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I 

ABSTRACT 

This is a study of what happens between independent midwives and 

women at the first antenatal visit. Six experienced midwives and six 

pregnant women participated in t he research. Data were gathered 

through the observation of six first antenatal visits, individual 

interviews with the women and midwives and a review of the literature. 

Grounded theory was used to conduct the study, and a descriptive 

model of the first antenatal visit emerged. 

Up until the change to the Nurses Act in 1990 midwives predominately 

practiced within the hospital system. Since 1990 and the legalising of 

independent midwifery practice in New Zealand, midwives have taken 

up the challenge to practice independently. A few guidelines have been 

set to assist independent midwives in practice; some of the guidelines 

being used have been taken from the hospital system into independent 

practice. 

The first antenatal visit is the beginning point of the relationship 

between the pregnant woman and the midwife. It is a key element for 

determining the quality and effectiveness of a mother's subsequent 

maternity care (Methven, 1990). The midwife and the woman each have 

an important part to play in the first antenatal visit which sets the s tage 

for future care. The data from the study revealed a number of paradoxes 

that exist when independent midwives deliver midwifery-only care. The 

basic social process to emerge from the study was "meeting now for the 

future" but the study identified that the midwife and the woman are 

meeting for different reasons. 
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PREFACE 

This study has been a long and exciting journey and has reinforced my 

position to see midwifery not from an illness perspective as I was taught 

but from a perspective of wellness. During my midwifery training in 

Edinburgh in 1974 I struggled with the medical model of practice. I did 

not feel comfortable with midwifery practice in the antenatal clinics 

where women were kept waiting for hours and had to travel long 

distances to the hospital, only to see a stranger. I disliked the antenatal 

clinic with its conveyor belt system and the midwife being the 

handmaiden to famous obstetricians. This was not good midwifery and I 

had yet to see it practiced. 

Since coming to New Zealand in 1989 I have pursued study, completing 

an undergraduate degree and now this Masters degree. I have studied 

feminism and have learned to ask why. 

In 1993 I witnessed my very first normal birth. This was the birth of a 

lovely little boy at home. He was brought into this world by his parents 

and supported by a midwife. This was a far cry from the clinical walls of 

the Edinburgh hospital and I loved it. This birth had a lasting effect on 

me and I was privileged to be part of it. 

I have had to re-learn a lot about birthing. The language of normal birth 

is different from the language of obstetrics. I have moved from seeing 

pregnancy and birth as abnormal until proved otherwise, to seeing 

pregnancy and birth as a natural physiological event which occasionally 

may need medical intervention. New Zealand has given me a new 

perspective on birthing and I would like to give the findings of this 

research back to New Zealanders. 
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CHAPTER 1 

INTRODUCTION 

INTRODUCTION 

This grounded theory study aims to discover what is happening between 

' the independent midwife and the woman during the first antenatal visit. 

The motivation to explore this topic came from my study of advanced 

midwifery practice and my own experiences both as a midwife and a 

mother. 

The medical model that has guided midwifery practice for many years 

has been well documented (Donley, 1986; Silverton, 1993; Tew, 1990). 

Up until 1990 the medical model of care was the only legal option 

available in New Zealand. From 1990 women have been able to choose a 

midwife to deliver their maternity care (Fleming, 1998). 

Independent midwifery is a new concept and as a result New Zealand 

midwives are needing to define midwifery practice for themselves and 

the community they serve. To be able to do this it is essential that 

midwives carry out their own research to substantiate their practice, to 

continually improve practice, and to inforn1 women of that practice. 

Independent midwives in New Zealand have been very busy developing 

new ways of practicing and there has been little time available for them 

to undertake research. I decided therefore to start at the point where 

the midwife and the pregnant woman first come into physical contact 

_ ~ith each other, that being the first antenatal visit. 

1 An inde~ndent midwife in this study is a self employed midwife who is the lead maternity carer to the 

women under her care 
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KNOWLEDGE PRIOR TO THE STUDY 

As a qualified midwife, a post graduate student of midwifery, a tutor 

and a mother, I bring to this research, knowledge and experience of 

aspects of midwifery. I have not practiced as an independent midwife 

but with my experience and knowledge of the literature on midwifery I 

was particularly interested in the development of midwifery since 1990. 

My initial readings on midwifery, before deciding on the research 

question , were aimed at developing a greater understanding about the 

philosophy of midwifery practice. "The Vision" document (Association of 

Radical, 1986) helped clarify a midwifery philosophy for me. With a 

better understanding of philosophy I then looked critically at different 

models of midwifery. Guilliland and Pairman's (1995) partnership model 

and Lauchland 's (1996) shared journey model was studied at this stage. 

Through the writings of Bannet (1993), Cheek and Rudge (1994), Kleffel 

( 1991) and Stevens ( 1989) I gained a better understanding of critical 

social theory and its application to midwifery. Critical social theory 

allowed me to understand my philosophy better and raised my 

consciousness as a midwife in an environment where midwives and 

doctors had to work together in a hierarchical structure with doctors in 

a position of power. Skelton (1994) believes that before nurses 

(midwives) are in a position to empower clients they must empower 

themselves. 

While trying to identify my area of study, I turned my attention to the 

literature on birthing at home. In the geographical region under study 

independent midwives are the only midwives to take part in homebirths 

although not all offer this service. Homebirth allows women to take 

control of their own birthing in partnership with a midwife. I developed 
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a better understanding of the common misbelief that hospital birth was 

the only safe option to homebirth. Davis-Floyd (1994, p.1125) stated 

"the dominant mythology of a culture is often displayed in the ritual 

\vith which it surrounds birth. In contemporary Western society, that 

mythology - the mythology of the technocracy - is enacted through 

obstetrical procedures." The work of Floyd (1995), Woodcock, Read , 

Bower, Stanley and Moore, (1994) and Thompson (1987) did not uphold 

the myth that hospital birth was the safest option, leaving me 

wondering if home may be safer than hospital birth for some women. 

Tew ( 1990, p.289) stated; 

When the history is told, it becomes very clear that at no time in 

the past or present and in no country have medical interventions 

made childbirt.l-i safer for most mothers and babies. No evidence 

can be found to support theories that, in general, applying th.e 

methods of physical science can evolve obstetric procedures 

which improve the natural birth process. 

\Vith this background in reading directing my thoughts, I decided I was 

initially interested in the antenatal experience between the independent 

mid\\rife and the pregnant woman and the possible effects of a midwifery 

philosophy on practice. I decided not to look at birthing in the home as 

this took up only a small part of the independent midwife's job. As there 

was little New Zealand research into independent midwifery I decided 

that it was logical to begin at the starting point so I read literature on 

antenatal care. 

ANTENATAL CARE 

Antenatal ca.re is a 20th century phenomenon. One of the aims of 

antenatal ca.re is to ensure that women reach the end of the pregnancy 
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"emotionally prepared for delivery" (Bennett & Brown, 1989, p.119). 

Ballantyne anticipated that through antenatal care practitioners would 

be able to detect signs of abnormality in pregnancy that would 

consequently reduce complications in labour (Tew, 1990). In 1929 the 

British Ministry of Health in a Memorandum on Antenatal Clinics set a 

basic arbitrary pattern for all antenatal clinics that is followed today in 

many clinics throughout the world (Liu, Jevons, & Thwaites, 1992; Tew, 

1990). It was this pattern that shaped New Zealand antenatal care. 

Although antenatal care has not been shown to prevent many life

threatening conditions (Hall, 1981) it has many benefits for women, 

babies and families including the education and information that can be 

exchanged (Benn, 1994). 

The first antenatal visit is the first time a pregnant woman is seen by a 

health professional, be it midwife, GP or obstetrician to discuss 

maternity care during her pregnancy. This visit has been known by 

some as the "booking" visit. This term referred to women coming to the 

antenatal clinic to be sure of "booking" a hospital bed for the birth of 

their baby (Methven, 1990). Fawdry and Mutch (1986) contend that the 

recording of antenatal history is a relatively standard procedure at the 

first antenatal visit. Midwives see the interaction between mother and 

midwife as the first step in initiating a special relationship (Walker, 

1976). 

Williamson and Thomson's ( 1996) descriptive survey highlighted factors 

that caused dissatisfaction with antenatal care. The factors identified 

included a lack of continuity of care, poor quality of advice and 

extended waiting times. Thorley, Rouse and Campbell ( 1997) in a non 

randomised comparison study developed a new system of antenatal care 

in partnership with mothers. The basis of the new system is the meeting 

of mothers and professionals which provides education and support. 
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The preliminary results look encouraging, showing an increase in 

normal births and breast feeding with a low caesarian section rate. 

There is an abundance of literature available on different aspects of 

antenatal care. In Battersby and Thomson's (1997) English study using 

a brief questionnaire and semi-structured interviews they found that 

the midwife, working at the general practitioner's (GP) surgery, was the 

professional undertaking the most antenatal care. In most instances 

there was a GP available on site if required. Whilst it was recognised 

that midwives were taking increasing responsibility for antenatal care, 

GPs still believed that the overall responsibility for maternity care lay 

'vith them. The findings of this study suggest that the midwife-led care 

could be an area that 'vould provoke conflict between midwives and 

GPs. Midwives felt it \vas imperative that they become the first point of 

contact for the majority of women in order for the women to make 

informed choices on who should provide care. It was hoped that a better 

quality of advice be made available to women. 

Turnbull ( 1984) surveyed, by means of a questionnaire, women 

attending an antenatal clinic in Australia. This study was initiated 

because waiting times in the antenatal clinic were perceived by 

midwives as being too long . Midwives were dissatisfied with their 

minimal contact with women and with primarily performing tasks such 

as urine testing, weighing women and taking blood pressures instead of 

educating women regarding their pregnancy. It was found that very little 

information was given to woman from the midwife and it was 

recommended that midwife-only clinics be commenced in place of some 

routine medical consultation. Turnbull also noted that reports from 

Western countries indicated a growing dissatisfaction with care being 

offered during the antenatal period. 
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Some authors questioned how many antenatal visits were required to 

provide an appropriate level of antenatal care (Chamberlin, 1978; Hall, 

1981; MacLennan, 1986; Young, 1990). As well MacLennan (1986) 

examined and questioned the value of specific routine practices, for 

example urine testing. 

Literature on barriers to antenatal care included personal factors 

affecting antenatal care up-take (Hansell, 1991), lack of education and 

ability to participate in self-care (McClanahan, 1992), socio-economic 

factors affecting the quality of antenatal care (Fardell, 1989) and much 

more. None of the literature addressed antenatal care in the home with 

the midwife taking full responsibility for care, nor was there any 

literature discussing the topic of antenatal visits involving independent 

midwives. 

With this understanding of my background, which is important in a 

grounded theory s tudy, and these beliefs I commenced the study . All 

reading on the subject was temporarily abandoned and no formal 

literature review v;as undertaken as I tried to adhere to the grounded 

theory method as described in the methodology chapter. 

MIDWIFERY IN NEW ZEALAND 

To understand independent midwifery today it is important b 

understand the history of yesterday. The past affects the present which 

in turn affects the future. It was the events of the past that culminated 

in the passing of the Nurses Amendment Act ( 1990). The Midwives Act 

of 1904 provided for the training and registration of autonomous 

midwives. Pregnancy was seen as a normal part of life needing little 

medical intervention. During the twentieth century there has been a 
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gradual erosion of midwives' autonomy due to the political strength of 

obstetricians and the accompanying use of technology (Kirkham, 1986). 

The medicalisation of childbirth and antenatal care proved to be the 

major theme in the development of New Zealand obstetrics between the 

two world wars and there was a deep conviction within the ranks of the 

medical profession that doctors should assert their claim to be the 

moral guardians of motherhood (Mein Smith, 1986). Obstetrics became 

increasingly fashionable among doctors and obstetricians gained 

political power. The opportunity for midwives to practice midwifery 

autonomously declined as doctors became the preferred practitioner to 

screen pregnant women. 

It could be argued that it was \vith the development of antenatal 

care as a mass screening programme that midwifery as an 

autonomous profession began a long period of deteriora tion 

(Oakley, 1982, p.9). 

This decline saw autonomous midwifery practice eroded with midwives 

being dependent on doctors (Fleming, 1994). More midwives practiced 

under the control of a doctor as more births were taking place in 

hospitals. Papps and Olssen (1997, p.74) put it thus: 

The rise of the hospital must be viewed as inextricably related to 

broader changes in social structure. In that their establishment 

marked the consolidation of medical management, they also 

fundamentally shifted childbirth from a process that was 

managed and controlled in the local community to a process that 

was controlled by an emergent professional group. 

The shift from the community to hospital raised little concern among 

many midwives. Little fuss was made by midwives when the change to 
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the Nurses Act came in 1971. This amendment legally ended the 

autonomous practice of midwives and required that all births be 

supervised by a doctor. From 1971 midwifery practice in New Zealand 

continued to be overwhelmingly controlled by the medical profession 

(Donley, 1986) . 

There was a further reduction in the scope of midwifery practice with 

the Amendment to the Nurses Act in 1983. This amendment prohibited 

midwives who were not also registered nurses from attending births in 

"any place other than an institution under the control of an Area Health 

Board or Hospital Board" (Nurses Amendment Act, 1983, p.10). Fleming 

( 1994) also believes that the 1983 Act impacted on midwives who 

practiced in hospitals in that there was no differentiation made between 

nurses and mid\\ives. Midwives had therefore become all but invisible, 

being incorporated under the broader category of nurses. By the 1980s 

various reports, legislation and the relocation of midwifery education 

into Advanced Diploma of Nursing courses put midwives, as a 

professional group, in a very vulnerable position (Fleming, 1994). 

This vulnerable situation meant that the care of a pregnant woman was 

controlled by doctors. In Britain it was the GP that acted as the 

gatekeeper controlling access to maternity care (Silverton, 1993). This 

was the case in New Zealand and still is, in some places where the GP, 

for many women, is still the first point of contact. Nearly all antenatal 

visits were conducted in a hospital or GP setting. Midwives were able to 

assist the doctor and practice under the auspices of the doctor but they 

could not take responsibility for the full care of a pregnant woman. 

Many midwives were silent about the changes to their profession but 

there was enough activity that would allow midwifery to regain its 

autonomy. 
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Consumers and Midwives 

To ensure the continuation of the midwifery profession and provide safe 
' 

midwifery-only care to women, midwives had to challenge the 

medicalisation of childbirth. The Homebirth Association founded in 

Auckland in 1978 by consumers and midwives took up this challenge. 

By 1979 there were four domiciliary midwives (midwives who attended 

home births) in Auckland. Donley ( 1992) provides a detailed history of 

the homebirth movement that fought to preserve women's rights to 

choose their place of birth. Fleming ( 1994) believed the aim of the 

homebirth movement was to raise awareness of the options of birthing 

at home to potential consumers and their attendants. It is important to 

note that one of the major successes of the Homebirth Association in 

New Zealand was its bringing together of midwives and consumers to 

work towards a common goal. This relationship between consumers and 

midwives had a huge influence on the future direction of midwifery and 

women's choices. 

Consumers and m.jdwives were also working together in the Save the 

Midwives Association in their political struggle against the Nurses 

Amendment Act of 1983. The Association wanted to rebel against the 

medical and nursing domination of midwifery and develop a direct entry 

midwifery education programme. The Save the Midwives Association 

"served to unite hospital and domiciliary midwives" (Fleming, 1994, 

p .16). Members of the Association became politically active and worked 

hard at lobbying women's groups who in turn lobbied Members of 

Parliament (Fleming, 1994) . Other groups involved in assisting midwives 

to achieve independence included such groups as Parent Centre and the 

Domiciliary Midwives' Society (Donley, 1986). 

Although a Midwives' Special Interest Section within the New Zealand 

Nurses Association (NZNA) was begun in 1972 the relationship with 
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NZNA was often strained. NZNA believed that a midwife was a nurse 

(NZNA, 1981) which was not supported by the World Health 

Organisation (1966) ·definition (see Appendix I) or the International 

Council of Midwives. Donley (1986) believes the incorporation of 

midwives into the Nurses' Association strengthened the nursing 

profession at the same time as weakening the midwifery profession. 

With consumer discontent, political unrest among midwives and 

differences between NZNA and the Mid\Vives Special Interest Group the 

time was right for change (Papps & Olssen, 1997). In 1988 at the 

National Midwives' Conference the New Zealand College of Midwives 

(NZCOM) was officially launched. Membership of the College was open 

to both consumers and midwives thus cementing their relationship that 

had been developing over the last 20 years. Consumers and midwives 

were now officially working in partnership within the NZCOM (Fleming, 

1994). 

The NZCOM's main task was to continue the struggle towards the 

reinstatement of autonomous midwifery practice through a change to 

the 1977 Nurses Act. Finally, in August 1990 the long awaited change 

occurred. Midwives no longer needed double registration as a nurse and 

a midwife and did not need to be supervised by a doctor. A new era of 

midwifery had begun which would give women more choice in the kind 

of care that could be obtained during pregnancy, birth and the post 

natal period. 

Independent Midwifery 

As a practicing midwife in 1990 I was aware that this new era of 

midwifery took some midwives by surprise and many midwives, who 

mainly practiced in hospitals, were unprepared for independent 
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practice. A few midwives did take up the challenge to practice 

independently and as a result of vigorous negotiations by the NZCOM, 

midwives achieved pay equity with medical practitioners. The 

amendment to the Act also included limited prescribing rights for 

midwives and so there was now no need for a doctor to be involved 

unless a problem was detected. Midwives could now care for women 

throughout pregnancy, labour, birth and the post natal period providing 

midwifery-only care. Independent midwives had to obtain hospital 

admitting privileges from their then local Crown Health Enterprises 

(CHEs) so that women had the choice of giving birth, supported by an 

independent midwife, at home or in a hospital. 

Forms of Midwifery in NZ 

Midwifery practice can be divided into two specific groups: those 

midwives who practice independent midwifery care and those midwives 

who work under the direction of a doctor and generally work in 

hospitals. Independent midwifery practitioners provide full maternity 

care in a variety of settings to women during normal pregnancy, birth 

and the post natal period without the support of a doctor. These 

midwives can prescribe the necessary tests and medication for 

pregnancy related conditions and ref er women to obstetricians if the 

need arises. 

Midwifery-only care can be provided by a group of midwives working in 

teams, or by individual midwives taking on their own caseloads (Flint, 

1993). The team midwifery approach means that pregnant women meet 

all the midwives in the team during the antenatal period. When the 

woman goes into labour it is a known midwife on call who will provide 

the necessary care (Calvert, 1998). The size of teams can vary 

considerably but can have five or six midwives to a team (Flint, 1993; 
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Seccombe & Stock, 1995). Guilliland and Pairman (1994, p. 9), on 

looking at the size of these teams, state th_at "for continuity of caregiver 

to be a reality for both the woman and the midwife, the teams must be 

no greater than three". 

In the caseload approach, the pregnant woman has a specific midwife 

who will take full responsibility for providing the necessary maternity 

services. She will provide continuity of care and be the lead maternity 
2. 

carer (LMC). Midwives in the caseload model may have a loose 

relationship with other midwives where reciprocal cover is arranged 

during leave and sickness periods. This is described by Guilliland and 

Pairman ( 1994, p.8) as a "backup colleague". It is this form of practice 

that is the focus of this study as only the caseload model of practice is 

being offered in the area where the research was undertaken. 

Shared care is another option that may occasionally be available to 

women. This involves the pregnant woman having her prenatal care 

shared between a midwife and a doctor (Fleming, 1994). In the past 

both practitioners were able to claim separate fees for this arrangement 

but this is no longer a possibility. Maternity care is now bulk funded 

and financial arrangements are worked out between the doctor and the 

midwife (Guilliland, 1998, personal communication). 

Hospital based midwifery care is still available in New Zealand. Care is 

provided by the midwives on duty at the time and prior to labour the 

pregnant woman has no way of kriowing who, or how many midwives, 

will look after her. In this situation a women is cared for by a number of 

different midwives throughout her pregnancy, childbirth and post natal 

period. It is also possible that the women in hospital may be looked 

after by enrolled nurses or registered nurses. Independent midwives are 

not involved . in_ providing this type of care. Know Your Midwife (KYM) 

2 LMC is the General Practitioner, Midwife or Obstetric Specialist who ha~ been selected by the 

woman to provide her comprehensive maternity care including the management of her labour 

and birth 
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schemes and team midwifery are also available within the hospital 

system but do not involve independent self employed midwives. 

Midwives working in the vanous settings described will have been 

influenced by models of midwifery. The models presented are New 

Zealand models and are described as either a partnership, a shared 

journey or a shared interdependence between the midwife and the 

pregnant woman. 

A Partnership Model of Midwifery Practice 

The model of midwifery practice likely to have had the most impact on 

New Zealand midwives is the partnership model of midwifery practice. 

At a midwives conference in 1996, Sally Pairman the president of the 

NZCOM stated "as you are all aware the concept of partnership 

underpins New Zealand midwifery" (Pairman, 1996, p. 2). This 

partnership model fits comfortably with the bi-cultura l n ature of New 

Zealand society and with the Treaty of Waitangi. This Treaty was signed 

in 1840 between Maori and the Crown incorporating the principles of 

partnership, participation, protection and equity (Ramsden, 1990). It 

also fits comfortably with the philosophy of the NZCOM (1993, p. 7) 

which states "that midwifery care takes place in partnership with 

women". 

The philosophical beliefs underpinning the partnership developed by 

Guilliland and Painnan (1995) are that midwifery practice should be 

woman-centred, that pregnancy and birth be seen as normal life events, 

that midwives have professional independence and that continuity of 

midwifery care be provided. "This partnership therefore, is an ethical 

stance and a standard for practice" (Guilliland & Pairman, 1995, p.8). 

These authors believe that the successful establishment and 
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maintenance of the midwifery partnership is dependent on the 

integration in the relationship betw~en the midwife and the pregnant 

woman of the following concepts: 

• Individual negotiation 

• Equality, shared responsibility and empowerment 

• Informed choice and consent (p.44) 

A Shared journey 

Lauchland ( 1996, p.26) believes that "more questions surround 

partnership in clinical practice than have been answered". Giving her 

own personal view on the process and context of midwifery care, 

Lauchland sees it as being a shared journey between woman and 

midwife but acknowledges that research into partnership is in its 

infancy. 

Interdependence 

The major component of Fleming's (1996a) model of midwifery is 

interdependence between the midwife and the woman. She describes 

the relationship between the midwife and woman as unique when 

compared with the relationship between the doctor and the woman. 

Fleming identifies many social, cultural and environmental factors 

which include education, friends and her own personal beliefs that may 

be invisible but may influence the relationship between the woman and 

the midwife. Fleming (1996, p.4) describes these factors as being 

"invisible in the final product but nevertheless bind it together". An 

analogy of homespun wool was used to describe the intricate nature of 

the midwifery relationship. Fleming believes her model will remain 

incomplete due to the constant changes that affect women. 
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For midwives to work as self employed independent practitioners they 

are required to register as the Lead Maternity Carer (LMC). This was 

introduced in 1996 by the Regional Health Authorities and affected 

midwives, GPs and obstetricians (Midland Regional Health Authority, 

1996). 

SUMMARY 

This chapter serves as an introduction to this study that aims to explore 

what happens at the first antenatal visit as undertaken by an 

independent midwife. The reader is informed of my background before 

commencing the study and the literature that led to the development of 

the research question. The development of antenatal care has been 

discussed and the benefits of it have been given. The history of 

midwifery in New Zealand gives the reader an understanding of the 

development of midwifery that culminated in the change to the Nurses 

Act in 1990 and prompted this research. In conclusion an overview of 

the structure of this thesis is presented. 

CHAPTER CONTENT AND OVERVIEW 

Chapter 2: Research Methodology 

In this chapter the research methodology of grounded theory and its 

links with symbolic interactionism are explored. The research process is 

discussed, with a focus on its special applicability to midwifery studies. 

The application of the methodology to the present study is documented. 
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Chapter 3: Setting The Stage 

Chapter three is the first of four data chapters. The role of the midwife 

in the first antenatal visit is explored. It describes the process of "setting 

of the stage" by the midwife. 

Chapter 4: The Paradoxes 

This chapter looks at the paradoxes that exist for midwives when trying 

to deliver independent midwifery only seivices. 

Chapter 5: Getting to Know My Midwife 

The experiences of the women at the first antenatal visit are explored. 

This involves confirmation of the pregnancy and seeking out midwifery 

only care. A discussion of what women require during -the first visit is 

provided. 

Chapter 6: Meeting Now For the Future 

The integrated descriptive model which encapsulates both midwives' 

and women's perspectives of the first antenatal visit is presented. An 

audit trail of the researcher's decisions during data analysis concludes 

this chapter. 

Chapter 7: Discussion and Recommendation 

A discussion of the implications of this research for midwifery practice 

is provided. Recommendations for education and some specific 

limitations of this study are addressed. The chapter ends with 

suggestions for future research. 
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CHAPTER2 

METHODOLOGY 

INTRODUCTION 

This qualitative study uses grounded theory to discover what happens 

between the woman and the independent midwife at the first antenatal 

visit. In this chapter I will examine grounded theory methodology and 

provide an overview of symbolic interactionism. An application of the 

methodology in this study will be discussed in detail along with a 

discussion of the ethical issues and the process of obtaining informed 

consent. 

GROUNDED THEORY DEVELOPMENT AND THEORISTS 

Grounded theory was developed by Glaser and Strauss in the mid-

1960s. Glaser was schooled in the Colombian philosophy of quantitative 

analysis. Strauss was an ethnographer from the Chicago School where 

he was exposed to the perspective of symbolic interactionism. Symbolic 

interactionism means that grounded theory "is more than just a method 

of data analysis; it is an entire philosophy about how to conduct 

research" (Polit & Hungler, 1989, p.324). 

It was George Herbert Mead who laid the foundations of the symbolic 

interactionist approach that explores how people define reality and how 

their beliefs are related to reality (Blumer, 1969). Within this perspective 

reality is created by people who attach meaning to situations - meaning 

is expressed in terms of symbols such as words, religious objects, and 

clothing. In social life, shared meanings are communicated to new 
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members through socialisation processes. Interaction may lead to new 

meanings and can result in the redefinition of self. The symbolic 

interactionist approach is based on three premises articulated by 

Blumer who stated (1969, p. 2): 

Human beings act towards things based on the meanings that the 

things have for them; the meaning of such things is derived from 

the social interaction that the individual has with his fellows; and 

the meanings are handled in, and modified through an 

interpretive process and by the person dealing with the things 

they encounter. 

The symbolic interactionist studies behaviour on two levels, an 

interactional level and a symbolic level. Because of its theoretical 

importance, the interaction is the focus of observation in grounded 

theory research (Chenitz & Swanson, 1986}. 

Glaser and Strauss worked together to develop a methodology that was 

qualitative in nature, yet retained the rigour of the Colombian School 

(Keddy, Sims, & Stern, 1996). Glaser and Strauss (1967) wrote The 

Discovery of Grounded Theory, which outlined the new research 

methodology. Subsequently it has been further developed by its 

originators and their students (Glaser, 1992; Stern, 1980; Strauss & 

Corbin, 1990). The ideas of Glaser and Strauss diverged in the 1980s. In 

1992 Glaser wrote a book in response to Strauss and Corbin's ( 1990) 

Basics of Qualitative Research, criticising the authors for distorting the 

procedures and meaning of grounded theory (Holloway & Wheeler, 

1996). In recent years Glaser and Strauss developed differing viewpoints 

on how data gathered for grounded theory research should be examined 

(Glaser, 1992; Strauss & Corbin, 1990). The researcher needs to be 

aware of these differences . 
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Grounded theory provides a process for investigating previously 

unresearched areas, to gain a fresh perspective on a familiar situation 

(Stern, 1980). Grounded theory's systematic techniques and procedures 

of analysis enables the researcher to develop a substantive theory that 

meets the requirements of scientific research: significance, theory 

observation, compatibility, generalisability, reproducability, precision, 

rigour and verification (Strauss & Corbin, 1990). Grounded theory 

research can be used as a precursor to further investigation (Chenitz & 

Swanson, 1986). 

The purpose of grounded theory research is to explain a given social 

situation by identifying the core and subsidiary processes operating in 

it. The focus is on the things people say about the way they are doing 

things (Wiener & Wysman, 1990) and observations on what they are 

doing. Grounded theory offers a systematic method to collect, organise 

and analyse data from the empirical world. It is an approach to theory 

development based on the study of human conduct and the context and 

forces that impinge on human conduct (Chenitz & Swanson, 1986; 

Wiener & Wysman, 1990). To study human conduct grounded theory 

researchers require a specific type of question. 

GROUNDED THEORY RESEARCH QUESTION 

The research question in a grounded theory study is a statement that 

identifies the phenomenon to be studied and tends to be orientated 

towards action and process (Strauss & Corbin, 1990) . The research 

question is used to focus the research so that patterns in the problem 

can be identified (Chenitz & Swanson, 1986). Christensen (1990) 

undertook a grounded theory study of nursing in action in an attempt 

to discover the phenomenon that was within the domain of the nursing 
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in a surgical ward while the patient was undergoing planned surgery. 

She asked the question "What is happening here?" focussing her 

interest on the patterning of the encounter between nurse and patient. 

My research question attempts to discover what is happening between 

the midwife and the woman at the first antenatal visit. 

USE OF LITERATURE IN A GROUNDED THEORY STUDY 

An extensive literature review 1s seen as an important part of many 

research studies. In a grounded theory study, literature is not 

extensively searched at the beginning, as the researcher could 

unconsciously fall into accepting what is written (Chenitz & Swanson, 

1986). "When the theory seems sufficiently grounded and developed, 

then we review the literature in the field and relate the theory to it 

through integration of ideas" (Glaser, 1978, p. 31). According to Chenitz 

and Swanson reviewing the literature is seen as an ongoing process that 

is conducted to fulfill the needs of the analysis. The literature used is 

determined by the codes that emerge during data analysis and as a data 

source help to enrich the developing theory. A final literature review is 

conducted at the end of the analysis and the theory is presented in the 

context of other work and existing theories on the subject (Marcus & 

Liehr, 1998). 

In the pre$ent study it was decided not to include a review of the 

literature. Glaser { 1992) believes there is no need to review any of the 

literature in the substantive area under study. It was decided to follow 

Glaser's {1992, p.32) advice when he wrote: 

Grounded theory is for the discovery of concepts and hypotheses, 

not for testing or replicating them. Thus the license and mandate 

of grounded theory is to be free to discover in every way possible. 
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It must be free from the claims of related literature and its 

findings and assumptions in order to render the data 

conceptually with the best fit. Grounded theory must be free from 

the idea of working on someone else's work or problem. However 

this stance is part of the methodology only in the beginning. 

I started to review and integrate the literature into the analysis once the 

categories and the core category began to emerge, continuing until the 

final draft. 

THE RESEARCHER AS AN INSTRUMENT 

The researcher who is looking at answering a grounded theory question 

will conduct research in the field (Wells, 1995; Wiener & Wysman, 

1990). If working and undertaking research in the field , the researcher 

needs to be able to interact with the participants. This interaction helps 

in gathering data from a range of sources including participants, diaries 

and other documents. 

As the data are collected the researcher develops theoretical sensitivity 

(Glaser & Strauss, 1967) which is paramount to the research process 

(Strauss & Corbin, 1990). "Theoretical sensitivity refers to the attitude 

of having insight, the ability to give meaning to data, the capacity to 

understand and capability to separate the pertinent from that which is 

not" (Strauss & Corbin, 1990, p . 42). Glaser (1978) believes the first 

step in gaining theoretical sensitivity is to enter the research setting 

with as few predetermined ideas as possible so that the researcher can 

remain open to what is happening. Sensitivity is increased by being 

steeped in the literature that deals with both the kinds of variables and 

their associated general ideas that will be used once the core category is 

identified. 

.. 
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PARTICIPANTS IN GROUNDED THEORY 

In a grounded theory study the participants are those who have 

experience of the phenomenon under study. Twelve participants, of 

which, six were self employed independent midwives and six pregnant 

women, were recruited . The criteria for acceptance were that the 

midwives had to be self employed independent midwives, and the 

women had to be pregnant and going to their first antenatal visit. 

Another criterion was that all participants were fluent in English. 

DATA ANALYSIS 

The researcher begins to analyse and interpret the data as soon as 

collected, attentive to the aim of building a theoretical analysis. The 

researcher will be collecting data, writing memos, writing field notes, 

organising data, and forming theory from the data all at the same time 

The interviews are analysed line-by-line with the research question 

"what is going on here" to guide the process. The data analysis is 

looking for patterns, processes and one or more central themes which 

would then lead to the development of a theory. The analysis of the data 

is done by "an analytic procedure of constant comparison" (Glaser & 

Strauss, 1967, p.102). The four stages of the constant comparative 

method involve: "(l) comparing incidents applicable to each category; (2) 

integration of categories and their properties, (3) delimitation of the 

theory and (4) writing the theory" {Glaser & Strauss, 1967, p.105). 

Holloway and Wheeler ( 1996) explain that the researcher compares each 

section of the data with every other throughout the study for similarities 

and differences 



23 

Constant comparative analysis can be used to generate two basic types 

of middle-range theories. These can be either substantive theories, 

developed from empirical substantive inquiry or formal theories from 

research into conceptual areas of interest (Glaser & Strauss, 1967). 

There is a risk of an error being made when a researcher thinks they 

can make a leap from substantive to formal theory. This cannot be done 

with any assurance unless there has been further research (Strauss & 

Corbin, 1990). Glaser (1978) believes that formal theory cannot fit or 

work very well when written from only one substantive area because it 

cannot be developed sufficiently to take into account many of the 

contingencies and qualifications that will be met in the diverse 

substantive areas to which it will be applied. 

Throughout the research process and the analysis of the data the 

researcher is an instrument and an active participant. The researcher is 

involved in choosing the question, analysing the data and selecting 

what next to ask of the participants. As an instrument the researcher 

decides what data to collect next and where those data could be found. 

This is known as theoretical sampling. Glaser (1992, p.101) defines 

theoretical sampling as "the process of data collection for generating 

theory whereby the analyst jointly collects, codes and analyses his data 

and decides what data to collect next and where to find them, in order 

to develop his theory as it emerges". 

As an instrument in the research process the researcher needs 

inductive and deductive reasoning skills. Inductive reasoning is a 

process in which the researcher starts with observation and facts and 

moves towards generalisations. Deductive reasoning occurs when 

logical thought moves from theory to fact by means of propositions 

stated as hypotheses (Seaman, 1987). Grounded theory research moves 

from an inductive to a deductive mode. As part of grounded theory 

research hypotheses may develop either from data or the literature or a 
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combination of the two and these are then tested for verification (Stem, 

1980). Grounded theory does not start with an hypothesis but after 

collecting the data relationships are established and ~provisional 

hypotheses are constructed (Holloway & Wheeler, 1996). 

When provisional hypotheses are established the literature is examined 

to determine the "fit" of findings from earlier studies and of existing 

theory with present findings (Burns & Grove, 1993). As stated literature 

in a grounded theory study, unlike the case of traditional research, is 

not extensively searched at the beginning of the study as the researcher 

could unconsciously fall into accepting what is written (Chenitz & 

Swanson, 1986). 

Data are collected until "saturation" is reached, where patterns are 

established and no more relevant differences are found among the 

dimensions of conditions, strategies and consequences (Chenitz & 

Swanson, 1986, p. 97). Rather than working in a linear fashion the 

researcher works within a matrix of data analysis, collecting and 

simultaneous report writing. 

MEMO ING 

A strategy of memoing is utilised by the researcher throughout the 

whole research process (Glaser & Strauss, 1967). "Memoing is a method 

of preserving emerging hypotheses, analytical schemes and 

abstractions. At cer:t:ain points when the data are being coded, an idea 

will strike, and if it is not recorded, the researcher will lose the thought" 

(Stem, 1980, p. 23). Memos are defined by Glaser (1978, p. 83) as "the 

theorising write -up of ideas about codes and their relationships as they 

strike the analyst while coding". Eventually memos become integrated 

in the writing. Glaser emphasised, at a lecture in New Zealand, the 
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importance of typing memos as soon as you get an idea and using the 

memos as the basis of writing (Pybus, 1996, p.49). Glaser's advice was 

to "get in, do the work, then publish" (Pybus, 1996, p.49). 

CREDIBILITY 

The publication of the research opens the research up to professional 

scrutiny and allows others to determine its credibility. Sandelowski 

( 1986, p.30) defines credibility in a qualitative study as "such faithful 

description or interpretation of a human experience that the people 

having the experience would immediately recognise it from those 

descriptions or interpretations as their own". 

The researcher should be explicit about important interpretations, and 

provide sufficient clear statements of theory description so that the 

reader can carefully assess the credibility of the theoretical framework 

being offered (Glaser & Strauss, 1967). A grounded theory must 'fit' the 

phenomenon under study, have 'grab' and 'work' when put to use 

(Glaser & Strauss, 1967) . "Fit" means that the categories generated 

must be indicated by the data and applied readily to the data. "Grab" 

means that the theory speaks to or is relevant to the social or practice 

world and to the persons in that world. "Work" refers to the relevance or 

usefulness of the theory to explain, interpret and predict phenomena 

under study (Glaser & Strauss, 1967). The combination of all adds 

credibility to the theory. 

THE METHODOLOGY EMPLOYED IN THIS STUDY 

The application of grounded theory to this study is described below. It 

involves the recruitment of participants, data collection and analysis 
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and provides a detailed account of how ethical concerns were 

addressed. 

Procedure for recruiting participants 

Self employed independent midwives and pregnant women attending 

their first antenatal visit participated in this study. I attended a planned 

monthly meeting of the independent midwives working in the area and 

invited them to participate. Potential midwife participants were given an 

information sheet (Appendix D) and advised to contact the researcher if 

they wished to participate. On contacting me arrangements were made 

with the mid\Vife to meet and discuss the study and to sign the consent 

form (Appendix F). 

The midwives were asked to inform pregnant women of the study when 

an appointment was made for the first antenatal visit. A letter of 

introduction (Appendix B) was sent by the midwife to the woman 

informing her of the study. Pregnant women were invited to contact me 

to indicate their desire to participate in the study. An information sheet 

(Appendix C) was then sent to each woman and a meeting was arranged 

to discuss the research and arrange the signing of the consent form 

(Appendix E) if she was still prepared to participate. All the women who 

phoned me were happy to participate in this research. 

Participants 

The six participating midwives had all worked in a hospital setting 

before commencing work as independent practitioners. One midwife had 

been an independent midwife since relatively recently but the other 

midwives had become independent midwives over the last seven years 
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There were three first time mothers, two second time mothers and one 

third time mother. Of the three mothers who had been pregnant before, 

all had used the services of an independent midwife for their previous 

pregnancy's. At this early stage in their pregnancy only one woman was 

considering a home birth . 

Data Collection 

Data collected were by means of observing and audio-taping the first 

antenatal visit and then following up with individual audio-taped 

interviews conducted \vithin a week of the first antenatal visit. The 

observations and interviews were performed between May and 

September 1998. The visits were benveen forty minutes and two hours 

long. The first antenatal visits were arranged between the midwife and 

the woman and I was invited to attend. I arranged the follow-up 

interviews at times and venues suitable for each participant, and very 

effort was made to minimise any inconvenience. 

Six antenatal visits were observed and audio taped. I introduced myself 

then placed myself in the comer of the room to observe, take notes and 

audio-tape the first antenatal visit only answering questions if asked. 

By limiting the data collection to interviewing only without observing, I 

would have found it difficult to really grasp what was going on. Too 

often research, ironically, leaves out the human relationship element 

(Burnard, 1995). 

To get a better understanding of the scene of the first antenatal visit it 

was important to observe and audio-tape the visit. This allowed the 

observation of a multiplicity of subtle gestures and non-verbal forms of 

communication. Burnard {, 1995, p.62) states that: 
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Human communication occurs across a range of senses and is 

rarely, if ever, limited to the aural appreciation of the spoken 

words and the understanding of those words. 

Handling the Data 

Twenty-one taped interviews or first visits were undertaken (three 

participants were interviewed twice) yielding a large amount of data. The 

interviews were well spaced giving time to be able to think and write 

notes about the analysis. Rodgers and Cowles (1993, p224) found that it 

was possible that exhaustive data collection associated with qualitative 

studies could have an effect on the rigour of the study and more time 

between interviews was needed to "regroup". I found the time between 

the interviews allowed me to write my memos and undertake the 

constant comparative analysis required. 

All information and material produced in the form of raw data were kept 

in the strictest of confidence. All audio tapes, notes and any other such 

material were stored in a locked and safe cabinet for the duration of the 

project and beyond. My supervisors, transcribers (I had three) and I 

were the only people \vith access to the research material. The 

transcribers each signed a confidentiality contract before any material 

was seen. Once the research is completed, the audio tapes will either be 

returned to the participants, if they so wish or be kept in a locked filing 

cabinet for five years. 

Data Analysis 

As soon as possible after the interviews the field notes were analysed. 

On receiving the transcription of each tape on a computer disc it was 
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initially scrutinised while listening to the audio-tape. Any unclear 

passages were corrected before printing the transcripts for analysis. The 

transcripts were analysed line by line using an open coding procedure. 

The research question "what is happening between the independent 

midwife and the woman at the first antenatal visit" was written on top 

of all the data and stuck onto the computer. This was a constant 

reminder to stay focussed on the question. Codes were developed from 

the words of the participants. As new data came in and new codes were 

developed, they were constantly compared and emerging categories were 

included or discarded where appropriate. Codes were arranged into 

groups and then into categories. No computer coding package was used. 

The computer was used to copy and paste data matching it with the 

developing categories. 

Memoing 

Theoretical memos were written at the same time as the data were being 

analysed. These memos helped shape the model and give direction on 

the line of questioning I needed to focus on next. Glaser and Strauss 

(1967, p.251) regard this process of thinking and reflecting on the data 

and the categories as important because "the root of sources of all 

significant theorising are the sensitive insights of the observer himself'. 

Saturation 

When no new data appears to be emerging from the interviews and 

observation, theoretical saturation is said to have been reached. Due to 

the time frame of a Masters thesis it is difficult to state categorically 

that theoretical saturation has occurred. In this study after the twenty-
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first taped encounter there appeared to be little new data emerging and 

so at this point it was decided to stop collecting data. 

Ethical Concerns 

Adhering to strict ethical guidelines and ensuring the safety and 

anonymity of participants in this research was of the utmost 

importance. At all times the rights of the participants were uppermost 

in my mind. Ethics approval was sought from three different ethics 

committees, namely Massey University Human Ethics Committee the 

local Health Funding Authority and the local polytechnic Ethics 

Committee. The ethical issues were addressed as follows: 

Informed Consent 

In compliance with the 'Code of Ethical Conduct for Researching and 

Teaching involving Human Subjects' (Massey University, 1994) , all 

participants were fully informed verbally and in writing (Information 

Sheets , Appendix C & D) about the nature of the research and their 

likely involvement in the study. The women were informed that they had 

the right to withdraw from the research at any time and that this would 

in no way affect their care. The midwives were informed that they had a 

right to withdraw from the research at any time and that this would in 

no way affect their practice. 

Anonymity and Confidentiality 

The participants were assured that anonymity would be maintained at 

all times. Each participant either chose or was given a pseudonym that 

was known only to the researcher and the participant. Every effort was 
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made to suppress the identity of the participants by changing their real 

names to a pseudonym and omitting identifying details of places, 

institutions or any other persons. As the .· typist also had access to the 

raw data each person was assured that she had signed a confidentiality 

contract. 

Potential Harm to Participants 

Due to the nature of this research it was highly unlikely that 

participants would suffer any harm during this study. No situation 

arose where the researcher considered that the interview or observation 

was causing any undue stress to participants. On the contrary the 

midwives verbalised that simply participating in the research forced 

them to seriously consider their actions and improve their practice. 

On interviewing a prospective participant I did feel at risk from the 

husband . I informed my supervisors and was advised not to recruit the 

woman into the study. This issue will be addressed in the final chapter. 

SUMMARY 

In this chapter a description of grounded theory methodology and its 

place in generating new knowledge for midwifery practice is provided. A 

portrayal of the use of grounded theory in this study is given, 

particularly addressing the issues of recruitment of participants and the 

important of adhering to strict ethical protocols. In chapter three the 

work of the midwife at the first antenatal visit is discussed with 

reference to the data collected. 
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INTRODUCTION TO THE DATA 

) 

The followfug conventions have been used within the data chapters and 

are presented here to assist the reader's interpretation 

Pause 

( ... ) Material edited 

1: 39 interview 1 starting line 39 

(FAV) First Antenatal Visit 

Bold Emphasis 

Italics participant's speech 

As all the participants were women the pregnant women were identified 

by a name and the midwives were identified as "Midwife" followed by a 

name e.g. Midwife Jana. 
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CHAPTER3 

SETTING THE STAGE 

I guess the main thing for me was( ... ) sort of just setti.ng the stage 

for setting things up for her antenatal care (Midwife Ca th, 1: 305). 

INTRODUCTION 

The midwife is presented first because it is the midwife who conducts 

the first antenatal visit and speaks the majority of the time. I have 

separated the information on the midwives and the women into 

separate chapters because the midv,.rives and the women are meeting for 

different reasons. At the first antenatal visit the midwife is setting the 

stage for future care. During the visit the midwife gives information to 

the woman and obtains information from her. Throughout this 

encounter a relationship is beginning to develop and will continue to do 

so through the antenatal period, birth and the post natal period. Before 

addressing the issues raised above a description of the first antenatal 

visit will be given. 

THE FIRST ANTENATAL VISIT 

The first antenatal visit is the first of many meetings behveen the 

midwife and the pregnant woman during pregnancy, birth and the post 

natal period up to six weeks after the baby is born. It results after the 

pregnant woman has chosen to contact a midwife and after a brief 

discussion on the phone an appointment for the first antenatal visit is 

arranged. All the observed visits took place in a home environment, 
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either the pregnant woman's home, or in one case, in the midwife's 

home. The women contacted the midwives very early in their pregnancy 

and all first antenatal visits were arranged before the women were ten 

weeks pregnant. 

Other adults such as the woman's partner, her mother or both were 

present during three of the visits. At two visits pre-school children were 

present. The children played with their toys or sat on their mother's 

knees. 

The midwives were able to claim $25 for the first antenatal visit which 

lasted between forty minutes and two hours. The main activities of this 

first visit involved the giving of verbal and written information by the 

midwife, the filling out of the standardised antenatal notes (see 

appendix H) and the recording of baseline data. The data collected on 

the pregnant woman included blood pressure measurement, urine 

testing, checking of the heart and lungs and performing a brief 

abdominal palpation to check whether the uterus was palpable or not. 

SETTING THE STAGE 

The setting of the stage is one of the main categories to emerge from this 

study. The two main characters in this scene were the midwife and the 

pregnant woman but it is the midwife who sets the stage. The first 

antenatal visit is the first of many scenes culminating in the birth of the 

baby and the post natal period. This was described by one of the 

midwives, on visiting a woman in her second pregnancy, when she said 

that the first antenatal was about: 
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reminding her (the pregnant woman) how the relationship works 

and all that, like some of the things we talk about, it's like we have 

to set the stage for now and in the future (Midwife Cath, 1: 200). 

The setting of the stage involves the midwife making the scene informal, 

introducing herself and her service and the giving and receiving of 

information. 

MAKING IT INFORMAL 

The first antenatal visit and contact leading up to the first antenatal 

visit was informal. The informality was noted in the tone and content of 

the answer-phone message, the venue of the first meeting and the way 

in which the midwife dressed. 

Making First Contact 

The informality started with the woman contacting the midwife by 

phone. I listened to all the midwives' recorded messages and found 

them to have a general informal message for the household. It stated 

the names of the members of the household and asked the caller to 

leave a message. After the informal message for the household there 

followed a specific message on how to contact the midwife. One recorded 

message was done by a child in the household using the above format. 

Initially when I listened to the child's message I thought I had got the 

wrong phone number, put the phone down and redialed. All the other 

messages were recorded by the midwife. When they received a message 

midwives phoned the women back and made an appointment for the 

first antenatal visit. 
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Informality of Home 

Undertaking the first visit in a home environment helped to contribute 

to this atmosphere of informality. The midwives and the women were 

seated in a comfortable non-clinical setting. The content of the visit 

aside, I could easily have been observing friends sitting around chatting 

and looking at pamphlets. 

Midwives discussing the home visit said: 

I think, yeah, that you have to go to their homes. Whether you have 

to do all the ante-natals at home, probably not, but I think that initial 

visit, because that gives you all heaps of information( ... ) you're on 

the back foot, like you 're in their home you 're a guest in their home 

and they call the tunes (Midwife Gloria, 1 :758). 

The informality suggested here is that of being a visitor in the woman's 

home rather than the pregnant woman being a client or even a patient 

at a clinic. Within this framework of informality the midwives believe 

that it is easier to obtain a better picture of the woman and her 

surroundings. 

I think it's really quite important to do the first visit early on m 

pregnancy in the home with the woman so you can get that picture 

of where things are (Midwife, Rena, 2:97). 

One visit was held in the midwife's home and took place in her lounge. 

The midwife sat on the floor throughout the whole visit with the 

pregnant woman sitting on a settee. This midwife prefers to undertake 

the visit in her own home as she has more control over the visit and 
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there are fewer interruptions. This did not deter from t.l!e informal 

atmosphere that was observed to have been created. 

I just set up a first appointment and ask whether they want me to 

see th..em at their place or my place basically. I prefer personally to 

do the ?fl<=:its here because I can organise it a bit better (Midwife 

Joan., 1: 113). 

Informally cf Dress 

also dressed casuallj1
• \:\'hen asked abcut dress code one midt.i.rife said: 

Well I ahuays try and not look scri.J.f.f'd actually which is hard 

sometimes. Depending on ruha.t's auailable in the cupboards at the 

Another rriJd,~1ife had t110ught more about her dress and considered hm~' 

'~'omen might feel if she ¥.rore certain clot.hes. 

T rlAY'I '+ ""o r rirosc- b ot"rr11c:-o Tam a7c-n l'ke my son nR-on c:-ru15 +o """e .......... ...,, ...... ...,V'-" -.""' -..._, ""'""""" ....... v'-"' ... fl- ""'-''-'J &.I ti ... VJ"''-''"'"'-'.....,:::J .... 11 '-" 

W •h11 don't y o •1 11•orrr c:-nmo r.F thoc:-o +irrh+ fi++irig +hinnc:- Uf.e11 J ..,eari ,..,::J ' """" ~--• .....,_,, - -J 1...--..J'-' "'"-:::J't.N ..,..,.., ... ,.., "''--'~"-'• r• .,..., i; -

somewhere, where you shouldn't emph.asise the fact that you are 

dim nr 11n11 nro nn+ nronnnrit 1101' knn•11 you dnn't hn110 t.nic;; hin 
- ..... . .... , -· :::1-- - ·- · --"' .r· -::::1 ·~ .... , v - ' ... -~, -·... --- --~ -""':::1 

tr..Lmmy because women are conscious of the fact that, because some 

men may say oh you are getting fat. I don't want to hnue an 

executiue look beca?.lse they want to, need to be cornfortable with 
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The midwives were making the visit informal through their answer 

phone messages, home visiting and their dress. From the interviews 

with the midwives it was apparent that they were aware of this 

informality. By making the first antenatal visit informal the midwives in 

this study were able to obtain information from women that they might 

not have otherwise, deliver a service in a place desirable to women and 

set the scene for the future that would affect the on-going relationship. 

INTRODUCTION OF SELF AND SERVICE 

To set the stage for the future the midwives introduced themselves to 

the women and gave an outline of their past professional experience. 

Personal information was given by some midwives. 

Giving of self 

The midwives also gave the women information of both a personal and 

professional nature. The kind of information that midwives gave women 

included their past nursing and midwifery experience as well as some 

personal details about their family situation such as: 

I did my nursing training in the 1980s and I've worked in the 

antenatal area and after I had a couple of children I worked in a 

neonatal unit for a few years then went back to delivery and came 

over to this province for my husband's work (Midwife Rena. FAV: 

11). 

I come from a nursing background. I have spent many hours in the 

real technical areas from theatre, neonatal so I am very comfortable 

with small babies (Midwife Joan, FAV: 11). 
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Later on in the visit Midwife Joan says: 

I'm a nurse from way back going right through the technical field. I 

have got three kids of my own so I have experienced a few of the 

things that you are likely to experience (Midwife Joan, FAV: 51). 

Most midwives gave this kind of infonnation near the beginn ing of the 

visit. One midwife having given her professional history, remembered at 

the end of the visit to give some personal information to the woman. 

The other thing I usually talk about is that I am married and I have 

two children. They (the children) often page me at 3.00 o'clock if I'm 

not in (at home) today so that's very good. They are 11 and 13 so 

they are older now (Midwife Dana , FAV: 652). 

The giving of personal d etails and past experiences adds to the 

informality of the visit but also gives women information on which to 

formulate opinions on whether the midwife was experienced in 

delivering midwifery care. One woman was in impressed with the 

midwife's theatre experience and in a conversation with me said: 

She has been through theatre and stuff like that. Pretty weird. 

Why? 

Because anyone (going) from theatre to delivering babies rs 

something else (Carol,l : 164). 

Midwives informing the women of their past professional experience and 

personal life adds to the informality of the situation and gives credence 

to the midwife's practice. 
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Explaining the service 

The introduction of self and service included the giving of information 

on what services the midwife could offer. Time was spent explaining to 

women what the midv;rife could do and how the midvvifery services were 

delivered. The midwives made it very clear to women how accessible 

they were and explained the use of a backup colleague. 

Basically if you are worried about something you should call me. 

And I would always rather that you did than that you fretted for a 

month till the nex:t visit when its something we could have easily 

sorted out over the phone. Basically don't hesitate to call (Midwife 

Bridget, FA V: 806). 

I am available 24 hours a day seven days a week. If I am not 

around another midwife carries my locator so you can always get 

somebody. We try and work office hours. But you know if you need 

us we are available. OK so if you've got any concerns don't leave it 

and think oh gosh it is 11. 00 p. m. at night, you know, if it 's a worry, 

if it's a biggee (Midwife Joan, FAV: 294). 

I'm on call 24 hours a day 7 days a week. If I'm not then somebody 

else is covering for me and you will probably meet her. It's usually 

(name). I don't know whether you have heard of her (Midwife Dana, 

FAV: 48). 

Yep, so ring my home number first and if I'm not home leave a 

message if it's not urgent, and for urgent ring my pager number. It 

is easier to contact us this way (Midwife Ca th, FA V: 287) . 
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Although all the midwives in this study were independent midwives 

working with their own caseload, there was always some midwifery 

cover available when the chosen midwife was not available. The 

midwives introduced this service to the women by giving them a 

pamphlet on the subject and explaining it to them. 

So this one here (pamphlet) is a light blue bit of paper that you can 

put in an important place somewhere so you don't lose it. That is the 

midwifery group that I belong to. I think I said on the phone I'm in a 

group of four midwives (Midwife Bridget, FAV: 609). 

I am very fortunate with my working group. I worked with (name) 

who has her own clients but we work very closely together so that if 

you have a long birth for instance, you might see us both at the birth 

(Midwife Joan, FAV: 43). 

Women appreciated the contactability usually from the midwife being on 

call. One woman said: 

I mean she was special because she was there and you could 

contact her any time if you had to, you know (Dot, 1: 53). 

A woman reflecting on her last pregnancy highlighted the importance of 

midwifery care especially in the post natal period: 

I think, I think the biggest thing for me was that, is that if I'd had a 

doctor, I think if I'd gone with the GP then I wouldn't have had 

anyone to help me with all the breastfeeding problems he wouldn't 

have been there and to me that just sums it up. Because that was 



42 

such a big part, umm it was all consuming for that period of time. It 

really was and Gloria wa.s there (Karen, 460: 1) . 

Midwives recognise that they are working within the boundaries of 

normal pregnancy and childbirth and informed women of that. 

The midwives only work with normal so if there is anything that 

happens outside of normal we would refer you very early to a 

specialist (Midwife Joan, FAV: 28). 

I am a specialist in anything to do with normal pregnancy, normal 

labour and birth and normal post natal time. So anything to do with 

the pregnancy or anything that might be to do with the pregnancy 

you should see me about these (Midwife Bridget, FAV: 693). 

When interviewed after this first antenatal visit, Midwife Bridget (1: 179) 

called herself "a very realistic natural birther". 

The normalising of birth by the midvvives entailed viewing birth as a 

normal physiological process. This may involve changing the view of 

childbirth from a pathological condition to a physiological process 

(Cardale, 1994). Midwives claim their area of expertise to be natural 

childbearing, respecting pregnancy and birth as a state of health 

(Kaufman, 1993). Silverton(, 1993, p.108) states that: 

it could be argued that since the midwife is the practitioner of the 

normal, there is no role for the GP in the antenatal care of normal 

women, and should complications arise, these should be referred 

by the midwife directly to the obstetrician. 

Donley (1986, p . 15) calls the midwife "the guardian of normal birth", 

while Bergstron (1997, p.420) believes that normal is not an appropriate 
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word to "use in relation to many things that midwives are concerned 

with" as the word normal comes from measurement and statistical 

probability. Bergstron puts forward the words "natural" and "healthy" 

as interchangeable and alternatives to the word normal. 

The introduction of the self and the midwifery service on offer to women 

helped to set the scene for future care. Flint's (1993, p.70-71) 

description of the access that women have to their midwife is similar to 

that found in this study and she goes on to offers midwives advice: 

When a woman h as a midwife who is 'her lead professional' or in 

other words, "her midwife" she has access to that midwife 24 

hours a day, and can bleep her to discuss different aspects of the 

pregnancy whenever she needs to ( ... ) it is a good idea to get 

women trained so that they not only leave their telephone 

number, but a comprehensive message when they bleep the 

midwife. 

With the midwives introducing themselves, their service, and the 

concept of normality, women had a good insight into the service that 

they were likely receive now and in the future. With these building 

blocks in place the stage was being set and the most time consuming 

part of the first antenatal visit, the giving and obtaining of information, 

could begin. 

GIVING AND OBTAINING INFORMATION 

By far the major part of the first antenatal visit composed of the giving 

and obtaining of information. 
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It is a fell-on vi.sit you know and it's like, is it too much, you know? 

(Midwife Bridget, 1 :452) . 

. . . it is very hard to find that balance because there is a lot. And I 

was saying that to her. There is a lot to do today. There is the 

information gathering, there is the information inputting and there is 

an antenatal vi.sit (Midwife Bridget, 1 :340). 

The information gathering involves the information needed for the 

antenatal notes. The information inputting relates to the giving of 

information to the pregnant woman and the antenatal visit involves all 

the rest of the first antenatal visit including making it informal. 

Providing Standardised Care 

Similar forms and resources were used by the midwife irrespective of the 

woman's needs. Therefore in many cases the care was "standardised". 

There was some individualisation of caring a s outlined but it was 

observed that standardised care was being given. 

Giving Information 

The process of informing women was led by the midwife and followed 

the same format. 

For me well, I think it's an information sharing and gathering on my 

part (Midwife Dana, 1: 134 J. 



45 

Some midwives used a checklist as well as an information pack to make 

sure all the information that was considered necessary was given to the 

woman. 

With each person I have that checklist that I pretty much follow with 

people. There are some things that are pretty standard right so I 

would give everybody the RHA information and the complaints 

procedure information, bounty book (information booklet) and the 

pregnancy book and I will give most people, I will off er most people 

the sort of things that are on the list (Midwife Cath, 1: 208). 

One midwife also considered that the information could be useful for 

others as well. 

But I make them all up the same, umm, because maybe the 

information gets passed onto their friends or a friend's around and 

they pick the book up and have a look at it and maybe they'll learn 

something (Midwife Gloria, 1:967). 

The type of information that was given out is listed in appendix G. The 

order in which the information was given out was directed by the 

pamphlets that the midwife had put together in a pack covering a 

variety of topics. 

I've got a full range of 12 or 15 (pamphlets). Throughout the 

pregnancy I like to give a range of information but I know that I am a 

bit brain dead so I give all the pamphlets out at the beginning and 

then add to them if there is anything extra and they range through 

from resolutions committee, I tell them about advocacy, how to 

access some of your dietary things, I've got two pamphlets on that, 

(I tell them about) listeria, cot death; you know all those general 
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information type things. Things ranging right through to 

immunisation (Midwife Joan, 1: 150). 

Oh that pamphlet. It's about the classes after the birth The post 

natal classes for Parent Centre (Midwife Bridget, FA V: 534). 

If the pamphlet was not available then the topic tended not to be 

discussed. 

I used to give them out one on thrush and there's no more of those 

being made so I forget to talk about it now you see (Midwife Dana, 

2: 305) . 

The topic of alcohol and smoking in pregnancy were covered extensively. 

This information was even given to women who did not need it as can 

be seen during the conversation between Midwife Dana and Jana. 

You're not a drinker. OK so you don't drink at all really (Midwife 

Dana) 

No (Jana) 

It's just to say really (giving a pamphlet on alcohol in pregnancy) 

that they don't know how much drink is safe or what is a safe level 

of alcohol, although some things came out a while ago to say that 

you could have certain amounts of alcohol but I wouldn't advise you 

to go drinking as much as they said that you could take! But I think 

the safest thing is not to drink at all really. If you do have a drink 

don't do it on an empty stomach, have it with a meal or have a drink 

of milk or have a cheese and something, you know that if you drink 

on an empty stomach it goes straight into your blood stream. 

Basically if you get a lot into your blood stream then the baby really 

gets a good hit as well. It's called (fetal) alcohol syndrome which 
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really the baby is affected by it. They have cerlain characteristics 

on their face and things. It's sorl of slow development I suppose 

from the alcohol so it's probably safest not to drink (Midwife Dana 

and Jana, FAV: 509). 

Three issues arose from this conversation: firstly as the woman stated 

that she did not drink alcohol giving her the information would not be a 

priority, second not all the information given was accurate and third the 

amount of information given with little time for the woman to respond. 

There is adequate literature addressing the issue of alcohol and 

pregnancy. The Alcohol Liquor Advisory Council (ALAC) provides current 

research on alcohol. It is not clear exactly how much alcohol puts a 

baby at risk (Gardner, 1997; Kalderimis, 1998) . The message that 

should be given out to all pregnant women is that no alcohol should be 

drunk during pregnancy (Kalderimis, 1998) . Leversha and Marks (1995, 

p.430) believe the prevalence of fetal alcohol syndrome and FAE (Fetal 

Alcohol Effects) in New Zealand are underestimated and go on to state: 

Awareness of the risks of alcohol in pregnancy needs to improve 

( .. . ) Clear guidelines on alcohol consumption in pregnancy needs 

to be developed and a consistent message delivered nationally 

across all groups of health professionals. 

Without any input from the woman about the information given, the 

midwife went straight onto the next topic for discussion . 

Alcohol use and other topics to be covered at the first antenatal visit are 

listed in the Midwives ' Handbook for Practice (NZCOM, 1993) and it is 

recommended that they be discussed by the time the woman is sixteen 

weeks pregnant. In this study the midwives tried to impart all that 

information at the first visit even when the women were only ten weeks 
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pregnant or less. The information that women wanted at this visit will 

be discussed in the following chapter. 

It would seem that the organisation of the pamphlets in the information 

pack directed what information was given out even if that information 

was not required. Relevant information is important at every stage of 

the pregnancy including before, during and after labour (Green, 

Coupland, & Kitzinger, 1990) and the first antenatal visit is only the 

beginning of the process of informing women. Informing comprises two 

aspects: one aspect is to inform women what is going on in their own 

bodies at the relevant time in the pregnancy and the other is to inform 

women at the relevant time so that they can make decisions that need 

to be made throughout pregnancy, birth and the post natal period. 

According to the report of the Expert Maternity Group (1993) 

communication between the pregnant woman and her health 

professional is recognised as particularly important and the difficulty of 

presenting unbiased information about maternity care is not easy. The 

report does recommend that midwives improve their communication 

skills as part of their on-going education. 

It is the responsibility of health-care professionals to impart 

information to women and their partners that is accurate and 

offered at a level accessible to the individual concerned (Church ill, 

1995, p. 32). 

Information was accessible, through the use of pamphlets, to the 

women in this study. 

Having observed and listened at the antenatal visit I had the impression 

that too much information was being given out. Over forty years ago 
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George Miller (1994) proposed that there was a limitation on the ability 

of individuals to process information. He set that limitation to the 

magical number of seven, the seven being a measurable "bit" in 

information theory. Baddeley ( 1994) recently stated that the number of 

categories that a person can simultaneously handle averages about 6.5. 

As Shiffrin and Nosofsky ( 1994) point out the numbers mentioned in 

Miller's article are the least significant part of h is message. What is 

significant is that "the span of immediate memory imposes severe 

limitations on the amount of information that we are able to receive, 

process and remember" (Miller, 1994, p. 251) . There are limitations on 

the amount of information that can be retained at any one time. The 

giving of over thirty six different types of information, as found in this 

study, may be deemed excessive and it is important to be able to 

identify exactly what information needs to be given out at the time of 

the first antenatal visit. 

Obtaining Information 

Alongside information giving was the task of obtaining information, 

which involved the completion of the standard antenatal notes used by 

midwives (Appendi.......: H) and the collection of baseline data as described 

at the beginning of this chapter. The antenatal notes consisted of the 

birth booking form , pre-natal notes (antenatal notes) and certain parts 

of the consent form. 

One reason given for filling out these notes was that the midwife would 

leave the completed notes in the hospital and they would be available 

when the woman went into labour. Five of the women had decided to 

have a planned hospital birth and only one woman was considering a 

home birth but had not yet decided. 
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We'll make a set of notes for you to take up to the labour ward 

which waits until you go into labour (Midwife Dana, FA V, 136) 

It is a long time before a woman who is ten weeks pregnant is likely to 

go into labour. There is no obvious reason why these notes need to be 

filled out at this visit. One reason given for obtaining the information for 

the antenatal notes at the first visit is that it is more convenient for the 

midwife to complete the task at this time. 

I suppose you could leave out the history and just meet the woman 

but at the end of the day that means another visit to do that so in a 

way it's better just to get it all done. Because I'm thinking about that 

complaints thing whether it should go together at the first visit or 

whether it's good to go over it at the next visit. I decided and was 

thinking about it and thought, I think it's just something else to 

remember to bring to the woman. It is an added thing for me. 

Whereas in a way if you get on with it all in the one visit and 

checking it off, especially taking your time with the history {Midwife 

Rena, 2: 79) . 

It may be more convenient for the midwife to fill out all the forms but it 

may not be the best time for the woman. A large amount of information 

was given to women using the pack of pamphlets. Time was also spent 

filling out the antenatal forms. Given that a first antenatal visit could 

last up to two hours the practice of giving and receiving information 

needs to be reconsidered. If, as is suggested by Miller { 1994), there is a 

limit to the amount of information that can be absorbed at any one 

time, then it is crucial that only the most relevant information be given 

at the first antenatal visit. When asked what information could be left 

out one midwife said: 
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Probably family history and medical. history to a certain extent could 

be. I tend to do it all at once. It could be left out because it is quite a 

mammoth effort that first visit (Midwife Donna, I: 288). 

Galloway (1994) believes that an important part of the first antenatal 

visit in hospital is the completion of the antenatal records by the 

midwife. It may not be such an important part of the first antenatal visit 

done by an independent midwife. Information can be gathered by the 

independent midwife over time as she '"ill be the only midwife providing 

care. By not filling out the antenatal notes at the first visit, the visit 

could be considerably shortened. Information that needed to be 

addressed included information identified as important by the woman 

and specific details on how to contact the midwife. The midwives could 

then assess the most appropriate time to complete the other tasks. 

Giving Choices 

Midwives regard the information that was given out to women at this 

visit was necessary to assist women to make informed decisions in the 

future. 

We are helping you in giving you lots of choices so you can make up 

your mind about what you would do with (labour) pain or whatever 

so that you would instruct me basically (Midwife Joan, FAV: 24) 

(I am) making. it really clear that this is their pregnancy and their 

baby and their body and that they get to make the choices, you 

know about what sort of care they are wanting and that there are 

choices in care and that my role is really to give them as much 

information as they need. I usual.ly spell that out in ·the first visit, 
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what my role is, and to gi.ve them as much information as they need 

to help support them in their own pregnancy (Midwife Cath, 1: 38). 

Brown and Lumley (1994) found in a quantitative study that not having 

an active say in decision making was associated with a sixfold increase 

in dissatisfaction among women in their first pregnancy and a 

fifteenfold increase in dissatisfaction among women having their second 

or subsequent pregnancy. The findings in Kenny, King, Cameron and 

Sheill's ( 1993) quantitative study reinforced the importance of providing 

women with information in order to make choices for the maternity care 

which best suits their needs. They did not address the issue of women 

being overwhelmed by the visit and their ability to focus on all the 

information that was given. 

Providing Individualised Care 

In this present study individualised care being offered to pregnant 

women at the first antenatal visit mainly involved remedies for morning 

sickness. The knowledge base of the midwives on the subject of 

complementary therapies varied from some having a very limited 

knowledge to some having studied complementary therapies in depth. 

Compleme ntary therapies 

One midwife infofI1:1ed the pregnant woman that she consulted with 

another midwife who had good knowledge on various complementary 

therapies. 

I worked with (name) who has her own clients but we work very 

closely together( ... ) She brings the added advantage that she has 
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homeopathy, naturopathy, acupuncture all sorts of added things 

which Ileamfrom her(Midwife Joan, FAV: 44). 

Three of the midwives in the study used complementary therapies in a 

limited way or as a sideline to the standard care provided. 

I know a little bit about it. I don't know a lot and it is something, 

homeopathy in particular, that I wanted to fallow up on. It is a 

sideline and someone said at a review, it was the College of 

Midwifery, these things could be charged out as separate things 

because midwifery actually, there's so many little things that you 

can draw in from midwifery that you know, homeopathy, 

acupuncture, acupressure, massage, all those things which are all 

helpful in your practice, but they are sidelines (Midwife Dana, 2: 

466). 

Another midwife discussed a woman's sensitivity to candida albicans 

(thrush) and her fear of developing it in this pregnancy. The midwife 

gave her a little information on the subject but knowing her limitations 

she recommended the woman needed "a good homeopath" {Midwife 

Gloria, FAV: 862). 

You can take either yoghurt or tablets or whatever, just to keep the 

gut ticking along so you don't get thrush (Midwife Gloria, 1: 913). 

Another midwife tells women that she is not qualified m any 

complementary therapies. 

I'm not overt about it (complementary therapies). A little bit about 

homeopathy, a little bit about massage but I am not qualified in 

anything and I always tell the women that {Midwife Rena, 2: 155). 
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One midwife was qualified in complementary therapies but she waited 

for direction from women as to their use. This midwife preferred to be 

led by the woman and felt the responsibility for the use of 

complementary therapies lay with the woman. If anything should go 

wrong the midwife did not believe she should be held accountable. 

If they use them then that's fine and I am quite comfortable with 

that, but be really clear that they are taking that responsibility 

themselves and that even though sometimes they might be safer 

than having medical treatment but there still has to be a few more 

questions around them. There is usually a bit more discussions 

around that. Finding out where they are with them. Quite often I will 

say to people if they don't use those normally then possibly it might 

be a good idea not to use any, be safe not to use any. I could try to 

say to provide that there is an option but not to sort of push them 
. 

one way or another but to find out where they are with it (Midwife 

Ca th, 1: 295). 

The term 'complementary therapy' is used when treatments work 

alongside conventional medicine (Hotchin, 1996). In the case of 

midwifery some treatments being used by women are used alongside the 

standard care being offered by midwives. While midwives are showing 

interest in the use of complementary therapies and there are plenty of 

articles on the subject related to midwifery there is very little published 

research (Hotchin). 

Some midwives have developed knowledge in the area of complementary 

therapy because of pregnant women's interest. Other midwives have a 

particular interest in complementary therapy themselves. 
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Getting to Know Each Other 

A relationship was beginning to develop between the midwife and the 

pregnant woman. This was developed within an atmosphere of 

informality, through the introduction of the midwife and her services 

and the exchange of information. One midwife described the 

development of the relationship by saying: 

An antenatal uisit is the start of the relationship. The sort of not 

quite chit chat but, you know what I mean, the sort of getting to 

know each other (Midwife Bridget, 1: 344). 

One midwife was aware of taking on the responsibility of care over a 

period of time. 

You establish some of the relationship and it's sort of, it's sort of 

like, making that commitment to be involved in that pregnancy with 

her. It's providing the opportunity for what needs to come up with 

her whatever that is (Midwife Cath, 1: 193). 

Some midwives identified working within a relationship that they 

defined as a partnership. 

I guess the whole philosophy of working in partnership with women 

is how I want to work anyway. Like I always wanted to work like 

that before I became a midwife so that's the thing that is really 

important to me {Midwife Cath, 1:9). 

I think probably the title (partnership) that I work under says it all 

for me - partnership, pregnancy care and for me it's trying to 
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develop a liaison with a woman and the family so that the woman is 

the stronger power of our partnership (Midwife Joan, 1 :7). 

Other midwives did not identify the relationship as a partnership but 

preferred to look at it as mutual respect or some form of friendship. 

It's just that you want to be friends. Well it's a professional 

friendship and in some people you are actually more like a friend 

than other people (Midwife Rena, 2: 160). 

I don't think it is a partnership. They (midwifery authors) talk about 

us ( ... ), about respecting each other's values I think isn't it. It's 

about her, the woman respecting me professionally, expertise or 

opinion or whatever you want to call it and it's about me respecting 

her values and her beliefs and taking on board what she needs( .. .) 

Well it's not a real friendship because you don't see them again 

(after the post natal period) do you? You know unless they get 

pregnant again and it's lovely to go back and see them all again but 

it's not a real friendship (Midwife Dana, 1: 152). 

Tinkler (1998, p .34) believes an established relationship between women 

and midwives enable women to feel: 

more at ease generally, to feel that choices and decisions were 

informed and made in partnership with midwives; to access 

information; and to feel confident about the pregnancy, labour 

and delivery. 

Guilliland and Pairrnan (1995) defined the midwifery relationship as a 

partnership. The Midwifery Handbook for Practice also maintains that 

"midwifery care takes place in partnership" (NZCOM, 1993, p. 7) . 

According to Gooch (1989. P.45) it is in partnership that a midwife's 
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status would become that of a "true practitioner, recognised by both 

clients and doctors". Bayntun-Lees (1992) believes partnership means 

establishing a close relationship based on equality and mutual 

commitment, emphasising teaching to enable individuals to make 

informed choices and to participate actively in their care. 

Friendship was another term used by midwives in this study to describe 

their relationship with women. Friendship is voluntary and friends 

choose the extent to which they will accommodate each other, there is 

an exchange between friends that includes intimacy and love often with 

a sense of history (Caroline, 1993). Caroline, in her concept analysis of 

a close friendship, goes on to describe the consequences of friendship 

which include the feeling of being loved, connected, enhanced self 

esteem and empowerment, providing companionship and social 

support. In an analysis of the relationship observed, the woman and the 

midwife at the first antenatal visit would not meet the requirements of 

friendship and so the midwife/woman relationship is not a true 

friendship. Once the need for the midwifery relationship is over the 

individuals do not have the bond of affection or commitment to each 

other necessary for the relationship to continue (Pairman, 1996). 

Midwives seem to have different views when trying to describe what 

their relationship is with women. Is it a friendship or is it a partnership? 

On observation it would seem that the relationship had elements of a 

developing friendship. It was observed that there was a considerable 

amount of laughter between the midwife and the woman, they were 

seated in a relaxed fashion and showed signs that the midwives were 

attempting to empower women by giving them information needed to 

make their own decisions, and social support was being offered. The 

fact that the relationship is not totally voluntary, having been entered 
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into because of the woman's need for the midwife's professional care 

and support, the word friendship may be an inappropriate description 

of the relationship (Bignold, Cribb, & Ball, 1995). Befriending may be a 

more appropriate word to use as it involves "emotional labour which is 

defined as listening, being there, talking and waiting mixed with giving 

direction, advice or actively making plans" (Bignold, Cribb & Ball, 1995, 

p.1 78). Pairman, discussing her research at the NZCOM Conference in 

1998, brought together the concepts of partnership and friendship. 

"Midwifery partnership means professional friendship. A term which 

advances our understanding of the relationship midwives and women 

have together, including its significance at a personal, professional and 

political level" (Pairman, 1998, p.3). Pairman's findings are congruent 

\.Vith the findings of the present study. 

The relationship as a partnership was difficult for some midwives to 

accept. Sylvester and McTavish (1998, p.73-74) defined partnership as 

"an interpersonal relationship between two or more people where goals 

are set using a collaborative process, to the benefit of each partner". At 

no time during the first antenatal visit did the midwife try to find out 

what kind of relationship the woman wanted nor were there any signs of 

goal setting. Without this kind of collaboration there is a possibility that 

the relationship being offered by the midwife may not be the kind 

requir~d or desired. This was identified by one midwife. 

Sometimes you get it wrong. You get people who are not wanting to 

get all that (information) from you. A couple of people gave me 

flack and !think it was because I gave them too much (information). 

It's not what they were wanting. They wanted to keep it very, 

almost doctor like. Come in and do my blood pressure and check 
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my wee and they didn't want all that other stuff So you get it wrong 

(Midwife Donna, 2: 510). 

Relationships with midwives who had attended the women in the past 

were observed to be different from women who were pregnant for the 

first time. There was more reflection on past shared experiences and 

women were visibly more relaxed. 

I guess the main thing for me was just that it was really nice that it 

was very connecting with me and very connecting with her and 

finding out where she is and sort of just setting the stage for setting 

things up for her antenatal care (Midwife Cath, 1: 03). 

There was not enough data to be able to draw any conclusions about 

the differences observed between the three women who were pregnant 

for the first time and other pregnant \vomen. The present research can 

only highlight that differences were noted. 

The part of the model presented in this chapter is presented overleaf in 

diagrammatic form. The midwives are setting the stage for the future, 

with the introductions, the information exchange and their attempts to 

keep the visit informal. 
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SUMMARY 

The first antenatal visit is a full visit and can last up to two hours for a 

payment to the midwife of only $25. I have questioned the amount of 

information that was given out and the necessity of filling out the 

antenatal records. The relationship as a partnership has been disputed 

by the mid·wives and defining it as friendship has not been accepted. A 

professional friendship seems to fit more comfortably with the 

observations that took place. With the stage being set by the midwife, a 

woman could expect that future visits made by the midwife would be 

informative and that she would have the opportunity to make decisions 

concerning her care in an atmosphere of informality. In Chapter four 

the paradoxes that exist when independent midwives try and deliver 

maternity services to women are examined. 
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CHAPTER4 

THE PARADOXES 

INTRODUCTION 

The previous chapter examined the involvement of the midwife in the 

context of the first antenatal visit. This chapter takes a deeper look at 

the midwives' encounters and unearths several paradoxes that exist. 

These paradoxes involve the delivering of midwifery care which midwives 

are contracted to provide, against trying to provide woman-centred care, 

trying to run a successful business and maintain a good relationships 

with the women's GPs. The synonyms given for paradox are 

contradiction, inconsistency and incongruity (Microsoft, 1995). 

Incongruencies, inconsistencies and contradictions will be identified 

within the paradoxes. 

THE PARADOXES 

The paradoxes identified pull midwives in different directions and may 

impact on the delivery of excellent midwifery. Midwives identified the 

difficulties they experienced in trying to meet the needs of women. The 

midwives did not use the words "woman-centred care" but it became 

obvious from the analysis of the data that midwives were trying to 

provide woman-centred care. 

Midwives identified the difficulties that they encountered in delivering 

maternity services in a business environment. The midwives' 

philosophical beliefs were not consistent with the financial rewards 
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available. Midwives are trying to provide a servtce based on their 

philosophical beliefs which are not reflected in the contract that they 

are required to work with. One of the financial frustrations, involved 

GPs having access to the midwives' budget. This means that if a GP sees 

a pregnant woman for a pregnancy related condition and the doctor is 

not the LMC then the doctor can claim a fee from the Health Funding 

Authority (HFA) that will be paid to the GP out of the LMC's budget. The 

LMC has no control over this system. Midwives were very frustrated that 

a GP was able to claim from the midwives' budget, without the midwife 

having any control. 

Independent Midwifery Care and Woman-centred Care 

The first paradox identified was that of trying to provide an independent 

midwifery service while also trying to deliver woman-centred care. 

Woman-centred care is defined as the woman being "the focus of 

midwifery care, and it is she, in partnership with the midwife, who 

identifies her priorities for care" (NZCOM, 1993, p.48). Woman-centred 

care 1s seen as good maternity care (Expert Maternity Group, 1993; 

Taylor, 1994; Williamson & Thomson, 1996). It is a philosophy of 

practice as much as a way of practicing. The need to provide woman

centred maternity services, taking account of women's views and 

specifically addressing their need for choice, control and continuity of 

care, has been advocated (Laslett, Brown, & Lumley, 1997; Taylor, 

1994; Williams, 1994; Williamson & Thomson, 1996). Woman-centred 

care has been well .defined in the Changing Childbirth Report (Expert 

Maternity Group, 1993) and upheld by the NZCOM. The important 

principles promoted in this report include: 

• Every woman is unique and services should recognise the special 

characteristics of the population they are designed to serve. 
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• The woman and, if she wishes, her partner, should be encouraged to 

be closely involved in the planning of her care. 

• Every woman should be given the name of an individual midwife who 

works locally, to whom she can go for advice and help throughout 

her pregnancy. 

• Antenatal care should take part as far as is practicable in the local 

community with ready access to specialist advice should it be 

necessary. 

• The woman should feel secure in the knowledge that she can make 

her choices after full discussion of all the issues with the 

professionals involved in her care. 

In this present study, Dana partly e~"µressed woman-centred care as 

"vibes" that women were giving in the early stages of the midwife-women 

relationship she stated: 

(it was like) trying to get the feeling for this (what women want} 

without knowing somebody particularly well and you re ly a lot on 

not so much on what is being said as what vibes you 're feeling 

(Midwife Dana, 2:524) . 

Woman-centred care was defined by one midwife as individua lised care. 

That's the thing I really like about being independent is that I like 

not fzaving a routine with every person because every p erson's 

different and so I like actually being able to give care to them as an 

individual (Midwife Ca th, 1: 220). 

For Bridget woman-centred care meant that the person she had the 

most important relationship with would be the woman. If the woman 

decided not to involve other members of her family in this pregnancy 
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that was her choice. The woman, not the family and not the father, was 

the centre of care. 

Because I feel my main relationshi.p is with her. And it is with him 

and with her mother secondarily I suppose (Midwife Bridget, 

1:380) . 

With the main relationship being with women it was to women that the 

information was directed. Women were given a lot of information at the 

first antenatal visit and were encouraged to be part of the decision 

making process. 

This is your pregnancy and your birth. It is your decisions that you 

are making and I am here to help you in these decisions. I am not to 

tell you what it is. Because there is not just one way of doing things 

(Midwife Bridget, FA V: 1202) . 

The midwives in this study were able to verbalise in their own way their 

belief in Woman-centred care but in practice there were some 

inconsistencies. Standardised care, as reflected in the use of the 

antenatal notes and the information pack, was being delivered to 

women regardless of whether the woman needed it or not. There seemed 

to be little understanding about what women needed and wanted at the 

first antenatal visit. This may partly be due to the lack of research into 

this area. 

Research into woman-centred care may assist midwives in addressing 

the difficulties that can arise for the provider. Gloria felt there was too 

much emphasis on centering care and meeting the needs of women and 

not enough discussion about keeping midwives safe from overwork and 

stress. 
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That it's all women's rights. And I just sit back and take a big 

breath and say yeah yeah that's fine but what happens, who looks 

after the midwives and what about our rights. Our job's on the line 

(Midwife Gloria, 1: 259). 

The example she gave was of a woman wanting a home birth after 

experiencing difficulty with her last home birth. Gloria refused to attend 

the home birth but feels that she may be criticised for her decision. 

I've got one coming up at the moment whi.ch I think is going to be a 

problem and she's a girl who I had a home birth on last time but we 

had difficulty with the shoulders. And I had said to her at the time, 

you have another birth, I said I will not do it at home. You will have 

to be in hospital. So she got pregnant again and rung me up and we 

went through it again and I said I will not do this at home, it has to 

be done in the hospital. And so she's rung around all the other 

midwives to find out, to find somebody to do it and they've 

fortunately for me, they've all said no (Midwife Gloria, 1: 223). 

Declining to meet a client's wishes may mean that the midwife runs the 

risk of losing the woman as a client and so losing the financial rewards 

associated with providing care for that client. The midwife has to weigh 

up the need for business with the need to keep herself and her client 

safe. 

The partnership should be able to accommodate the needs of both the 

midwife and the \vomen. Only the midwife's responsibility to the client, 

to the wider community and to colleagues and the profession are 

identified in the midwives' Code of Ethics {NZCOM, 1993), and the gap 

is also present in the literature. What is stated in the Code of Ethics is 
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that midwives are expected to "support and sustain each other in their 

professional roles and actively nurture their own and others; sense of 

self worth" (p. 12). The midwife has a responsibility to ensure that she 

has a balanced life and workload. 

Being on call twenty-four hours a day seven days a week is a big 

commitment for midwives. It would seem that the demands of women 

are very high as are the midwives desires to offer women a quality 

service. At the moment woman-centred care gives women unlim~ted 

access to a midwife (Flint, 1993). Midwives are keen to deliver a high 

quality service but the needs and the demands of women can be too 

great. 

They are quite demanding of you. They are quite demanding of you 

and they will ring you up at ridiculous times 7 p. m. on a Friday 

night and say "oh I have had this pain all week", you know and you 

think oh (Midwife Dana, 2:449). 

Rena, as a relatively new independent midwife, said: 

When you first start out you really try to accommodate women and 

you then end up going over the score a wee bit (Midwife Rena, 

2: 115). 

It would seem from the literature that some midwives want women to be 

honest, to have knowledge and respect of the legal status of midwives 

and to agree to abide by the midwives' protocols. Midwives want women 

to be on time for appointments, to understand and meet their 

obligations to their midwife and to trust in birth and in their midwife. 

(What midwives want from their clients, 1995). If midwives know what 

they want from women then there needs to be some process for 
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communicating this to women. This type of communication between the 

midwives and the women did not take place at the first antenatal visit. 

When discussing the business side of mid\.vifery, Rena identified the 

need for guidelines. 

I think mainly trying to keep it like a business as far as visits and 

time wise are concerned. I think that's important because when you 

first start out you really try to accommodate women and you then 

end up really going over the score a wee bit. Maybe if that was 

made clear from the start in some way some how then it might be 

advantageous not to go over the score because you will end up 

burning yourself out completely and it is not worth it (Midwife Rena, 

2: 137). 

"Burning yourself out" 1s the mam problem facing midwives in this 

study as they try and deliver a woman-centred service. At the first 

antenatal visit the midwives are showing signs of trying to adopt some 

of the important aspects of woman-centred care. All the women had a 

named midwife who was on call and accessible twenty-four hours a day. 

The antenatal visit took place in the community, and women were 

informed that they would be encouraged to take part in decision making 

in the future, thus the foundations for the development of woman

centred care for now and in the future were laid. The question now 

needing to be addressed is: how can midwives and women work 

together to develop a service that is fair to women and midwives? 

The paradox is that if midwives continue to meet the needs of women as 

discussed in this study, then the self employed independent midwife 

may not survive. There needs to be a balance and it would seem that 

this balance, for the midwives in this study, has not been reached. 
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Independent Maternity Care versus Running a Business 

The attempts to deliver woman-centred care take place alongside the 

midwife running her own business with both financial and legal 

responsibilities. Woman-centred care takes time. Time is needed to 

develop the relationship, to provide education to allow women to make 

informed decisions and to deliver the care in the community. The 

paradox is that the midwife is being paid $25 for the first antenatal visit 

which is not commensurate with the demands of woman-centred care. 

For a business to be successful there is a need to gain and maintain a 

solid client base. This is described by Gloria: 

But that initial visit is actually quite important because we 're a 

business and if they don't like you then they say "n, o I don't want 

you". Not that I've had anybody do that but you know, they're 

entitled to do that and umm, and maybe they don't recommend you 

to anyone else. And so you really do put on a bit of a show (Midwife 

Gloria, 1:1317). 

Under the old system, where midwives were employed by a hospital, 

they did not need to gain or maintain a client base. 

Running a business also involves managing contracts, legal 

requirements and finances. Dana leaves some of the paper work to her 

husband as her knowledge about tax and GST (Government Service 

Tax) is limited. 

Ifill out the paper and do the claiming, he (husband) does the GST 

and the tax and stuff like that, so I don't do that. I have to say I am 
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very naive about it, I wouldn't know lJ.!here to begi.n (Midwife Dana, 

1: 379). 

The business side of midwifery is new and the independent midwives do 

not seem confident in it. On asking a midwife if she was prepared for 

the business side of practice she replied: 

Not at all, absolutely not at all. No. I just watched other people and 

kept my ears open and picked lots of little bits up and things like 

that (Midwife Rena, 1: 125). 

One midwife was very unhappy with the payment system. A lot of time 

was taken up with completing forms and a lot of frustrations were 

experienced over claiming payment. Midwife Cath expressed her feelings 

about the whole payment system by saying: 

The system we are being paid by absolutely stinks (. .. ) it just makes 

no sense at all. ft's completely frustrating, it's really unjust and it 

doesn't seem to matter how much noise we make about it, it doesn't 

change. ft's changed a tiny little bit (Midwife Ca th, 1 :328). 

From observing the first antenatal visit the part of providing a service 

that is related to running a midwifery business is not well handled. The 

foundations being laid at this visit for the future are not conducive to a 

well-run business. 

With midwives being on call 24 hours a day seven days a week, it was 

surprising that none of the midwives in this study employed an 

assistant to undertake their paperwork. Caroline Flint, a well-known 

English midwife, found an assistant to be invaluable in her practice 

(Flint, 1993). This assistant answers the phone, makes appointments, 

relays messages and runs an invoicing system producing all the letters 
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necessary. This leaves more free time for the midwife either to practice 

midwifery or to have time to herself. A good assistant would make up for 

the midwife's lack of business knowledge thus removing a considerable 

amount of stress. 

The payment received for being the LMC is to cover the cost of delivering 

appropriate maternity care. There is nothing to say that the midwife has 

to do everything herself. A full time assistant could be employed to serve 

a number of midwives thus sharing the costs. 

With the present payment system it would be quicker and more 

profitable if the first visit was a shorter visit. This would involve 

informing women of the service and providing only the amount of 

information required by the individual women at their particular stage 

of pregnancy. The process of form filling could easily wait until women 

are around sixteen weeks pregnant when they signed up with their 

midwife who then officially becomes the LMC. Many women may even be 

able to fill out most of the forms themselves. 

Visiting the woman's home during the antenatal period may not be cost 

effective for the midwife. This places midwives in a dilemma as home 

visiting is more congruent with woman-centred care . The midwife in this 

study who held the first antenatal visit in her own home had more 

control over her time. She did not have to deal with unplanned 

interruptions in the woman's home and therefore the visit was of 

shorter duration. A cost-benefit analysis would be able to weigh up the 

monetary benefits ·against the disadvantages and help in deciding 

whether home visiting should continue. More business planning needs 

to take place so as to deliver a good business plan for future midwifery 

practice. 
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Independent Midwifery Care versus Competition 

Running an independent midwifery business can bring midwives into 

direct competition with the medical profession as GPs and midwives are 

competing for the same clients but offering a different service. GPs and 

midwives should be collaborating with each other in order that the 

woman receives the best possible care during her pregnancy, rather 

than competing against each other. 

Women may need to access medical care from a GP during their 

pregnancy for non-pregnancy related issues. All women in this study 

were instructed by the midwife to consult with them first before going to 

see a GP to prevent GPs from claiming a portion of the midwife 's budget. 

Tfds is probably an appropriate time to just say to you that we are 

professionals in our own right so we can prescribe anything to do 

with pregnancy. OK. So if you have, for instance, a urinary infection 

or vaginal infection we can write {a prescription) for that. We can 

help you out with that. If we think it's medical, for instance if you 

had an asthma attack, we would need to send you to your GP. But 

we do suggest that you ring us first and check out what it might be 

{Midwife Jean, FAV:353). 

Informing women of what a midwife can do is, in a way, clarifying what 

service they do or do not offer. Instructing women to contact the 

midwife for a non midwifery event is not a satisfactory situation in 

which to place women. Midwives need to work towards changing GP's 

access to their budget and refrain from controlling women's rights to 

contact their GP when they wish. Another midwife went on to explain 

the situation to one woman by saying: 
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Sometimes it's really clear that it's a pregnancy-related thing but 

sometimes it's hard to tell, like infections being treated as part of 

pregnancy, so if you are not sure just phone me and have a chat 

(Midwife Cath, FAV: 247). 

They (GPs) basically have access to our budget as much as they 

want and what's more is when they do it during the weekend or out 

of hours, there is no extra payment for us when we do that sort of 

work (visit the women out of normal working hours). When they 

see our woman outside working hours the payment to them is $45 

so they take (the payment received by the midwife for) half the 

trimester visit in one ten minute weekend visit to their surgery 

(Midwife Cath, 1 :352). 

Under the present arrangements if a woman sees a GP for a pregnancy

related condition the GP can claim on the midwife's budget. On 

discussing this with the HFA advisor m Hamilton (Personal 

Communication HFA Advisor, 1998) she informed me that the GP 

should only be charging for the visit if the GP has made every effort to 

contact the midwife to no avail or that the midwife had agreed to the 

payment. The midwife may not agree and arrange to see the woman 

herself. This did not seem to be happening. All the midwives in this 

study carried a pager and had answer-phones and could easily be 

contacted. One midwife gave an example: 

She (the pregnant woman) had gone to the doctor with a sore throat 

and they looked down her throat and said it's red you must have 

heart bum and so therefore it's pregnancy-related and charged me 

$45! So I wrote a letter to the doctor and said I didn't really feel that 

was warranted and could I have my $45 back and then they had a 

meeting and said no they thought it was pregnancy-related to them. 
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I have to say she went back to her own GP a few days later and got 

some antibiotics for a sore throat (Midwife Dana, 1 :390). 

When the woman was prescribed antibiotics she would have paid for 

that consultation, and the GP would not have claimed a fee off the 

midwife's budget. This incident was nearly a year ago and this midwife 

had still not received a reimbursement of the $45. Gloria questions this 

practice by saying: 

And it gets whacked off me (T,augh). No other profession has money 

docked from their module (bulk funding) without any consultation. I 

mean like who would put up with it? (Mid·wife Gloria, 1 :870) 

Midwives feel they have to prepare women now for the future use of the 

GP services if they are to be the LMC thus preventing unnecessary 

money being taken off their budget. This payment scheme is not 

conducive to good collaboration between GPs and midwives. 

The media have been involved in fueling this discomfort. Masters (1998, 

p.A13), writing in the New Zealand Herald, describes the maternity 

scheme as "a scheme that has pitted midwife against GP and vice-versa 

in the name of putting the lid on rising costs". She goes on to describe 

the history behind the rivalry by stating that: 

The trouble started in 1990 with a change to the Nurses Act that 

meant that midwives were able to claim the same fee and rates as 

GPs. Often they collected more because they spent more hours 

with women. Some doctors resented this (p.A13). 

The arguments put forward by the media against midwives were that 

midwives were not safe to practice. In the early 1990s television 

programmes (Television New Zealand, 1992a; Television New Zealand, 
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1992b) and a leading newspaper article {My life is ruined, 1992) singled 

out midwives for criticism even though the incidents highlighted took 

place before the change to the Nurses Act in 1990 which allowed 

midwives to take full responsibility for normal pregnancy care. Members 

of the medical profession were in charge of the cases in question. In the 

past midwives had no statistics regarding their practice to use to defend 

themselves against this type of publicity. 

Since the initial bad press from the media, statistics are beginning to 

show that midwifery-only care is a safe option for women. According to 

the Ministry of Health ( 1998) statistics for 1995 the perinatal mortality 

rate in New Zealand has never been so low. The total perinatal death 

rate decreased in New Zealand by 29. 9% between 1986 and 1995 when 

the latest numbers were available. The total perinatal mortality rate of 

6 . 1 per 1,000 total births in 1995 was equal to the recorded low rates 

1993 and 1994 (Ministry of Health, 1998). It is assumed from these 

figures that midwifery-only care, that commenced in 1990, has made a 

considerable contribution to the decline in the above mortality rates. 

Without being able to give accurate data on the percentage of births 

undertaken by independent midwives during that period it is not clear 

exactly what difference independent midwives have made. A 

demographic profile of self employed midwives in New Zealand 

developed by Guilliland (1996) recorded that the number of births with 

full midwifery care was 49.5%> of the births in her sample. Auckland 

National Women's Hospital (1996, p.106), in their annual report, 

r ecorded independent midwives having 3.5% of bookings ending with a 

perinatal death. GPs recorded a figure of 7.7o/o of bookings ending in a 

perinatal death. 

Throughout New Zealand GPs are ceasing to provide maternity care to 

women. One woman, reported in the New Zealand Herald (Masters, 

1998), had contacted seventy-three GPs in a fruitless search for a GP to 



76 

deliver her baby. From July to September 1998 there were 451 GPs 

providing care, a drop from 845 in the same quarter of the previous year 

(The Daily News, 1998). In the same article Karen Guilliland is quoted 

as saying that more than 60% of women currently choose a midwife as 

LMC. If this is the case there will be fewer women choosing a GP and it 

may become difficult for GPs to keep their skills up to a safe level of 

practice. The midwives in the present study would refer women to the 

obstetrician if complications in the pregnancy arose in accordance with 

the National Referral Guidelines (Transitional Health Authority 

Maternity Project Team, 1997). 

The part of the model presented in this chapter is outlined in 

diagrammatic form overleaf. "The paradoxes" are linked to the midwife 

explaining her service. 
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SUMMARY 

The midwife is the person at the first antenatal visit who sets the scene 

for future care. This involves balancing the paradoxes that exist when 

the midwife attempts to deliver woman-centred care, run a business, 

deal with competition from the medical profession and an unfair 

payment system. Woman-centred care would seem to be one-sided with 

not enough consideration being given to the midwife. Self employed 

independent midwives with their own case loads provide an ideal service 

for women. This service is not without difficulties for midwives as they 

are on call twenty-four hours a day seven days a week. There is an 

imbalance between the payment received for this visit and the amount 

of time a midwife spends on the visit. To make it financially viable the 

first antenatal visit needs to be a lot shorter and an analysis of the 

benefits of home visiting needs to be undertaken. The final paradox that 

exists lies in the competition that exists between GPs and midwives. The 

payment system gives GPs unfair access to the midwife's budget 

resulting in the potential for antagonism between them. 

These paradoxes have arisen because of the introduction of the Nurses 

Amendment Act in 1990 and changes to Section 51 of the Health and 

Disability Act (Health and Disability, 1993). This brought in a new way 

for midwives to deliver midwifery services and put them in direct 

competition with doctors. Few, if any midwives, were prepared for this 

transition. There were no well-defined guidelines developed to assist 

midwives in the transition from hospital midwifery to independent 

midwifery and certainly no guidelines instructing women on how to use 

the service. Midwives courageously left the hospital setting with little or 

no business knowledge and had to learn as they went along. Now nearly 

ten years after the introduction of the Nurses Amendment Act ( 1990) 
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this research has been able to identify some of the paradoxes that exist 

for the independent midwife in providing the first antenatal visit. In 

Chapter five the first antenatal visit will be examined from the pregnant 

woman's perspective. 
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CHAPTERS 

GETTING TO KNOW MY MIDWIFE 

INTRODUCTION 

The scene for the first antenatal visit has been set, the midwife's 

contribution explored and the paradoxes identified. There would be no 

scene without the participation of the pregnant woman. In this chapter 

the women's perspectives of the first antenatal visit are investigated. 

OBTAINING INFORMATION BEFORE THE FIRST VISIT 

Before getting to know the midwife there was certain information that 

pregnant women needed. Without the women taking these steps the 

first antenatal visit would not occur. Obtaining information involved 

confirming the pregnancy and seeking information on the availability of 

maternity services. The pregnant women all consulted a number of 

people before the first antenatal visit took place. 

Confirming the Pregnancy 

On missing a period the first information sought seemed to be the 

confirmation of a pregnancy. Women used a variety of familiar services 

to obtain a pregnancy test. Some women got a pregnancy test done at 

the family planning clinic. 
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Cause I went and got the test done at the family planning clinic by 

myself and I had to walk home and I bet you the people in their cars 

would be thinking what is that big grin on her face (Donna, 1: 56). 

Another woman wanted to go to the family planning clinic and get a 

specific person to do the test and be part of the enjoyment of sharing 

the news. 

I just waited for about two weeks then I got tested. She sort of knew, 

like the last time I had seen her she was to update me with my pills 

and I said don't bother. She goes "I've got to do the test". So she sort 

of knew. She said "you are going to be parents" (Jana, 1 :34). 

One woman went first to a private medical centre and got a negative 

result but visited her own doctor a few days later and got a positive 

result. 

(I) went to the medical centre. I just went there and it was negative 

and about four days later I went to my doctor. I went to my doctor 

and that was positive (Carol, 1: 69). 

Another woman delivered a urine specimen to her GP surgery and 

phoned up for the results. 

I just dropped in a sample in the morning and they said "stay and 

wait" and I said "no I can't, I've got to get my daughter to day care". 

I was meant to be working and I was actually really really busy and 

I umm rang them back at about eleven in the morning (pause) and 

they said "yep, it was a positive test" (Karen, 1: 622). 
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Women's reactions to being pregnant varied. For some it was the feeling 

of shock, for others it was disbelief or joy. 

I was just so excited (Donna, 1 : 56). 

I just waited for about two weeks then I got tested. I was going to 

wait longer but it got the better of me (Jana, 1 :34). 

She told me over the phone (the results of the pregnancy test), yep. 

I was just amazed (pause) I'd, I'd totally talked myself out of the 

fact that !might be pregnant (Karen, 1: 622). 

For one woman the need to confirm her pregnancy developed some 

urgency when she was told by a friend that if she wanted a specific 

midwife she had "better make sure you get in early" (Karen, 1: 68). All 

women in this study had a pregnancy test done before seeking 

midwifery care although pregnancy testing is part of the midwife's role. 

Seeking Care 

The seeking of maternity care was the first step for women to get to 

know their care provider. Wornen obtained information about maternity 

care from various sources. 

My friend is actually pregnant at the moment and she's told me all 

about it (Donna, FAV: 233). 

I'd already talked to Peter(husband) about the fact that !would like 

to have Gloria (the midwife) again. And he was quite happy with 

that, so I already knew that, umm, my friend Jackie has Gloria at 

the moment, she's pregnant and I'd said to Jackie that, you know, 
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we discussed it. This was before I was pregnant and Jackie said 

"look Gloria's really busy" (Karen, 1: 658). 

Those women who had been pregnant before all knew they wanted a 

midwife to care for them in this pregnancy. They had gone through the 

process of seeking care with their last pregnancy but still had to find a 

midwife who was able to provide maternity services. One woman wanted 

the same midwife as in her last pregnancy because of the good 

relationship that she had experienced previously. 

Basically as soon as I found out I was pregnant, well not as soon 

as, but once I sort of got on to about eight or nine weeks I thought I 

had better get on to her (selected midwife) because I would hate her 

to be booked out. Well because we had such a good relationship 

you know and it worked so well (Dot, 1: 32). 

During her last pregnancy one woman's GP suggested she have shared 

care with an obstetrician. This did not appeal to the woman so she 

chose shared care with her GP and a midwife. Karen explained it by 

saymg: 

I went to him (GP) when I was pregnant and he said "well as you 

know blah blah blah and I said what about a midwife?" And he was 

very anti at the time. And said that it was a first pregnancy and you 

never knew and blah blah blah and all the rest of it and so I came 

away from him feeling really uncertain about it. And inf act he was 

almost, like, to have shared care with a specialist okay, okay that 

was the option. And I came away from there and I actually had 

lunch with two midwives (Karen, 1: 207). 

One woman had shared care between a midwife and a GP with her last 

pregnancy but the midwife had subsequently moved out of the area. 
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She wanted midwife-only care this time but had difficulty in obtaining 

information about midwives. 

She (the practice nurse) asked me if I wanted to go to my GP, 

specialist or what. I said I hadn't decided but I think I would like to 

have a midwife. She didn't actually give me any information. Even 

when I saw my GP two days later to discuss my options because I 

knew they had changed since my last pregnancy. He didn't give me 

a list either. I said I was thinking about a midwife but he didn't give 

me a list either (Shona, 1: 25). 

Not to be deterred this woman then phoned the hospital to get the 

information she needed to find a midv .. ife. 

Well I thought midwives work at the hospital, and surely I will be 

able to find out about the independent ones. I rang up and someone 

managed to get hold of some names for me (Shona, 1: 42). 

The reason these women were seeking midwife-only care was because of 

their past experience of having shared care with a doctor and a midwife. 

Having experienced maternity care from a doctor the women all chose a 

midwife to provide care in this pregnancy. The women believed that a 

midwife would be able to provide a different kind of service to that 

experienced in the last pregnancy. 

The first visit with the other pregnancies were very brief as I was 

with a specialist. I decided to have a midwife this time (Shona, 2: 

57). 

The difference between the visits with Gloria (the midwife) and the 

visits with the doctor were just incredible. I would go in and I'd be in 

and out of the doctor. The nurse would take my blood pressure and 
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you know whatever and then I'd breeze in to see him and he'd have 

a wee poke and feel around and say yeah yeah.fine and I'd maybe 

oh ten, ten minutes, you know ten minutes probably not even that 

with the doctor. A lot longer in the waiting room (Karen, 1: 308). 

Having Gloria at home, it was more it felt like she was more 

involved (pause) and I say cared rrwre umm (Karen, 1:377). 

Dot and Karen go on to express their appreciation of the midwives who 

were with them during their last pregnancies. 

The birth was just great. She (the midwife) was just fabulous. It 

was part ofthe whole emotional thing you know (Dot, 1:36) . 

She (the midwife) was brilliant, brilliant (Karen, 1 :259) . 

For the women having their first child the steps towards getting to know 

their midwife were slightly different. Firstly they had to find out what to 

do. Women told me that they obtained information about antenatal care 

from the family planning clinic, friends or their GP. 

I asked at Family Planning. They gave me a pamphlet on different 

midwives and the lady there said that Bridget was a good midwife 

and she did home-birth and hospital births which was what I would 

like cause I would like to have my options open. And so I rang her 

and made the first appointment and yes I am really happy with her 

(Donna, 1: 79). 

Carol obtained her information "through one of (her) mum's friends" 

(Carol, 1: 105). 
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I went and saw my doctor ( ... ) mainly to see what to do. He gave me 

the name of some midwives (Jana, 1: 63). 

Patterson, Freese and Goldenberg ( 1990, p.29~) in their study similarly 

found that "consulting with others - spouses, friends, colleagues, 

strangers - was one way many women gathered information about 

prenatal care". 

Once the women had decided that they wanted a midwife the next step 

was to find a midwife who was able to look after them. For four women 

the first midwife phoned was available. For one woman the first midwife 

was unable to take her but the second midwife phoned was available. 

Another woman had to phone four midwives before a midwife was 

prepared to take care of her. 

Because the focus of this study was on the first antenatal visit provided 

by an independent midwife, seeking midwifery care was part of all the 

women's experiences. For some women it was as simple as making a 

phone call. For other women seeking midwifery care was more 

complicated as they did not have access to the necessary information. 

Patterson, et al ( 1990) found that the process for obtaining antenatal 

care can be as brief as making a phone call to set up an appointment 

with an existing care provider but the process may also be more 

convoluted. Once telephone contact had been made with the midwife an 

appointment was organised for the first visit. The next point of contact 

between the woman. and the midwife would be at the visit. 

Pae (1994), in a New Zealand article believes that the care undertaken 

by a GP is continuity of care and is not possible in any setting other 

than general practice. It seems quite acceptable to this medical author 

that it is the practice nurse (who may or may not be a midwife) who 
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takes a history and explores some of "'the myths and fallacies, fears and 

fantasies surrounding childbirth" (p. 77). It appears to be acceptable 

that it is the practice nurse who undertakes antenatal education. The 

women in this study who had experienced care as described by Pae had 

decided not to have a GP involved in the present pregnancy care. 

FOLLOWING THE MIDWIFE'S LEAD 

Once the midwife had successfully engaged a midwife the first antenatal 

visit was organised. At the visit the midwife set the scene, decided the 

content and structure of the visit and decided when to terminate the 

visit once she had completed all her tasks as outlined in chapter three. 

Although the visit was generally directed by the midwife, the women 

were neither passive nor non responsive to the way in which the visit 

was standerdised and the process of the visit 

Responding to the Home Visit 

The benefits for women having the first antenatal visit in the home 

included no waiting time, no need for child care and a more convenient 

appointment time. These benefits overcame the barriers to accessing 

institutional antenatal care identified by Maloni, Cheng, Liebl, and 

Sharp (1996). 

There was a very positive response to the first antenatal visit being held 

in the woman's own home. For one woman a home visit was important 

because she felt it allowed the midwife to know her better and for her to 

get to know her midwife. This woman saw a home visit as friendly. At 

this visit there was a lot of laughter both by the midwife and the 

woman. Their relationship was well established as this same midwife 
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had attended this woman during her last pregnancy. Karen explained 

the home visit by saying: 

(Having a home visit) was really important, it was really nice to 

have Gloria to come into the house because I felt that she knew me 

a bit more rather than yeah it was a two way thing yep.( ... ) I don't 

know it was just friendly, a lot friendlier yeah it was easier for me I 

think because it was my, it was my territory. You know so it felt 

secure for me (Karen, 1: 353). 

Having little children could cause problems in keeping appointments if 

the visit was not held in the woman's home. At the two visits where 

children were present they were running around, playing with their 

toys, reading their books and cuddling into their mums. Both the 

mothers and the children were in familiar surroundings. 

This is really important to me. I have two little children and there is 

often one of them sleeping. Getting to appointments with little 

children is really difficult. If eel relaxed in my own home (Shona, 

2:114). 

The woman who went to the midwife's home was asked about the visit 

in the midwife's own lounge. She described it as: 

Scary. Strange. But after a while I felt comfortable, I suppose. Going 

into somebody's else's house when I haven't met her before was 

strange. I would like to have known about what she does and stuff 

when you go (Carol, 1: 207). 

Carol, when asked if she would have liked the antenatal visit to be in 

her own home replied: 
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It didn't really bother me but I probably thi.nk that would have been 

better(Carol, 1: 213). 

As an observer, it seemed that the woman was less relaxed in the 

midwife's home as she sat on the edge of her seat throughout the whole 

visit. Not knowing what to expect did contribute to this nervousness. 

Waldenstrom and Nilsson (1993) noted that the home offered the 

greatest possibility of satisfying the women's need for control. The 

expectant parents are the hosts, the midwife the guest and the 

relationship between them is shaped accordingly. Methven (1990) 

believes that the advantage of the woman's home environment is that 

the woman is more relaxed. She may also have access to information 

required by the midwife that she would not have thought to bring with 

her to the hospital or a clinic. 

It was possible to make some comparisons between the first antenatal 

visit being held in the women's home and a woman visiting the 

midwife's home. The visit in the midwife's own home was the shortest 

visit, lasting only forty minutes and had fewer interruptions. 

In a partnership model of midwifery both the midwife and the woman 

need to be involved in deciding on the best place to hold the first 

antenatal visit. The process of getting to know the midwife appears 

easier in the woman's own environment as noted by Waldenstrom and 

Nilsson ( 1993) . 
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Responding to the Process Information Exchange 

The main part of the first antenatal visit, and that which took up the 

most time, involved the giving and receiving of information. This was led 

by the midwife and has been described as the midwife providing 

standardised care in chapter three. During the first antenatal visit the 

way in which the midwife asked the woman questions resulted in a 

question and answer session. This influenced the way in which women 

answered. 

Any blood transfusions? 

No. 

Are you allergic to anything that you know of, any drugs or plasters 

or whatever? 

No. 

Do you suffer from asthma or eczema? 

No. 

And your smears, are they up to date? 

Yep. 

You've had all normal smears? 

Yes. 

Do you smoke? 

No. (Midwife Dana and Jana, FAV: 220) 

The women were all presented with a large amounts of information. I 

will only give one example of this to illustrate the point that women 

listened and midwives spoke. 

On the back and that's what I was saying, put it in an important 

place, on the back it covers when to contact me and how to contact 

me. It says when labour begins but that is talking about labour at a 
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normal time in your last month of pregnancy. At the minute you 

need to know that you s1wuld contact me straight away if you have 

any bleeding, or your waters broke, if you went into labour early if 
you have any of these problems like long headaches, long vomiting, 

urine problems and more particularly with you we would be looking 

at that. If you thought you had a urine infection or anything like 

that. Or any unexplained or severe pain. Also once you are feeling 

your baby move which will be a bit further down the track once you 

know what is normal for your baby's movements if your baby 

doesn't move that day then you should give me a call. But I will be 

talking about that again later. Basically if you are worried about 

something you should call me. And I would always rather that you 

did than that you fretted for a month till the next visit when its 

something we could have easily sorled out over the phone. Basically 

don't hesitate to call. Also if you are worried about how she is (the 

baby). How you do it. The first step is to call me at home which you 

have done already, if I am not at home or if I am not answering the 

phone if it is nothing at all urgent you can leave a message on the 

answer phone so that might look «I've discovered my appointment 

is in a fortnight I have to change it". That is fine leave it on the 

answer p1wne. But if it ever involves you or your baby being unwell 

or anything to do with labour, don't leave a message on the answer

phone because sometimes if I have had a long day I don't get in, 

like the other night I got in at ten o'clock at night after a meeting 

actually and someone had left a message and it is like. Do I ring 

and wake her up or is it all right or how bad is it you now like just 

that she wasn't well and I didn't know and I fretted all night 

wondering how unwell she was. She was actually fine and that is 

why she hadn't paged but I probably rather you actually paged if it 

was anything about not being well. That way I am free to be out and 

about to socialise or working and you can still get a hold of me that 
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is fww you get a fwld of me is with the page. So if it is nothing 

urgent at all you can leave a message. Otherwise you page me. Do 

you have toll bar on your phone {Midwife Bridget, FAV: 793). 

After all this information was given to Donna her only reply was "No" 

(Donna, FAV: 830) before the midwife went on for another 1,500 words 

with the pregnant woman only saying three more words of "OK", "Yep" 

and "OK". This was the general pattern of the first antenatal visit for all 

of the women involved in the study. Women responded to this 

information in different ways. 

Being Overwhelmed 

Women regard pregnancy and childbirth as significant episodes in their 

lives and may be experiencing mixed emotions entering the first 

antenatal visit. Dot reflected on her Ia~t experience: 

Oh pregnancy and the birth was just fantastic. Not fantastic in a 

really groovy way but it's such a big experience, a huge experience. 

(Dot, 1 :9). 

For other women, the first antenatal experience was unnerving. 

It was nerve racking. I don't know .. ;ust new I suppose. Next time it 

will be fine (Jana, 1: 8). 

!was quite nervous. I don't know. Just it didn'tfeel._real (Donna, 1; 

113). 

Scary. I didn't know what to ask or anything {Carol, 1: 136). 
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A variety of comments were forthcoming when the women spoke about 

the first antenatal visit and the amount of information provided. 

It wasn't that bad after all (Laughter) (Carol, 1: 290). 

It wasn't overload as such but I was surprised because my friend 

was actually pregnant and I was asking her what was her first 

antenatal visit like and she was saying that she was disappointed 

because it was over like that (snaps fingers) and it was nothing like 

she expected it to be. So I was expecting it to be over in ten minutes 

and when we went on for two hours I was really impressed (Donna, 

1: 149). 

I was surprised. I didn't think it would go for that long (Dot, 1: 56). 

Got excess infonnation in tenns of things to read (Karen, 1: 1005). 

It was overwhelming. You can't take it all in (Shona, 82). 

Although overwhelmed by the information being given to them, women 

were getting to know their midwife throughout the information sharing 

experience. The giving out of information could appear to be seen as 

routine rather than tailored to meet individual women's needs. 

Focusing on the now 

Women were looking for information that they needed to deal with their 

present situation. They wanted encouragement, information on morning 

sickness and how to have a healthy pregnancy. When asked what 

information she wanted one woman having her third pregnancy replied: 
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I wanted reassurance. I wanted to know if we were going to get on 

(Shona, 2: 89). 

Yet another woman was quite satisfied with the information that she 

received. 

I learned a lot. A lot of the stuff I knew already but I was really 

happy with all the information she gave me. A lot of options (Donna, 

I: 158). 

Those women suffering from morning sickness wanted to receive 

information about how it could be managed. This was important for 

Karen. 

Umm, I did read the stuff that she had there on morning sickness. I 

did read through that (Karen, I: 1028). 

Yeah this time I read the pink sheet about the remedies (for 

morning sickness) there. That's probably my main things at the 

moment to get through (Dot, I: 69). 

Donna summed up what information she wanted: 

Mainly just how to look after myself, have a healthy pregnancy. 

Avoid things like alcohol, smoking. I don't smoke and alcohol that is 

fine that is no problem to give up. It is looking after myself really 

(Donna, 1: 331). 

Karen, discussing what information she wanted, said: 
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I'm just trying to think, I did have a look at the stuff on the scans 

but I was too tired so I just thought I'd put those aside and make a 

decision on another time 

Information on the scans was less important and could wait to be read 

later . This was a benefit of having been provided with written 

information in that even if women did receive large amounts of 

information at the first antenatal visit, they could revisit the information 

at a later date. 

It was not the aim of this study to investigate what information women 

needed or wanted at the first antenatal visit. However from the data it 

would suggest that information most important to women in early 

pregnancy is on how to look after themselves at present, including 

managing morning sickness. All women received information that dealt 

with the issues facing women in early pregnancy but they also seemed 

to be overwhelmed with additional information which was not relevant 

at the time. 

GETTING ACQUAINTED 

Getting acquainted involved summing-up the midwife and reflecting on 

past pregnancies. This process was different for women who were 

pregnant for the first time than for those who had experienced a 

pregnancy in the past. 

Summing-up Their Midwife 

Holding the first visit in a home environment gave women the 

opportunity to sum-up the midwife in a relaxed environment. As the 
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antenatal notes were being filled out women were assessing the midwife 

and the situation. A dictionary definition of summing-up states that it 

can be a review of the leading points (Macdonald, 1978). Many issues 

assisted women to sum-up their midwives and identify key points to 

assist women in making a judgement about the midwife and getting 

better acquainted with her: 

Following the first antenatal visit Shona commented about her midwife 

that she: 

felt confident with her and had confidence in her (Shona, 2: 101) . 

I thought she (the midwife) was ruce. She was smiley and bubbly 

(Jana, 1: 19). 

Women assessed that the midwife was knowledgeable and that she was 

a person that was prepared to give of her time. Women were impressed 

by this. Being "smiley" and "bubbly" was important to Jana. This was 

Jana's way of summing-up the mid·wife. Pregnancy for Jana was a 

happy event and it was important for her to have someone who could 

reflect that feeling. Being happy tells little about the professional care 

being delivered but does inform women that the care being delivered 

would be conducted in a relaxed and positive atmosphere. 

Women who had the same midwife with the last pregnancy had already 

summed her up and therefore because of their previous experience they 

again chose the same midwife. 

She was just fabulous. I mean she was special because she was 

there (last pregnancy) you know (Dot, 1: 53). 
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Other peoples' opinions were also important in the summing-up process. 

I'd heard thi.ngs from other people in town about the midwife. I have 

utmost confidence in Gloria (Karen, 1: 873) . 

Karen identified her midwife's leading points: 

About Gloria, she is (pause) well she's got a good sense of humour, 

she's pretty practical. She (pause) what do I like about her, she was 

really supportive (Karen, 1: 1172) . 

Donna was impressed by her midwife's knowledge and summed her up 

by say ing: 

Bridget was really well informed. She was very good at everything, 

quite overly actually (Donna, 1: 138) . 

Finally being "normal" was an important asset for a midwife to possess. 

She is lovely. I really like her. She seems like a normal person. I 

really sort of related to her. I didn't f eel intimidated or anythi.ng 

(Donna, 1: 189) . 

Normal meant that the woman was not frightened by the midwife and 

she felt comfortable with her. It is likely that the midwife was the kind of 

person that Donna was used to communicating with and felt relaxed in 

an informal situation. 

The participant who had the first visit in the midwife's home still 

wanted to "get to know" the midwife before she could be certain about 

how she felt about her. 
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Once I get to know her I think she will be easy to talk to (Carol, 1: 

265) . 

The process of summing-up the mid'\\life can be instantaneous or, in 

Carol's case, it may require more time. Different women had different 

criteria for summing-up the midwife but what did seem important was 

that the women liked their midwife. 

Women in Pairman's study (1998, p. 5) summed up the midwife using 

terms such as "supportive", "human", "good listener", "knowledgeable" 

and "competent". It is assumed that summing-up process may continue 

throughout the pregnancy. In Fleissig's (1993) study women were noted 

to sum-up staff as being kind during the birthing process. I was unable 

to find any more data to substantiate this. 

Reflecting on Past Experience 

Part of the first antenatal visit for women with their second or third 

pregnancy involved women reflecting on their past experiences and the 

summing up that had taken place previously . They already knew their 

midwife but seemed to use reflection for reconnecting with the midwife. 

Actually it was quite nice to talk about the first birth (Dot, 1: 22). 

Like the last time, last time was good, I agree it was really good 

right up until pushing. The pushing, and pushing and pushing and 

pushing (Karen FAV: 228). 

Oh the thing is it was compounded last time because I got that 

Streptococcal infection which didn't heal, that was it and that's the 
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reason why I don't want to stay in hospital I want to leave as soon 

as, I mean, yeah, I don't know what yau think (Karen, FAV: 543) . 

Women who had had previous pregnancies were more talkative during 

the first antenatal visit and were able to contribute more to it. I counted 

the number of words spoken at the interview between the midwife and 

the woman and found that women \vith previous pregnancies spoke 

around 24o/o of the time compared to first time women who spoke for 

around 6% of the whole visit. Turned another way, midwives took up on 

average 94% of the conversation with women having their first 

pregnancy and 68.5% of the conversation with the others. Much of the 

extra conversation undertaken by the women who had experienced 

pregnancies was the reflection on their last pregnancy. 

I remember having her Monday night and I came home on Thursday 

afternoon. I was still a bit nervous about, you know, the baby and 

how I would cope afterwards. Remember you said something to me 

about one or two weeks after something like it's not that hard really. 

I only remember three things, she's (the baby) either wet, she's 

hungry or she's got a pain in her tummy. That reminded me of the 

post natal time when it wasn't as hard as you thought it would be. 

This time it's a bit harder. So I think I was just scared because it's 

the unknown and at the end of the day it was, she was good. She 

either slept or she was awake or she had a feed (Dot, 1: 159). 

It was probably the most depressing thing about being pregnant 

was seeing them (legs) grow. I remember just sitting on the bed and 

crying my eyes out. Look at my legs (Dot, 1:585.). 
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Known Midwife 

Summing-up allows women to formulate opinions about their midwife 

and get to know their midwife better. All the women responded 

positively to the midwives and it was probable that it would be the same 

midwife who would care for the woman during pregnancy, birth and the 

post natal period. Knowing their midv.rife was expressed as continuity of 

care which was regarded as important for some women. 

I wanted my midwife umm the continuity of care. That was the main 

thing for me and also because at the labour I wanted to have the 

same person there, not my doctor who may or may not be there 

(Karen , 1: 233). 

Later on the same woman said: 

I think the biggest thing for me was that, is that if I'd had a doctor, I 

think if I'd gone with the GP then I wouldn't have had anyone to 

help me with all the breast f eeding problems and to me that just 

sums it up (Karen, 1: 460). 

Two pregnant women said: 

I wanted the same midwife in labour. I wanted continuity of ca.re. 

This was de.finitely important {Shona, 2: 62). 

I want her to be my midwife for the whole time {Carol, 1 :265). 

Dot wanted the same midwife who had cared for her in h er last 

pregnancy to be involved in this one. This was because she felt she 
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knew the midwife and this was important. They had developed a good 

relationship and Dot felt that she was her midwife. 

. . . because we had such a good relationship you know and it 

worked so well, I don't mind having anybody else and going 

through the same thing as building up the relationship but if it's 

already there ( ... ) she was special because she was there you 

know. She was my own midwife (Dot, 1: 36). 

Some authors view continuity of care as meeting client's specific needs 

Women have been asking for the same people to be involved in 

their care all through pregnancy , labour and the post natal period 

for years. Women want and need us to provide continuity of care -

when we make no effort to provide this, it signifies that we are not 

listening to our clients and we are not providing the service they 

are asking for (Cronk & Flint, 1989, p.48). 

The independent midwives, in the present study, provided continuity of 

care to pregnant women. Women who experienced this continuity in the 

past valued it and regarded it as one of the main reasons for seeking 

midwifery-only care now. Some women who were pregnant for the first 

time were aware of wanting the same midwife for the antenatal, birth 

and post natal periods. Continuity of care means that when a woman 

goes into labour the midwife will be well known to woman. The midwife 

will be "her" midwife. It is during the first antenatal visit that women 

begin to get to know their midwives. 

The part of the model presented m this chapter is outlined in 

diagrammatic form with getting to know their midwife now for the 

future through continuity of care, reflection and a process of summing

up. 
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SUMMARY 

Getting to know their midwife was the main concern for the women 

during the first antenatal visit. Confirmation of pregnancy and seeking 

of care was the prerequisite to getting to know a midwife. Women 

followed the midwife's lead throughout the visit and responded 

positively to the home visit setting. Although the women were 

overwhelmed by the amount of information given out, they were 

impressed by the midvvife's knowledge base. The main information 

required by women at the first antenatal visit related to their present 

health and, where necessary, information on morning sickness. Getting 

to know their midwife involved getting acquainted. This process 

included summing-up the midwife and reflecting on their previous 

pregnancies and meant that they would have a known midwife with 

them during pregnancy, birth and the post natal period. All women were 

happy with the midwife they had chosen and regarded continuity of care 

as important. In chapter six a descriptive model of the whole process 

undertaken by the midwife and the woman will be presented and an 

audit trail will be given. 
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CHAPTER6 

MEETING NOW FOR THE FUTURE 

INTRODUCTION 

This brief chapter will bring all the data analyses together within one 

descriptive model. This includes the categories of setting the stage, the 

paradoxes and getting to know my midwife and will be depicted in 

diagrammatic form. An audit trail will be provided to give more 

credibility to the model. 

MEETING NOW FOR THE FUTURE 

The midwife and the woman meet at the first antenatal visit. This is an 

opportunity for the midwife to set the stage for future midwifery care. 

She gives information regarding early pregnancy, birth and the post 

natal period and fills out the antenatal notes in preparation for the 

pregnancy and the birth. The stage is set as an informal rendezvous 

where the woman is given information to allow her to make choices in 

the future. 

The pregnant woman is following a completely different process at the 

first antenatal visit to that of the midwife. For the woman there is a 

process of getting to know her midwife which begins before the first 

visit. The woman first confirms her pregnancy before seeking care and 

contacting the midwife by phone. This process of getting to know her 

midwife will continue from the first antenatal visit through pregnancy, 

birth and the post natal period. 
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Both the woman and midwife are coming together now for the future 

but the reason for coming together is different for each. It is the midwife 

who is the main character on stage and the woman seems happy to 

follow the midwife's lead. As was found in Olsson, Sandman and 

Jansson's ( 1996) phenomenological study, the midwife seemed to be the 

one who determined the content and the way of relating that dominated 

the antenatal visit. 

The basic social process (BSP) in this study is the same as the core 
/If category of "meeting now for the future. A BSP does not mean that 

"meeting now for the future" is the only aspect of theoretical importance 

in the first antenatal visit. The only claim being made is that "meeting 

now for the future" explains much of the variation to be found in the 

action, interaction and perception found in the data collected from the 

research site (Glaser & Strauss, 1967). A BSP is a theoretical statement 

about process which can occur in other areas of social life as well 

(Glaser & Strauss, 1967) and was found to occur at the first antenatal 

visit. 

Although the BSP has been identified, midwives and women are sill 

undergoing different processes and there is a need to define the 

objectives of this crucial first visit. Is the objective of this visit for the 

midwife to set the stage for future care or is the objective for the midwife 

to meet the needs of the women? To meet the needs of women midwives 

may consider concentrating on informing women about themselves and 

their service and give women only the information they require at this 

time in pregnancy. 

The whole descriptive model that has emerged during this study will be 

outlined in diagrammatic form overleaf bringing together the process 

undertaken by the midwife and the pregnant woman at the first 
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antenatal visit. The whole model is constructed as " Meeting Now for the 

Future". 
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THE AUDIT TRAIL 

An audit trail will assist to authenticate the model and give 

understanding to its development. Analysis of the data took the form of 

that described by Glaser (Glaser & Struass, 1967; Glaser, 1978; Glaser, 

1992). 

I started off by open coding the data contained in the transcriptions of 

the interviews, the fieldnotes, memos and the visits. This initially 

produced a plethora of different ideas. Codes such as health promotion, 

form filling, options, future planning, negotiating, overloading, women's 

rights and more were uncovered. As a novice it took a little time to see 

what was coming from the data but gradually codes did emerge. These 

codes can be seen in the table below. 

CODES 

Alternative therapy Assumptions (no fit) Balancing 

Business Choosing a midwife Continuity of care 

Decisions Excess of information First antenatal visit 

Getting test done Information gathering Information required 

Information sources Overwhelming Involving others (no fit) 

Reflecting practice Pre antenatal Reflect on past pregnancy 

Summing-up Home visiting Competitions 

Sameness (no fit) Midwife supervision Offering self 

Midwife domination Casual dress Philosophy 

Relationship 
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I kept on asking myself "what is this a study of?" "What is happening 

here?" as I analysed the data line by line. Through the constant 

comparison method patterns of similar incidents were identified and 

grouped together as categories of "Setting the Stage: The Paradoxes, 

"Getting to Know My Midwife" and finally "Meeting Now for the Future" 

seen in the tables below. 

CATEGORIES & CODES 

1 "Setting The Stage" 

Alternative therapy Midwife domination 

Excess of Information Offering self 

Information gathering Casually dressed 

information required home visits 

Sameness Relationship 

2 "Setting The Stage: The Paradoxes" 

Balancing Business 

Philosophy Competition 

3 "Getting to Know My Midwife" 

Choosing a midwife Decisions Information required 

Overwhelming Continuity of care Reflect on past pregnancy 

Getting tests done Information sources Summing up 

By going over and over the data, the categories that first emerged were 

"setting the stage" and "getting to know my midwife". I knew from the 

data that there were several paradoxes apparent but did not know how 

they fitted in with the rest of the codes and categories. I tried them as a 

separate category but that was not appropriate. Then on closer 
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examination I found their rightful place to be within the category of 

"setting the stage". 

"Setting the stage" came from Midwife Cath's own words as described in 

the chapter four. "Getting to know my midwife" took a little longer to 

identify as the women described wanting the same midwife or asking for 

continuity of care as seen in Chapter Six. It took greater thought and 

discussion to really discover what was going on here. 

Quite early on in the data collection I thought I had discovered the core 

variable to be "overwhelmingly informative". The amount of information 

being given out to women as stated in the data chapters was 

"overwhelming". On further data collection "overwhelmingly informative" 

was not the core variable as it really only affected the woman and did 

not describe a process that women \.Vere actually involved in. The next 

core variable that was proposed was " setting the stage" and although 

closer to the final core category did not completely fit with all the 

participants. It was the midwife that was setting the stage not the 

woman. Finally the core category to emerge was "meeting now for the 

future" and on further data analysis, spending time thinking and 

writing ideas, I found this to fit well. This final model was discussed 

with an independent midwife who was not a participant and who had 

recently resigned to take up a post elsewhere. She was happy with the 

final analysis. I then contacted one of the pregnant women and 

discussed my findings with her and she was also in agreement with the 

findings as they related to herself. 
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THE CORE CATEGORY 

"Meeting Now For the Future" 

Setting the stage Setting the stage: The Paradoxes 

Getting to know my midwife 

The descriptive model that is presented is a group of interrelated 

concepts that fit together because of their relevance to the first 

antenatal visit. The descriptive model encapsulates the process being 

undertaken at the first antenatal visit by the midwife and the woman. 

SUMMARY 

Midwives and women are meeting now for the future but the process 

being undertaken by the midwife is different from that being undertaken 

by the woman. The midwife is setting the scene for the future while the 

woman is wanting to get to know her midwife. In chapter seven the first 

antenatal visit is re-examined in light of this research. 
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CHAPTER7 

DISCUSSION AND RECOMMENDATIONS 

INTRODUCTION 

Within this research of the first antenatal visit, what is happening 

between the independent midwife and the woman has been explored. 

Grounded theory, as the research methodology, has been used to 

conduct the research and finally encapsulate the experience of the first 

antenatal visit within a descriptive model. The core category, which is 

also the BSP, emerging from this research is "meeting now for the 

future". 

Although the number of participants in this study was small, each 

participant provided meaningful insights into the happenings at the 

first antenatal visit. A number of implications for midwifery practice, 

education and research arose from the participants' stories, the 

observations and the data analysis. These implications, combined with 

recommendations are discussed as are the limitations of this research. 

IMPLICATIONS FOR MIDWIFERY PRACTICE 

The core category and the BSP that emerged from this study is that the 

first antenatal visit is "meeting now for the future". As has been 

described in the data chapters, meeting now for the future is 

multifaceted and involves spoken and unspoken communication. If 

"meeting now for the future" is the main element in the first antenatal 
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visit, then how the visit is conducted needs to be considered by 

midwives. 

Midwives and women are seen to be undertaking two different processes 

at the first antenatal visit. Midwives are providing the first antenatal 

visit in an informal environment and setting the stage for future care. 

They are giving women a large amount of information, much of which 

they may not need, or be able to absorb. Midwives are preparing the 

antenatal notes for when these women go in to hospital to give birth. 

Continuity of care allows meetings with the same midwife, thus notes 

can be completed later rather than at this first antenatal visit. 

For women the main process being undertaken is getting to know my 

midwife. This starts before the first antenatal visit and develops through 

time with continuity of care. One mother wanted no information but 

was looking for reassurance and continuity of care. Some women 

wanted information on morning sickness, antenatal classes and staying 

healthy during pregnancy, information tha t was relevant to that stage of 

pregnancy. 

There is a need for midwives to assess what is happening at the first 

antenatal visit and to review their practice according to the needs of the 

women they serve. Each woman needs to be treated individually . 

Guilliland and Pairman ( 1994, p.42) state that "each woman brings with 

her a unique set of characteristics and circumstances" and that " the 

midwifery service is dictated by each woman's identified needs". With a 

reduction in the amount of information given out and postponement of 

completing the antenatal notes, the first antenatal visit could be 

considerably shorter. This shorter visit could be more cost effective for 

the midwives delivering a service in a business environment and 

possibly become more woman-centred. 
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Home visiting was found to be time consuming for the midwife but 

women were overwhelmingly in favour of the midwife visiting them in 

their own home. A cost benefit analysis of the situation would be able to 

address this issue and assist midwives in deciding whether to continue 

with home visiting. 

In the region under study midwives are working extremely hard to 

provide good maternity care. Delivery of good maternity care which is 

compatible with the midwifery philosophy as stated in the Midwives 

Handbook for Practice (NZCOM, 1993) is time consuming and difficult 

when midwives are trying to run a profitable business and deal with the 

competition of the G Ps. Midwives need to find a balance in their work 

and deliver the service that is required at the time. 

Running a business and delivering good maternity care can cause 

problems for the independent midwives. A review of the payment system 

needs to be undertaken that reflects the time-consuming process of 

providing woman-centred care. The payment system adds to the 

problems midwives encounter with some medical staff. GPs should not 

be able to access money from the midwives' own fund without the 

permission from the midwife. Mid\.vives need to lobby for a better 

payment arrangement as there is a need to be able to overcome the 

difficulties encountered in this area. 

Midwives were found to have difficulty in dealing with the day-to-day 

business side of their practice. Clerical assistance would be able to 

relieve the midwives of these tasks and allow them to concentrate more 

on what they know best. 

Working as caseload independent midwives placed added stress on 

these midwives who were on call twenty-four hours a day seven days a 
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week. Although there was a loose arrangement for cover with other 

midwives this gave little chance for midwives to have time off. Team 

midwifery as described by Flint (1993) may be something that midwives 

may wish to consider in the long term. This would still allow for 

continuity of care but allow midwives to have more free time with cell 

phones and pagers turned off. 

IMPLICATIONS FOR EDUCATION 

From this study the midwives identified their lack of knowledge in the 

area of running a business. Midwives identified that the amount of 

paperwork and administration being undertaken was excessive and this 

involved form filling just to be paid, GST and tax returns as well as 

collaborating with doctors, ordering scans and tests and following up on 

each visit when n ecessary. Midwives identified the need for knowledge 

in these areas. I contacted one tertiary provider of midwifery education 

to investigate what course content there was on business practices. I 

was informed that it was provided as an elective option to student 

midwives. I would suggest that this should be a compulsory part of the 

student midwife's programme. There is a need for extra-mural courses 

on running a business being made available for those midwives already 

in practice, or those considering becoming an independent midwife. 

The issue of safety for the independent midwife undertaking a home 

visit although not part of this study was identified by me as I was 

recruiting the participants. The first pregnant woman who showed an 

interest in the study was involved in an abusive relationship. On going 

to discuss the study with the woman it was disclosed very early to me 

that this woman was abused. When the husband came home I engaged 

him in conversation but I became very uncomfortable and felt unsafe. It 

was decided, in consultation with my supervisor, that I not be put at 
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risk. As the appointment time for the first antenatal visit was changed 

by the midwife the woman was informed that I was unable to make this 

new appointment. I was informed by the woman that social services 

were involved with the family. I asked if I could inform the midwife of 

the situation which I did. 

IMPLICATIONS FOR FURTHER RESEARCH 

"The best research is that which breeds more" (Oakley, 1992, p. 9). This 

research has specifically focussed on the first antenatal visit between 

the independent midwife and the woman. The stories were previously 

unknown. It was therefore necessary to undertake preliminary research 

that was tightly focussed and which could provide a base on which 

other studies could develop. Many more questions than answers have 

emerged from this research. 

This study involved both women who were pregnant for the first time 

and women who had already given birth. There was some beginning 

data from this research to suggest that the needs of these two groups 

were different. The different needs of these two groups have not been 

researched within the New Zealand context. 

A potential research question arising from this research could be "is the 

care that midwives are providing at the first antenatal visit the most 

appropriate"? This would bring to light for practitioners and women 

what the structure, content and length of the visit could be. If this 

information was distributed to women the fear of the unknown as 

experienced by participants in this study could be averted. This would 

also inform practice and guide midwives in the future, allowing them to 

deliver evidence based practice for the benefit of themselves and the 

women and delivering a quality improved service. 
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There are other questions that need to be explored to provide a wider 

perspective on the first antenatal visit. These include an analysis of 

different types of services being provided by midwives, doctors and 

specialists and the satisfaction of women receiving the different services. 

There was some suggestion from the women that the care being 

provided by the self employed independent midwives was better care 

than that being provided by doctors. If this is the case then it needs to 

be supported by research. 

LIMITATIONS OF THIS STUDY 

It must be acknowledged that there are limitations to this research. 

Artificial temporal boundaries were placed on this study, by its nature 

as a piece of academic work. This resulted in a number of limitations as 

to the sample size, theoretical sampling and breadth of geographical 

location involved in this research. If other geographical sites had been 

included this would have been time consuming and complicated as it 

would have involved other regional health authorities and their ethics 

committees. The imposition of an artificial time frame of undertaking a 

thesis in one academic year also prevented a more in-depth study. 

Although there was evidence that saturation (as described in the 

methodology chapter) was beginning, further observations and 

interviews would have confirmed this more clearly. 

Although the process of theoretical sampling was utilised, access to 

other midwives and women or even other similar situations involving GP 

and family, or student and supervisor, could have led to the emergence 

of different codes and altered the data analysis had time not been 

limited. In a grounded theory study it is the general rather than the 

specific applicability that is important. The acceptance of this research 
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by the participants and other midwives as being generally representative 

of their experience helps make this research credible. 

The participants involved deserve and require total anonymity. The need 

to safeguard the midwives and women in this study has occasionally 

meant that identifying details that may have enlightened the reader 

about different midwifery practices have been omitted. 

With a constant focus on the emergent data analysis, research decisions 

were made, such as how theoretical sampling would be undertaken. 

Although these decisions flow from the data they are ultimately 

personal and subjective decisions with the power to change the focus of 

the research at any point. 

To obtain credibility or truth value in qualitative research it is important 

to take the data and interpretations back to participants. Sandelowski 

( 1986, p.35) believes a qualitative study is verifiable if it reveals accurate 

descriptions of individuals' experiences and "that the people having the 

experience would immediately recognise it from the descriptions or 

interpretations as their own". This study has been discussed with both 

women and midwives involved in the study. All agreed with its findings 

as it related to themselves. I also engaged one midwife who was not 

involved in the research to read and comment on the research. Her 

opinions were greatly valued. 

It is impossible to deny that my own personal interest and experiences 

as a scholar and a midwife have helped shaped this research. I have 

constantly questioned my own stance and have attempted to raise 

underlying assumptions that have developed from those experiences. 

Deep down I wanted to discover that the core category underpinning the 

first antenatal visit was the development of the midwife/woman 

relationship. This was not to be. I believe that my own experiences 
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provided me with a sensitivity and starting point that enabled rather 

than directed this research. 

CONCLUDING STATEMENT 

This study used the methodology of grounded theory to explore the 

experiences of the independent mid·wives and pregnant women at the 

first antenatal visit. Twelve women participated in this study providing 

the means whereby the experiences of the participants could be 

depicted and developed into a descriptive model. 

The study has shown that the midwife and the pregnant woman are 

undertaking two different processes at the first antenatal visit. The 

midwife is setting the stage for future care and the pregnant woman is 

getting to know her midv.rife for the future. 

Independent midwifery faces many challenges now and in the future. It 

is hoped that this research will assist midwives to look at their practice 

and make any changes that they see fit. 
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APPENDIX A 

TYPIST CONFIDENTIALITY CONTRACT 



MASSEY 
UNIVERSITY 

Private Bag 11222 
Palmerston North 
New Zealand 
Telephone +64-6-356 9099 
Facsimile +64-6-350 5668 

TYPIST CONFIDENTIALITY CONTRACT ~~1~1~ANo 

I .................................................... . ..... .. have accepted the 

task of word processing the research data collected by Mary 

Sylvester in order to complete an M.A. (Midwifery) at Massey 

University. 

SOCIAL SCIENCES 

SCHOOL OF 
HEALTH SCIENCES 

I understand that the data gathered for this research is confidential, 

and I agree to take all necessary steps to ensure that any material on 

audio-tape or computer disk containing data from interviews relating to 

the research will be: 

a) Heard only by me, and transcribed to disk in private 

b) Stored safely until returned to the researcher 

c) Treated as confidential. 

Signed 

Witnessed 

Date 
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APPENDIXB 

LETTER OF INTRODUCTION 



LETTER OF INTRODUCTION 

Research into what happens between the independent 

midwife and the woman at the first ante natal visit 

/];,. 
~·1 24 I 

''..: 
' - ) ,., 

' .. .. 
MASS EV 
UNIVERSITY 

Private Bag 11 222 
Palmerston North 
New Zealand 
Telephone +64·6·356 9099 
Facsimile +64·6·350 5668 

COLLEGE OF 
HUMANITIES AND 
SOCIAL SCIENCES 

SCHOOL OF 
H EALTH SCIENCES 

My name is Mary Sylvester and this year I am completing my Master of 

Arts Degree by undertaking research into the first ante natal visit. My 

research supervisors are Dr Cheryl Benn and Lesley Batten both 

lecturers at Massey University . I am a Nursing Tutor at (Named) 

Polytechnic and have taken one year of study leave to complete this 

project. 

I would like to invite you to consider participating in this research. I 

would like to observe what happens at the first ante natal visit and 

interview you aften vards. The interviews would involve one or two 

interviews of 1 to 11h hours each at suitable times from April to July 

1998. 

If you wish to consider taking pa rt in this research, or would like to 

hear more abou t it, p lease contact me by phoning (Code) 758 3401. 

If you have any questions regarding this research you may contact 

• Dr Cheryl Benn 

• Lesley Batten 

School of Health Sciences, Massey 

University, Tel (06) 350 4332 

School of Health Sciences, Massey 

University Tel (06) 350 4323 
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INFORMATION SHEET 

(WOMEN) 



INFORMATION SHEET (WOMEN) 

MASSEY 
U NIVERSITY 

Private Bag 11222 
Palmerston North 
New Zealand 
Telephone +64-6-356 9099 
Facsimile +64-6-350 5668 

COLLEGE OF 
HUMANITIES AND 
SOCIAL SCIENCES 

SCHOOL OF 
HEALTH SCIENCES 

Title: What happens between the independent midwife and the woman 

at the first ante natal visit 

Researcher: Mary Sylvester, Massey University Student, Struan House, 

95 Gover Street, (City). (Code) 758 3401 

You are invited to take part in a research study to examine what 

happens at the first ante natal visit for this pregnancy. This research is 

being completed as part of the requirements of a Master of Arts degree. 

At the independent midwives meeting I will inform the midwives of 

the study and invite them to participate. You will initially be approached 

by your independent midwife, when you first make contact with her. I 

would like to talk to about 10-14 participants (women and midwives) 

and be present at your first ante natal visit. If you agree to participate 

you will be asked to sign a consent form. The interviews will be held 

either at your home or at a place nominated by you. After observing the 

first ante natal visit I will interview you within two weeks. 

Thereafter, if necessary and further information is needed, one further 

interview will be held. The ante natal visit and the interviews will be 

audio-taped with your permission, to allow transcription of the data. 

Each interview will last between 1 - 1 Y2 hours. You may request that 
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the tapes be returned to you, otherwise the tapes will be stored in a 

secure place for five years then destroyed. 

Your participation is entirely voluntary (your choice). You do not have to 

take part in this study, and if you choose not to take part you will 

receive the usual care from your midwife. If you do agree to take part 

you are free to withdraw from the study at any time, without having to 

give a reason and this will in no way affect your future care. 

You have the right at any time during your participation 

• to ask any question about the research 

• to refuse to answer any question 

• to ask the researcher to leave at any time 

• to ask that the cassette recorder be turned off 

• to examine any notes taken 

• to read and amend any subsequent transcription 

• to terminate the meeting at any time 

• to be informed of the results (on completion of the research) 

More information on the study can be obtained from the study 

supervisors 

• Dr Cheryl Benn or Lesley Batten both at the School of Health 

Sciences, Massey University, Palmerston North. Tel (06) 356 

9099. 

If you have any queries or concerns about your rights as a participant 

in this study you may wish to contact Health and Disability Services 

Consumer Advocate, (Name Given), telephone (Code) 753 3861 

No material which could possibly identify you, or people or place 

mentioned by you in the interview \\ill be used in any reports on this 

study. The transcriber of the audio-tapes will sign a separate 
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confidentiality contract before commencing her work. Every effort will be 

made by the researcher to maintain your anonymity throughout the 

research project. Each participant will be referred to only by a 

pseudonym (which may be selected by you) or by a number. 

It is hoped that the results of this study will be published in a 

professional midwifery journal and a woman's magazine. 

This study has received approval from the (Named) Ethics 

Committee and Massey University Human Ethics Committee. Please feel 

free to contact the researcher if you have any questions about the 

study. 

Thank you for your interest in this project and for taking the 

time to read this information. 
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INFORMATION SHEET 

(MIDWIFE) 



INFORMATION SHEET (MIDWIVES) 

MASS EV 
UNIVERSITY 

Private Bag 11222 
Palmerston North 
New Zealand 
Telephone +64-6-356 9099 
Facsimile +64-6-350 5668 

COLLEGE OF 
HUMANITIES AND 
SOCIAL SCIENCES 

SCHOOL OF 
HEALTH SCIENCES 

Title: What happens between the independent midwife and the 

woman at the first ante natal visit? 

Researcher: Mary Sylvester, Massey University Student, Struan House, 

95 Gover Street, (Named City). (Code) 758 3401 

You are invited to take part in a research study to examine what 

happens at the first ante natal visit between the midwife and the 

women. This research is being completed as part of the requirements of 

a Master of Arts degree. 

At the independent midwives meeting I will inform the midwives of 

the study and invite them to participate. Women will initially be 

approached by their independent mid\vife, at the first time of the first 

contact. I would like to talk to about 10-14 participants (midwives and 

women) and be present during the first ante natal visit. If you agree to 

participate you will be asked to sign a consent form. The interviews will 

be held either at your home or at a place nominated by you. After 

observing the first ante natal visit I will interview you within two weeks. 

Thereafter, if necessary and further information is needed, one further 

interview will be held. The ante natal visit and the interviews will be 

audio-taped with your permission, to allow transcription of the data. 

Each interview will last between 1 - 1 Y:z hours. You may request that 
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the audio-tapes be returned to you, otherwise the tapes will be stored in 

a secure place for five years then destroyed. 

Your participation is entirely voluntary (your choice). You do not 

have to take part in this study. If you do agree to take part you are free 

to withdraw from the study at any time, without having to give a reason 

and this will in no way affect your future practice 

You have the right at any time during your participation 

• to ask any question about the research 

• to refuse to answer any question 

• to ask the researcher to leave at any time 

• to ask that the cassette recorder be turned off 

• to examine any notes taken 

• to read and amend any subsequent transcription 

• to terminate the meeting at any time 

• to be informed of the results (on completion of the research) 

More information on the study can be obtained from 

• Dr Cheryl Benn or Lesley Batten both at the School of Health 

Sciences, Massey University, Palmerston North. Tel {06) 356 

9099. 

If you have any queries or concerns about your rights as a participant 

in this study you may wish to contact Health and Disability Services 

Consumer Advocate, {Named), telephone (Code) 753 3861 

No material which could possibly identify you, or people or places 

mentioned by you in the interview will be used in any reports on this 

study. The transcriber of the audio-tapes will sign a separate 

confidentiality contract before commencing her work. I will make every 
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effort to maintain your anonymity throughout the research project. 

Each participant will be referred to only by a p'seudonym (which may be 

selected by you) or by a number. 

It is hoped that the results of this study will be published in a 

professional midwifery journal and a woman's magazine. 

This study has received ethical approval from the (Named) Ethics 

Committee and Massey University Ethics Committee. Please feel free to 

contact the researcher if you have any questions about the study. 

Thank you for your interest in this project and for 

taking the time to read this information. 
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APPENDIXE 

CONSENT FORM 

(WOMEN) 



CONSENT FORM (WOMEN) 

TITLE 

What happens between the independent midwife and the 

woman at the first ante natal visit 

RESEARCHER 

Mary Sylvester 

MASSEY 
UNIVERSITY 

Private Bag 11222 
Palmerston North 
New Zealand 
Telephone +64-6-356 9099 
Facsimile +64-6-350 5668 

COLLEGE OF 
HUMANITIES A NO 
SOCIAL SCIENCES 

SCHOOL OF 
HEALTH SCIENCES 

I have read and understood the information sheet for volunteers to take 

part in this stu dy. I have had the opportunity to discuss this study with 

Mary Sylvester and I am satisfied with the answers I have been given. I 

understand that taking part in this study is voluntal}' (my choice) and 

that I may withdraw from the study at any time and this will in no way 

affect my continuing health care. I understand that my participation in 

this study will be anonymous and that no material which could identify 

me will be used in any reports of this study. I have had time to consider 

whether to take part and r know who to contact if I have any questions 

about the study 

I consent to my interviews being audio-taped. 

I wish to receive a summary of the results 

YES/NO 

YES/NO 

I -····· · ··· ·· ··- -·· --·-···-·····-················· hereby consent to take part in this 

stu dy. 
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If you have any ethical concerns about the study, you may contact 

(Named) Ethics Committee on (Code) 758 6648 

A copy of the consent form will be retained by the participant. 

Signature 

Date 

Full Name of Researcher ------------------------------------------

Contact phone Number of Researcher (Code) 758 3401 

This project has been approved by the (Named) Ethics Committee. This 

means the Ethics Committee may check that this study is running 

smoothly , and has followed appropriate ethical procedures. Complete 

confidentiality is assured. 
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APPENDIX F 

CONSENT FORM 

(MIDWIFE) 



CONSENT FORM (MIDWIFE) 

TITLE: 

What happens between the independent midwife and the 

woman at the first ante natal visit 

RESEARCHER 

Mary Sylvester 

MASS EV 
UNIVERSITY 

Private Bag 11222 
Palmerston North 
New Zealand 
Telephone +64-6-356 9099 
Facsimile +64-6-350 5668 

COLLEGE OF 
HUMANITIES AND 
SOCIAL SCIENCES 

SCHOOL OF 
HEALTH SCIENCES 

I have read and understood the information sheet. I have had the 

opportunity to discuss this study with Mary Sylvester and I am satisfied 

with the answers I have been given _ I understand that taking part in 

this study is voluntary (my choice) and that I may withdraw from the 

study at any time and this will in no way affect my future practice. I 

understand that my participation in this study is confidential and that 

no material which could identify me will be used in any reports of this 

study. I have had time to consider whether to take part and I know who 

to contact if I have any questions about the study 

I consent to my interviews being audio-taped. 

I wish to receive a summary of the results 

YES/NO 

YES/NO 

I .......................... .. .. . ........... hereby consent to take part in this study. 

If you have any ethical concerns about the study, you may contact 

(Named( Ethics Committee on (Code) 758 6648 

A copy of the consent form will be retained by the participant. 
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Signature 

Date 

Full Name of Researcher ------------------------------------------

Contact phone Number of Researcher (06) 758 3401 

This project has been approved by the (Named) Ethics Committee. This 

means the Ethics Committee may check that this study is running 

smoothly, and has followed appropriate ethical procedures. Complete 

confidentiality is assured. 
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APPENDIX G 

INFORMATION TOPICS COVERED AT FIRST 

ANTENATAL VISIT 



INFORMATION TOPICS COVERED AT FIRST 

ANTENATAL VISIT 

1. Information about the first visit. 

2. Information about the midwife and her experience 

3. Choosing an obstetrician and how to refer 

4. Alcohol 

5. Smoking 
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6. Information on effects of smoking and the dying of the midwife's own 

mother 

7. Healthy eating and diet. 

8. Listeria and where it is found. 

9. Fibre and constipation 

IO.Breast feeding. 

11.Cot Death 

12.La Leche League 

13.Scans 

14.Antenatal classes and the providers 

15.Information on the midwives groups and how they work 

16.Home birth 

17.0ptions 

18.Folic Acid 

19.Morning Sickness and Nausea 

20.Changes to the body during pregnancy 

21. Lead Maternity Carer and what it means 

22 .Scope of the midwife unable to do "medical stuff' 

23.Differences between midwives, GPs and obstetricians 

24.The meeting of other midwives and expectant mothers 

25.In-depth discussion on how to contact the midwife 

26.Resolution Committee 



27.Information on midwife having time off and who covers 

28.Information on the use of woman's own record card 

29.0btaining a GP in town 
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30.Complicated information given on LMP and how to calculate EDD 

31 .Explanation given on the definitions of the abbreviations found in 

the antenatal records 

32.Explanation given on the blood tests being done 

33.Information on weighing in pregnancy and why it is no longer done 

by the midwife 

34 .Information on "Toxemia" 

35.In-depth discussion on what a blood pressure is and what it means 

36. Clamidia 

37.Information on early discharge 

38.Alternative therapy 

39.Thrush 

40. Haemarroids 

41 . Dental care 

42.Syphilis 

43. Cervical smear after baby is born 

44.Contacting the midwife first before contacting a doctor 

45 .Detailed information on urine testing 

46.Function of the kidney 

47.0btaining secondhand clothes 

48.Vitamin K 

49 .Immunisation 

SO.Effect of progesterone on ligaments, blood vessels and blood volume 

51.Information on labour 

52.Support stockings 

53.Foot exercises 

54.Back-care 

55.Role of midwife in labour 



56.Post natal visits 

57.Payment system of midwives 

58. Changing caregiver 

59.Car seat 

60.Becoming a father 
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APPENDIX H 

ANTENATAL NOTES 



...., ..... ~ .. ~ ~"".....,·- . - - ---·-
LMC --------
G.P. --------

:pected ALOS 48 Hrs Postr1atal 

'ther's Full Name: 

:vious names mother known by: -----------
!dress: Phone: (H) ____ _ 

CW) ___ _ 
)K: Relationship:------
)K Contact Details: 

E:DICAL I IDSTORY I SURGICAL 

1..~Y SOCIAL 

'....LERGY STICKER MEDIC\.TIONS 

Nm. 
DOB: _/_/_ AGE __ 
Race: 
Marital Status: 
LMP_/_/_ EDD_/_. _I_ 
Sure I Unsure LMP 
Adjusted Date ------

Midwifery Care Provider 

Name: 
CHE I Ind M (Circle) 

History Taken By: 

Designation 

Cv~J~; Reg/ Irreg: 
01]! Contra~~riv~s; 
Details .............. ..... ...... .. 
SmQk:ini: y N 
Number per day: 

BSTETRJC HISTORY: GR.A.VIDA: P.!3JTY: 

I Ll.BOUR OR .\[JSCARR!AG£ I I:.'\T.->...'i"T l=l<.EGNA.'CY 
1~~ I I PueT?C:ilXI 

, .~~·e I B1n>i I ~~~~1 
LCC Of ::>.... C om?iiclrion..i Cor.:;:iiorioru Sex :---:-.. "D Wc ii,-.1 (::::L·.s} 
:li very u sa (jTI-'T'.S) 

I I I I I l I I I 

I I 
I I 

I I I I I I I I 
I I I I I I I I I 

I I I I I I I 
I I I I I I I 
I I I I I I I -
I I I I I I I .. 

I I I I I I I .. . . 

Jbstectric Risk Factors I Special Instructions: 

I 
------------------~~-----------------. 

~-=----:------· I 
~MC to forward to warp. clerk, maternity uoit,c111BS byi:fr!A ~of pregnancy 

: 



BOOKING INVESTIGATIONS 
I 

I D:ite : Date 

I Hb: I 
. MO!C: 

v .n.R.L. I 
Rubella Scrccn.ing I 
H.B.V. Surface Antibody I 

ABO 
Blood Group 

Rhesus 
Antibodie.5 l I I 

Consent for Ecboli<: Medication. 
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-· CONSENT FOR1\1S 

Attach P:.deoc L:.bel Here 

' :·: . 

~s medication explained. 
consent to re::riving an Ecbolic and have had the side effe:::.s of · 

I 

bate: 
I ------

Consent for Vitamin K.. 

l . -- - . consent to Vit.an:.in K being given to my baby (by injection/oraiiy 
~elete one) and have had the effects of thls rnedicaton explained. 

Date: ------

Consent for Rubella Vaccine. 

~ · consent to rece:vi::E R:.ibella Vaccine. It 02.s bee::i e:i:Dlained :c ~- {'-. . .-1 
hat if I conceive within the nex: wee months the foe~s could be. at n~k. Family Plar_,ing advice has be::~ offr:-c: :.) ~·e .. · · 

I 

)ate: ------
~ . U . . . ·' d '--.:- ~O B . '-;- D c:: · d uoe a unrnurusta1on require 1 _;:: ,_ atc.:l. o: ...... .. . ··- ·- ···· ate:· ······· ·-··· ·-· ·· _1gne : ............... .......................... . 

JJher Relevant Infonnation 

fother issued a copy of the birth pathway oo booking 

igncd: .. ................................................................... . 
>ate: .•.•.•.•........•................. : ....... . 

; ' 

".> · ·· ···-··- ···· ·--···· ··-- -·· ·--··· ··-·---- --· ········-··· · ····--·--·-

(Office Use Only) 
All de~ils completed anci booking acc=?red 

Signed: -····················- ··············································· ... 
Desig::i.:cian: ················--·········--·································· 
NaI:Je Printed: ·············--·················································· 
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APPENDIX I 

DEFINITION OF A MIDWIFE 
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DEFINING A MIDWIFE 

The Nurses Amendment Act ( 1990) allowed midwives to practice 

midwifery as defined by the WHO [, 1966 # 116 J as: 

A person, who having been regularly admitted to a midwifery 

education programme duly recognised in the jurisdiction in which 

it is located, has successfully completed the prescribed course of 

study in midwifery and has acquired the requisite qualifications 

to be registered and or legally licensed to practice midwifery. 

The sphere of practice: She must be able to give the necessary 

supervision, care and advice to women during pregnancy, labour 

and the postpartum period, to conduct deliveries on her own 

responsibility and to care for the newborn and infant. This care 

includes preventative measures, the detection of abnormal 

conditions in mother and child, the procurement of medical 

assistance and the execution of emergency measures in the 

absence of medical help. 

She has an important task in counseling and education - not only 

for patients, but also within the family and community. The work 

should involve antenatal education and preparation for 

parenthood and extend to certain areas of gynaecology, family 

planning and child care. 



150 

REFERENCES 

Association of Radical Midwives. ( 1986). The vision: Proposal for the future 

of the maternity seroices. Ormskirk, Lancashire: Author 

Auckland National Women's Hospital. ( 1996). Annual Report . Auckland 

Baddeley, A. (1994). The magical number seven: Still magical after all 

these years. Psychological Review, 10, 353-356 . 

Bannet, E. ( 199 3). Postcultural theory: Critical theory after Marxist 

paradigm. London: The MacMillan Press. 

Battersby, S. , & Thomson, A. (1997). Community midwives' and general 

practitioners' perspectives of antenatal care in the community. 

Midwifery, 13, 92-99. 

Bayntun-Lees, D. (1992). Reviewing the nurse-patient partnership. 

Nursing Standard, 6(42), 36-39. 

Benn, C. ( 1994). An investigation into antenatal care utilisation and 

perinatal outcome in Port Elizabeth. , Unpublished Ph.D. Thesis, 

University of Port Elizabeth, Port Elizabeth. 

Bennett, V., & Brown, L. (Eds.). (1989). Myles textbook for midwives. 

Edinburgh: Churchill Livingstone. 

Bergstron, L. ( 1997). Midwifery as a discipline. Journal of Nurse

Midwifery, 42, 417-420. 

Bignold, S., Cribb, A., & Ball, S. (1995). Befriending the family: An 

exploration of the nurse-client relationship. Health and Social Care 

in the Community, 3 , 173-180. 



151 

Blumer, L. S. (1969). Symbolic interactionism. Perspective and method. NJ: 

Prentice Hall. 

Brown, S., & Lumley, J. (1994). Satisfaction with care in labour and 

birth: A survey of 790 Australian women. Birth, 20(1), 4-13. 

Burnard, P. (1995). Unspoken meanings: Qualitative research and multi

media analysis. Nurse Research, 3( 1), 55-63. 

Burns, N., & Grove, S. (1993). The practice of nursing research. Conduct, 

critique and utilisation. Philadelphia: W. B. Saunders. 

Calvert, S . (1998) . Making decisions: Focusing on my baby's well-being. 

Unpublished Master of Philosophy. 

Cardale, P. ( 1994). Changing role of midv•ives. Nursing Times, 90(28), 60, 

62. 

Caroline, H. (1993). Exploration of close friendship; A concept analysis. 

Archives of Psychiatric Nursing, 7(4), 236-243. 

Chamberlin, G. (1978). A re-examination of antenatal care. Journal of the 

Royal Society of Medicine, 71, 662-668. 

Cheek, J., & Rudge, T. (1994). Being there done that? Consciousness 

raising, critical theory and nurses. Contemporary Nurse, 3(2), 58-

63. 

Chenitz, W., & Swanson, J. (1986). From practice to grounded theory: 

Qualitative research in nursing. California: Addison-Wesley. 

Christensen, J. ( 1990). Nursing partnership: A model for nursing practice. 

California: Addison-Wesley. 

Churchill, H. (1995). Perception of childbirth: Are women properly 

informed. Nursing Times, 91(54), 32-33. 



152 

Cronk, M., & Flint, C. (1989). Community midwifery: A practical guide. 

Oxford: Heinemann Nursing. 

Davis-Floyd, R. (1994). The technocratic body: American childbirth as 

cultural expression. Social Science and Medicine, 38, 1125. 

Donley, J. (1986). Save the midwife. Auckland: New Women's Press. 

Donley, J. ( 1992). Herstory of New Zealand homebirlh association. 

Wellington: Domiciliary Midwives' Society of New Zealand. 

Expert Maternity Group. (1993). Changing childbirlh. London: HMSO. 

Fardell, J. ( 1989). Poverty and infant deaths. Nursing Times, 85(2) , 18. 

Fawdry, R., & Mutch, M. (1986). Antenatal history taking: What are we 

asking? Journal of Obstetrics and Gynaecology, 5, 201-205. 

Fleissig, A. (1993). Are women given enough information by staff during 

labour and delivery? Midwifery, 9, 70-75. 

Fleming, V. ( 1994). Partnership, politics and power: Feminist perception of 

midwifery practice. Unpublished Ph.D. Thesis, Massey University, 

Palmerston North. 

Fleming, V. (l 996a, November). Women with midwives with women: A 

model of midwifery practice. Paper presented at the 10th 

International Congress on Women's Health Issues, Khon Kaen, 

Thailand. 

Fleming, V. (1998). Autonomous or automatons? An exploration through 

history of the concept of autonomy in midwifery in Scotland and 

New Zealand. Nursing Ethics, 5(1), 43-51. 

Flint, C. (1993). Midwifery teams and caseloads. Oxford: Butterworth

Heinemann. 



153 

Floyd, L. (1995). Community midwives' views and experience of 

homebirth. Midwifery, 11, 3-10. 

Galloway, L. (1994, September). Knowing the form. Modem Midwife, 24-

26. 

Gardner, J. (1997). Fetal alcohol syndrome: Recognition and 

intervention. Maternal Child Nursing, 22, 318-322. 

Glaser, B. ( 1978). Theoretical sensitivity: Advances in the methodology of 

grounded theory. California: Sociology Press. 

Glaser, B. ( 1992). Basics of grounded theory: Strategies for qualitative 

research. New York: Aldine. 

Glaser, B., & Strauss, A. (1967). The discovery of grounded theory. 

Chicago: Aldine. 

Gooch, S. (1989). Power to women in partnership. Nursing Times, 85(25) , 

45. 

Green, J ., Coupland, V., & Kitzinger. J. (1990) . Expectations, 

experiences, and psychological outcomes of childbirth: A 

prospective study of 825 women. Birth, 17(1), 15-24. 

Guilliland, K., & Pairman, S. (1994) . The midwifery partnership: A model 

for practice. New Zealand College of Midwives Journal, 5-9. 

Guilliland, K., & Pairman, S . (1995). The midwifery partnership: A model 

for practice. Wellington: Victoria University of Wellington. 

Hall, M. (1981). Is antenatal care really necessary. Practitioner, 225, 

1263-1265. 

Hansell, M. ( 1991). Socfodemographic factors and the quality of perinatal 

care. AmericanJoumalof PublicHealth, 81, 1023-1028. 

Health and Disability Act. (1993). Wellington. 



154 

Holloway, I., & Wheeler, S. (1996). Qualitative research for nurses. Great 

Britain: Blackwell Science. 

Hotchin, C. (1996). Midwives' use of unorthodox therapies: A feminist 

perspective. Unpublished Master of Arts thesis, Massey University, 

Palmerston North. 

Kalderimis, C. ( 1998, June 5). Abstain rather than guessing. The 

Dominion. 

Kaufman, K. (1993) . Effective control or effective care. Birth, 20, 156-158. 

Keddy, B., Sims, S., & Stern, P. (1996) . Grounded theory as a feminist 

research methodology. Journal of Advanced Nursing, 23, 448-453. 

Kenny, P., King, M., Cameron, S., & Sheill, A. (1993) . Satisfaction with 

post natal care: The choice of home or hospital. Midwifery, 9, 146-

153. 

Kirkham, M. ( 1986) . A feminist perspective in midwifery. Chichester: John 

Wiley & Son. 

Kleffel, D. (1991). Rethinking the environment as a domain of nursing 

knowledge. Advances in Nursing Science, 14(1), 40-51. 

Laslett, A., Brown, S., & Lumley, J. (1997) . Women's views of different 

models of antenatal care in Victoria, Australia. Birth, 24(2), 81-89. 

Lauchland, M. (1996, April). The shared journey: Models in midwifery 

practice. New Zealand College of Midwives Journal, 24-27. 

Leversha, A., & Marks, R. (1995). The prevalence of fetal alcohol 

syndrome in New Zealand. New Zealand Medical Journal, 108, 502-

505. 

Liu, D., Jevons, D., & Thwaites, P. (1992). Antenatal care towards the 

year 2000. Midwives Chronicle and Nursing Notes, 388-390. 



155 

Macdonald, A. M. (Ed.). (1978). Chambers twentieth century dictionary. 

Edinburgh: W & R Chambers. 

Mac Lennan, A. ( 1986). Is traditional antenatal care worthwhile? 

Healthright, 5(4), 22-27. 

Maloni, J., Cheng, C. , Liebl , C., & Sharp, J. (1996). Transforming 

prenatal care: Reflections on the past and present with 

implications for the future. Journal of Gynecologic and Neonatal 

Nursing, 25, 17-18. 

Marcus, M., & Liehr, P. (1998). Nursing research: Methods, critical 

appraisal and utilisation. In G. LoBiondo-Wood & J. Haber (Eds.), 

Qualitative approached to research (4th ed.,). Missouri: Mosby. 

Massey University. (1994) . Code of ethical conduct for research and 

teaching involving human subjects. Palmerston North: Massey 

University. 

Masters, C. (1998, November 18). How did the government maternity 

s ervices get so out of control? New Zealand Heraldi p. A13. 

McClanahan, P. ( 1992). Improving access to and use of prenatal care. 

Journal of Gynecologic and Neonatal Nursing, 21, 280-284. 

Mein Smith, P. (1986). Maternity in dispute: New Zealand 1920-1939. 

Wellington: Historical Publication Branch, Department of Internal 

Affairs. 

Methven, R. C. ( 1990). The antenatal booking interview. London: 

MacMillan. 

Microsoft. (1995). Word (Version 7). 

Midland Regional Health Authority. (1996). Notice issued to section 51 of 

the Health and Disability Services Act 1993 concerning the provision 



156 

of maternity services 1996. Hamilton: Midland Regional Health 

Authority. 

Midwives Act (1904). Wellington 

Midwives: Pregnant women safer . ( 1998, November 3). The Daily News . 

Miller, G. (1994). The magical number seven, plus or minus two: Some 

limits on our capacity for processing information. (Reprint). 

Psychological Review, 101, 343-3 52. 

Ministry of Health. (1998). Fetal and infant deaths 1995. Wellington: 

Author 

Mitchell, G., & Cody, W. (1993) . The role of theory in qualitative research. 

Nursing Science Quarterly, 6, 1 70-178. 

My life is ruined. ( 1992, September 22). Sunday Times, p.1. 

New Zealand College of Midwives. ( 1990). Constitution. Christchurch: 

Unpublished. 

New Zealand College of Midwives. ( 1993). Midwives handbook for 

practice. Christchurch: Author. 

New Zealand Nurses Association. (1981). Policy statement on maternal 

and infant nursing, Wellington. 

Nurses Amendment Act. (1971). Wellington: Government Printers. 

Nurses Amendment Act. (1983). Wellington: Government Printers. 

Nurses Amendment Act. (1990). Wellington: Government Printer. 

Oakley, A. (1982). The origins and development of antenatal care. In M. 

Enkin & I. Chalmers (Eds.), Effectiveness and satisfaction in 

antenatal care . London: William Heinemann Medical Books. 



157 

Oakley, A. {1992). Commentary: The best research is that which breeds 

more. Birth, 19( 1), 8-9. 

Olsson, P., Sandman, P., & Jansson, L {1996}. Antenatal 'booking' 

interviews at midwifery clinics in Sweden: A qualitative analysis of 

five video-recorded interviews. Midwifery, 12, 62-72. 

Pae, D. (1994) . The first antenatal visit. New Zealand Practice Nurse, 76-

77. 

Pairman, S. (1996). Midwife with woman: An exploration of the midwifery 

parlnership. Paper presented at the New Zealand College of 

Midwives Conference, Lincoln University, Christchurch. 

Pairman, S . (1998) . Professional friendship: An exploration of midwifery 

parlnership. Paper presented at the New Zealand College of 

Midwives Conference, Auckland. 

Papps, E. , & Olssen , M. (1997) . Doctoring childbirlh and regulating 

midwifery in New Zealand: A Foucauldian perspective. Palmerston 

North: The Dunmore Press. 

Patterson, E.T. , Freese, M. P., & Goldenberg, R. L. (1990) . Seeking safe 

passage: Utilising health care during pregnancy. IMAGE: Journal of 

Nursing Scholarship, 22(1), 28-31. 

Polit, D., & Hungler, B. {1989). Essentials of nursing research. (2nd ed.). 

Philadelphia: Lippincott. 

Pybus, M. (1996) . Report of grounded theory workshop held at University 

of Canterbury, Christchurch 8-10 May. Nursing Praxis in New 

Zealand, 11(2), 49. 

Ramsden, I. { 1990} . Kawa whakaruruhau: Cultural safety in nursing 

education in Aotearoa. Wellington: Ministry of Education. 



158 

Rodgers, B. L., & Cowles, K. V. (1993). The qualitative research audit 

trail: A complex collection of documentation. Research in Nursing 

and Health, 16, 219-226. 

Sandelowski, M. ( 1986). The problems of rigor in qualitative research. 

Advances in Nursing Science, 8(3), 27-37. 

Seaman, C. ( 1987). Research methods: Principles, practice, and theory for 

nursing. California: Appleton & Lange. 

Seccombe, I., & Stock, J. (1995). Team midwifery. In L. Page (Ed.), 

Effective group practice in midwifery: Working with women. Oxford: 

Blackwell Science. 

Shiffrin, R., & Nosofsky, R. (1994). Seven plus or minus two: A 

commentary on capacity limitation. Psychologi.cal Review, 101, 

337-361. 

Silverton, L. (1993). The arl and science of midwifery. London: Prentice 

Hall. 

Skelton, R. (1994) . Nursing and empowerment. Journal of Advanced 

Nursing, 19, 415-423. 

Stern, P. ( 1980). Grounded theory methodology: Its uses and processes. 

Image: The Journal of Nursing Scholarship, 12(1), 20-23. 

Stevens, P. ( 1989). A critical social reconceptualisation of environment in 

nursing: Implications for methodology. Advance Nursing Science, 

11(4), 65-68. 

Strauss, A. L., & Corbin, J. (1990). Basics of qualitative research. 

Newbury Park, California: Sage. 

Sylvester, M., & McTavish, S. (1998). Taranaki community partnership 

model. Journal of Nursing Management, 6, 71-75. 



159 

Taylor, A. (1994). Familiarity breeds contentment. Nursing Ti.mes, 90(18), 

40, 42-43. 

Television New Zealand. (1992a, October 11). Frontline Documentary. 

Television New Zealand. (1992b, November 3). Frontline Documentary 

Tew, M. (1990). Safer childbirth? A critical hi.story of maternity care. 

London: Chapman and Hall. 

Thompson, P. (1987). Homebirth: Consumer choice and restriction of 

physician autonomy. Journal of Business Ethics, 6481-487. 

Thorley, K., Rouse, T., & Campbell, I. ( 1997). Results of seeing mothers 

as partners in antenatal care. British Journal of Midwifery, 5, 546-

550. 

Tinkler, A. ( 1998). Team midwifery: The influence of the midwife-woman 

relationship on women's experiences and perception of maternity 

care. Journal of Advanced Nursing, 28, 30-35. 

Transitional Health Authority Maternity Project Team (1997). Guidelines 

for referral to obstetric and related specialist medical seroices. 

Wellington: Transitional Health Authority. 

Turnbull, C. ( 1984) . Quality antenatal care. The Australian Journal of 

Advanced Nursing, 2(1), 32-43. 

Waldenstrom, U., & Nilsson, C. (1993). Women's satisfaction with birth 

centre care: A randomised, controlled study. Birth, 20(1), 3-13. 

Walker, J. (1976). Midwife or obstetric nurse: Some perceptions of the 

midwives and obstetricians on the role of the midwife. Journal of 

Advanced Nursing, 1, 129-138. 

Wells, K. (1995). The strategy of grounded theory: Possibilities and 

problems. Social Work Research, 19(1), 33-37. 



160 

What midwives want from their clients. Necessary http/ /www. 

efn.org/-djz/birth/ MT /midwiveswant.html. 

Wiener, C. L., & Wysman, W. M. (Eds.) . (1990). Grounded theory zn 

medical research: From theory to practice. Amsterdam: Swet & 

Zeitlinger. 

Williams, K. (1994). Home from home. Nursing Times, 90(18), 44-46. 

Williamson, S., & Thomson, A. (1996). Women's satisfaction with 

antenatal care in a changing maternity service. Midwifery, 12, 198-

204. 

Woodcock, H., Read, A., Bower, C., Stanley, F., & Moore, J. (1994). A 

matched cohort study of planned home and hospital births in 

Western Australia 1981-1987. Midwifery, 10, 125-135. 

World Health Organisation. (1966). Definition of a midwife . Geneva: 

Author. 

Young, D. (1990). How can we "enrich" prenatal care? Birth, 17, 112- 13. 




