called ‘sifting’ to relax tight
ligaments and encourage babies to rotate into an ideal position.

Writing about how she used ripped-up hospital sheets to perform Rebozo techniques in
an NHS free-standing birth centre, Jude Davis (2014) encourages midwives and other birth
workers to attend Rebozo workshops to add to their skills in supporting pregnant women.
She adds a note of caution, though. Whilst it may be empowering to teach women and their
birth partners skills that facilitate normal birth, midwives and other birth workers might have
to remember to curb their enthusiasm when considering using new techniques in the birthing
room:

We need to remain aware that any intervention is an intervention. We need to keep our
default position of guardians of normal birth as predominantly ‘sitting on our hands’
unless there is a good reason to be using those hands.

(Davis, 2014, p.6)

Positions for massage

Helping a woman get into positions to enable massage or the application of hot, wet towels
can be particularly useful if she is experiencing back pain. Again, partners or other birth
supporters may need encouragement in doing this:

I’ve noticed a lot of partners do that fluffy back massage that can really annoy women
so if the woman’s OK with it, I show them how to do it stronger. And I encourage the
women to tell them if it’s too strong or too light.
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Figure 7.4 Promoting active birth and comfort in the absence of a mattress on the floor
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(Midwife, Leap, 2015, unpublished data)

This type of physical support can be hard work and very tiring for the supporters. Often the
midwife or doula needs to suggest that they take it in turns and have rests in between. Where
a woman is wanting firm back pressure, we recommend trying the ‘tennis balls in a sock’
idea – she can lean back against a firm surface with the two tennis balls held in the sock,
positioned on her lower back, usually either side of her spine.

Promoting privacy: ‘cocooning’
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Figure 7.5 Positions for comfort and massage

Figure 7.6 Cocooning
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Women who are free to move around in labour often choose to bury their head in a pillow or
their partner’s lap. This instinctive behaviour is about shutting out the outside world and
concentrating on the intense physicality of labour, as well as assisting the all-important rests
between contractions. Cocooning also facilitates the woman having private space to labour
undisturbed:

It’s a way of giving women private space and it’s a good way of avoiding unwelcome
visitors and people from talking to her. Because you won’t talk to someone you can’t
see. In hot places you can just use a sarong but something with a bit of weight works
well. Sometimes it works really well if someone’s feeling a bit stuck. Cocooning helps
her just get back into that head space of being in the moment. You’re not distracted by
anyone – you’re just in that little private world of your own.

(Doula, Leap, 2015, unpublished data)

Positions for vaginal examination

Anecdotally, women tend to have negative memories of the midwife or doctor ‘doing an
internal’ or vaginal examination. It is easy to understand why if we stop to think about the
discomfort, sensitivities, intrusion and power dynamics associated with this intimate proce-
dure (Bergstrom et al., 1992). A recent Cochrane systematic review questioned the
effectiveness of routine VEs and identified an urgent need for research to validate other
ways of assessing labour progress, such as the cues that women display (Downe et al.,
2013). When a vaginal examination is deemed necessary, however, one of the most impor-
tant things that we can do is to minimise the disruption to the support the woman is
receiving from her birth companion/s. This often means learning to perform VEs when the
woman is kneeling or on all fours so that she can remain in the position of her choice. For
students this may mean using simulation equipment in order to practise performing VEs
when the woman is in these positions, rather than semi-reclining. It may also mean practis-
ing the language and communication skills that we can employ to minimise distress when
we have to perform a VE.
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Figure 7.7 Minimising disruptions to support and comfort during a VE
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The physicality of labour and procedures like VEs can stir up powerful feelings for women,
particularly links to childhood abuse, previous postnatal depression or post-traumatic stress
(Swahnberg et al., 2011). In advocating awareness about this, Jenny Kitzinger (1992) iden-
tifies that childbirth can also be ‘an opportunity for women to relate to their bodies in new
ways and experience them as powerful, competent and creative’ (p.220). Some women she
interviewed spoke positively of how the care and support they received during labour facil-
itated this:

A gentle examination, a listening ear, and a respectful approach can all help women to
overcome alienation from their bodies. Sensitivity on the part of staff who understood
and validated their distress, provided information, and offered practical support was
vital in helping women through such experiences.

(Kitzinger, 1992, p.220)

Box 7.11 Reflective Activity: Facilitating active birth and privacy

In pairs or threes:
• In turn, practise getting into the positions that are illustrated in the line drawings

(Figures 7.1–7.7). Discuss how you might suggest these positions to a labouring
woman and her partner/birth supporters during labour in the context in which you
practise.

• Write some scripts and practise saying the words out loud, adjusting the scripts
until you are confident about the messages they give to a woman and her
supporter/s.

Immersion in water for comfort in labour

Immersion in water for comfort in labour and birth has become an accepted choice in
Western countries, attracting considerable attention and research (Burns et al., 2012; Cluett
and Burns, 2009; Dahlen et al., 2013; Menakaya et al., 2013).

Box 7.12 Reflective Activity: Water to promote comfort in labour and birth

Burns, E., Boulton, M. G., Cluett, E. R., Cornelius, V. R. and Smith, L. A. (2012).
Characteristics, interventions, and outcomes of women who used a birthing pool: a prospec-
tive observational study. Birth, 39(3), 192–201.

Classroom activity; in pairs:
• After studying this paper, access videos and accounts from women about their

experiences of using water in labour and birth. Choose one of these (maximum 5
minutes) to present to the wider group and lead a discussion about how this
account relates to the body of research about the use of water in labour.
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Supporting women when they are in ‘the zone’

When labour is progressing well, women tend to withdraw into an altered state of conscious-
ness that we often call ‘the zone’: a state of deep inward mind–body concentration
precipitated by the intricate interaction of the hormones of labour (Buckley, 2009, 2015).

The key is that sort of letting go, withdrawal thing. You see it and immediately you
think, ‘Ah good …’.

(Midwife, Leap, 1996, p.45)

When they are in this state of consciousness, women are highly suggestible (personal
communication with Allan Cyna, 2014) and therefore respond well to quiet encouragement
to stay in the moment. Women who have practised mindfulness may well be at an advantage
in responding to such familiar cues to stay in the moment (Byrne et al., 2014).

There’s a kind of inward progression. Between contractions she never comes out of that
internal space, she stays in there. There’s an inability to communicate. And either that
inwardness becomes quite contained so that the body really becomes quite still and she
doesn’t move much, or there’s the other extreme where it’s like the demons have been
released. They’re actually quite easily differentiated states. What it’s about is the
intensity of the contractions and the sounds become more and more spontaneous. It has
an authenticity, which is some sort of signal.

(Midwife, Leap, 1996, p.46)

Labour support: responding to cues

In Chapter 2, we discussed the difficulties associated with understanding another person’s
experience of pain in labour. The skill of labour support rests in our ability to observe any
given situation, using all of our senses, so that we know when to make suggestions, when to
take action and, most importantly, when to withdraw into a corner or remove ourselves:

This will include the conscious and subconscious ‘knowing’ that has been generated
from our experience and learning. It also involves a ‘cluefulness’ as we respond to the
overt and covert clues from women and their worlds.

(Leap, 2010, p.22)

Women’s responses to contractions when they are in drug-free labour can provide them and
their midwives with a way of gauging how labour is progressing and the sort of support that
they might need:

The way women are behaving, the way they respond to contractions – that doesn’t just
mean the noise – will give us a good indication of where they are in labour. And later
on the way they behave between contractions, whether they’re communicating, whether
they’ve gone completely into themselves and need to focus deeply and intensely on
what’s happening – we never see that withdrawal at one or two centimetres …. If you’re
relying on un-drugged feedback from women, you get a very good input, don’t you, as
to what’s going on.

(Midwife, Leap, 1996, p.46)
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Managing or struggling? Identifying appropriate support

If we accept the highly individual and complex nature of women’s responses to pain in
labour, we have to question the use of the numeric pain scoring techniques that are often used
in maternity units, particularly in the USA (Roberts et al., 2010). Quite apart from the intru-
sion of such mechanisms and the potential for them to disturb a woman’s rhythm and
confidence, the reductionist nature of evaluating the intensity of contractions is unlikely to
identify or address the intricate emotional, social and cultural aspects of what each woman
is experiencing (Lowe, 2002).

Box 7.13 Research Briefing: The Coping with Labor Algorithm ©

Roberts, L., Gulliver, B., Fisher, J. and Cloyes, K. G. (2010). The Coping with Labor Algorithm:
an alternate pain assessment tool for the laboring woman. Journal of Midwifery & Women’s
Health, 55(2), 107–116.

An alternative to the practice of asking women in labour to score their pain – on a scale
with 0 being no pain and 10 being the worst possible pain – was developed by Dr.
Leissa Roberts and colleagues at the University of Utah College of Nursing and clini-
cians in the maternity unit at the University Hospital. Women in labour were
expressing confusion and annoyance at the intrusion of regular requests to ‘rate’ their
pain, particularly those who had identified that they wanted to give birth without phar-
macological ‘pain relief’ and those who wanted to use self-hypnosis. A Coping with
Labor Algorithm © was developed, which avoided the use of the word ‘pain’. Starting
with the simple question, ‘How are you coping with your labour?’, the algorithm iden-
tifies cues that clinicians might observe if the woman is either coping or struggling
with her labour and potential practical and emotional supportive activities to consider
(see Figure 7.8). The paper provides a summary of the evidence for these supportive
activities and outlines the process of developing and evaluating the algorithm.

Dr. Leissa Roberts kindly gave us permission to reproduce the Coping with Labor Algorithm
© in this chapter. Leaving aside any differences in the use of language and context, we invite
you to consider the value of a resource like this for promoting a consistent approach to
supporting women in labour in hospital settings.
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144 Supporting women in labour: practicalities

Coping with Labor Algorithm V2  ©   

Copyright © University of Utah College of Nursing and University of Utah Hospital & Clinics  
leissa.roberts@nurs.utah.edu!

!

Observe for cues on admission and throughout labor.
Assessment per protocol:

Ask: “How are you coping with your labor?”
• Every shift • PRN • At signs of change.

Not coping 

Physiologic. Natural
process of labor 

Physical environment Emotional/psychosocial 

Not coping Coping 

 Coping 

•  One-on-one support  [S]
•  Doula [S]
•  Midwifery care being
   “with woman” [S]•  Mood [*]

•  Lighting [*]
•  Music [*]
•  Fragrance [*]
•  TV/movie [*]
•  Temperature [*]
•  Whispering voices [*]

•  IV pain med [L]
•  Epidural [S]
•  Nitrous oxide [I] The nurse should consider:

•  Patient’s life
•  Sexual abuse
•  Fear
•  Stress
•  Interpersonal dynamics

Appropriate changes to
environment PRN [S]

•  Tub/bath/shower [S]
•  Hot pack/cold pack [*]
•  Water injections [S]
•  Massage/pressure [*]
•  Movement/ambulation/
   position changes [S]
•  Birth ball [*]
•  Focus points [*]
•  Breathing techniques [*]
•  Acupuncture [S]
•  Self-hypnosis [S]
•  TENS [*]

Interventions as to what would
give best relief and is indicated
(what does the patient desire):

•  Unit
•  Service line
•  Hospital

Follow:

Guidelines/standards
for pharmacologic

intervention

Patient desires non-
pharmacological intervention

Offer social work consult

Patient desires
pharmacological

intervention

Reassessment  

Legend
[S] = Sufficient evidence
[L] = Limited evidence
[I] = Insufficient evidence
[*] = No evidence & no harm

Clues you might see if woman is coping

•  States she is coping
•  Rhythmic activity during contraction 
   (rocking, swaying)
•  Focused inward
•  Rhythmic breathing
•  Able to relax between 
   contractions
•  Vocalization 
   (moaning, counting, chanting)

Clues you might see if woman is NOT coping
(may be seen in transition)

•  States she is not coping
•  Crying (may see with self-hypnosis)
•  Sweaty
•  Tremulous voice
•  Thrashing, wincing, writhing
•  Inability to focus or concentrate
•  Clawing, biting
•  Panicked activity during contractions
•  Tense

 

Figure 7.8 Coping with Labor Algorithm, Version 2 ©

Source: Reproduced with permission of Dr Leissa Roberts, University of Utah College of Nursing
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Box 7.14 Reflective Activity: ‘Cluefulness’ and the Coping with Labor Algorithm ©

Classroom or workshop activity; instructions for facilitators:
• In preparation, using the cues in the algorithm, devise ‘cue cards’. You will need

as many cards as there are participants; on each card list a couple of either ‘coping’
or ‘not coping’ cues, for example:

Coping:
• moans or vocalises, relaxes between contractions;
• focuses inwards, rhythmic breathing;
• sways or rocks rhythmically during contractions, rests in between.
Not coping:
• worrying about how she’ll cope with the next contraction;
• panicky, thrashing about on the bed;
• clawing and biting;
• crying and/or tense.

Ask the group/class to study the paper by Roberts et al. (2010) before engaging in the
activity, paying attention to the latest version of the algorithm*: the cues, and suggested
care measures and changes to the environment that can help women who want to avoid
pharmacological intervention.

Allow an hour for the activity.

Setting up the activity (5 minutes)
• Divide the participants into threes and explain the activity, according to the follow-

ing instructions:

Stage 1 (10 minutes)
• Decide who will be a labouring woman and who will be her two birth companions:

midwife, doula, partner or family member – you can decide. (You will all get a
chance to be the labouring woman.)

• Labouring woman: take a card from the pile of ‘cue cards’. Without disclosing to
the others what is written on the card, show these behaviours while simulating two
contractions, 1 minute apart.

• Birth companions: observe closely and, after the second contraction, ask the
woman: ‘How are you coping with your labour?’ Before the next contraction,
suggest an action to the woman – this might be reinforcing her abilities to carry on
as she is doing or it might be a suggestion for managing the next contraction and
the rest in between.**

Stage 2 (5 minutes)
• Discuss the activity in your threes, starting with what it was like being the labour-

ing women, then moving on to the cues noticed by the birth supporters and the
measures they suggested: how it felt, what was useful.
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Stage 3 (30 minutes)
• Change roles and repeat the activity (Stage 1 and Stage 2: 10 minutes each being

the labouring woman, followed by 5 minutes’ discussion).

Stage 4 De-briefing the activity (10 minutes)
• Finish by discussing with the whole group how they experienced the activity.

Without naming names, highlight helpful behaviours and what was learnt.

Notes: * Version 2 of the Algorithm is updated from that in the article and has an evidence legend. We have
reproduced Version 2 above
** You could have cue cards available identifying support measures when an intervention is needed
or leave it to the birth companions to decide a course of action

Supporting women in ‘transition’

Rhea Dempsey (2013) suggests that, at any time in labour, we need to be able to support
women through a ‘crisis of confidence: when self-belief crumbles’ (p.127). In a normal
labour, this is most likely to happen during the phase of labour that we call ‘transition’. The
sort of things that women say in transition are usually quite predictable, for example, ‘I can’t
do this anymore.’ Women at home often say, ‘I want to go to hospital’ and women in hospi-
tal, ‘I want to go home.’ We can both remember women who insisted on getting fully dressed
in their outdoor clothes and left the labour ward before turning round when the urgency of
transition gave way to the more manageable urgency of expulsive contractions.

When a woman hits a crisis of confidence and despair in labour, it can be helpful for her
midwife, doula or support person to engage in what Penny Simkin (2002, p.728) refers to as
‘The Take Charge Routine’: making eye contact, providing intense support with every breath
and helping her get back into some sort of rhythmic activity or ritual during contractions.

When women say, ‘I can’t do this’: some supportive approaches

Sometimes when a woman is repeatedly saying, ‘I can’t do this’, it can help if we suggest
that she says, ‘I can do this’ instead. By repeating, ‘I can do this’, she often starts to believe
she can do it. Other women will find it helpful to visualise their cervix opening and rhyth-
mically chant, ‘Open, open, open’. As we shall explore in the next chapter, suggestions like
this for trying things out can be invaluable during transition:

I do distracting, ‘Why don’t we try this …. Before we do that it would be good to do a
wee, let’s walk to the loo … then we should do this … and then this.’ I put a few hurdles
in that mean she gets further than she thinks she will. Often it’s just enough to get them
through that difficult spot, what we call transition: when they don’t believe in
themselves any more.

(Midwife, Leap, 2015, unpublished data)

Transition can be a time when a woman responds well to a strong message that her midwife
and birth supporters believe in her capabilities, as this woman in Box 7.15 explains.
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Box 7.15 ‘She believed in me when I didn’t believe in myself ’

I turned to my primary midwife – I’d been thinking about this for about four hours
and I was like, ‘Do you know, I’m thinking, I think I need to have a Caesarean.’
She said my name and she just said, ‘You’re not having a Caesarean.’ And it was
just what I needed, she just cut it off, just nipped it off in the bud … she did it in
a very loving way: she had a twinkle in her eye but she was very firm …. And it
was the best thing … because honestly … I was just afraid and I was just not feel-
ing very confident in my ability to do it.

She just said clearly, ‘No. That’s not happening.’ And I actually went, ‘All right
then’, [laughter] and then just carried on with my contractions. I thought, ‘Well
that means I can do it. What she’s saying to me, in saying you’re not having that,
is ‘You can do it.’ Whereas if someone had said, ‘You need to have an epidural’,
the message would have been very clear: ‘You’re not coping, you can’t do it, you
need to have this …. I felt that she really believed in me when I didn’t believe in
myself and that was wonderful.

(Sandall et al., 2010, unpublished data)

Reassuring partners during transition

Women can be very volatile during transition and sometimes their partners need reassurance
when women’s retorts are snappy or hostile. For example, as women withdraw into their own
intense, body-besieged world, the baby tends to become a blurred reality; well-meaning
comments that each contraction is ‘one step nearer to having the baby in your arms’ can be met
with furious responses, such as, ‘I don’t want a baby, I want it to stop, now … I’m never doing
this again’ and various expletives around the theme of ‘If men had to go through this …’.

Box 7.16 Reflective Activity: ‘You can do it’: supporting women in transition

In preparation for this activity, ask the participants to read the accounts by the women
and midwives in the section above (‘Supporting women in ‘transition’) as well as the
online resource by Penny Simkin: 

Comfort in labour: how you can help yourself to a normal, satisfying childbirth.
www.childbirthconnection.org/pdfs/comfort-in-labor-simkin.pdf.

• Prepare a pack of six cards for each group identifying the characters in the scenario
that they will develop – you will need enough packs for everyone in each group to
have one of the six character cards.

Setting up the activity: (5 minutes)
• Divide participants into groups of six.
• Each participant picks a card identifying the character they will play (same six

characters for each group).
• Each group prepares a 5 minute ‘skit’/scenario to perform for the whole group.
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• The skit has to start with Maria saying: ‘I know I said I didn’t want an epidural but
now I really do.’ Thereafter it is up to each group to develop the scenario and the
characters in whatever way they wish.

• They will only have 15 minutes to work out and practise how they are going to
present the scenario – reassure them that you will time keep and let them know
when they have 5 minutes and 2 minutes left during this preparation time.

• Warn them that you will cut them off after 5 minutes of their performance, regard-
less of what is happening in the scenario.

• Scenario presentations (5 minutes x the number of groups).
• Finish with a 15–20-minute group discussion about the issues that the activity

raises in terms of practice.

Characters for ‘You can do it’ activity
Note: You can add characters: e.g. a doula, obstetrician, other family members.

Maria (28 years old) is having her first baby and is 41 weeks’ pregnant. Her Birth Plan
states that she wants to avoid ‘unnecessary intervention’ including pethidine and an
epidural. After 12 hours of labouring at home, she came into hospital two hours ago.
Her cervix was then 6 cm dilated and her baby’s head is well down in her pelvis. She
has been coping well, tried Entonox but didn’t like it and is now having very strong
contractions every two minutes lasting a minute.

Leon is Maria’s husband. His first wife had a baby at another hospital five years ago.
She had an epidural and ventouse birth and the experience was very distressing for all
concerned. He thinks Maria is unprepared for the reality of labour pain and doesn’t
want her to suffer. He sees his role as advocating for her to make sure she gets an
epidural if she needs one.

Teresa is Maria’s Mum. She had three babies in the 1970s; all were induced for ‘post-
maturity’. She had pethidine for all three labours and chose an epidural when having
her last baby. She admires and respects her daughter’s wishes but is struggling with
seeing her in pain.

Alex is Maria’s friend. She had her first baby a year ago in the same hospital. She had
a long labour and gave birth in a pool. She felt very proud of herself and is very
supportive of Maria, her labour supporters and the midwives.

Grace is an experienced midwife who has been working at this hospital for 3 years.
She is very supportive of women who want to labour without pharmacological pain
relief.

Celia is a third-year student midwife who is passionate about promoting normal birth.
She is very clear about the evidence for continuous support in labour.
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Reassurance in the ‘rest and be thankful stage’

Like transition, the ‘rest and be thankful’ phase of labour – the lull that sometimes occurs
before second stage while the baby’s head rotates (Long, 2006) – can also bring surprises.
Some women switch from frenetic behaviour to a sudden calming, or sleepiness, that can be
disconcerting for everyone in the room. Reassurance is required here, explaining to the
woman and her supporters that this lull is normal and can be useful. Nicky remembers a
somewhat bizarre example of this during a woman’s first labour at home:

She changed from roaring like a demon in a cave to modestly asking us to bring her a
mango. During the silence of the next ten minutes she calmly peeled and ate the mango
and then said, ‘Right I’m ready to push now.’

When women give birth at home, they will often decide at the last moment where the ‘best
place’ is for them to go when they are ready to give birth, a habit we see in animals. Home
birth midwives therefore often have their essential birth equipment ready on a tray so that
they can follow the woman to wherever she decides to give birth, rather than setting up a
birthing area.

Supporting women when contractions are expulsive

Women tend to talk about ‘When I was pushing the baby out’, rather than ‘second stage’.
Whilst some women will breathe through contractions while their baby descends, for many
women, particularly if it is their first baby, the overwhelming nature of expulsive contrac-
tions can be quite shocking. Gentle reassurance to ‘go with it’ can help:

When I gave birth the first time, those pushing contractions were such a shock – the
strangest bodily sensation, nothing I could do to control it using my will – a complete
takeover of my body pushing this baby out, and quite scary when you’re not ready for
it. So overpowering, nothing you can do to resist it, you have to join in and that’s all you
can think about. I can imagine that if anyone had told me to do anything else it would
have felt very strange.

(Mother, Leap, 2015, unpublished data)

In our experience, when women are given a free rein to get into any position they like in
second stage, the majority will respond to the sensations they are feeling by kneeling forward
over furniture or dropping onto hands and knees. Occasionally, a supported squat, birth stool
or upright kneeling position can be useful when the woman needs help in what is often
referred to as ‘bringing the baby down’. We have also seen women stand and lunge during
contractions with one leg on a chair where their baby’s head is descending in a tilted (asyn-
clitic) fashion. It seems that women instinctively choose positions or movements that enable
them to ease or wriggle their baby through the largest possible diameter they can make with
their pelvis.
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Questioning the rituals of second stage

There are a series of rituals associated with second stage that may or may not be useful or
appropriate for individual women. We list these here with some examples to promote discus-
sion:

‘Cheerleading’

In spite of all the evidence that reminds us not to tell women to take a deep breath, hold it
and push as hard as they can, it seems that, in many maternity units, cheerleading in second
stage persists, often with instructions that can feel very counter-productive:

The midwife kept telling me to push into my bottom as if I was doing a poo. It
frightened me – the whole idea of doing a poo in public – and I think I tightened up
because of it.

(Mother, Leap, 2015, unpublished data)

Occasionally, directed pushing is a useful intervention, but there are good reasons to encour-
age women to follow their urges and to respond spontaneously when contractions are
expulsive (Osborne and Hanson, 2012).
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Figure 7.9 Supporting women to ‘bring the baby down’
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Sometimes the partners start doing that cheer leading, ‘Push Push Push’ because they’ve
seen it on ‘One Born Every Minute’ and I gently try to suggest we encourage her to
bring the baby down in the way her body is telling her. Sometimes it’s appropriate
though. There have been times when I’ve transferred in when a woman isn’t progressing
in second stage and after a bumpy ride the midwives in the hospital do all that loud,
almost bullying, cheer leading and the baby comes out and I think, ‘Hmmm … I should
have done that in the first place’.

(Community midwife, Leap, 2015, unpublished data)

‘Pant like a dog’

If we believe in the concept, ‘if your mouth is loose and open, your vagina is loose and
open’, then we have to question what happens to our pelvic floors if we tell women to ‘pant
like a little dog’ (try it!) in our efforts to prevent perineal trauma as the baby’s head crowns:

As the head is coming I’m very directive and say, ‘Breathe slowly now, breathe, breathe
…’. Other midwives tell women to ‘Pant’, or ‘Blow’ – one I know tells women to sigh
the baby out and shows them how to do that, saying, ‘Haarr’ …. Whatever you’re saying
needs to help them breathe the baby’s head out ‘gently’ and ‘slowly’. It makes such a
difference to the care of the woman’s perineum. And with the ‘hands off the perineum’
approach, it’s so important that you use your voice to help the woman give birth slowly.
Sometimes people forget this when the woman is in the pool and the midwife feels one
step removed. ‘Hands off’ doesn’t mean ‘voice off’. It doesn’t mean do nothing.

(Midwife, Leap, 2015, unpublished data)

‘Touch your baby’s head’

I’ve seen people adopt little rituals like saying to the woman, ‘Put your fingers inside
and feel your baby’s head coming down’ and they start thinking that all women want to
do that. In my experience very few women really want to touch the baby’s head – some
do it to please the midwife. Occasionally it’s exactly the encouragement they need but
more often it’s taking them away from their inner intensity. It can sort of un-nerve them.
Touching the baby’s head can completely skew her – she’s there to bring the baby down
and it’s a huge thing …. Maybe it’s different when women have epidurals. They’re not
feeling anything so maybe feeling the baby’s head is an important connection for them
sometimes.

(Midwife, Leap, 2015, unpublished data)

Supporting ‘the first embrace’

The World Health Organization’s ‘First Embrace’ initiative identifies the importance of the
period immediately after the baby is born and the significant benefits for mothers and babies
of immediate, uninterrupted skin-to-skin contact, delayed cord clamping and early breast-
feeding:

Supporting women in labour: practicalities 151

D
ow

nl
oa

de
d 

by
 [

N
at

io
na

l L
ib

ra
ry

 o
f 

th
e 

Ph
ili

pp
in

es
] 

at
 2

3:
35

 0
1 

N
ov

em
be

r 
20

17
 



The First Embrace refers to immediate skin-to-skin contact shortly after the baby is
born. This simple act of love transfers life saving warmth, placental blood and protective
bacteria from the mother to the newborn. It also has the added benefit of promoting a
natural bond between mother and child that improves the condition of all babies
including those who are premature, sick or born by caesarean section.

(WHO First Embrace Initiative website: http://thefirstembrace.org, 
accessed March 2015)

For most women, greeting their baby is a moment so extraordinary and precious that it
cannot and should not be disturbed or hurried. If we believe that the act of giving birth is
powerful and belongs to the woman, then, arguably, we might also see the act of picking the
baby up following birth as belonging to the woman. Most often we can step back and wait
and watch in awe.

This act of the new mother picking up her baby and taking it to her body for the first
embrace can have profound significance for women. At birth, ‘seeing is believing’. The first
contact with the baby often resonates with shock and stunned amazement. Suddenly the waves
of physical intensity are gone; the contrast is extraordinary as the realisation of the baby pene-
trates the woman’s consciousness. She looks at her baby and remembers what it is all about.
Sometimes this moment is tinged with echoes of recognition, a feeling of a timeless contin-
uum, characterised by words such as ‘I looked at you and it was as if we knew each other.’

We have all seen situations where women in a recumbent position initially recoil when
the attendant scoops the baby up and ceremoniously places her/him on their chest (often
announcing the baby’s gender with a triumphant flourish).

Often women shrink back because they’re not ready. It’s like they’re in their body and
not yet ready to come out of their body and into the baby. You know how sometimes it
takes women a while to do that after the baby is born. You see it in birth films: they look
around at everyone before concentrating on the baby.

(Midwife, Leap, 2015, unpublished data)
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Figure 7.10 Greeting the baby
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Where the midwife gently dries the baby and lays her/him on a warm surface in front of the
woman, it may take several minutes of tentative stroking and exclaiming before the mother
is ready to gather up her baby to her body. Once in her arms, the new mother can find out
whether her baby is a boy or girl when she is ready. She begins the primeval process of
curiosity, searching her baby’s body, counting fingers and toes, pointing out familial simi-
larities, checking for uniqueness and difference. For some women it is ‘love at first sight’;
others need reassurance that many women find their love unfolds gently over the first hours
or days.

In the postscript to this chapter Nicky tells a story that illustrates the potential significance
of the woman picking up her baby. In some cultures, however, there are taboos around
women touching the baby until it has been bathed and wrapped. Ideally, this needs to be
explored with the woman during pregnancy. It might mean wrapping the baby in warm
towels before she picks up her baby and begins the process of skin-to-skin contact. As we
discussed in Chapter 6 though, we should be wary of assumptions that ‘cultural traditions’
lead to inevitable choices around birth.

Reassuring supporters about the new baby’s appearance

It can sometimes be important to reassure the woman’s supporters about the range of normal
in babies’ appearances at birth, in particular, head moulding and colour. We have heard of
fathers saying they fretted in silence, thinking that there was something very wrong with the
baby. The midwife’s reassurance made a big difference for this new father:

He was beautiful in his own way when he first came out. My partner grabbed him, she
was in tears, we were both in tears, big gushes of love, big hugs, and she said, ‘Isn’t he
beautiful, isn’t he beautiful?’ And I … he had his head like a Smurf’s hat and he had a
huge hand, and he was this sort of greyish pale blue, and he had blood coming out of his
nose and he had one eye open, and I said, ‘Well, he’s gonna be, he’s not the most
beautiful thing at the moment but he’s going to be.’ But, you know, I loved him dearly
as soon as I saw him. That was incredible.

(Father, Sandall et al., 2010, unpublished data)

Support for women who choose physiological third stage

Women have described to us the important role that the midwife played in supporting their
choice to have a physiological third stage when labour is straightforward. This sometimes
extends to guidance and encouragement when expelling their placenta:

So my midwife asked me to push, she said, ‘Just push the way you have been pushing
to have the baby.’ I said, ‘I don’t want to push again.’ She said, ‘This one is not a painful
one, your placenta is soft and squishy, it will slide out.’ And really it was not a painful
one, I just pushed and the placenta just came out. It was lovely.

(Midwife, Leap, 2015, unpublished data)
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Support in the early hours after birth

The long-term effects of the environment in that first hour of birth are so important. It
must have an effect on the baby, on its wiring, and the long-term effects of how it grows
and develops and its relationships with its parents.

(Midwife, Leap, 2015, unpublished data)

In the critical hours following birth, support of the woman and her family continues.
Variations of support measures that we have discussed previously – watchful anticipation,
reassurance, responding to cues, suggesting comfort measures, respecting privacy – can make
a huge difference for the woman and her family as they embark on life with their new baby.

We finish this chapter with an activity that leads us into the next chapter, where we
explore how we can best support women who are having complicated labours and births.

Box 7.17 Reflective Activity: Supporting women for ‘the first embrace’

In The Art and Soul of Midwifery: Creativity in Practice, Davies (2007), various
authors explore how music, art, craft, dance, drama, poetry and other forms of creative
expression may be used to enhance learning and practice.

Individual, pair or small group activity:
• Choose a creative art medium to explore ‘the first embrace’ from different perspec-

tives and experiences. We encourage you to choose circumstances where support
promotes the best possible circumstances for a positive experience for a woman
who has an instrumental birth or caesarean or where her baby needs resuscitation.

• Present your work to colleagues and facilitate a discussion on the potential learn-
ing from this activity.

Postscript: to have and to hold

The woman in this story had made it clear throughout pregnancy that she was somewhat
ambivalent about the whole business of growing a baby and becoming a mother.

‘To have and to hold’

After a roaring, intense labour, she gives birth at home in front of a gas fire in a small
London flat. We dry the baby and place her on a small, towel-covered electric heat pad
(no need to wrap the baby in these warm circumstances). The baby girl wriggles and
squints, unfolds slowly before her mother, is alert and peaceful. ‘Take it away, take it
away’, her mother yells, head rolling, eyes everywhere but on her baby.

We had told her during her pregnancy that we would wait for her to pick up her baby
when she was ready, that the act of giving birth includes picking up the baby. We sit
tight, deal with our discomfort and hope that we’ve got it right. Minutes pass, the cord
is no longer pumping. She is sitting on a soft plastic bedpan; we can see that she is not
bleeding.
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She writhes a torrent of exclamations and shudders, still reeling from the intensity of
it all. It takes a full ten minutes before she calms down, leans forward, starts to touch –
slowly, tentatively, with caution; she looks at her baby, begins talking to her, ‘Poor little
one, are you all right, are you a girl or a boy, oh my goodness, you’re so beautiful!’ She
lifts her baby to her, all that passionate intensity redirected to the tiny girl who blinks
back at her mother’s all-consuming gaze. She suckles; the placenta plops into the
bedpan; we midwives heave a sigh of relief.

Afterwards she tells us that it was really important that we did not pick the baby up,
that she needed time to come to terms with this tiny dependent creature, that picking her
up was an act of profound acceptance and love.

To have and to hold …
(Nicky Leap, personal reflection)
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Chapter 8

Supporting women with complicated
labours

My birth wasn’t the birth that I planned because I ended up having him four weeks early
but the overall outcome I suppose was very positive … it wasn’t what I wanted initially
but I was able to work with them to achieve what I wanted out of that situation, if you
like. And I remain really positive about it, it wasn’t really traumatic but it wasn’t at all
sort of planned, obviously, at that time, so yeah ….

(Mother, Sandall et al., 2010a, p.39)

Introduction

Supporting women who are having a complicated labour may present us with particular chal-
lenges. These will vary depending on many factors, in particular whether labour is
complicated because of an emergency or as part of a planned situation, for example an emer-
gency caesarean birth or one that was planned during the woman’s pregnancy. Similarly, a
woman may have eventually decided to have an epidural after labouring for a long time or
planned to use epidural analgesia long before the birth.

In this chapter we’ll consider the kind of support that a woman may need in various situ-
ations that could be described as ‘complicated’, ‘not straightforward’ or ‘unusual’. We shall
also contemplate the potential support needs of the woman’s partner and birth companions.
Most of these situations represent everyday ‘complications’ (such as when a woman has an
induction of labour or decides to use an epidural). Although women require particular
support in these circumstances, commonly we are not looking at pathological or emergency
situations. In actual fact, life-threatening events are rare, but we are probably all familiar
with the fear, trauma and distress for everyone involved.

In all of these situations women need authentic support from their attendants. They need
to feel that their concerns are really heard, that they are seen as an individual, not a ‘case’ or
a ‘high risk woman’, and that the professionals are working in partnership with them all the
way. They also need to know that their emotional needs will be attended to with as much
attention as their physical needs and that every opportunity will be taken to optimise normal
physiology where possible (for example, by ensuring skin-to-skin contact following
caesarean birth). In other words, they need just the same quality of attention, care and empa-
thy that women need when labour is normal – as described in the previous chapter.

Throughout this chapter, we have referred to ‘supporting a woman who …’. We would
like to make it clear that it is a given that this also means supporting a woman’s partner and
close family and friends, and trust that you will bear this in mind in all your discussions.
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The normality/abnormality debate

Before we start to discuss how best to support women whose labour is viewed as compli-
cated, we shall step back and consider the bigger picture. In particular, we shall think about
how definitions of normality and abnormality are constructed, and the effect this has on the
care that women receive.

The concepts of normality and abnormality in childbirth are not givens. What is consid-
ered normal in one country may be considered abnormal in another, and this may change
over time. For example, in the 1970s in the UK, most women were routinely given iron
supplements for ‘abnormal’ low haemoglobin, before it was understood that low haemoglo-
bin levels were most often the physiological result of haemodilution rather than pathology.

Formal criteria delineating the boundary between ‘normal’ and ‘abnormal’ are often used
to identify which women are ‘suitable’ for midwife-led care or birth centre care (Hunter and
Segrott, 2014). Yet, as midwives and obstetricians know only too well, such boundaries are
hazy and movable. For example, in some maternity units a woman may be classified as
unsuitable for birth centre care if she has a body mass index (BMI) over 35, whereas in
others the cut-off may be a BMI of 40. A ‘grey area’ is thus created, of women who are not
high-risk but – it is feared – may become so.

Verena Schmid and Soo Downe (2010) make an important contribution to debates about
definitions of normal and abnormal childbirth, noting that abnormality has come to mean
‘deviation from the average, with the potential for pathology’ [our emphasis] rather than
actual pathology (p.159). They challenge us to move away from seeing all labours as poten-
tially abnormal, to thinking: ‘Are this woman and baby actually at imminent risk in this
specific situation – or, although what is happening is unusual, could it be normal for them?’
(p.159). They advocate the use of the term ‘unusual labour’ to highlight that a birth may be
physiological but unusual in some way, rather than pathological.

Box 8.1 Recommended Resource: Midwifery skills for normalising unusual labours

Schmid, V. and Downe, S. (2010). Midwifery Skills for Normalising Unusual Labours. Chapter
10 in D. Walsh and S. Downe (eds), Essential Midwifery Practice: Intrapartum Care
(pp.159–190). Chichester: Wiley-Blackwell.

This thought-provoking chapter is an excellent resource that provides an overview of
the physiology of labour and birth, before considering a broad range of evidence that
describes how midwives and other labour attendants can differentiate between unusual
physiological births and unusual pathological births.

There is a danger that, once women are categorised as no longer being ‘low risk’, the
approach to their care fundamentally changes. In such situations, a standardised approach to
care may dominate, one that pays little heed to individual women’s needs and concerns. For
these women, the homely environment of the birth centre is replaced by the high-tech envi-
ronment of the labour ward, as this midwife describes:

I work on the labour ward in a busy maternity unit and I am often concerned about the
environment we provide for the women who don’t meet the criteria to give birth in the
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midwife-led unit (MLU). It may be that their blood pressure has gone up towards the
end of pregnancy or they have been labouring in the MLU but now they want more pain
relief or their labour is getting prolonged. Whatever the situation, they can’t stay in that
lovely environment with the soft colours and cushions and fairy lights. And no one
thinks of making it more homely here, suddenly it’s straight up on the bed, monitor on,
IV in. We have lovely birth pools on labour ward, but they are hardly ever used. It’s like
imagination and creativity go out of the window when women come here. People give
up on trying to support as normal a birth as possible, but that’s just what we should be
doing – for everyone we care for on labour ward. Normalise all the bits you can.

(Midwife, Hunter, 2015, unpublished data)

This midwife’s concerns become all the more pressing when we recognise that many of the
women needing obstetric unit care will be those who are socially disadvantaged. Maternity
statistics in the UK reveal stark inequalities in health (ONS, 2014), and women and their
babies experiencing social and economic disadvantage are more likely to experience
compromises to their health (The Marmot Review, 2010). Thus those who may most bene-
fit from individualised support and a focus on optimising normality may be those least likely
to receive it – a situation characterised by Julian Tudor Hart several decades ago as the
‘Inverse Care Law’ (Tudor Hart, 1971).

Normalising the environment for birth

It is certainly possible to make a labour ward environment more woman and family friendly,
and thus more conducive to supporting normal birth (Brodie and Leap, 2008). This takes
empathy and imagination, characteristics that can be enhanced by learning from positive role
models, as these student midwives describe:

It was really good to see that midwife creating the same environment as the birth centre,
up on the labour ward. And her approach with women and their partners was lovely …
they were so thankful towards her; even though they’d only known her for a short period
of time they remembered it as being really nice.

(Student midwife, Hunter, 2015, unpublished data)

A midwife working in the community told me that although she loves caseloading, she
feels that she made a bigger difference on the labour ward because she knows that she
has a particular ability to make that rapport, and to see the women through who may not
have a normal birth otherwise.

(Student midwife, Leap, 2015, unpublished data)

158 Supporting women with complicated labours

D
ow

nl
oa

de
d 

by
 [

N
at

io
na

l L
ib

ra
ry

 o
f 

th
e 

Ph
ili

pp
in

es
] 

at
 2

3:
35

 0
1 

N
ov

em
be

r 
20

17
 



Box 8.2 Reflective Activity: Promoting normal birth around technology

In small groups:
• Discuss the pictures below, which illustrate ways of adapting a labour ward setting

to optimise normal labour and birth.
• Consider the following questions:

• Describe how you have seen these or similar positions/approaches being used
in a ‘high-tech’ setting such as a labour ward. If you have not seen this, why
might that be?

• How would you discuss the advantages of trying out these positions with the
woman (and her partner)? Write a script for the words you would use and
share these with the larger group.

• How would you advocate enabling women to try these positions with
colleagues who are sceptical? Write a script for the words you would use and
share these, saying them out loud within the larger group.
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Figure 8.1 Optimising normal birth around technology
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Creating a sense of calm in the birth room

It can be hard to create a positive environment for women in labour when the room is domi-
nated and cramped by the features of technology. Consider the following story of a
frightened woman experiencing a complicated labour and how the midwife responded to
this, as told to Nicky by an experienced Australian midwife.

Box 8.3 Reflective Activity: Creating a sense of calm in the birth room

I was called into the birth room, and there was an Indigenous woman, curled up
in the corner of the room, trying to hide behind the bed, screaming. She had
diabetes and cardiac disease and she didn’t understand much English. I thought
‘Where’s the midwife? You can make a difference.’ I sat down beside her. The
midwife came in wanting to get things done urgently and I thought, ‘We’ve just
got to sit down with this woman and help her gain some control before we do
anything’. She’s in a room with four or five IVs running, strapped to monitors,
not able to walk any more. So you get eye contact and you start working as a
midwife. Trusting the woman, believing in the woman, helping her to believe in
herself, being there for her, being kind, talking so she understands, talking slowly,
gently, engaging any support people if she has any, and slowly you try to gain
some sort of calm.

(Midwife, Leap, 2015, unpublished data)

In pairs:
• Tell each other a story about a similar situation you have been in and explain what

you did to try to help. Remember that this help can often be the ‘small things’ you
did, as the midwife above describes.

• What assisted you in improving the situation, or what might have assisted you?
• Imagine you find yourself in a similar situation next week. How might you handle

the situation now?

Supporting a woman who chooses to have an epidural

When a woman has an epidural in labour she will require a particular type of support. First,
she will need to know what the epidural insertion process entails and how she might experi-
ence having epidural analgesia. It is important to encourage her to ask questions, to listen
carefully to these and to allow enough time to answer them fully. Second, she will need
support and reassurance during the process of epidural insertion, which can sometimes be
tricky and uncomfortable, especially if she’s having strong contractions and is finding it
difficult to remain still. Eye contact and comforting touch by the midwife or the woman’s
partner can help in such situations, as can using Entonox (nitrous oxide). Third, once the
epidural is in place, the woman will need support with trying different positions, or encour-
agement to keep as mobile as possible.

When a woman chooses to have an epidural, the focus of support shifts and this can feel
challenging for us, as this midwife suggests:
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Sometimes I find it quite difficult to know how best to support her. You go from full on
support to her not needing you in the same way. I’m quite busy filling in charts and
attending to drips and monitors, blood pressures and the like while she’s often eyes shut
resting until ‘the big push’ sort of thing.

You try everything you know to avoid an instrumental birth: different positions, using
a mirror to encourage her if the baby’s head is visible, and eventually getting her into
lithotomy because that’s always the last thing you try. But it feels like such hard work,
all of that, when she’s got an epidural. And all the monitoring and filling in bits of paper
get between you and the woman.

(Midwife, Leap, 2015, unpublished data)

What is possible for women in terms of mobility depends, to some extent, on the type of
epidural used. It will also depend on how the woman and her baby are responding to the
stress of labour. But it is important not to see the woman as inevitably passive just because
she has an epidural. There are many aspects of care that are negotiable, as this story of a
standing epidural birth vividly illustrates:

Midwife 1: So she’d been fully (dilated) for an hour and then I got her to start to push.
And nothing much was happening. And then she just had this urge and at
the same time I thought it would be a really good idea if she’d just get up.
I said, ‘Well how do your legs feel? …. Well if we support you, what about
…?’ And she said, ‘Well I’d really like to stand!’ and she got up and she
started to push and the head was just coming down nicely and she just
delivered this – I mean just literally, his face came out and I thought, ‘Oh!
He’s huge!’ For one second I thought, ‘Oh goodness me! How are his
shoulders going to come out?’ And he just slid down my arm.
(Appreciative noises and laughter from group.) And when we weighed him
he was eleven pounds ten ounces!

Midwife 2: Oh my god!
Midwife 1: Massive! And he was gorgeous and it was perfect. It was like – so perfect

I could cry even now … I really could … [Voices: Aw!].
(Hunter, 2002, p.178)

This story is particularly interesting as it shows how a ‘low-tech’ approach to supporting the
normal physiology of labour (standing) can be used in conjunction with high-tech childbirth
(the epidural) in a way that can be beneficial. Given the size of the baby, there was an
increased likelihood of shoulder dystocia, especially if the woman had remained on her back.
By standing up, the diameter of the woman’s pelvic outlet was increased and the possibility
of an obstetric emergency was reduced. Trust is a central theme in this story: both the
woman’s trust in the midwife’s skills and assessment of the situation, and the midwife’s trust
in normal physiology and the woman’s potential ability to birth normally.

Births involving epidurals are not always straightforward, however, and women’s
requests for an epidural may present dilemmas for the midwife, as we shall explore using the
following two stories in reflective activities. Both activities focus on how midwives need to
interpret women’s requests for an epidural, and the difficulties that this may present:

Supporting women with complicated labours 161

D
ow

nl
oa

de
d 

by
 [

N
at

io
na

l L
ib

ra
ry

 o
f 

th
e 

Ph
ili

pp
in

es
] 

at
 2

3:
35

 0
1 

N
ov

em
be

r 
20

17
 



Box 8.4 Reflective Activity: Epidural Dilemmas a) a student midwife’s story

When a woman is asking for an epidural, it’s very difficult to know what to do
sometimes. If I had called an anaesthetist for every woman who asked for an
epidural then I would have called the anaesthetist for almost everybody.

I remember a woman, a multip who had a really, really quick labour. When she
came in the baby’s head was visible and she was asking for an epidural. And I said,
‘I can see the head, a few more pushes and your baby will be out.’ ‘I don’t care! I
want an epidural! I want an epidural now!’ And the midwife I was working with
said, ‘You have to call, you know, if a woman asks for an epidural you have to
show that you’ve acted, you’ve done something.’ And I was like, ‘Well the vertex
is visible, the baby’s going to be out’, but she said, ‘You have to call the anaes-
thetist because she’s asked. You have to show that you have actually acted on
behalf of the woman because she has asked for it.’

(Student midwife, Leap, 2015, unpublished data)

In threes:
• Take it in turns to be the student midwife, the mentor and the woman in three short

renditions of this scenario, in order to ‘get into the shoes’ of each person. Each
time, after you have played the situation, engage in a short discussion about how
your character was feeling.

• What was motivating their behaviour and attitudes?
• How might the situation have played out differently?
• Try changing one person’s words or responses and see how the situation might

have changed.

As the description in the previous reflective activity highlights, it can sometimes be very
difficult for midwives to know how to respond to a woman’s request for an epidural, espe-
cially if, previously, the woman has told us that she does not want an epidural under any
circumstances. Midwives sometimes engage in delaying tactics, trusting that we are not
violating the woman’s sense of choice and control and hoping that she will be glad after-
wards that we engaged in what we sometimes refer to as the midwifery skill of ‘getting
women through’. Justifying this approach can be challenging, especially when birth is not
completely straightforward – as explained in the next midwife’s story about a woman’s
transfer from home to hospital.

162 Supporting women with complicated labours

D
ow

nl
oa

de
d 

by
 [

N
at

io
na

l L
ib

ra
ry

 o
f 

th
e 

Ph
ili

pp
in

es
] 

at
 2

3:
35

 0
1 

N
ov

em
be

r 
20

17
 



Box 8.5 Reflective Activity: Epidural Dilemmas b) a community midwife’s story

I was recently with someone when we had a long and difficult labour and trans-
ferred to hospital at nine centimetres with contractions that were not very effective
and I knew – or thought I knew – that she only had to be enabled to get through
this last bit of dilatation and things would be different.

The response of the registrar [obstetrician] when we went in was an automatic
one, ‘Let’s give an epidural now.’ And because I knew the woman very well and
she had specifically said she didn’t want an epidural … and I knew she would be
able to get through it with a bit of help, for all of those reasons, it was a question
of saying, ‘No, actually no. You can do this. Let’s not do an epidural; let’s just get
through these few contractions. It isn’t going to be many and we can do each one
at a time and then you’ll feel different’.

And the registrar looked shocked. And I said, ‘Do you mind just leaving us for
a bit?’ And she left us but later, she asked if she could come in and watch the birth.

It’s just so easy to give up on people, especially when you’re tired yourself. But
I was thinking, ‘I’m going to be around with this woman for the next month and
I’d quite like her not to be saying she didn’t really want the epidural’.

And in fact she got through that last bit fine and had a normal birth and went
straight home. She was heard shouting down the corridor to her partner who was
telephoning people – and I think this is such a giveaway – ‘Tell them I did it all
myself’.

Of course, I did talk to her afterwards and what she said was very interesting.
Bear in mind that she was very clear when we got to hospital that she wanted an
epidural – ‘I know I wrote down that I didn’t want one but now I really do.’ What
she said to me afterwards was, ‘I didn’t want an epidural. That wasn’t what I was
saying. What I wanted was something magic that no one’s ever thought of before,
that you were going to quickly invent right then to make it all better. But I really
didn’t want an epidural.’

And I suppose, somewhere deep down, I knew that anyway …. She wasn’t
asking for an epidural with all its attendant side effects was she? She just wanted
a magic cure.

I suppose I see it as our responsibility sometimes to believe in women, to
believe they can do it, and to protect them when they don’t believe in themselves.
It’s a protection against all that [negative] conditioning.

The registrar cornered me later and said she thought I was cruel. She used that
very word. And I talked to her about it at length. I said, ‘Because we’re looking
after women after they’ve had their babies, they talk to us about it, we really know
about how they would have felt’.

(Midwife, Leap, 1996, pp.55–56)
In pairs or small groups:
• Write a script for a respectful discussion between the midwife and the registrar,

drawing on the words you have been given in the story. Enable your script to show
how each person might be feeling and what is motivating their behaviour and atti-
tudes.

• Discuss the dilemmas that the situation presents for both the midwife and the
obstetrician, practically, professionally and ethically.
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Supporting a woman when birth is by caesarean

The support needed when a woman has a caesarean birth will be affected by whether this is
planned (elective) or emergency surgery and, if it is elective surgery, whether this was in
response to medical or obstetric concerns or maternal request. Whatever the reason for a
woman having a caesarean birth, however, it is important to consider the support that each
individual woman will need and how this support can be provided by all members of the
maternity team, using woman-centred approaches. Attending to a woman’s probable anxiety
and fear is vital, especially when we acknowledge the complex neuro-hormonal processes
that are at play (Schmid and Downe, 2010). Ultimately, all members of the team need to
remember the essence of what is happening: this is a woman having a baby.

Supporting a woman when planning a caesarean birth

We discussed the debate about the implications of caesarean birth by maternal request in
Chapter 3. In our experience, whether or not women have requested to give birth this way,
they often have a lot of anxiety in the time immediately before having a planned caesarean:

Suddenly they’re confronted with the reality and inevitability of it all. Often they are
having an elective because they’ve had a previous emergency caesarean, which was the
saving grace at the end of a horrible labour and memories start crowding in. So I do talk
about how many people will be in the theatre and suggest that they focus on the midwife
and the anaesthetist because they are their link people.

(Midwife, Leap, 2015, unpublished data)

For women, the number of people in theatre can feel overpowering and it may be useful
when midwives describe in advance who will be in theatre, particularly if this is a couple’s
first experience of caesarean birth:

I have a little ‘operating theatre’ set of Playmobil toy figures in scrubs complete with
theatre equipment and I often use them with parents approaching caesarean section to
explain who will be there in theatre and what their roles will be. You could also draw
this on a piece of paper.

(Midwife, Leap, 2015, unpublished data)

If you have the privilege of having continuity of care experiences with individual women as
a student midwife, there is a lot you can do to support women who are planning to have a
caesarean section, as this midwife reflects:

I was a third-year year student midwife with a mini caseload and was assigned to a woman
who was having a repeat caesarean – her first baby had died in utero. I was unhappy about
the assumption that she would have another caesarean so I talked this through with my
mentor. She encouraged me to help them prepare for the caesarean they were choosing. So
I went with them to look around the unit, including theatre and recovery rooms. They said
after they’d had their baby that it made a profound difference that I’d been with them all
the way through to ease their anxiety – someone who was absolutely their named person.
I could be emotionally there for them, even though I was at the bottom of the chain.

(Midwife, Leap, 2015, unpublished data)
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Box 8.6 Reflective Activity: Talking through what to expect in theatre

In threes:
• Using creative art forms – for example: toy models, buttons, sketching a picture or

diagram – take it in turns to be the midwife (or other health practitioner) explain-
ing to a woman and her partner who will be in theatre and what their roles will be,
also what the major pieces of equipment will be for and where these will be placed.

• Alternatively, you might like to stage an imaginary visit to the labour ward and
theatre, giving the same explanations.

• When everyone has had a turn at providing this information, discuss the phrases
that worked well in terms of their potential to allay fear and anxiety.

Enabling choice and control around caesarean birth

In Chapter 3, we raised a note of caution about the concept of the ‘natural caesarean section’
(Smith et al., 2008) and the framing of it as woman centred. Leaving such philosophical
concerns to one side, we think it is worth considering the techniques that are suggested in
the article when planning a caesarean in all situations where the woman and her baby are
healthy. There appears to be increasing awareness about the importance of enabling women
and their partners to be actively involved in making choices about the sort of support they
would like during and after a caesarean in order to greet their baby, for example: ambience
(lighting, music, clothing); slow, gentle birthing with late cord-clamping allowing the baby
to establish breathing physiologically; immediate skin-to-skin contact; minimal separation of
mother and baby; and early breastfeeding. For some parents this also includes: dropping the
drape (or having a see-through drape) and tilting the bed so that they can watch the baby
emerge and identify whether it is a boy or girl.

You may also come across parents who have watched the documentary, Microbirth
(Dahlen et al., 2014) and request ‘seeding’: transferring a swab from the mother’s vagina
and placing it around their baby’s nose, mouth and skin in order to stimulate microbiome
development. (You can watch Dr Maria Gloria Dominguez Bello, Associate Professor in
the Human Microbiome Programme at New York University, explain her research in this
area if you place her name in the YouTube browser). At the more extreme end of respond-
ing to women’s requests, we know of situations where obstetricians have enabled a ‘lotus
birth’, (leaving the cord uncut until it falls off, still attached to the placenta) – a practice
that is advised against by the Royal College of Obstetricians and Gynaeclogists (RCOG,
2008) but that some parents request as being really important to them.
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Box 8.7 Reflective Activity: Planned caesarean birth: exploring choices

In pairs or small groups:
• Brainstorm a list of choices that (in an ideal world) parents might make in plan-

ning a caesarean birth – with individualised features for a safe and positive
experience for both their baby and themselves.

• Individually, identify which items on this list you might like to plan for if you were
having a caesarean birth yourself.

• Discuss your choices in your pair/group and identify how you might overcome any
potential barriers to enabling these choices. How many of these approaches could
also be applied where an unplanned caesarean is needed?

Supporting a woman during a planned caesarean birth

However much a woman has prepared for a planned caesarean, she is likely to have many
concerns. When she has chosen this way to have her baby she may have unspoken anxieties
that she feels she should not express:

It depends on the reason for the caesarean, but explanations are really important about
what is happening. It’s not just about asking questions. It’s about really attentive
listening to what she’s saying and picking up on what her angle is – because sometimes
they’ll say things that they think you want to hear, or things that they think they should
say, but somewhere in there is the clue to what she’s really thinking and how she feels
about what is happening. As with all caesareans, it’s about trying to work out what is
absolutely quintessentially important to her.

(Midwife, Leap, 2015, unpublished data)

This story describes beautifully how an elective caesarean birth can be an intimate event if
women and their partners are supported to create the experience they want:

This was their eighth baby; their last one had been an emergency caesarean and they
decided to have another caesarean this time. You could see that the couple were really
intimate, really close. He talked about the other children and how much they loved their
kids and that’s what their whole life is about, having the children. It was just beautiful,
lots of skin-to-skin and he knew all about how important that was. They managed to
create a feeling of intimacy, that this was a really extraordinary event, even though they
were in an operating theatre with strangers.

(Midwife, Leap, 2015, unpublished data)

Supporting a woman when an emergency caesarean birth is proposed

When supporting women during labour, we are often aware that a caesarean is looking likely.
This can pose dilemmas for us in terms of when to introduce the possibility and how to
support women who are scared about having a caesarean:
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Sometimes when it’s looking inevitable, I mention the caesarean word – maybe earlier
than other midwives might because I want almost to prepare them for when the doctor
mentions it because that will be the next thing. I think it can be so shocking for some
people when they hadn’t considered it.

I often say, ‘They’re really good at doing caesareans’ because women usually find it
really scary and say, ‘I really don’t want a caesarean.’ I say that it will be quite quick
and it will be the end point of having tried everything possible to birth the baby without
having a caesarean. I tell her that she’s done everything she could and that she will be
having her baby in her arms quite soon.

Some women are really scared because they’ve had an epidural and it hasn’t been
working well and they’re worried about the caesarean being done without that working
properly. That’s when I work closely with the anaesthetist to try and allay some of those
fears.

The anaesthetists have a really important role. They’re the ones who calm everything
down, the main communicator with the woman during the caesarean. They do it very
well in my experience. They explain to the woman what she might feel – I think a lot of
women are shocked at how much they feel – ‘the washing machine’ thing. The anaes-
thetist is often also very lovely around the greeting of the baby.

(Midwife, Leap, 2015, unpublished data)

The importance of ‘talking it through’ after emergency caesarean birth

When women need to have an emergency caesarean there are particular communication
challenges, as this midwife describes. She emphasises the importance of talking through the
experience with the woman afterwards; even if at the time it’s not possible to explain the
reasons in detail, this should certainly happen retrospectively:

I think it’s about supporting them to understand what is happening and why it’s
happening as much as you can through that very tense time when you’re making the
transfer to theatre and thereafter. Then going back afterwards and de-briefing, talking
about why it happened and making sure they understand and giving them space to talk
about how it was for them. You see if you can find anything that might be a doubt
lurking there, something that they didn’t really understand. Sometimes you have to push
a little to enable women to tell you about those lurking doubts, they don’t necessarily
come straight out with them. ‘Did I do something wrong …? Could anything else have
been done …? Almost like, ‘Was it my fault?’ I always try to get hold of the notes so
that we can go over what happened.

(Midwife, Leap, 2015, unpublished data)

Supporting a woman when an emergency occurs

Whenever a multi-professional team are providing care for a woman, it’s essential that her
support needs are foremost in everyone’s minds. Particularly when there is an emergency, it
is easy (and understandable) for the focus to shift to clinical care and the tasks that need to
be completed quickly to ensure safety; all those caring for the woman, however, need to be
highly tuned to how she may be feeling. The continuous presence of a supportive midwife
can make a huge difference to the woman and her partner in the potentially frightening
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 environment in which they find themselves, mainly through the midwife’s reassuring pres-
ence but also through her role as interpreter, go-between, advocate and protector:

I had a haemorrhage at home, and what was so wonderful was that I really felt that I
trusted them completely, and we had to go into hospital but the midwives were just,
from standing back and being very empowering and enabling me to do what I needed to
do to have my baby, they then went straight into action, and they dealt with the
emergency. And I just lay there with my baby on my chest just feeling very relaxed and
calm. They came with me to the hospital; one of them was with me all the way and
visited me every day when I was there. And so I didn’t feel traumatised by it at all. I
kind of felt that they just supported me right the way through.

(Mother, Sandall et al., 2010b, unpublished data)

This midwife describes what she thinks is most important during an emergency:

The most important thing is to stay in their view – while they’re getting their spinal or
whether you’re rushing along the corridor with them to get to theatre, you make a differ-
ence – because you’re often the only person they know in the room. On the way there,
I always talk about how many people are going to be there and prepare them for what
they’re going to see. And I try to protect them from any negative energy that we occa-
sionally get from theatre staff. Sometimes they’re just wonderful and understand that
this is about the birth of a baby and something that a woman will remember vividly for
the rest of her life. But some can be quite grumpy and treat it like just another operation.
So you take the negativity and try not to let it get through to the woman or her partner.

Sometimes partners get sat down somewhere to wait while they all get ready and that
can be hard because you need to be with the woman but you try to duck in and out to
reassure the partner. It’s about giving them every bit of information that you can because
they’re in a very alien environment usually and it’s about being there for them to be
scared or sad or whatever.

Afterwards, if the baby’s well it’s about doing everything in your power to keep the
baby from being separated from them. Keeping the baby with the mother, ensuring skin-
to-skin and early breastfeeding – all the Baby Friendly initiatives. Often the
anaesthetists are really good at liaising with the theatre staff over those things, because
they have more authority.

(Midwife, Leap, 2015, unpublished data)

The midwife can play a critical role in making the experience as positive as possible. Nicky
has recently had a personal experience of observing this:

I was meant to be providing labour support for a family friend who was planning a home
birth for her second baby – she’d had a home birth for her first baby and her mother had
had six babies at home. So she was very confident about giving birth at home. She rang
me at about 37 weeks to say she’d had a show. I asked about the blood loss and she said
rather vaguely that it had filled a pad. So of course I said that she should go straight to
hospital and that I would meet her there.

They were wonderful at the hospital. They gave her every chance before deciding
they really had to do a caesarean; they waited to see if labour would progress fast so that
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she could push the baby out quickly. But that wasn’t happening – there was more blood
and the baby was getting a tachycardia and I was thinking, ‘Oh please do a caesarean.’
But the staff were fantastic. What I saw was amazing inter-professional working.

The midwife was young and so skilled, multitasking and maintaining really empa-
thetic communication with the woman, and her partner but also managing to be calm
and really clear with the junior doctor and then the consultant – it was phenomenal. The
woman feels so lucky, even though it was a big shock. Everyone was great but it was
the midwife who was really there for her. It made me think that, whether you’re attend-
ing a normal birth or rushing along the corridor to theatre, how you are makes a
difference to that women’s experience and how she remembers it forever.

Supporting a woman who is disappointed or traumatised by her
experiences

Birth can be an empowering experience, and although a natural process may not always
be possible due to specific circumstances, even to attempt it brings great richness to a
woman’s life.

(Lokugamage, 2011, p.3)

Although we see many women describe their complicated labours in a way that is reflected
in the above quote, unfortunately, not all women feel enriched by their experiences. For
many women whose birth experience is very different from the one that they hoped for, there
is bitter disappointment and a feeling of loss. Sadly, some may also feel traumatised. These
feelings are vividly described in the postscript to this chapter.

The research evidence suggests that feelings of trauma can have long-term effects and be
experienced as post-traumatic stress disorder (PTSD) (Olde et al., 2006). Women may be
particularly at risk of developing PTSD when they feel they have no control over what is
happening, when they lack support from their partner and when there have been negative
interactions with staff (Olde et al., 2006). While there are many aspects of an emergency or
difficult birth that midwives will not be able to influence, there is certainly potential to find
ways to ensure that women feel as much in control as possible, for example by consulting
them whenever possible and giving every opportunity for them to be included in decision
making. And it is always possible to ensure that interactions with maternity staff are support-
ive and positive.

Box 8.8 Recommended Resource: Supporting women following a traumatic birth

Traumatic childbirth: what we know and what we can do. Royal College of Midwives Magazine,
June 2004. Accessed March 2016 from:  www.rcm.org.uk/news-views-and-analysis/analysis/
traumatic-childbirth-what-we-know-and-what-we-can-do

This useful resource discusses PTSD following childbirth and suggests the following
interventions:
• Prevention of PTSD (particularly for vulnerable women): continuous caregiver

support in labour;
• Provide extra support where there are potential signs of labour awakening feelings
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such as vulnerability, pain and being out of control. These may be associated with
previous PTSD (for example sexual abuse or rape). Also provide extra support
when there is unusual distress, particularly during VEs, or the woman seems disas-
sociated from what is going on;

• Aftercare via postnatal groups, referral for counselling if requested.

There is some debate about how best to support women after a traumatic birth. Australian
researchers Jenny Gamble and Debra Creedy have shown the benefits of counselling after
traumatic birth (Gamble and Creedy, 2009; Gamble et al., 2005) However, the ‘debriefing’
approach to support that was popular several years ago has been criticised as lacking a strong
evidence base and also for being potentially damaging in unskilled hands (Ayers, 2013).

In an editorial for a special edition of Midwifery about fear of childbirth and postnatal
PTSD, psychologist Susan Ayers argues that the focus should always be on prevention of
PTSD rather than treatment. In other words, it is much better to prevent or minimise fear of
childbirth and PTSD through changes to maternity care (Ayers, 2013). In her view, midwives
are central to this prevention: ‘The care provided by midwives has the potential to shape
women’s experiences and (at best) buffer against adverse events or (at worst) form part of
the trauma’ (Ayers 2013, p.147).

Ayers (2013) points to studies that show how women value the opportunity to discuss
their experiences after the birth. The value of ‘talking it through’ is also evident in many of
the stories we collected for this book. In particular, women who had experienced a compli-
cated labour and birth described to us the critical role played by the midwife in helping them
to understand what was happening and why, both at the time and after the event, as is shown
in the next activity.

Box 8.9 Reflective Activity: Support for a breech birth – Tanya’s story

In the following story, Tanya (not her real name) describes how she experienced the
complications that resulted when her first baby was in a breech presentation:

From 28 weeks my baby was breech. Late weeks of pregnancy became a terrain
full of conflict and worry, with people I knew supporting me but telling me how
brave I was in attempting to have a vaginal birth with a breech baby.

I spent a couple of days experiencing latent labour on and off at home. This was
the most challenging time, because we were post-dates and had to negotiate hard
to stay at home for as long as possible.

At 42 weeks we arrived at the hospital to be met by the most wonderful
midwife. For the first time someone listened to what I wanted: to birth my baby
myself rather than ‘elect’ for an unwanted caesarean. She treated me the same as
everyone else. Finally I felt like someone understood why normal birth was so
important to me.

My doula was there all the way through, with my husband supporting me to be
myself. My waters broke with meconium, but I knew it was OK, normal for
breech; my midwife wasn’t fazed at all, just kept inspiring me that I could do it, to
follow my body.
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Pushing was hard work. I was so tired – tired from the long latent stage, tired
from the antenatal fighting, tired from the vomiting, tired from the anxiety about
whom we would ‘get’ when we arrived at the hospital.

After 2 hours, I could reach down and touch him; he seemed so close to being
here. I hadn’t noticed the constant monitoring, but the doctors wanted to know
what was going on. My midwife kept them behind the curtains, advocating for my
wishes. I trusted her implicitly.

After 3 hours of pushing and what I know now was a less than great trace, she
gently broached the subject that things didn’t seem to be progressing as would be
expected. We discussed a caesarean, and she left us to have some space when I was
overcome with disappointment and sadness that I wasn’t going to get the birth I
had envisaged.

My midwife arranged for me to have my doula and husband in theatre. She had
already stayed well beyond the end of her shift and so another midwife cared for
us in theatre.

The following days in hospital she came in before her shift, sorting out my
breakfast and siting with me. I will never forget her extra attention after Alex [not
his real name] was born; it made such a huge difference. I often wonder what it
would have been like to have met her earlier in my pregnancy process.

In pairs:
• Read through the story aloud (take turns to read each paragraph) and then make a

list of a) the positive and b) the negative words/phrases that Tanya uses to describe
her experience.

• Discuss how you think, overall, Tanya will remember her birth experience.
• How might the support she received from her midwife, partner and doula have

affected her experience?
• Read the reviews by Ayers (2013) and Olde et al. (2006), described above, and

consider the factors that they identify which might contribute to, or prevent, child-
birth trauma. You may also wish to read some of the papers that they include in
their reviews and the research papers by Gamble and Creedy (2009) and Gamble
et al. (2005).

• Compare the factors identified in the research reviews with the words you have
identified from Tanya’s story. Are there any similarities or differences? What can
you conclude from this?

• What can you learn from this activity about providing care for women who are
potentially distressed or traumatised by their experiences?

Supporting a woman with health concerns

The most recent UK and Ireland Confidential Enquiry into maternal mortality, Saving Lives,
Improving Mothers’ Care (Knight et al., 2014), found that, in 2009–2012, three-quarters of
maternal deaths were the result of co-existing medical complications which were exacer-
bated by pregnancy. For women with existing health concerns, pregnancy and birth may be
a particularly anxious time, and there is much that midwives can do to support them as they
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navigate their way through appointments with obstetric and medical specialities. This is
described by a woman whose midwife helped her to steer her way through the system,
including going with her to medical appointments:

I was at the hospital nearly every week for an appointment, for outpatients’ appoint-
ments, and so many scans. I had so much going on, and I think one of the big things that
my midwife was able to do was to really sort of advocate for me. So to be able to speak
to the consultants at the hospital, speak to the staff there. I’d voice it myself but just to
be supportive in that process. And once he was born as well, I think, we were advised
to do certain things, to give formula, to do all these things that we didn’t really want to
do, and then the midwife would come in and say, ‘No, actually you don’t have to do that,
let’s look at doing this, or let’s look at doing that instead.’ So they were able to give us
more options, but also to advocate for us, which was really important. Really important.

(Mother, Sandall et al., 2010b, unpublished data)

Box 8.10 Reflective Activity: ‘Pilots through stormy seas’ – Carol’s story

Carol (not her real name) has Type 1 diabetes. She describes her experiences of
midwifery support when pregnant with her first baby:

I’m diabetic and when I went to the midwives in early pregnancy, they were like,
‘Yeah we’ll take you on.’ They were just like, ‘You’re a woman, you’re pregnant,
that’s what we do.’ And they didn’t ever bat an eyelid about my condition, I’d been
feeling so negative about it and they made me feel great, instantly, just by that
acceptance of me. In fact what she said was, ‘Oh we like a challenge.’ [Laughs] It
was just like, ‘Oh great, I’m just a challenge, I’m not a problem, I’m something to
be excited about’, which was fantastic.

On the Tuesday morning I would go to the hospital clinic and be told I had
much more of a chance of having a dead baby being a diabetic mother and I would
go to the midwives on the Tuesday afternoon and speak to whoever was on that
day. And they would always make me feel so much more positive, they would sort
of question with me, sort of deconstruct whatever the doctor had said with me, and
so I would always leave there feeling much better.

I just found the midwives incredibly empowering and they completely allowed
me to have the birth that I wanted …. It could have ended up in a caesarean at 38
weeks, which is what the doctors were kind of moving towards, plus having
preeclampsia in the end as well, and Group B strep [laughs]. And I still managed
to have a natural birth, but I managed to stay at home for 40 hours of a 48-hour
labour and just go in for the last bit, and yeah, had a natural birth, no drugs, and
completely doctor-free, which is what I wanted, and it was fantastic.

In labour I wanted to not have an IV drip and all the rest of it; I know how to
control my own diabetes with my own insulin what-have-you, which I did, and I
kept it at exactly the number that I said I would all the way through. So anyway,
when he was born it was really important that he fed straightaway and they were
just great in helping me with that. When the staff there wanted to give him formula
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the midwife was really supporting me in not doing that and she went up and got
me some donated breast milk instead.

We were in awe of their tact and diplomacy. They just literally would do this
really delicate and subtle dance in advocating for us so no one ever felt bad.
They’re incredibly skilled at negotiating. I thought I was diplomatic but that’s a
new level, that. They’re highly skilled at dealing with people. They don’t just
make you feel good they make everyone around them feel good.

What was incredibly useful for me is that the midwives are very well informed.
What I needed was someone I could trust but also that had a medical knowledge.
It wasn’t enough that I had my partner there and another friend of mine was there
as well – they were there for me to support me emotionally – but I wanted some-
one who I could say, ‘This doctor, what they’re saying, does it make sense to you?
Do you understand what he’s saying?’ You know, so if she said, ‘Right, you need
to have this intervention now’, I could totally just trust her, you know ….

And I trusted her to trust me in making the right decisions as well, do you know
what I mean? It was like this mutual, we trust each other, which I felt was really
important. Yeah, that thing of knowing that they had not only the sort of spiritual
and emotional knowledge but the medical oomph as well, they really know their
stuff …. They’re not just all frou-frou; they’re hard core, they know their stuff,
they’ve done their work, and they actually researched stuff about my condition
when they didn’t know about it, they looked into it and they came back with infor-
mation. And I did research and showed them my stuff, they showed me what they
had, and it felt like, OK, this is really great, we’re doing this together. They really
helped me with my research as well, which was like, that’s just wonderful, really
wonderful.

I wrote them a card afterwards and said it was like having sort of pilots through
stormy seas, literally, I felt like I was being circled by these doctors, not that
they’re bad but I just felt like they were really pressuring me, because that’s their
model, it’s a medical model, and they didn’t see any of the more spiritual or more
natural or more beautiful aspects of it, you know? And the midwives kind of kept
that alive for me; they sort of allowed me to feel happy and healthy and like a preg-
nant woman rather than a diabetic freak that didn’t deserve a proper birth, which
is how I had felt, you know. But they made me feel like I did deserve a good birth
and it would all be fine and I was perfectly normal, so yeah it was amazing. Really
amazing.

(Mother, Sandall et al., 2010b, unpublished data)

In pairs or small groups:
• Discuss why Carol describes her pregnancy so positively.
• Use these points to write some guidance notes for midwives giving care and

support for women with existing health concerns.
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Supporting a woman with a raised body mass index

Carol’s story is an example of how sensitive midwifery support can make a difference for
women who are categorised as ‘high risk’ during their pregnancies. This may be their first
experience of being classified as ‘unhealthy’; not only will this be worrying for their own
well-being and that of their baby, it may also challenge their personal identity and self-
image. An important contemporary example of this is pregnant women who have a raised
body mass index (BMI) and who are likely to be treated as ‘high risk’.

A systematic review showed that labour complications were more common in heavier
women and could lead to more assisted and caesarean births (Heslehurst et al., 2008).
However, although there may be physiological reasons for increased complications, we
should also not assume that a difficult labour is inevitable:

A large woman came in the other day and the midwives at the desk were all, you know,
‘Might as well put your scrubs on now.’ But she pushed her baby out so easily. I think
it’s really important not to have expectations that all large women will need a caesarean.

(Midwife, Leap, 2015, unpublished data)

Christine Furber and Linda McGowan (2011) conducted a qualitative study which explored
how pregnant women who were obese felt about their care. Their study provides some
important insights: women described how health professionals made value judgements about
their size and stereotyped them as unfit, lazy and unable to control their eating. Women felt
ignored, stigmatised and humiliated, and few choices were offered to them: a medicalised
approach to care was automatic.

As highlighted during recruitment of overweight women to a group antenatal care scheme
in Sydney, Australia, midwives are often anxious about how to raise the issue of women’s
weight without causing offence, particularly if women appear defensive or distressed (Davis et
al., 2012). Training in the use of motivational interviewing techniques was shown to increase
the midwives’ confidence in having enabling conversations in a way that helped women
explore their desire for change and find their own solutions (Raymond and Clements, 2013).

Given the current ‘obesity epidemic’, it is likely that midwives will care for increasing
numbers of women who are overweight when pregnant. It is important therefore that we
consider the experiences and needs of such women so that we provide sensitive and tailored
care. We also need to be self-aware, challenging ourselves and our colleagues when we are
in danger of stereotyping or making assumptions.

Supporting women who are considered ‘high risk’

It’s quite a challenge sometimes because you’re sandwiched between knowing a normal
outcome is less likely and keeping your medical colleagues at arm’s length while you
give things a little try.

(Midwife, Leap, 2015, unpublished data)

However much experience we have, it can be challenging supporting women in labour who
require a lot of technological assistance, particularly when we are working in an unfamiliar
environment. The following story is an example of breaking down the hierarchical bound-
aries that can inhibit us in asking for help and working cooperatively:
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I was in a new role, developing midwifery models of care in an area health service and
decided to do a shift on the labour ward of a large hospital. I was assigned to a woman
having her first baby, who was in early labour. She had diabetes; she was on insulin; and
she was being induced. She also had reduced fetal movements so it was all feeling rather
urgent. She’d had no continuity so I’d never met her before.

Her first words when I introduced myself were, ‘Do what you like but I don’t want
any pain.’ She was obviously incredibly fearful and she’d heard so much about things
that could go wrong that she had no confidence at all. Her husband was very fearful too.
He was almost trembling.

The first thing I did was reassure her that there were lots of options open to her if that’s
what she wanted. And I sat with her for about 15 minutes and just let her talk about what
she wanted to talk about – instead of talking about: ‘The Induction’, ‘The Diabetes’, ‘The
Epidural’, ‘The Risks to the Baby’ etcetera. And while I was doing that I had my hand on
her tummy and was able to get a sort of personal closeness through touch – I did ask her
first and she was very comfortable with me touching her. I turned the monitor right down
so that we couldn’t hear it – it was so distracting and it didn’t need to dominate the room.
You can so easily get into a situation where men – and midwives – concentrate on look-
ing at the monitor and forget about being focussed on the woman.

I very soon realised that I was out of my depth with all the technology. It was a new
hospital for me and I wasn’t familiar with some of the machinery. We were about to get
a third pump going. So after I’d got to know her a little bit I left the room and the first
person to come down the corridor was a student midwife. And I said, ‘Ooh, you’ll know
all about how to work these machines, come here, you’re working with me today!’
[laughter] She was a final-year student and was very familiar with all of it.

So we worked it out between us – that this is what we needed to think about. We went
through all of the notes together so that we were really clear about what needed to
happen. And I told her what I wasn’t really good at. ‘I need some help with the machin-
ery. I understand exactly what it does, but I’m not familiar with it or the dosages.’ Of
course, we had to check all of that with a third midwife who was familiar with every-
thing as this was a student.

So we were looking after each other a bit, me and the student. It was really good.
The woman had an epidural, predictably very quickly and far earlier than I would

normally predict for someone who is in early labour. The student was turning up the
Synto – it was, after all, an induction of labour. And the woman was very unhappy and
in so much pain. And I said, ‘Let’s just turn the Synto off – even if it’s just for half an
hour while we get the epidural working.’ The student was very worried about not going
by the book. It can be so distracting to have those instructions: ‘You will turn up the
pump every so many minutes until she’s contracting four in ten or whatever …’. That
was the task and the student was totally taken up with it. She forgot to see that the
woman wasn’t actually coping with it and her pulse was racing; she was in a sweat and
she was miserable.

I said, ‘What we do is, we stop. We get the anaesthetist back. That’s his skill to get it
working well. And we’ll get the Synto working when the epidural is working properly.’
She was really impressed by that! ‘You can really do that?’ So I learnt something and
the student learnt something and the woman felt heard – which was really important to
her. She was listened to and nobody did anything without checking out with her how she
was feeling at the time.
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The partner was predictably fascinated with all the things that went ping in the room
but he actually took his cue from the way we were really focussed on the woman.
Sometimes partners get distracted by the things we’re distracted by. When we calm
everything down, then we can be dealing with all the other stuff, like focussing on the
woman and thinking about everything that’s going on and what sort of support we
should be giving her – and her partner.

She did have a lovely birth. Everything was good about it, especially given her
particular circumstances.

(Midwife, Leap, 2015, unpublished data)

Supporting a woman whose baby needs medical care

Women who have complicated labours often give birth to babies needing medical care and
admission to the neonatal unit (NNU). In these situations, a woman’s existing anxieties and
fears will be exacerbated. Her partner, family and close friends may also be very distressed
and need a lot of support.

Women still need midwifery support when the baby’s care has been transferred to the
neonatal team. This support may be particularly crucial if the baby needs to be resuscitated
and is taken to the NNU very quickly. The midwife’s support can take the form of explain-
ing what is happening, being a ‘go-between’, interpreting what the neonatologists are saying
and ensuring that the parents understand, or simply just ‘being there’ and listening. This can
be a challenging situation for the midwife, particularly if the baby’s condition is poor. There
is a fine line to tread between being over-reassuring (‘I’m sure everything will be just fine’)
and being realistically supportive, as in the following story:

It was all so frightening. Suddenly there were lots of people in the room, all doing things
to my baby. Everyone was over by the resuscitation machine. There was lots of activity
but no one was saying anything to me. And there was that awful silence … my baby
wasn’t crying, not a peep. Except the midwife, she was still right by me, and she just
squeezed my hand and said ‘He’s having a tough time with his breathing, but they’re
very skilled. Come on little one’. Afterwards – when he was fine but up in the neonatal
unit – I thought, ‘I’m glad that she didn’t just say, “Don’t worry, he’ll be okay”.’ I
wouldn’t have believed her given the worry on the doctors’ faces. She just kept
squeezing my hand and I felt that we were all willing him to be okay. And the lovely
thing was that she came up to see me on the ward a few times, and even came to see the
baby with me. I thought that was lovely, it meant a lot that she remembered and cared
enough to come and spend time with us.

(Mother, Hunter, 2015, unpublished data)

There is an extensive body of literature relating to the experiences of parents whose babies
are ill and admitted to the NNU, and it is not possible to do justice to this evidence in a few
sentences. But, to summarise briefly: studies show that mothers may feel frightened, guilty,
isolated and confused (Turrill and Crathern, 2010). They also experience a sense of grief and
loss that they have not given birth to the perfect baby as they expected and that their ‘real’
baby needs specialist care from the experts on NNU rather than its parents (Fenwick et al.,
2000, 2008; Lupton and Fenwick, 2001). It is known that levels of postnatal depression and
PTSD can be relatively high in these mothers (Aagard and Hall, 2008).
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Supporting a woman whose baby has died

Supporting a woman who has been told that her baby is not going to live or whose baby has
already died is immensely challenging for all concerned (Kenworthy and Kirkham, 2011).
The dreadful paradox of death where there should be new life triggers profound emotions,
and we can often feel at a complete loss as to how best to provide support for a woman who
is deeply shocked and has only just begun to grieve.

The following story challenges us not to make assumptions about what women need at
this time, but to listen to what women tell us they need, even if this is uncomfortable for us
or challenges what we think is best practice. For example, women may not need to be
protected from their emotional and physical pain, but be supported to experience this. What
stands out in this story is the importance of support.

Box 8.11 The birth of Ella

When I was 20 weeks pregnant I realised that my baby was no longer moving. My
midwife couldn’t hear a heartbeat and I was sent for an ultrasound that confirmed
my baby had died. Looking back, I was in a state of shock, quite numb and just
focused on what needed to be done practically.

I’d been planning a home birth, having a lovely birth at home with no pain
relief as I’d done 3 years before. But I’d felt very ill during this pregnancy, unlike
the earlier one and actually I think I knew deep down that something wasn’t right.
So even though I was so upset about the baby, on some level perhaps I was
prepared. What I wasn’t prepared for was that my labour and birth would need to
be induced. And I also wasn’t prepared for the responses of some of those around
me.

What stands out for me now, many years later, was the importance of support
and feeling that my wishes were really being listened to. There was an assumption
from many midwives and doctors that I would want to have strong pain relief to
protect me from the physical – but mostly the emotional – pain. But I didn’t want
that at all. This was still my birth; even though it would be the birth of a baby who
had died half way through my pregnancy, she was still my baby and I wanted to
experience the whole event as much as if all had been well. This really troubled
the staff. ‘This is so hard for you – why put yourself through any more pain?’
Luckily there was one wonderful midwife who really listened and got what I was
saying. And also my partner and a close friend were with me – really with me –
backing me up.

I coped with the pains the same as with my first birth – moving around, rock-
ing, focusing on my breathing. When the baby was born she just slithered out; she
was so tiny.

The midwife behaved like she would have done at any birth. What I remember
now was how gently she talked to the baby, how she wrapped her up so tenderly
and then showed me and my partner all the perfect things about her. In fact she had
multiple abnormalities and it must have needed a lot of quick thinking and empa-
thy to do that.

Her approach made such a difference to me afterwards. Not only how she
behaved with the baby but also how she respected my wishes and didn’t try to
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protect me or do that ‘I’m the expert, I know best’ thing. She was really with me,
saying, ‘Yes you can do this.’ She also encouraged us to cuddle the baby, take
photos and plan a funeral.

Even though it is sad to remember the birth of Ella, the baby who never really
was, I wasn’t left with a huge grief. I think being able to really engage with the
toughness of the event, and having such sensitive support, helped me to make
some sense of it and integrate her birth into who I am.

Supporting a woman whose baby is taken into care

Women whose babies are taken into care will also experience a sense of huge grief and loss.
Although there are many differences between their experiences and those of a woman whose
baby has died, there are also many similarities.

Supporting a woman who has been told that her baby will be taken into care is also chal-
lenging for the staff who are involved. This is not how things should turn out, and we can
struggle with knowing how best to provide support. Planning can be crucial as this
midwifery manager suggests:

What we try to do antenatally is to have a plan around how it is going to happen. We
always try to make a plan for the woman to give the baby up rather than have it taken
from her. Giving a baby up is like breaking your arms off, but actually when they decide
they are ready, the midwife can make a phone call to the social worker to say, ‘She’s
come to a place where she’s ready.’ The grief is still as raw, but in a way, the woman has
the power to give her baby up, rather than the powerlessness of having it taken from her.

A midwife who works with women in prison describes how hard it is supporting women
during labour when they know that their baby is going to be taken into care:

There’s a lot of grief in the labours. These women cry a lot and there’s so much emotion
that is nothing to do with pain in labour. Pain in labour is almost nothing; it’s nothing to
them. They hardly ever have pain relief. It’s like the labour has become secondary to the
loss of their baby. So you see a very raw grief and emotion. Not just crying, but howling
– big cries straight from the heart.

It has felt slightly better recently as we’ve started expressing breast milk and send-
ing that out into the community for babies placed with foster carers or babies who are
in the neonatal unit – the women really latch onto that one because that’s a form of
parenting that they can do.

In a filmed interview for a learning resource (Australian Centre for Child Protection, 2010)
Margaret, a nurse and social worker, acknowledges the ambiguity and distress that staff may
experience in these circumstances. She discusses the importance of acknowledging the
parents’ grief and provides some practical suggestions for supporting them in the same way
that we would support any parents facing the loss of a baby.
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Box 8.12 Supporting a woman when her baby is taken into care

From my own experience of being on maternity wards when a baby is removed,
staff often don’t know how to react to this. They’ve often been the ones that have
made the notifications, so there’s a sense of fear about how the parent might react
to them. There can be a sense of guilt that, ‘I’ve brought this upon this person,
even though, professionally and morally I’ve had to.’ But still feeling, ‘Could there
have been another way?’ I suppose one way of handling it is to avoid it and let the
social workers deal with it but often the parent has had the relationship with the
midwives because they’re the ones that are there 24 hours a day.

What we do know is that where grief of a patient is handled well, then nursing
staff have a sense that they’ve achieved something. If we look at palliative care, a
good death is a good death for the staff too if they’ve been able to provide the care
that they wanted to provide. And I think the same with these parents. It’s about
being able to understand, being able to deal with your own feelings in it. So I think
that, when a child is removed by child protection, particularly after birth, then staff
need to talk about how they feel about that.

My experience is that what parents find hardest is where people are not under-
standing that they’re hurting. And so for someone just to acknowledge and to be
empathetic that this is really tough and that this is really painful is all the parent
needs to hear.

We’ve become so much more sensitive to issues around mothers who have a
miscarriage, a stillborn child, a child who dies after birth. We’ve become much better
at that but there’s a group of parents who have their children removed and their grief
is just not even acknowledged. It’s as if, because they’re a bad parent or a neglect-
ful parent, their grief is not as legitimate as the grief of a parent who loses their child
in some other way. And what we see particularly in this group of parents is there’s
the unresolved ongoing grief that sits with these women and has an effect on their
mental health. It’s those things we need to acknowledge in this group – they hurt just
as much as a parent whose child has died. These parents need to have their grief
issues looked at in that context, just as sensitively as we would with other parents.

Do what you would do with another parent who’s had a loss. Take some photos
of them and their baby before the child is removed. When they are coming to
remove the baby from the hospital, have it planned so that it doesn’t become a situ-
ation where we have to have security guards around. Perhaps discharge the mother
before the baby’s discharged. Allow the parents and their extended family to be
able to say goodbye. Allow the mother to be able to dress the baby in whatever she
wants the baby to be dressed in to leave the hospital. Offer things such as the
nightie that the baby has been in so that the mother can take that with her. Make
sure that the cards from the top of the crib are given to the parents, that they do
have photos. Some of those things can be for staff a way of entering in to what’s
happening and doing that in an empathetic way.

It’s all of those things that midwives and nurses have been taught how to do
with a parent who loses a child. This is a loss. It’s a different kind of loss but it’s
a loss. So it’s respecting the loss, acknowledging the loss, ritualising the loss,
which is very important. So rather than avoiding that confrontation, it’s important
to enter into that grief as we would with any other mother. And to do all of those
rituals that are really important.
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Box 8.13 Reflective Activity: Supporting women around the loss of a baby

In pairs:
• Read aloud the accounts in Box 8.11 and Box 8.12 and then discuss:

• What can a midwife do to best support women at such a difficult time?
• How should a midwife be to best support women at such a difficult time?
• What have you learnt from this activity that will inform your practice?

This chapter ends with a postscript, which tells a birth story of profound disappointment and
sadness. It vividly illustrates many of the issues that we have discussed in this chapter and
shows how crucial it is to provide support to women who are experiencing complications in
their labour. It is also a story of how healing eventually happened with the support of a
midwife:

Please give those who try with all their heart’s might and fall short of this sweet aim also
a place of healing – a star with a scar.

Laura’s thought-provoking story is a fitting end to this chapter. It also helps us to think about
what was going on for the midwives, obstetricians and anaesthetists in a highly charged
atmosphere, as they were faced with her requests to do things differently. This sets the scene
for the next chapter, which is about the emotional work of supporting women for labour and
birth.

Postscript: Redeeming birth – Laura’s* story

When James was 40 days old, I dreamt his birth anew and oh how lovely and light it was. I
sat on the golden wooden floor in front of the fire with my legs apart and with one delicious
contraction James slid out of me with ease. I picked him up from the floor and all was well.
Just as I had always imagined it.

But James wasn’t born by fire shine in our warm and lovely living room as we had
intended, as I will tell.

Early labour at home

The birth started off so beautifully, the whole Wednesday and half the night was wonderful.
In the evening a community midwife came – she was wonderful. She gave us space but also
encouraged and praised me.

But then all my fears became true. At midnight she examined me, I was 6cm dilated but
I was bleeding. When I saw the red glove I knew that this was the end of my homebirth.
Inside me I knew that I was not bleeding dangerously but naturally the midwife could not
allow us to stay.

Going to hospital

Going to hospital meant that I had to meet my greatest fears. I am a nurse and fear to be a
patient. It was a struggle in hospital because I did not want to be there and the hospital

180 Supporting women with complicated labours

D
ow

nl
oa

de
d 

by
 [

N
at

io
na

l L
ib

ra
ry

 o
f 

th
e 

Ph
ili

pp
in

es
] 

at
 2

3:
35

 0
1 

N
ov

em
be

r 
20

17
 



midwife could not acknowledge that. She also could not understand that I did not want any
pain relief and repeatedly said: ‘I don’t know how you manage without pain relief.’

I love the waves. I would breathe out making deep long and loving sounds and as long as
I was fully concentrated I could ride the waves beautifully. The bleeding was indeed noth-
ing to worry about and I went into the birthing pool – wonderful.

But the communication was difficult between the midwives and me, I felt so disturbed by
them.

The waves became bigger and longer – I loved them and I thought I am safe you can’t
reach me here. My husband Robert was my blessing in gently supporting me.

In the early morning hours the midwife measured my blood pressure and pulse. My pulse
was racing at 130 beats per minute. I didn’t feel so well either, and the midwife started blam-
ing me for being so uncooperative. I got out of the bath onto the bed, and the doctor came
and re-examined me. The baby was fine but I was still 6cm; after 9 hours I hadn’t opened
further. I was devastated and all my energy left me. I felt so sad, so disappointed with myself.

Agreeing to an epidural

I agreed to an epidural, which since starting my nursing training I feared more than a night-
mare. I was hopeful that with some sleep I would have the strength to carry on. The
anaesthetist came and I liked her, she was kind and gentle. She was also good because it
worked just as it should. The baby was fine, Robert was sad and exhausted, and I fell asleep.

The wonderful obstetrician

I was woken by a new midwife, who told me that the baby’s heart was tired. During the sleep
I had dilated to 8cm but because of the baby’s heart they urged me to have a caesarean. I was
defeated and sad; how I had longed to belong to the circle of women who can give birth natu-
rally.

Mr Z., the consultant, came in and examined me. He was wonderful and kind, he smiled
and told me that he had been in the same situation with his wife when their first child was
born. He told me the different options and he listened to my wishes of how I wanted the
caesarean to be done if it had to be. I wanted to be re-examined just before the operation and,
if it still was necessary for the caesarean, that I wanted to see what was happening – no
screen between me and the surgeon – and then have the baby given to me on my chest
straight away with the cord and placenta still attached. He said he had never done it that way,
and he was unsure if it was a safe way but he said he would give it a try. I asked him: ‘Will
you really try or just pretend to try?’ He smiled and said ‘No I will really try’.

After our conversation Mr Z. examined me and said that I was 8cm dilated and that he
would be happy to increase the strength of my contractions with hormones and see if that
would help the labour. The hormones worked immediately but the baby showed signs of
distress so he stopped it. He told me that his shift ended now and that he couldn’t do the oper-
ation himself; however, he would tell his colleague about my wishes.

The arrogant obstetrician

Oh and I had to battle so hard with the other surgeon who was as arrogant as the other was
kind. I told him my wishes but he didn’t listen and told me that this was impossible before
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even considering it. He turned to one of the anaesthetists and said: ‘You wouldn’t allow it,
would you? It wouldn’t be safe for you with all the blood spluttering, would it?’ It made me
feel like a child that has been lied to.

One anaesthetist said: ‘You have come here seeking help. You now can’t dictate to the
doctors how to help you.’ Robert replied: ‘In some countries patients might not have any
rights, but in England patients do have rights.’ The anaesthetist didn’t object any more.

I looked the surgeon in his eyes and said: ‘I do not trust you.’ He said: ‘Why don’t you
trust me!’ I replied: ‘I do not need to be able to explain my feelings; all I can tell you is that
I do not trust you.’ He then said: ‘But then I can’t do the operation – but it won’t be easy to
find another surgeon.’ I asked the surgeon to give me his hand and to tell me his name. He
answered: ‘Howard, you can call me Howard.’ I could sense that the other doctors were
surprised.

We found a compromise, which was that he would re-examine me just before the opera-
tion and that he would leave the umbilical cord attached as long as possible.

At the end of our conversation I was at peace with the idea that he would be my surgeon.
All along I was inwardly saying like a mantra: ‘I open myself wide.’ It was strange on the
one hand praying to relax and release, and on the other hand to demand to be heard and not
let my power be taken away, but it was possible!

In the theatre he re-examined me and I was fully dilated. However the baby’s head was
in the wrong position and he tried with forceps to correct it while the midwife told me when
to push. In that moment, by angel hand, the lovely surgeon Mr Z. came back and he tried as
well but with no success. I trusted him completely and when he told me that it wasn’t safe
any longer, it wasn’t difficult to consent to the operation. I asked him if he could be the
surgeon and he agreed.

A Caesarean on my terms

The anaesthetists put up the screen even though I asked them not to. One of them said in a
condescending and forceful manner that because of health and safety and infection control
it had to be done. But Mr Z. told the anaesthetists in a calm and friendly manner: ‘No, no, I
have discussed this with her, there is no screen.’ Without further argument the screen was put
down. I was happy. It seemed to me that a wonderful little miracle had come true that Mr Z.
would be my surgeon and the first to touch my baby. I felt safe.

The cut was made and I could see my baby lifted out of my belly and put straight on to
my chest. I was flooded by happiness and love. It was wonderful to touch my baby wet and
creamy skin with my hands. I couldn’t help but love him. The cord was eventually clamped
and after I was stitched up the cord was cut by Robert. James cried a little but just a little.
He was still on my chest and only given to Robert when I was ready to be transferred to my
bed. Back in the labour ward James drank for the first time from my breast. He drunk for one
sweet hour.

We left the hospital as soon as James and I had been given the all clear. Finally I was back
where I most longed to be: Home.

As you can see, James’ birth was not easy but it definitely had its blessings. I faced my
fears and I grew strong like a lioness, nonetheless I am still sad that my wish of a homebirth
was not granted. What was hard was that I felt excluded from the mothers where a natural
birth is portrayed as, ‘If you only are committed enough, you can do it’.
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A year on

A year later I had a dream: I was telling a woman James’s birth story and she told me that
she could help me heal that great sadness. I woke up with bewilderment – did ‘great sadness’
truly express my feelings about James’s birth? After all he was now a gorgeous, healthy boy
and some time had passed. I had to admit to myself: yes indeed I still felt this great sense of
sadness. I had tried many things and talked to many people to help me come to terms with
the birth but the feelings presided against everyone’s advice.

I asked a birth story midwife, Sue, if she could do a session with me about James’s birth.
Sue had requested my maternity notes and had read them as well as my personal story of
events. She asked me how I felt about the birth now. I had mixed feelings: I was proud that
I hadn’t given away my power to the midwives and doctors but l also felt I had failed; I was
ashamed that I had not been able to birth my baby.

Sue and I went through the notes together and I gained another perspective: through the
many hours of labour James’s head had never descended into my pelvis even though he was
in a good position. Reading these facts and seeing an objective account, I was finally at
peace. My inner judge changed the verdict from guilty to INNOCENT!

I also could understand the midwife, who had found it so difficult to gain my trust, and
how difficult that night had been for her. How she lacked support from the Midwifery Sister
who pressured her to follow the protocol, which did not meet my needs of being trusted and
left in peace.

Now that I have seen the notes, my questions have been answered, the journey feels
complete. It feels like the emotional room of my mind, which is inhabited by James’s birth,
is no longer a mess. I am free – I am innocent and just a little sad.

Birth memories are powerful but knowing the facts of the birth stories is redeeming.
Please give those who try with all their heart’s might and fall short of this sweet aim also a
place of healing – a star with a scar.

Note
* All names have been changed in this account.
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Chapter 9

Emotions and labour support

Introduction

As we have discussed throughout the preceding chapters, it is essential to recognise and
respond to the emotional needs of women and their birth supporters. What is often neglected,
though, is the emotional effect of caregiving on the carers. As we shall see, these emotional
effects are very important, not only for our personal well-being, but also because they may
have a knock-on effect on our practice and the quality of care we provide. How well we are
able to recognise, interpret, express and manage the emotions of ourselves and others is crit-
ical to giving good care. It is also critical to our own experiences of working life.

We begin this chapter by setting the scene in relation to emotions and labour support,
before explaining theoretical perspectives about how emotions are experienced and managed
in the workplace (known as emotion work or emotional labour). We then briefly describe the
research evidence that relates to the emotion work of healthcare practitioners in general,
before focusing on the evidence relating to maternity care.

Based on our own experiences and research, and from talking with other midwives and
women, we understand that labour and birth are intense times of huge emotional upheaval
and that this emotional turbulence inevitably affects those who are caring for women. To
illustrate this, in the second part of the chapter we draw on evidence from midwives, which
vividly demonstrates how supporting women through labour and birth can make us feel.

The emotional aspects of labour support

The words in Box 9.1 were collected during discussions with a group of UK student
midwives who were asked to respond to the question: ‘What emotions do you feel when
caring for a woman in labour?’ Their words suggest that emotions are strongly felt and cover
a range of feelings. This raises important questions for all of us:

• What is it like to work in such emotionally charged settings?
• How often do we fully acknowledge our own emotions and the impact that they may

have on the care we provide?
• How do we cope with our feelings and how do we manage our emotions when we are

at work?
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Box 9.1 Student midwives identify emotions when caring for a woman in labour

Hope    Anxiety    Exhilaration    Impatience    Surprise
Boredom    Frustration    Fear    Amazed    Shocked    Scared

Useless    Stunned    Impotent    Joy    In awe    Out of my depth
Exhausted Gob-smacked My mentor is all important

Box 9.2 Reflective Activity: Identifying our emotions when caring for a woman in
labour

Individually:
• Start the activity by taking time individually to look at the list of words given to

us by student midwives in Box 8.1. Circle any emotions that you have also felt
when being alongside women in labour.

• Can you add other words to this list based on your own experiences?
• Select the ten words that are most significant to you.
• On a sheet of paper, rank the words in order of their importance to you and think

about the following questions:
• What effect do these emotions have on me personally?
• What effect might these emotions have on the support I give to women?

In pairs or small groups:
• Swap your sheet of paper with your colleague/s. Compare your list with their list

of words and how they ranked them.
• Are there any notable differences or similarities? What might this signify?
• Share stories about situations you have been in where these emotions were signif-

icant for you:
• How did you feel at the time?
• How do you feel now as you tell the story?
• What did you learn from the situation?
• What would you do in a similar situation in the future?

There are many aspects of labour support that can be seen as contributing to our emotional
responses, for example:

‘Being there’ for women

We know that ‘being there’ continuously for women in labour is a crucial element of good
quality care, yet providing this physical presence and emotional engagement, hour after hour,
demands a particular quality of interpersonal connection. This can sometimes feel exhausting.

Managing uncertainty

Labour length is not predictable, so it is difficult for the midwife to pace herself or prepare
the woman and her birth partner when they ask, ‘How long is it going to take?’ Even when
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labour is straightforward, it is usually coloured by uncertainty, so that providing support can
be tinged with anxiety. When labour becomes complicated, these worries may escalate into
fear.

Working with intimacy

Labour and birth also require intimate work, for example managing the woman and her
baby’s bodily secretions and excretions. This often also means that midwives have a window
into a couple’s relationship and sexuality, at a time when it is under great stress. This inti-
mate work is rarely discussed (Hunter, 2010), including the potentially devastating
consequences of experiences that can trigger memories of childhood sexual abuse for
women or their caregivers (Montgomery, 2013).

Working in a culture of contested ideologies

Childbirth is not a neutral space; there may be professional politics and rivalries at play,
underpinned by differing ideologies and models of what constitutes best care and a ‘good
birth’ (Hunter, 2004, 2005; Mander and Murphy-Lawless, 2013). As Raymond De Vries
(2004) points out, compared with other types of healthcare, maternity care is particularly
emotionally laden and is ‘a highly charged mix of medical science, cultural ideas and struc-
tural forces’ (p.15).

When there is loss or grief

Midwives experience extreme emotions when there is loss and grief, for example when a
mother dies or when there is a stillbirth, neonatal death or personal loss. Resources that help
us to understand the emotionally charged work of the midwife in such situations offer prac-
tical suggestions for ways of coping (Kenworthy and Kirkham, 2011; Mander, 2006).

Given all these factors, it is not surprising that working in maternity care can feel like
emotionally hard work. What is surprising, however, is that this hard work tends to be
brushed under the carpet or treated as ‘just part of the job’.

Box 9.3 Reflective Activity: Acknowledging emotional work in maternity care

In pairs or small groups:
• Discuss the following questions:

• In your experience of maternity care, how much recognition is given to the
emotional hard work that is often needed?

• Can you give an example of a situation you’ve experienced where this
emotional work was acknowledged? Who by? What was the effect?

• Can you think of an example where this emotional work was not acknowl-
edged. Again, who did not acknowledge it and what was the effect?

• How did you feel at the time in these situations; how do you feel about them
now; what did you learn; and how might you respond in similar situations in
the future?
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Managing emotions: emotional labour and emotion work

Put simply, emotional labour (often referred to as emotion work) is the work that we do when
managing emotions so that they are appropriate for the situation we are in. These may be our
own emotions, or those of others. The idea that workers are involved in emotional labour as
well as physical labour was developed by the sociologist Arlie Russell Hochschild in her influ-
ential book, The Managed Heart (Hochschild, 1983). Hochschild defined emotional labour as:
‘the induction or suppression of feeling in order to sustain an outward appearance that produces
in others a sense of being cared for in a convivial, safe place’ (Hochschild, 1983, p.7).

Hochschild (1983) based her theory on her ethnographic observations of North American
flight attendants, so her focus is primarily on commercial organisations where workers are
required to present a corporate image of hospitality to maximise profit making (for example,
the ‘switch on smile’ of flight attendants). Her ideas have been taken up by researchers inves-
tigating many other workplaces, and they have particular resonance for understanding the
experiences of healthcare workers.

Hochschild (1983) proposed that workers manage the emotions they feel so that they fit the
situation they are in, using what she describes as ‘surface and deep acting’ (p.3). She argues
that sometimes this acting may alienate workers from what they are really feeling. The ‘feel-
ing rules’ (p.18) of the situation are all important, as they are the social norms that determine
what feelings should be felt and displayed. Importantly, Hochschild makes the observation that
emotional labour is hard work, which is often invisible, unrecognised and undervalued.

So how can Hochschild’s theories be applied to healthcare work? The following section
provides an overview of the research evidence relating to managing emotions in healthcare
in general. We shall then move on to consider managing emotions in maternity care.

Managing emotions in healthcare work

The emotional aspects of healthcare work, especially nursing, have been studied for over 50
years, beginning with pioneering research by Reginald Revans (1964) and Isabel Menzies
(1970). Menzies proposed that nurses ‘defended’ themselves against the anxieties created in
their work by a task-orientated approach to care, de-personalisation and distancing them-
selves from patients, and denial of feelings.

Although these studies focus on nurses rather than midwives, there is much that may be
relevant to midwives and midwifery practice. For example, studies of the emotional labour
of nurses by nurse researchers such as Bolton (2000), James (1992), Smith (1992) and Allan
(2009) provide insights into how emotion management skills are learned ‘on the job’ and
seen as innate female skills.

Pam Smith (1992) explored how student nurses learnt to ‘do’ emotional labour. She
observed that students used senior nurses as role models and that their emotional responses
changed over time. By their final year, most students had developed self-protective coping
strategies to cope with the inevitable distress and grief of some nursing work. These strate-
gies included distancing themselves from patients and using a task-orientated approach to
care. There is also evidence that midwives may sometimes use similar strategies (Deery,
2009; Hunter, 2005).

Sharon Bolton (2000) raises some interesting questions about how emotional labour in
healthcare (and other public service work) may differ from emotional labour in profit-
making organisations. Based on her study of gynaecology nurses, she proposes that nurses
have considerable autonomy in their emotional labour, rather than having their emotional
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labour controlled by their employer. She sees nurses’ emotional labour as a ‘gift’ that they
offer to their patients. Once again, this may have relevance for midwifery.

Managing emotions in maternity care

Maternity care may create particular emotions, especially in relation to intrapartum care. As
we noted earlier, maternity care is ‘highly charged’, both for the individuals concerned and
for society more generally (De Vries, 2004). Studies of maternity practitioners’ emotions
have focused mainly on midwives and have identified a number of key themes that are linked
to emotions and emotion work. These relate to emotions arising from the context and poli-
tics of maternity care, from differing professional perspectives on safety and risk in
childbirth, and from professional and collegial relationships.

Along with Ruth Deery, Billie has studied the emotional aspects of midwifery exten-
sively. Between them they have many publications in this area, including an edited book,
Emotions in Midwifery and Reproduction (Hunter and Deery, 2009), that brings together
other key authors interested in these issues.

Box 9.4 Research Briefing: Managing emotions in maternity care – midwives’
experiences

Hunter, B. (2004) Conflicting ideologies as a source of emotion work in midwifery. Midwifery,
20, 261–272.

Billie Hunter’s ethnographic research focused on how a range of UK student and qual-
ified midwives experienced and managed their emotions in the workplace. A key
emotional concern for midwives was how to manage the tension created by conflicting
ideologies of practice: a ‘with woman’ ideal of good practice, versus the ‘with institu-
tion’ demands of the workplace.

Hunter, B. (2005) Emotion work and boundary maintenance in hospital-based midwifery.
Midwifery, 21, 253–266.

This paper explores the emotion work experiences of recently qualified and student
midwives and how they negotiate intra-professional boundaries with midwifery
colleagues. Their emotional experiences were dominated by the needs of the maternity
unit to ‘process’ women and their babies efficiently through the system, but they
learned how to navigate the hierarchical workplace, by ‘sussing’ out the unwritten rules
and using subversive strategies to pretend to comply. 

Hunter, B. (2006) The importance of reciprocity in relationships between community-based
midwives and mothers. Midwifery, 22, 308–322.

For community midwives, being ‘with woman’ was much easier than for hospital
midwives, especially within continuity of care schemes. Midwives consequently
 experienced their work as more emotionally rewarding. Emotion work was still
needed, but this was focused on their relationships with women. A key ingredient in
these midwife–woman relationships was reciprocity.
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Box 9.5 Reflective Activity: Discussing emotions in midwifery

In pairs or small groups:
• Select one of the three papers in the above text box.
• Make a list of the key points in the paper that might interest your colleagues, and

which you could discuss in a journal club or similar.
• Think of a creative way to present these key points that would catch their atten-

tion, stimulate discussion and highlight the relevance to everyday practice.

If we apply Hochschild’s (1983) theory of emotional labour to the work of midwives, as both
Billie and Ruth Deery have done (Hunter and Deery, 2009), we can see that there is a natu-
ral ‘fit’: midwives manage their emotions so that they present a caring, professional face in
the workplace.

Take a look at Figure 9.1, which gives an illustration of this theory in action. If we take
the example of a midwife supporting a woman during a long labour, the midwife may feel
anxiety about the length of time that labour is taking and whether there may be delayed
progress (this is her felt emotion). However, she will hide these concerns from the woman
and her partner to avoid worrying them (these are her professional feeling rules). The acting
needed to manage her feelings and conceal her concerns is emotion work. The feelings that
the midwife then reveals to the woman and her partner is the displayed emotion, which in
this situation might be a reassuring and encouraging manner. When you begin to consider
that this will be only one of many other emotions that the midwife may be feeling (for exam-
ple, she may be concerned about whether her children got to school safely, annoyed with the
behaviour of a colleague, happy that she will be on holiday next week), the complexity of
her emotion work becomes clear.
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Figure 9.1 A conceptual model of emotion work in midwifery 

Source: Designed by B. Hunter, 2015.
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Box 9.6 Reflective Activity: Exploring felt emotion, feeling rules, emotion work,
displayed emotion

In pairs:
• Look at the model in Figure 9.1. Take it in turns to tell a story about supporting a

woman in labour where ‘felt emotion’, ‘feeling rules’, ‘emotion work’ and
‘displayed emotion’ were key elements of the experience.

• How might the model be useful in helping you to unpick the complexities of the
emotion work that you do every day?

• How might you use this model when reflecting with colleagues?
• What are the issues to consider when thinking about pressures in our private lives

that might impact on our emotions at work?

Emotions and intrapartum care

Box. 9.7 Research Briefing: Emotions and intrapartum care

Niven, C. (1994). Coping with labour pain: the midwife’s role. In S. Robinson and A. Thompson
(eds), Research and Childbirth. London: Chapman and Hall.

Bone, D. (2009). Epidurals not emotions: the care deficit in US maternity care. Chapter 3 in B.
Hunter and R. Deery (eds), Emotions in Midwifery and Reproduction (pp.56–72).
Basingstoke: Palgrave Macmillan.

Page, M. and Mander, R. (2014). Intrapartum uncertainty: a feature of normal birth, as experi-
enced by midwives in Scotland. Midwifery, 30, 28–35.

In the research briefing in Box 9.7 we have placed three articles that we shall discuss in order
to explore aspects of emotion work when caring for women and their birth supporters in
labour. There has been little research specifically on this subject. The evidence that does
exist has frequently been collected as part of broader studies, for example the study of uncer-
tainty and decision making by midwives in labour conducted by Page and Mander (2014)
and Niven’s (1994) early study of factors influencing women’s experiences of pain in labour,
which we describe below. The emotions of providing intrapartum care are certainly worthy
of more investigation.

Catherine Niven’s (1994) study of factors affecting labour pain identifies the important
role that midwives play in helping women to cope with labour pain and how a ‘trusting rela-
tionship’ between caregivers and women can influence a woman’s experience of labour.
Niven (p.116, our emphasis) makes an important point:

… acknowledging that childbirth is typically severely painful and that analgesic drugs
will at best modulate that pain, not reduce it to insignificant levels, may cause distress
to some midwives. They may feel rather helpless and inadequate. Such feelings will
benefit neither midwife nor labouring woman.

Debora Bone’s (2009) research into the emotional labour of North American maternity
nurses also provides important insights. In the USA, maternity nurses provide much of the
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hands-on care during labour, so that their emotional experiences are in some ways similar to
those of midwives. Bone’s study focuses on what she calls the ‘care deficit’ in US maternity
care, whereby the emotional support aspects of labour care are being devalued and maternity
nurses are directed to focus on reducing costs and optimising the use of technology in the
name of efficiency.

The result of this care deficit is that ‘maternity nurses find themselves altering the care
they give and clients must often learn to do without’ (p.57). She argues that epidurals are a
‘post-modern solution’ to learning to do without care – that is, they act as a substitute for
hands-on, emotionally engaged support from the nurse. The nurses in Bone’s study were
concerned about these changes in their practice. Some felt that they were no longer doing the
job they had been trained for and expressed profound frustration: ‘I feel like epidurals are
like my nemesis …. It’s just like, ‘Don’t take my work away from me …. I feel that largely
when a woman has an epidural, then really my job is done’ (Bone, 2009, p.66). Others
adapted by changing their view of their work so that it was ‘just a job’ – the equivalent of
what Hochschild (1983, p.129) calls, ‘going into robot’.

Bone’s (2009) study suggests that, rather than feeling ‘helpless and inadequate’ in the face
of women’s pain (Niven, 1994, p.116), some caregivers actually value the emotional
demands of caring for women during labour. The maternity nurses viewed the skills required
when supporting a woman in labour – particularly when she wants to avoid an epidural or
pharmacological pain relief – as fundamental to their job and sense of job satisfaction.

Another perspective on emotions and intrapartum care is provided in the Scottish study
by Page and Mander (2014), which looked at how midwives experienced the uncertainties
of intrapartum care and how this affected their decision making. Despite the fact that there
are many ‘grey areas’ in childbirth, some midwives felt a sense of personal and professional
failure when they were unable to predict the unpredictable. They were also concerned about
missing something important, and this underlying ‘finger of fear’, made them ‘cautious in
their approach’ and ‘zealous in their care’ (Page and Mander, 2014, p.31).

It is worth noting that, in the study by Page and Mander (2014), some midwives experi-
enced the unknown-ness of labour as exciting and a source of curiosity. These different sides
of the coin can be seen in some of the statements from midwives in the next section.

Box 9.8 Reflective Activity: Emotion work when women choose an epidural

The article by Bone (2009) in Box 9.7 suggests that providing care for a woman who
chooses an epidural can be either less or more emotionally demanding for midwives.

In pairs or small groups:
• Discuss what you think about these issues in relation to your own practice.

Emotions and intrapartum care: evidence from midwives

In this section we use midwives’ own words to describe the emotional demands of provid-
ing intrapartum care and how they manage these emotions. We draw on unpublished data
from Nicky’s study of how midwives support women experiencing labour pain (Leap, 1996)
and Billie’s study of the emotion work of midwives (Hunter, 2002). There are several key
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themes which crop up time and time again in midwives’ stories: the emotional demands of
‘being there’; witnessing pain; body work and intimacy; self-expectations; the woman’s
expectations; and the reactions of the birth partner.

The emotional demands of ‘presence’

As we have seen in earlier chapters, women greatly value the authentic and attentive
‘presence’ of the midwife ‘being there’ for them. But this can take an emotional toll on
midwives:

You almost have to be like a chameleon and change constantly, and that in itself is quite
wearing, tiring. I find the fact that you’re constantly adapting, it wears you out, doesn’t
it? When you go home, and the children need you, you think, I haven’t got anything left
to give, I’ve spent everything I’ve got and I’m just like a wrung out sponge sometimes.

(Midwife, Hunter, 2002, unpublished data)

A long labour can be particularly challenging for the midwife, and even more so when the
woman is in pain. These midwives discuss how the midwife’s feelings may affect the care
that women receive:

Jackie: It is very draining looking after somebody in pain for hours and hours.
Sue: It’s fine if it’s a normal labour and it’s all going ahead, but it’s when it starts to

deviate away and you know that it’s going to be a really drawn out thing and
oh! When they do decide to have an epidural, you often just think – thank God
for that! So that’s more your feelings than theirs.

Voices: Yes exactly.
Linda: I’ve got to admit – not coercing them to have an epidural – but strongly

suggesting that they do.
Carol: That’s true, it is, it is true.
Sue: Because you can’t stand their suffering.

(Hunter, 2002, unpublished data)

Witnessing pain

As this midwife says, there is a notable silence around how midwives feel about women’s
pain in labour:

I still have my own agenda in the context of pain. When I translate a woman’s pain into
a feeling that she’s being helpless, it triggers off a real irritation in me.

And if the woman’s pain somehow makes me feel helpless, I sort of take it on as
helplessness towards her …. There are some women and a particular kind of pain that
triggers that off in me. We don’t talk about any of the personal responses that women’s
pain evokes in us and I think that dialogue’s incredibly important. I’ve learnt a hell of a
lot from what other midwives have to say about, you know, what responses women’s
pain evokes.

(Midwife, Leap, 1996, p.51)
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Supporting women who are experiencing pain can be emotionally challenging for some
midwives even when the woman herself may be managing well. It may be that some
midwives are not always able to cope with the uncomfortable personal feelings that witness-
ing pain creates. As the midwife above says: ‘So that’s more your feelings than theirs’
(Hunter 2002, unpublished data).

In some cases, these uncomfortable feelings may then lead to midwives encouraging
pharmacological pain relief, but more for their own benefit than the woman’s. This self-
protection is hinted at in the discussions with midwives below, and harks back to the early
study by Menzies (1970), which suggested that hospital staff developed coping strategies to
‘defend’ themselves against anxiety.

Among a lot of midwives and doctors, they need women not to – not exactly not to have
the pain, but not to show that they’re having the pain. So that’s where the ‘Room 11’s
nicely sedated’ comes in. It’s about the midwife needing not to have to deal with some-
one else’s pain, someone else’s expression of pain.

(Midwife, Leap, 1996, p.42)

The challenges of dealing with ‘someone else’s expression of pain’ are vividly described by
the midwives in this next focus group extract:

Carol: I get quite upset when I see people in an awful lot of pain, when women are
screaming, crying and saying, ‘Oh help me.’

Linda: They’re more or less pleading with you.
Carol: Yes, I do find that very difficult.
Sue: Sometimes they look at you as if they’re like an animal caught in a trap – petri-

fied.
Billie: How does that make you feel?
Jackie: It’s the expectation that you can solve their pain instantly.
Linda: And if you can’t you’ve let them down. Especially if you know them, they

think you are going to work miracles right away.
Sue: I think we are rescued a bit by epidurals.

(Hunter, 2002, unpublished data)

It is also the case that supporting someone in pain is physically as well as emotionally
demanding, as this midwife comments:

Some midwives give pethidine because they don’t like the fuss and the noise and the
agitation and the fact the woman won’t settle down. I think that sometimes the midwife
isn’t coping with the pain either. They think the woman isn’t and actually they’re not.
Because it’s a lot more work for a midwife to be interacting with somebody. If some-
one’s agitated and making a lot of noise and being demanding, then you have to be with
her all of the time, you can’t go and have cups of tea, or whatever.

(Midwife, Leap, 1996, pp.41–42)

Midwives who have experience of supporting women who choose not to use pharmacolog-
ical pain relief describe how they have learnt to cope with their own anxieties and develop
trust in the process of labour and the woman’s capacity to cope:
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I don’t feel uncomfortable with watching people in labour when they’re experiencing
pain and making the sounds of normal labour. I mean, they’re obviously having severe
contractions, but looking at them as a whole I can see that they’re actually doing what
they need to do. I feel perfectly comfortable with just sitting back and being there with
them. I don’t feel the need to rush in and offer pethidine or Entonox or anything.

(Midwife, Leap, 1996, p.50)

This midwife reflects on how the feelings that she is left with may differ from those of the
woman, who will probably have ‘moved on’ to her post-birth feelings:

Afterwards, I’m still emotionally and physically wrecked and they’ve moved on
completely. It’s like, through a fog they can remember the time they were pleading for
an epidural but they’ve moved on. So that’s been significant for me just in terms of
women’s ability to recover or move on or have a different agenda in a very short space
of time. And that’s given me enormous confidence to … just be there … and not see pain
as long term damage.

(Midwife, Leap, 1996, p.54)

Box 9.9 Reflective Activity: Developing self-awareness

In pairs:
• The midwives who offered the reflections above showed a level of self-awareness

that is not always easy to share with colleagues. How do their reflections resonate
with you?

• How easy is it for you to share these emotional experiences?

The intimate sounds of childbirth

Undoubtedly, the noises a woman makes in labour can provoke strong emotions in all of us,
particularly if she is distressed. Also, when a woman is powering on in a straightforward
labour, the sounds she makes can be similar to those we associate with sexual activity. In
hospital settings, such noises can feel very challenging, particularly if you are not in the same
room:

You can come out of a room where you were with someone who was making a lot of
noise and they say, ‘What’s going on in there?’ like it’s something abnormal ‘Can’t you
do something about that?’ And you say, ‘She’s fine, I think she’s nearly there’. And they
say, ‘God, I hope she has that baby soon, she’s making a dreadful racket.’ And that’s
with normal noise, just the grunting and groaning.

(Midwife, Leap, 1996, p.42)
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Box 9.10 Reflective Activity: The intimate sounds of labour

In pairs:
• Think back to the first time you supported a woman in labour and discuss how you

felt about the noises a woman makes when labouring and giving birth. How might
these noises affect the woman’s birth supporters as well as those involved in her care?

• Compare notes about the noises a woman might make at different stages in labour
– someone who is not frightened and is well supported. Practise making the noises
out loud and discuss how they make your feel.

The reactions of the birth partner

The reactions of the woman’s birth partner can also feel like another emotional responsibility:

It does make a difference if the birth partner starts to lose it. Because as long as I can
instil trust that all is going fine and the partner can pick that up they can instil that too
…. But when the partner is all falling to pieces and the woman is saying, ‘I can’t do it,
I can’t do it’, then it starts to get to me sometimes because I think, ‘I should have an
answer to all this!’ [laughter].

(Midwife, Leap, 1996, p.50)

Why do emotions matter?

So why does all of this matter? We think that there are three key reasons, which we shall
explore in turn:

1 How midwives manage the emotional challenges of supporting women in labour will
affect the way they care for women and how women experience this care.

2 How midwives cope with the emotional demands of their profession will affect their
own well-being and job satisfaction.

3 How midwives cope with their felt emotions will affect their working relationships.

Emotions matter: evidence from women

As we explored in Chapter 1, universally, women tell us that the emotional components of
the care they receive in labour are all important. Ellen Hodnett (2002) provides strong
evidence for this. In a conclusion that should be writ large above the entrance to every labour
ward or birth centre door, Hodnett states:

The influences of pain, pain relief and intrapartum medical interventions on subsequent
satisfaction are neither as obvious, as direct nor as powerful as the influences of the
 attitude and behaviours of the caregivers.

(Hodnett, 2002, p.160)

In many ways, this is all we need to know. Labour and birth are the part of the whole child-
birth journey that women are most apprehensive about, and how well they are supported
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emotionally can greatly enhance or damage the experience. Numerous studies provide exam-
ples of the caring and uncaring behaviours of midwives and the effect that this has on
women. Developing a trusting relationship is vital for a woman to feel listened to, cared for
and ‘anchored’ during her labour.

Emotions matter: when unsupportive care hurts

Clearly midwives’ emotions matter to women. When women feel invisible, ignored or
‘processed’ through the system they are, understandably, unlikely to feel safe or trust their
caregivers.

But I felt as if she always came just 2 minutes too late …. I felt as if half of her was still
in the other room.

(Berg et al., 1996, p.13)

She didn’t spend much time with me, coming in and out … she seemed quite distracted,
like her mind wasn’t really in the room.

(Anderson, 2000, p.102)

In recent years, there has been an upsurge in attention to unsupportive healthcare in Western
countries. In the UK this has been prompted by high-level enquiries that have generated
heated discussion and debate. How is it that some individuals become uncaring? Presumably
they all went into healthcare work initially wanting to provide the best quality care – so what
has happened to them on the way?

The previous discussions about emotion management may provide some explanations.
Hochschild’s (1983) research into emotional labour identified the ‘distancing’ strategies that
individuals use to protect themselves when their work feels emotionally and physically over-
whelming. These strategies have also been identified in studies of emotion management in
health and maternity care (Bone, 2009; Deery, 2005, 2009; Hunter, 2005, 2009; Smith, 1992).

Put simply, if midwives feel overwhelmed and unsupported, they are likely to withdraw
emotionally by distancing themselves and ‘going into robot’ (Hochschild, 1983, p.129). It
may also explain why some midwives describe using epidurals as a source of rescue for the
midwife: their emotional ‘reserve tank’ has simply run out. This lack of caring usually mani-
fests in the midwife being emotionally withdrawn and distant – ‘her mind wasn’t really in
the room’ (Anderson, 2000, p.102), rather than overt unkindness. However, as we discussed
in Chapter 1, global evidence also shows that women around the world can sometimes expe-
rience maternity care that is actually abusive or disrespectful (Bowser and Hill, 2010).

Emotions matter: midwives’ well-being and job satisfaction

The danger for midwives of feeling emotionally overwhelmed and unsupported is that they
may become stressed to the point where they become unwell and/or experience burnout. This
can lead to taking time off sick or even to midwives leaving the profession (Ball et al., 2002).

Several authors have discussed how we can best care for the carers. For example, Mander
(2001), Brodie (2013), Deery (2005, 2009) and Hunter (2009, 2010) all agree that it is essen-
tial that midwives’ support needs are acknowledged and attended to within the workplace.
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Informal support to promote midwives’ well-being

The importance of informal social support from colleagues is described in many studies. For
example, Rosemary Mander (2001) vividly describes the value of this collegial support in
her study of how midwives were affected by the death of a mother whom they had cared for.
Midwives spoke of the importance of feeling that their colleagues were there for them. This
support might never be called on, but knowing that colleagues were happy to chat or be tele-
phoned was an important source of strength. Conversely, the negative impact of no collegial
support was profoundly distressing, accentuating the pain already being felt.

Whilst Mander’s study focuses on the extremely distressing situation of a maternal death,
the importance of collegial support for nurturing emotional well-being appears time and time
again in other studies of midwives’ everyday work. For examples, you can read the studies
Why Midwives Leave and Why Midwives Stay, undertaken by Mavis Kirkham and colleagues
for the UK Royal College of Midwives over a decade ago (Ball et al., 2002; Kirkham et al.,
2006), as well as Denis Walsh’s study of the ‘social capital’ created within a midwife-led
birth centre (Walsh, 2006a, 2006b, 2007).

Formal support to promote midwives’ emotional well-being

As well as informal peer support at work, it is also important that midwives are supported
formally, as part of the care for employees provided by the organisation where they work. It
is increasingly being recognised that institutions have a responsibility to care for their work-
force, if only because a cared-for workforce is much more likely to provide good care for
patients and clients (House of Commons, 2013). This has led to workplace initiatives such
as Schwartz Rounds (facilitated meetings which provide an opportunity for staff to reflect on
the emotional aspects of their work). Formal support can also take the form of staff coun-
selling and clinical supervision.

Support from managers in maternity care is essential for the implementation and sustain-
ability of structured initiatives such as clinical supervision (Deery, 2005, 2009). Often this
includes convincing midwives of the value of attending to emotion work and addressing
resistance to change, as described in Ruth Deery’s (2005) study.
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Box 9.11 Research Briefing: Midwives’ support needs and clinical supervision

Deery, R. (2005). An action research study exploring midwives’ support needs and the effect of
group clinical supervision’, Midwifery, 21 (2), 161–176.

This action research study worked with a group of UK community midwives to explore
their emotional lives, primarily focusing on their support needs and how they wished
to be supported. It also aimed to introduce a model of clinical supervision to facilitate
support.

Key messages
• The introduction of a clinical supervision approach was impeded by organisational

changes and increased managerial demands on midwives. These factors also
affected the midwives’ relationships with colleagues and clients.

• There was an apparent lack of understanding on the part of both midwives and
managers about the significance of emotions and emotion management, and the
work that this creates.

• Key defence mechanisms used by the midwives were ‘pseudo-cohesion and resist-
ance to change’ (Deery 2005, p.161).

• Midwives need better educational preparation for the demands of their work, espe-
cially the challenges of working collaboratively. This preparation must include
developing self-awareness.

Emotions matter: the effect on working relationships

Finally, emotions also matter because they affect working relationships. The opposite is also
true: working relationships generate emotions. As this emotional interplay is a characteristic
of any workplace, not just maternity care, there is a wealth of literature available; see, for
example, Fineman (2000) and Waldron (2012). We recommend that you explore this mate-
rial further, as it offers much that is relevant to maternity care work.

When working relationships are experienced negatively, this is usually because there is a
lack of interpersonal connection and mutual support. Staff can feel invisible and undervalued,
mere cogs in the wheel of the organisation. At its worst, the workplace can be rife with disre-
spect and bullying behaviour. Healthcare organisations are particularly well known for being
hierarchical and full of unwritten rules and sanctions. In such settings, it is easy for staff to feel
undermined and it is very difficult to defend oneself or raise concerns about poor practice. Such
situations were at the root of much of the poor care exposed in the Francis Report (House of
Commons, 2013) and are often exemplified in the negative experiences of whistle-blowers.

The workplace, however, can also be a source of emotional fulfilment. Where working
relationships are experienced positively, there is usually mutual support (physical and
emotional) and a strong sense of trust and reciprocity. Denis Walsh (2006, 2007) provides
some excellent examples of a warm and supportive workplace in his study of a standalone
midwife-led birth centre. Positive working relationships are usually characterised by
emotional awareness and emotional intelligence. Work colleagues ‘suss out’ how others are
feeling and alter their behaviour accordingly. They may offer practical support or a listening
ear, steer a situation away from difficult topics or celebrate each other’s successes. It is easy
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to see how such a positive workplace will bring benefits, not only for its staff, but also for
those receiving the services or care of those staff.

Box 9.12 Reflective Activity: Identifying personal sources of support

Working in pairs:
• Take time individually to draw a mind map identifying yourself in the centre and

all the sources of support that you can draw on. In whatever way you choose,
portray the nature of the support (formal, informal, professional or personal) and
the importance of each type of support in your working life.

• Share your mind map with one other person and discuss whether this represents
the ideal picture in terms of enabling your well-being, job satisfaction, collegial
relationships and ability to offer the best possible care and support to pregnant
women and new mothers.

Caring for ourselves: the key to resilience

In a recent study of resilience in midwifery by Billie and her colleague Lucie Warren, receiv-
ing and providing social support within a community of midwifery colleagues was identified
as a key strategy for building resilience (Hunter and Warren, 2013, 2014, 2015).

For practical examples of ways to take care of yourself emotionally, and develop profes-
sional resilience, we suggest that you look at the Resilient Repertoire provided in the book
chapter, ‘Caring for ourselves: the key to resilience’ (Hunter and Warren, 2015). The
research that underpins this resource is summarised below:
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Box 9.13 Research Briefing: How can midwives be more resilient? 

Hunter, B. and Warren L. (2014) Midwives’ experiences of workplace resilience. Midwifery 30,
926–934.

Funded by Royal College of Midwives UK, the Investigating Resilience in Midwifery
study was a preliminary investigation into the experiences of 11 UK midwives with 15
or more years’ experience, who all self-identified as resilient or ‘able to bounce back after
a difficult day at work’. Rich data were collected via a closed online discussion group
over a 1-month period, thematically analysed and then discussed with an Expert Panel to
enhance data interpretation and refine modelling of the concept. The research provides
important new insights into midwives’ resilient responses to workplace adversity.

Key messages
• Midwifery is known to be demanding work that may lead to high levels of stress,

low morale, sickness and attrition. But some midwives continue to enjoy their
work despite the challenges. These individuals are said to demonstrate resilience. 

• The study identified key challenges in the workplace, and three key resilient
responses to these challenges: day-to-day reactive strategies of managing and
coping; developing self-awareness; proactive strategies of building resilience. 

• Managing and coping strategies focused on trying to control whatever was possi-
ble and accepting what could not be controlled. Midwives described using
reflection, positive mood changers such as music and exercise, social support and
trying to keep a good work–life balance. 

• The participants identified ‘critical moments’ in careers when midwives could be
particularly vulnerable to workplace adversity. These occurred when midwives
were newly qualified, when they had experienced a particularly difficult clinical
situation or when they were ‘under investigation’. 

• The midwives thought that it was possible to develop personal resilience over time
and also to support others to build their resilience. Ways of doing this included
accessing support, developing self-awareness and learning self-protection.
Midwives described how they built up their resilience by learning how to take care
of themselves emotionally (for example by increasing their self-awareness of
potential triggers) and by supporting and empowering others (especially less expe-
rienced colleagues).

• A strong sense of professional identity and love of midwifery were seen as impor-
tant for building resilience. 

• Understanding more about resilience may help midwives and student midwives to
cope with workplace challenges. However, this should not mean that the onus of
responsibility falls on individual midwives at the expense of addressing wider
environmental and organisational issues.
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‘Midwifing the midwife’: global issues

The concept of emotional and practical support for midwives is placed within the global
context of safe, supportive care in Pat Brodie’s (2013) Commentary.

Box 9.14 Research Briefing: ‘Midwifing the midwives’

Brodie, P. (2013). ‘Midwifing the midwives’: addressing the empowerment, safety of, and
respect for, the world’s midwives. Midwifery. doi: http://dx.doi.org/10.1016/
j.midw.2013.06.012i.

Key messages
Retention and motivation are key strategies in global efforts to build and develop a
sustainable midwifery workforce. Many midwives are working in unsafe, isolated and
poorly equipped environments, with daily challenges that lead to disempowerment and
demoralisation. Support that strengthens capacity and sustainability is essential for
promoting ‘emotional resilience’ and the ‘restoration of courage’ for many of these
midwives. Mentoring, peer support, networking and supportive supervision can all
play a role in this ‘midwifing of the midwives.’

Box 9.15 Reflective Activity: Supporting each other

The International Confederation of Midwives (ICM) has a ‘Twinning’ project to facil-
itate collaborative relationships among Midwives’ Associations. You will find
information on the ICM website.
• Explore your local or national midwifery professional organisation’s involvement

in this initiative and ways in which you and your colleagues might be able to
contribute.

• Explore other ways of being involved in support activities, for example:
• attending local meetings of your professional organisation or (in the UK) the

Association of Radical Midwives;
• mentoring or ‘buddying’ with a student or newly graduated midwife in your

local area.

In conclusion …

We finish with some recommendations for further reading around the issues that we have
discussed in this chapter. And finally, in the Postscript, midwifery lecturer Rachel Smith
offers a message to students, one that applies to all of us in our efforts to support women for
labour and birth:

You can make a difference for every woman who crosses your path.
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Box 9.16 Recommended Resources

Ballatt, J. and Campling, P. (2011). Intelligent Kindness: Reforming the Culture of Healthcare.
London: Royal College of Psychiatrists RCPsych Publications.

This book takes as its focus the central importance of ‘kindness’ in healthcare, both
kindness towards others and self-kindness, and how these are inextricably bound
together. A deceptively simple idea that is ignored at peril!

Byrom, S. and Downe, S. (eds). (2015) The Roar against the Silence. Why Kindness,
Compassion and Respect Matter in Maternity Care. UK: Pinter and Martin Publishers.

This paperbook and ebook is a rich source of evidence about the importance of kind-
ness and compassion in maternity care. The 32 chapters have been written by some of
the leading thinkers in this area from across the world, including midwives, students,
childbearing women, doctors, doulas, childbirth activists and lawyers. The authors say
‘Our intention is to shift the debate and practice of maternity care from being based in
fear to being based in love (caritas, the basis of the word “caring”)’. This is strongly
recommended reading.

Hunter, B. and Deery, R. (eds). (2009) Emotions in Midwifery and Reproduction. Basingstoke:
Palgrave Macmillan.

A useful and thought-provoking reader that brings together some of the key researchers
into emotions in maternity care and wider reproductive health care (for example infer-
tility and pregnancy loss). The book includes an international perspective and has a
strong emphasis on clinical relevance.

Youngson, R. (2012). Time to Care: How To Love Your Patients and Your Job. New Zealand:
Rebelheart Publishers.

A personal and very readable account of Robinson Youngson’s transition from being an
exhausted and detached doctor to an advocate for compassionate health care. It draws
on literature related to positive psychology and neuroscience to suggest practical strate-
gies for keeping alive one’s love of the job. See also http://heartsinhealthcare.com.

Other useful texts
Fineman, S. (2000) Emotion in Organizations. London: SAGE Publications.
Gilbert, P. (2010). The Compassionate Mind. London: Constable.
Mander, R. (2001). Supportive Care and Midwifery. Oxford: Blackwell Science.
Waldron, V.R. (2012). Communicating Emotion at Work. Cambridge: Polity Press.
Online resources
Schwartz Rounds – see Point of Care Foundation. Schwartz Rounds are meetings that provide

an opportunity for staff from all disciplines across the organisation to reflect on the emotional
aspects of their work. www.pointofcarefoundation.org.uk/Schwartz-Rounds.

Hearts in Healthcare – The Movement for Human-centred Healthcare.
 http://heartsinhealthcare.com.

White Ribbon Alliance – Campaign for Respectful Maternity Care.
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Postscript

‘You can make a difference for every woman who crosses your path’: an
interview with midwifery lecturer Rachel Smith, April, 2015

I acknowledge that it’s hard for students. They have to fit into the culture of maternity care
in order to survive. Because it’s such a conveyor belt system the student is trying to be two
people, trying to fit, sitting out at the desk making contributions to conversations or talking
about things they don’t really care about; the other part of the student really wants to be in
the room with the woman. They see themselves as being judged if they do that, not a team
player.

I say to the students,

You have stepped into a woman’s life at the most vulnerable time of her life, uninvited,
into a situation where 60 or 70 years later, she will remember everything you said to her,
everything you did, how you made her feel. So it’s about understanding your privileged
position. You may not agree with that woman’s life choices or whatever but there will
be a whole back story that you don’t know when you step in. Always remember you are
the privileged one.

You don’t have a choice as a midwife to have a bad day at work. That doesn’t happen.
If you’re not a morning person don’t do shift work. You have to turn up every day, ready
to make a difference in a woman’s life. Your cat might have died, you might have had a
fight with your partner or whatever, but all of that does not come to work; you have to
be ready to let everything go and focus on that woman, be there for her.

In the system, the only time you get to see other midwives practising is as a student.
You’ll see practices you abhor and practices you aspire to. This is your chance. Make
the most of it because in midwifery we shut the door once we’re qualified; hence there
are midwives whose practice has barely changed in over 20 years. As a student you have
a lot to offer the midwives through engaging with them about their practice. You can do
that without being too challenging or being seen to be judging. So you might ask ques-
tions like, ‘That was really interesting the way you put your hands like that. Can you
explain to me why you do that because I’ve noticed others who don’t do that?’

Being a student is a wonderful opportunity to sit in the corner of the room if the
woman doesn’t need direct support from you and listen and watch and learn the patterns
of labour, the different patterns that women present with. Make connections with the
noises women make at different times. And the behaviours: toe curling in transition,
beads of sweat on the upper lip when fully, all those sorts of things. If you watch enough
you’ll learn the signs.

When labour is complicated, remember that, essentially, this is a normal life event –
the birth of a baby. Try to work with the woman so that you keep that in focus in her
mind. It so easily becomes a production with all the machines so it’s really hard to do,
but it could be as simple as holding the woman’s hand and finding something positive
to say, like, ‘You’ve grown your baby really well up to now, sure the baby’s going to be
early but you’ve given her/him a good start. Let’s work on making it as uncomplicated
as possible.’ It’s the birth of her baby and if you can make just one thing positive – so
that, for example, the woman might say afterwards, ‘There were 20 people in the room
but the midwife took my hand and told me I was doing great, that I was strong and that
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my baby was coming soon.’ We all have to try to keep it as normal as it can be in a situ-
ation where there’s not much normal to be had.

You can make a difference for every woman who crosses your path.
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Epilogue

A support person offers a continuous, uninterrupted presence and it is this commitment
that brings its own reward for those who are curious about how birth happens and obser-
vant of the intimacies of the process. It is also a great adventure, full of possibilities and
unexpected discoveries.

Most of all, enjoy your work for what it offers: magic moments of rare beauty, excite-
ment and never-ending wonderment.

(Andrea Robertson, The Midwife Companion: The Art of Support During Birth,
Sydney: Birth International, 2007, p.ix)
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Reflective Activities

Chapter 1: What do we mean by support in labour?
Addressing one-to-one support in labour – local context mapping p.9
Promoting positive birth experiences through social media p.11
The roles of the doula and the midwife in community based continuity of care p.14
Talking to women about support in labour p.15
Being in the room with women in labour p.18
Continuous support in labour and safety p.18
‘Break the silence’ – thinking about respectful maternity care’ p.19

Chapter 2: Addressing fear and anxiety about labour and birth
Stories of women’s experiences of pain in childbirth p.27
Factors that might influence the way pain in labour is experienced p.29
Being alongside a woman in labour and reading her experiences p.31
Cultural considerations: women’s responses to pain in labour p.32
Discussing evidence about pain management p.37
Explaining the rationale for ‘working with pain’ p.39

Chapter 3: Addressing fear and anxiety about labour and birth
Exploring our own fears p.42
Paternal anxiety in labour – what might be the consequences? p.44
Conversations about reality TV shows and representations of birth p.47
‘The things that count cannot be counted’ – microbiology, epigenetics and birth p.48
Professional attitudes to planned caesarean or vaginal birth p.49
Picking up on the cues when women are fearful p.50
Practising ‘The Midwifery Wave’ p.52
Scenario-based workstation (OSCE): Addressing a pregnant woman’s anxiety pp.53–6

Chapter 4: Supporting women preparing for labour and birth
Conceptualising the cycle of ‘fear, tension and pain’ p.58
Enabling ‘Active Birth’ and ‘non-disturbance’ in labour p.59
Identifying women’s individual needs for support in labour p.60
Learning from women through VBAC blogs p.62
Thinking about birth plans and choice p.63
Identifying values in childbirth education p.66
Group facilitation: honouring women’s expertise p.67
Promoting self-efficacy for childbirth p.70
Demystifying physiology p.72
Using birth photos in groups p.74
Simulating labour behaviour and sounds p.74
Explaining ‘mindfulness’ approaches in labour p.77
Discussing self-hypnosis with women and their birth companions p.78
Talking to women about choice of birthplace p.82
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Chapter 5 Communication and thoughtful encouragement
First impressions, communication and supportive relationships p.87
Suggestibility and the effect of tone and emphasis in communication p.90
Exploring the role of persuasion in practice p.91
Discussing homeopathy – contested opinions p.92
A journey metaphor for childbirth p. 94
Metaphor promoting meaning in The Squire p.96
Language, communication and power dynamics p.97
The ‘delivery’ word p.97
The words we use for contractions p.98
The problem with ‘normal’ p.100
When personal values get in the way of rapport p.101

Chapter 6: Supporting women for normal birth
Exploring what we mean by concerted efforts to support women for normal birth p.107
Why normal birth matters p.108
‘Midwifery muttering’ p.111
‘I just want to talk. And I want you to listen’ p.114
Confronting the stereotyping of labouring women p.115
‘Looking after Auntie’ p.116
Supporting partners to provide labour support p.117
When midwives need to step in with support p.119
Interactions with birth support people p.121
Changing the culture to promote home birth p.122
Conversations with women contemplating ‘freebirthing’ p.122
Supporting women in birth centres p.123
Thinking about how birth unit design affects supportive care in labour p.124

Chapter 7: Supporting women in labour: practicalities
Supportive strategies in labour: identifying individual competency and learning needs p.129
Supporting women who want to use complementary therapies in labour p.130
Supporting women who have prepared for labour using self-hypnosis techniques p.131
Supporting women in early labour p.134
Positions for labour and birth p.135
Facilitating active birth and privacy p.141
Water to promote comfort in labour and birth p.141
‘Cluefulness’ and the Coping with Labor Algorithm © p.145
‘You can do it’: supporting women in transition p.147
Supporting women for ‘the first embrace’ p.154

Chapter 8: Supporting women with complicated labours
Promoting normal birth around technology p.159
Creating a sense of calm in the birth room p.160
Epidural Dilemmas a) a student midwife’s story p.162
Epidural Dilemmas b) a community midwife’s story p.163
Talking through what to expect in theatre p.165 
Planned caesarean birth: exploring choices p.166
Support for a breech birth – Tanya’s story p.170
‘Pilots through stormy seas’ – Carol’s story p.172
Supporting women around the loss of a baby p.180

Chapter 9: Emotions and labour support
Identifying our emotions when caring for a woman in labour p.185
Acknowledging emotional work in maternity care p.186
Discussing emotions in midwifery p.189
Exploring felt emotion, feeling rules, emotion work, displayed emotion p.190
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Emotion work when women choose an epidural p.191
Developing self-awareness p.194
The intimate sounds of labour p.195
Identifying personal sources of support p.199
Supporting each other p.201

Reflective Activities 227
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36-week birth talks 73, 80–1

Aagard, H. and Hall, E.O.C. 176, 206
Abushaikha, L. and Oweis, A. 34, 206
active birth 135; and equipment to promote

136–41; and movement 58–9; see also non-
disturbance in labour

Adelaide, D. xiii, xiv
Association for Improving Maternity Services

(AIMS) 122, 206
Ajzen, I. and Madden, T.J. 68, 206
Albany Midwifery Practice 20, 40, 64, 81,122;

see also 36-week birth talks
Albers, L. 132, 206
Alder et al. 101, 206
Alehagen, S. et al. 41, 206
Alexander, B. et al. 90, 206
Alipour, Z. et al. 41, 206
Allan, H.T. 187, 206
Al-Mufti R. et al. 48, 206
Anderson, T. 196, 206
Andersson, E. et al. 80, 206
Angelou, Maya 6, 96
Appreciative Inquiry 11
Association of Radical Midwives 201
assumptions: avoiding 14–15, 86, 105, 112–14,

124, 153, 174, 177; and the fallacy of
prediction 113; see also stereotyping

attachment: mother-baby 41; theory 66
Atwood, M. 30, 206
Australian Centre for Child Protection 178,

206
Ayers, S. 170–1, 206

Bagnold, E. x, 95–6, 206
Baker, A. et al. 30, 206
Balaskas, J. 59, 206
Ball, L. et al. 196–7, 207
Ballatt, J. and Campling, P. 202, 207
Bandura, A. 46, 68–9, 207
Bardacke, N. 76–7, 207
Baxter, J. 132, 207

Beech, B. et al. 123, 207
Benedetti, F. et al. 93, 207
Benediktsson I. et al. 80, 207
Berentson-Shaw, J. et al. 68, 207
Better Births Initiative; see Royal College of

Midwives
Berg, M. et al. 196, 207
Bergstrom, L., et al. 140, 207
Bergstrom, M., et al. 60, 207
Bewley, C. 86, 207; 
Bewley, S. and Cockburn, J. 43, 47, 207
birth centres: facilitating safety, nurturing and

positive experiences 123–4; see also place of
birth; Serenity and Halcyon Birth Centres

Birthplace in England Collaborative Group 121,
207

birth plans 62–3; see also Kitzinger, Sheila
birth supporters/companions/partners:

interactions with 120–1; partner distress
116–20, 195; support for xvii, 1; 115–20,
147–8, 153; tradition xv; see also doulas;
fathers’ experiences

birth territory 121
Birth Trauma Association 43
Blix, E. et al. 121, 207
Bolton, S.C. 187, 207
Bone, D. 190–1, 196, 207
Bowden, C. et al. 124, 208
Bowser, D. and Hill, K. 196, 208
Break the silence – respectful maternity care

film see respectful maternity care
breathing and relaxation techniques 36, 51,

57–8, 75, 78
Brintworth, K. and Sandall, J. 121, 208
Brodie, P. 8, 196, 200–1, 208; and Leap, N. 158,

208
Bryanton, J. et al. 7, 208
Buckley, S.J. 4, 28–9, 38, 59, 106, 115, 123,

142, 208
Burns, E. et al. 141, 208
Byrne, J. et al. 77, 142, 208
Byrom, S. and Downe, S. 202, 208
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caesarean birth: costs 4; emergency 166–7;
evidence 47–8; Laura’s story 180–3;
planning: 164–6; professional attitudes 48–9;
support during and after; 164–7; ‘the natural
caesarean section’ 99–100; women’s request
for 41, 47; see also communication;
epigenetics; Microbirth, VBAC

Callister, L. C. et al. 31–2, 39, 208
calm birthing 78
Campaign for Respectful Maternity Care 18–19,

202
Campbell, D.A. et al. 13, 208
cannulation 93
Capogna, G. et al. 44, 116, 208
Catling, C. et al. 5, 208
Caton, D. 24, 208
Centre for Maternal and Child Enquiries 18, 208
Chajut, E. et al. 30, 208
Chamberlain, G. et al. 30, 209
Chapman, R. et al. 116–17, 209
Chapman, V. and Charles, C. 2, 5, 209
Chen, M.M. and Hancock, H. 61, 209
childbirth education: classes 60–3; demystifying

physiology 71–3; emerging models 76;
history 57–60; midwives and 60–1; reducing
fear and anxiety 85; see also choice; groups;
mindfulness; preparation for birth; self-
hypnosis

choice 1, 60–3, 80; see also birth plans; place of
birth, freebirthing

Chooi, C.S.L. et al. 93, 209
clinical supervision 197–8
Cluett, E.R. and Burns, E. 141, 209
comfort measures 7, 74, 128–55; at home in

early labour 133; after birth 154; see also
active birth; Rebozo 138

communication 85–104; establishing rapport
100–1, 134–5, first impressions 86; following
caesarean birth 93; about pain management
35, 37; placebo and nocebo effects 85;
scenario based OSCE 53–6; skills training
101–2; talking about contractions 52; useful
phrases 83–4; with pregnant women 15, 49,
81; see also VBAC; metaphor; language;
suggestion

complementary therapies: acupuncture,
acupressure, reflexology, hypnotism,
aromatherapy 36, 129–30: homeopathy 92;
see also Tiran, D.

continuity of care/carer xviii 15, 50; and reducing
fear and anxiety 85; and students 164; and
trusting relationships 81, 118, 134, 190; with
community based doulas/midwives 14

continuous support in labour 12–13: evidence 1,
6, 7, 8–9; 12; evidence based guidelines 11;
and safety 18 

control: and emotional connection 135; and
positions in labour 135

Cooperrider, D.L. et al. 11, 209
Coping with Labor Algorithm © 143–6
Core of Life education programme 46
Cragin, L. and Kennedy, H.P. 17, 99, 209
Creedy, D.K. et al. 41, 209
culture of birth environment 6, 33, 196–8; and

conflicting ideologies 186, 188; and effect on
care 198; and obstetric interventions 107; and
risk management 99; see also birth territory;
pharmacological pain relief; environment for
birth

Cyna, A.M. et al. 78, 87–90, 93, 209
Cyna, Allen, x, 92, 142

Dahlberg, U. and Aune, I. 134, 209
Dahlen, H. 42, 209; and Homer, C.S.E. 61–2,

209; et al. 4, 48, 85, 122, 141, 165, 209
Dahlen, Hannah, Foreword xii–xiv
Davey, M-A. et al. 132, 209
David, S. et al. 61, 209
Davies, L. 132, 154, 210
Davis D.L. et al. 80, 174, 210 
Davis, J. 138, 210
Davis-Floyd, R. 59, 210
D’Cruz, L. and Lee, C. 45, 210
Deery, R. 187, 196–8, 210
de Jonge, A. et al. 121, 210
Dell’oso A.M. xiii, xiv 
Dempsey, R. x, 59–60, 94, 98, 146, 210
Department of Health, ix, 3, 64, 210; et al. 65,

210
Deprez-Sims, A-S. and Morris, S.B. 86, 210
De Vries, R. 186, 188, 210
Dickens, C. 111, 210
Dick-Read, G. 57–8, 210
Dickson, M.J. and Willett, M. 48, 210
Dixson, L. et al. 72, 132, 210
documentation 112, 127
doula support 1, 36, 66, 122, 170–1; and

midwives 13–15; and trusting relationships,
85, 118; for the supporters 115, 118; reducing
fear and anxiety 50, 85; history and research
12–15; see also freebirthing

Downe, S. et al. 140, 210
D’Souza, R. and Arulkumaran, S. 47–8, 210
Duncan, L. G. and Bardacke, N. 77, 210
Dunn, C. et al. 77, 211
Dunn, P.M. xvi, 211
Dunne, C.L. et al. 105, 211
Dutt-Gupta, J. et al. 93, 211

Edwards, N.P. 62, 211
Eliot, G. 94, 211
emotional intelligence 3, 198
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emotional support 112, 133–4, 143–5, 156, 173,
177–8
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