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ABSTRACT 

Background: Slow progress of labour (SPL) occurs in 3-37% of all labours. 

It constitutes the main cause of primary caesarean section (CS) and is 

associated with operative births, maternal and foetal morbidity, and a 

negative birthing experience. SPL is also the principal reason for the 

transfers of women from midwife-led units (MLUs) or their home, to 

hospitals. The current standard medical management of SPL, including 

intravenous administration of synthetic oxytocin and artificial rupture of 

membranes (ARM), has been increasingly questioned and the need for 

alternatives recommended. A midwifery approach to SPL represents a 

possible important alternative. However, contemporary literature shows a 

surprising dearth of research concerning midwives’ approaches to SPL. 

Birth centres appear ideal settings for exploring a midwifery approach to 

SPL, given the strong midwifery philosophy and the relevance of SPL 

reported in these contexts.  

Aim: To explore midwives’ approaches to SPL in birth centres, focusing in 

particular on midwives’ understanding of the phenomenon, diagnostic 

process, clinical management and decision-making.  

Methods: A qualitative multiple case study, underpinned by a critical realist 

perspective. Midwives’ approaches to SPL represented the ‘case’ of interest; 

an Italian alongside- (AMU) and an English freestanding- (FMU) midwifery 

units were purposively selected as case-sites. Data was collected between 

November 2012 and July 2013, after obtaining all necessary ethical 

approvals. An inductive reasoning, and triangulation logic characterised 

data collection. Multiple methods were adopted including individual semi-

structured interviews, focus groups, observations and document reviews. 

Practising midwives, midwife managers and two lead obstetricians were 

included as participants after obtaining written informed consent. Data was 

analysed at two levels, within-case and cross-case, using a thematic 

analysis. Findings from the cross-case analysis supported the development 
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of assertions and final conceptualisation regarding midwives’ approaches 

to SPL in birth centres.  

Findings: At the Italian site, midwives identified SPL as the problem of their 

care in the AMU. They perceived the process of recognition of this 

phenomenon as an engaging challenge and attempted to untangle the main 

cause amongst the many intertwined ones, in order to tailor their approach. 

Dealing with SPL represented a struggle; midwives adopted several 

different interventions and their decisions appeared enabled or 

constrained by numerous factors, especially the problematic relationship 

with the hospital staff. At the English site, SPL was not considered an issue, 

midwives were keen in looking at diagnostic and causal factors of SPL 

within a bigger picture. Midwives’ interventions aimed at giving women the 

best chance to overcome SPL and give birth in the FMU. The several 

influential factors were managed by many midwives through experience.  

Across cases, midwives’ understanding of SPL varied. SPL was 

acknowledged to result from a complex interaction of causes. Early labour 

was considered a critical stage for the development of SPL. The process of 

recognition of SPL appeared a dynamic one and aimed at reaching an 

objective diagnosis. Distinguishing whether SPL represented a 

physiological rest or arrest of labour progress represented an emerging 

dilemma. Midwives tailored interventions to single situations. Some 

interventions appeared to be fundamental to midwifery care, whilst others 

depended on various factors. Midwives’ relationships with all factors in the 

context appeared to be pivotal for both performing interventions and 

decision-making.  

Conclusion: This is the first case study exploring midwives’ approaches to 

SPL in birth centres, in both an English and an Italian context. This research 

outlines midwives’ approaches to SPL as a result of a complex and dynamic 

system. Midwives’ understanding, identification, clinical management of 

SPL and decision-making represents a multifaceted and stratified reality. 

The individual characteristics of the women, the birth attendants, the 
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midwife, and colleagues, as well as the relationships occurring in this 

context, represent the main factors whose variable interactions may result 

in variable manifestations of the midwifery approach. On the basis of the 

findings of this research, recommendations are made for midwifery 

practice, education and research. 
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“Man’s life consists in the affection that principally sustains him and in which 

he finds his greatest satisfaction.” 

(St.Thomas D’Aquinus) 
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SSN Sistema Sanitario Nazionale (National Health System 

in Italian language) 

SPL Slow Progress of Labour 

TCM Traditional Chinese Medicine 



 

XXI 

WHO World Health Organization 

  



 

1 

1 INTRODUCTION 

This thesis is the result of a doctoral project aimed at exploring midwives’ 

approaches to SPL in birth centres. This research was developed from a 

strong midwifery perspective with the main object of the exploration being 

the midwifery approach and the principal explorer being a midwife (the 

researcher). This study undertook data collection in two different MLUs2 in 

two different countries (Italy and England). It involved the participation of 

practising midwives, as well as managers and a few doctors, and entailed 

the management of an overwhelming amount of data and work that, in 

different ways, occupied the time of four academic years.  

The ultimate objective of this work was to offer a better understanding of 

the approaches actually used by midwives when dealing with SPL in their 

everyday practice, given the great relevance of this problem for maternal 

and public health, but also considering its impact on organisations and 

midwifery care. The features of the midwifery approach which have 

emerged in this exploration have helped to identify current challenges, 

areas for further research and improvement in education so as to delineate 

recommendations for the future.  

The following sections will illustrate the researcher’s personal motivation 

for venturing into such an exploration, the relevance of SPL in a global 

scenario, and an overview of the structure of the thesis. The overview will 

function as a conclusion of the introduction and leave the reader to enter 

into the heart of the exploration in the following chapters.  

1.1 SPL in birth centres: a personal problem 

Providing a personal perspective while referring to yourself impersonally 

as a ‘researcher’ can be challenging, though not impossible; for this reason, 

                                                        

2 The terms ‘birth centres’ and ‘MLUs’ are used as synonyms in the current work.  
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the choice here is to abandon for a moment, the academic style employed 

for this doctoral thesis and provide some initial personal reflections 

through the ‘I’ voice. My interest in the topic of this thesis originated mainly 

from my experience as a midwife and my personal curiosity and desire to 

know more about the characteristics and the meaning underpinning the 

reality before me. After years of practice in community and hospital 

settings, I had the privilege of working at the Margherita Birth Centre in 

Florence, one of the few MLUs currently existing in Italy (Iannuzzi and 

Morano, 2015). From my experience in the Margherita I became aware of 

all of the problems connected to a woman’s slowing/arrest of labour 

progress, awareness that seemed to be forced by the relatively frequent 

transfers of women to the alongside host unit because of dystocia and in 

particular of functional dystocia. The approaches adopted by my colleagues 

and I seemed to be helpful in many cases but not sufficient in ‘controlling’ 

and overcoming the problem. Moreover, that problem seemed to be so able 

to bring out the best and the worst of childbirth, to disempower and 

empower women and attendants. It managed to generate frustration when 

women had to change the birth place and the model of care they had chosen 

to give birth, or the incredible sense of reward when after struggles and 

suffering faced together, the baby was finally welcomed by midwives, 

women and partners in the birth centre. My ultimate questions were ‘why 

is dystocia so frequent? Why are the approaches we use not effective? What 

more can we do or even what can we do differently? Is there any other way 

or ‘midwifery trick’ that I can take from other midwives’ experience?’. The 

present research originated from the search for answers to those questions 

and to the multiple others that came up after working on the literature and 

discovering that what had seemed to be relevant to me was actually 

relevant for midwifery worldwide.  
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1.2 The relevance of the topic 

According to Kjaergaard et al. (2009, p.402), the ‘study of the epidemiology 

of dystocia3’ is highly important both ‘from a public health and a clinical 

perspective’. Dystocia is, indeed, considered to be ‘one of the most vexing, 

complex and unpredictable complications in labour’ (Simkin and Ancheta, 

2011, p.3). This phenomenon appears to be complicated by the existing lack 

of consensus around its definition, diagnosis and management (Ness et al., 

2005; Kjaergaard et al., 2009; Karaçam et al., 2014). Given these flaws, it is 

hard to attain a quantification of the real scale of the problem, nevertheless 

the variable rates suggest that dystocia occurs frequently worldwide. 

Authors have indeed reported incidences from 3-8% (Algovik and 

Lagercrantz, 1999) to about 20%-37% (Neilson et al., 2003; Zhu et al., 2006; 

Kjaergaard et al., 2009) of all births. According to Kjærgaard et al. (2009), 

the rates are generally higher among nulliparous compared to multiparous 

women. Nulliparae are also more likely to face both forms of dystocia (i.e. 

mechanical and functional4), while multiparae deal with a mechanical 

dystocia in most cases (Zhu et al., 2006).  

One of the main impacts of SPL on women’s health is the increased risk of 

caesarean section (CS). In fact, worldwide dystocia represents the primary 

cause of CS, especially among nulliparous women (Gifford et al., 2000; 

ACOG, 2003; Ness et al., 2005; Bugg et al., 2011; Boyle et al., 2013; Cahill and 

Tuuli, 2013; Caughey, 2014). For this reason, authors have indicated the 

surveillance of the phenomenon of SPL as being crucial in order to achieve 

the goal of a global reduction of CS rates (Boyle et al., 2013). The high risk 

of CS has been partly justified by the presence of maternal risk factors, but 

also with the cascade of medical (inappropriate) interventions that 

                                                        

3 Dystocia is used by many authors as synonym of SPL. 
4 As summarised by Karaçam et al. (2014), mechanical dystocia indicates any form 
connected to an obstruction while functional dystocia indicates any slowing of labour 
progress due to problems with the uterine activity.  
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generally follows the diagnosis of dystocia (Zhang et al., 2002; Page and 

McCandlish, 2006; Simkin and Ancheta, 2011).  

SPL has also been associated with high maternal and neonatal morbidity, 

instrumental deliveries (Cluett et al., 2004; Bugg et al., 2006; Selin et al., 

2009) and negative birth experiences for women (Waldenström et al., 2004; 

Nystedt et al., 2005, 2008; Nystedt and Hildingsson, 2014).  

Additionally, SPL represents a primary cause of intrapartum transfer of 

women to OUs (OUs) in non-hospital settings (Hollowell et al., 2011; Shazly 

et al., 2014). Amongst the out-of-hospital contexts, the issue appears to be 

more relevant in MLUs compared to home settings (Hollowell et al., 2011).  

1.3 Structure of the thesis  

After the introduction to the relevance of the topic provided in this chapter, 

Chapter 2 outlines the issues connected to midwives’ approaches to SPL 

which have emerged from the literature review. The chapter considers in 

particular, the debates around the definition, aetiology, recognition and 

management of SPL. It also offers a historical perspective aimed at 

highlighting the way the phenomenon was presented to, and approached by 

midwives and how this has changed throughout time. The chapter 

continues by outlining the dearth of research on midwives’ approaches to 

SPL, the need for an investigation in this area and the identification of birth 

centres as the ideal setting for conducting an exploration of the 

phenomenon. The chapter concludes with a description of the aim of the 

research and research questions on which the research is predicated. 

Chapter 3 explains the methodological choices and philosophical 

assumptions underpinning the research. In particular, the rationale for 

adopting a qualitative approach and conducting a multiple case study 

within a critical realist perspective. The reader can find a detailed 

description here of the methods utilised for the data collection and data 

analysis. The chapter concludes with some final ethical considerations.  
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The research findings are illustrated in the manuscript throughout the next 

three chapters: Chapter 4, 5 and 6. Chapter 4 illustrates the results from 

the exploration of the case at the Italian site, whilst Chapter 5 displays what 

emerged from the English site. Both chapters provide a description of the 

local and broader context of the exploration, of the sources adopted and the 

themes identified in each within-case analysis. Chapter 6 outlines the 

similarities and differences which have emerged from the cross-case 

analysis and offers general assertions regarding the midwifery approach to 

SPL in birth centres grounded on the study results.  

Chapter 7 discusses the findings and conceptualisation of the approaches 

adopted by midwives to SPL in relation to the literature. A reflexive account 

of the research and the researcher’s journey is outlined within this 

discussion to enrich the considerations provided.  

Chapter 8 presents the conclusion of this work and offers 

recommendations for practice, research and education based on the current 

research.  
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2 LITERATURE REVIEW 

This chapter will firstly illustrate the literature review strategy adopted in 

the current work. It will then provide background information regarding 

the phenomenon of SPL and its standard (medical) management before 

focusing on the literature related to the midwifery approaches to SPL. A 

historical perspective will be next offered in order to provide an overview 

of the changes of the concept of prolonged labour and the related midwifery 

care that has occurred throughout the last seven decades. Finally, a 

summary of the chapter will be presented and will serve as an introduction 

to the research aim and questions.  

2.1 The literature review strategy 

The aim of the literature review was to seek evidence and information 

concerning midwives’ approaches to SPL. However, a dearth of studies on 

the specific topic immediately emerged, and consequently the search was 

broadened. This broader exploration allowed for a background of 

knowledge concerning SPL to be explored, and illuminated the possible 

challenges and resources of a midwifery approach to this problem in every-

day practice.  

The literature review was conducted between October 2011 and May 2012. 

Auto-alerts were set within databases in order to receive regular updates of 

relevant material throughout the entire PhD journey. The examined 

databases included: THE COCHRANE LIBRARY; CINHAL; MEDLINE (OVID 

1950); AMED; MATERNITY AND INFANT CARE; EMBASE; and ASSIA. Both 

Medical Subject Heading (MeSH) terms and free-text keywords were 

utilised (see Appendix 1 for the search terms used). The only limits applied 

to the databases were the English or Italian language. Relevant books, 

professional journals and magazines, PhD theses, abstracts and conference 

proceedings were also searched and examined as part of the literature 

review.  
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2.2 Definition of SPL 

One of the first features of SPL emerging from the literature search was the 

absence of an unequivocal definition of the phenomenon. The difficulty in 

finding a definition universally accepted seems related to the diversity and 

ambiguity in professionals’ interpretations on what really constitutes a SPL 

(Zhang et al., 2002; Cunningham et al., 2010; Neal and Lowe, 2012). 

Although the definition of SPL could appear self-evident, indicating a 

circumstance where a woman’s progress of labour is slow, problems arise 

when questions such as ‘slow compared to what?’ are posed. This 

illuminates the absolute connection between discourses on normal labour 

length and progress and the definition of SPL.  

2.2.1 Definition of normal labour length: the influence of Friedman’s 

curves 

Friedman’s studies (Friedman, 1954, 1955, 1956; Friedman and Kroll, 

1969; Friedman, 1978) and the introduction of the partogram of Philpott 

and Castle (1972) certainly produced an authoritative knowledge5 (Jordan, 

1993; Davis-Floyd and Sargent, 1997) imposing standards of normal length 

of labour and criteria for the recognition of SPL for decades (Downe and 

Dykes, 2009; Simkin and Ancheta, 2011; Walsh, 2012a). In his first work, 

Friedman observed labour progress in a small, non-homogenous sample of 

the population measuring the progression of women’s cervical dilatation 

over time, through rectal examinations performed approximately hourly. 

The findings were used to create a curve –the Friedman’s curve – that aimed 

at representing the average/standard labour progress in women 

(Friedman, 1954). Friedman’s curves soon became the authoritative 

guidance for defining a ‘normal’ labour progress in most countries; a 

cervical dilatation of 1.2 cm/h in nulliparas and 1.5 cm/h in multiparas in 

                                                        

5 According to Davis-Floyd and Sargent (1997, p.238) the authoritative knowledge is the 
knowledge that counts, ‘on the basis of which decisions are made and actions taken’. 
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active labour was stated as the pattern of normality (Friedman, 1955). Any 

deviation from those patterns, including slower rates of cervical dilatation, 

was assumed to be indicative of abnormality, thus instances which required 

medical interventions.  

From Friedman’s studies developed the partogram. This is a tool for 

professionals where features of cervical dilatation and foetal head descent 

progress can be plotted and other relevant information in labour (i.e. 

woman’s pulse, temperature) recorded (Philpott and Castle, 1972). The key 

function of the partogram is to enable early detection of anomalies in labour 

progress by comparing a woman’s labour progress with the standard 

‘normal’ baseline (based on Friedman’s work) provided in the tool (Enkin 

et al., 2000).  

The partogram of Philpott and Castle (1972), subsequently adapted by 

Studd (1973), is one of the most widely adopted models in Western 

healthcare (Duff, 2005). The authors’ intention was to offer an additional 

aid for professionals’ decision-making by creating a graph, the ‘partograph’, 

within which ‘alert’ and ‘action’ lines were introduced to delineate sharp 

boundaries between normal and abnormal labour. The underpinning of a 

normal cervical dilatation rate was defined by a mean of 1 cm/h (Walsh, 

2000). This became the accepted standard for establishing the normality of 

labour progress. Subsequently, slow labour was labelled as such when the 

dilatation of the cervix was below this trend or when the recording of a 

woman’s cervical dilatation passed the alert line and ‘crossed’ the action 

line in the partogram. 

2.2.2 Critiques to Friedman’s studies and questions on the use of 

partogram 

The assessment of labour progress based on Friedman’s curves and the 

adoption of the partogram have been increasingly called into question 

(Downe and Dykes, 2009; Walsh, 2012a) and Friedman’s original study 

judged as ethically and methodologically questionable (Duff, 2005). 
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Critiques of Friedman’s curves include their non-representativeness of the 

real progress and length of physiological labours (Albers, 1999; Zhang et al., 

2002; Lavender et al., 2005). Friedman’s criteria has also been described as 

restrictive and disrespectful of the physiology of birth (Zhang et al., 2002; 

Neal et al., 2010). Moreover, authors view the traditional curves and 

partograms as expression of a dominant bio-medical paradigm (Downe and 

Dykes, 2009) opposed to a social model of care (Walsh and Newburn, 2002; 

Kirkham, 2003; MacKenzie Bryers and van Teijlingen, 2010; Walsh, 2012a). 

Bio-medical models of childbirth adopt an industrialised and linear concept 

of time for assessing labour and tend to force the individual variability of a 

women’s labour into pre-set standards. These standards also depend on 

hospital needs or even professionals’ convenience (McCourt, 2009; Cheyne 

et al., 2013). Although the partogram has been widely accepted by 

professionals in various countries and ethnic groups, its undifferentiated 

adoption in different socio-cultural contexts and systems of care has 

appeared inappropriate (Groeschel and Glover, 2001, Lavender et al., 

2012). 

The use of the partogram as a tool has been particularly questioned by a 

recent Cochrane review (Lavender et al., 2012). The review aimed at 

determining the effects of the use of partogram and of its different designs 

on outcomes of women with spontaneous labour at term. The authors’ 

conclusions outlined that the routine use of partogram is not supported by 

evidence. Nevertheless, the partogram remains widely implemented in 

maternity services and decision on its adoption left to local discussions 

pending further research.  

For many authors, the general assumption underpinning partograms –i.e. 

that all women should labour in accordance to set standards, leads to 

misinterpretations of normal progress, thus of SPL. As a result, unjustified 

and potentially harmful interventions are routinely performed to women 

(Saunders et al., 1992; Walraven, 1994; Downe and Dykes, 2009, p.71; 

Wiberg-Itzel et al., 2010; Lavender et al., 2012).  
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Attempts have been made to offer alternatives to Friedman’s curves and to 

partograms. In particular, based on a large observational study, Zhang and 

colleagues (2002) developed an original ‘step-like’ model of labour 

progress. According to this model, professionals should not consider a 

labour as established before 5-6 cm of cervical dilatation and different 

criteria should characterise the identification of SPL before or after this 

point of reference (Walsh, 2012b). 

Neal and Lowe (2012) has proposed a new model of partogram based on 

Zhang’s curves. The authors claimed the creation of a ‘physiological 

evidence-based’ alternative for low risk women to the partogram of Philpott 

and Castle. In this partogram the alert and action lines are replaced with a 

‘dystocia line’ which is used to suggest interventions in case of SPL. 

According to this model, SPL is identified by the presence of a delay of 4 

hours in the cervical dilatation once the active phase of labour has started 

(after a dilatation equal/above 5 cm). This partogram has immediately 

appeared less restrictive than the Philpott and Castles model, although it 

still suggests a ‘standard’ progress for the whole population of women. The 

adoption of this tool needs further investigation and testing in order to 

make sound assertions on its merit and value as an alternative to the 

partograms currently in use.  

According to Downe and Dykes (2009), some midwives are seeking models 

that might reflect the individual complexity of labour progress and in doing 

so have moved from the adoption of medical models (e.g. the use of 

partogram) back to fundamental midwifery skills in assessing the labour 

progress. These fundamental skills include the use of ‘visual’ signs and 

‘intuitive’ knowledge (Winter and Duff, 2009). 

2.2.3 Wording for SPL 

Clarity on the definition of SPL is hard to attain, considering not only the 

criteria adopted, but also the variable terminology in use. In fact, according 

to Friedman (1978), there are approximately 65 different terms adopted to 
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indicate the same phenomenon of abnormal progress of labour. This lack of 

clarity likely reflects the absence of consensus around the topic. The 

problem of dealing with the plethora of different terminologies appears 

fundamentally unsolved over time (Simkin and Ancheta, 2011).  

This plethora of terminologies seems to be divided along two main 

categories: one collects definitions based on the possible causes of SPL. The 

other gathers terminologies that outline the deviation of labour progress 

from set patterns of normality.  

The first category includes common expressions such as ‘uterine inertia’ 

(Stålhammar and Boström, 2008), ‘inefficient uterine action’ (Jeffcoate et 

al., 1952) and ‘dysfunctional labour’ (Hinshaw et al., 2008), that refer more 

to the role played by uterine contractions. Additionally, terms such as 

‘obstructed labour’ (Neilson et al., 2003), ‘mechanical dystocia’ (Zhu et al., 

2006) ‘cephalopelvic disproportion’ (O’Driscoll et al., 1984), ‘feto-pelvic 

disproportion’(Friedman, 1955) relate more to problems between the baby 

and the maternal pelvis. Finally, terms such as ‘emotional dystocia’, 

‘iatrogenic dystocia’ (Simkin and Ancheta, 2011) or ‘organisational 

dystocia’ (Anderson, 2004) outline more complex risk factors.  

The second more general category includes definitions such as the popular 

‘dystocia’ (ACOG, 2003; Algovik et al., 2004) ‘failure to progress’ (Sheiner et 

al., 2002), ‘poor progress’ (El-Hamamy and Arulkumaran, 2005) ‘delayed 

labour’ (Mori and Tokumasu, 2011) or ‘prolonged labour’ (Dencker et al., 

2009). Such terms appear influenced by discourses around (ab)normality 

of labour progress and length (see Davis-Floyd and Sargent, 1997; McCourt, 

2009). As patterns of normal labour have been increasingly questioned and 

reconsidered over time (see 2.8), these terms are likely to account for 

different meanings dependent on the time they were used, even if as labels 

they might appear unchanged.  

Within the above-mentioned plethora of definitions, the one considered 

more appropriate for the current work was ‘SPL’ as the shortest version of 

the Cluett et al.’s concept of ‘slower than expected labour’ (2004). This 
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terminology, despite clearly being influenced by the discourse and 

expectation of normal labour length, allows for the possibility of deviations 

from the standard to be an expression of normality – something not 

expressed in terms such as ‘failure to progress’. Such language resonates 

with the bio-social model of care in midwifery which underpins the present 

work. Within such a model, differences from standards are seen more as 

expressions of the individual and the flexible nature of childbirth, rather 

than anomalies or defects of a sort of mechanical /industrial process as in 

the bio-medical model (Walsh and Newburn, 2002). Ultimately, this 

terminology is less restricting and directing than others, and thus provides 

a broader platform for open and flexible explorations. 

2.3 The complex aetiology of SPL 

Research on the aetiology of SPL has not identified yet – and probably never 

could- a single comprehensive mechanism able to explain the phenomenon. 

Many different factors seem to play a role and contribute singularly or 

together to slowing a woman’s labour progress. As discussed previously, 

some terminologies around SPL contain in themselves an indication about 

the causes. This is certainly the case of the terms ‘mechanical’ and 

‘functional’ dystocia, commonly adopted to classify slow progress. 

According to Simkin and Ancheta (2011), the causes of SPL can be divided 

into two main categories: intrinsic and the extrinsic. The intrinsic category 

consists of foetal and maternal factors commonly considered as the ‘5 Ps’ of 

labour – the power, passage, passenger, pain and psyche (Lowe, 2007; 

Simkin and Ancheta, 2011, p.xvii). The most common foetal causes in the 

literature are malposition, asynclitism, a deflexion and/or lack of 

engagement of the foetal head and a disproportion of the foetus with the 

pelvis (Simkin and Ancheta, 2011). 

Maternal factors associated with SPL include: a maternal age above 35 years 

(Sheiner et al., 2002; Treacy et al., 2006; Greenberg et al., 2007); primiparity 

(ACOG, 2003; Rickles et al., 2007; Kjaergaard et al., 2009); obesity (Zhang et 
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al., 2007; Cedergren, 2009; Lowe and Corwin, 2011); and a maternal height 

below 150 cm (McGuinness and Trivedi, 1999; Lowe, 2007). Additional risk 

factors include: a pre-labour rupture of membranes; labour induction; the 

presence of hypertensive or metabolic disorders; a thick or tense cervix; a 

dilatation inferior to 4-5 cm of women at admission to labour-wards; a full 

bladder or rectum; and the use of epidural analgesia (Sheiner et al., 2002; 

Cluett et al., 2004; Kjaergaard et al., 2008; Selin et al., 2008; Dencker et al., 

2009; Simkin and Ancheta, 2011). 

Alongside the macroscopic and visible factors associated with SPL 

suggested above, research has also focused on microscopic and invisible 

causes. The search for such factors has led to fascinating insights into the 

uterus (see Wray, 2007). For example, the study of cytokines and 

inflammatory mediators, have led to the discovery of relationships between 

chorioamniotitis and SPL (Satin et al., 1992; Mark et al., 2000; Abramov et 

al., 2004; Duff, 2005). Moreover, Leptin was found to be an inhibitor of 

uterine contractility in vitro, thus indicating a possible explanation to the 

association of SPL and obesity (Moynihan et al., 2006). Knight et al. (2005) 

found an association between the abnormal plasma concentrations of the 

proteolytic enzyme MMP9, involved in remodelling the connective 

component of the cervix, with SPL related to ‘cervical dystocia’ (Simkin and 

Ancheta, 2011, p.24).  

There is also evidence of a genetic cause to SPL (Varner et al., 1996; Berg-

Lekås et al., 1998; Algovik and Lagercrantz, 1999; Algovik et al., 2004). 

According to Algovik et al. (2004, p.836) alongside a genetic familiarity, a 

‘psychological inheritance’, described as the influence of relatives’ 

experience of SPL on women, might negatively impact a labour progression. 

Authors also reported a relationship between uterine muscle acidosis, 

dysfunctional labour and unsuccessful oxytocin administrations (Quenby et 

al., 2004; Akerud et al., 2009; Wiberg-Itzel et al., 2010; Quenby et al., 2011). 

Wiberg-Itzel, Pettersson et al. (2010) suggested a lactate concentration in 

the amniotic fluid > 10.1 mmol/l as predictive for SPL and related clinical 

outcomes.  
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The hormone catecholamine has also been investigated in the aetiology of 

SPL (Dencker et al., 2009; Lowe and Corwin, 2011; Simkin and Ancheta, 

2011). Relationships between catecholamine, maternal stress and 

dysfunctional labour first appeared in the 1960’s (Lowe, 2007). However, 

renewed attention on catecholamine was evident following Michel Odent’s 

studies on the neuro-endocrine components of labour (Odent, 1986, 1991). 

There are numerous extrinsic causes and risk factors of SPL including 

elements associated with: birth environment; ethno-cultural characteristics 

of women; and hospital and caregiver policies. Moreover, Lowe (2007) 

underlined the role of professionals’ beliefs, attitudes, knowledge and skills 

behind decision-making in the aetiology of SPL. The socio-political 

environment, including medico-legal influences, and the attitude of women 

and their families towards childbirth were also included in Lowe’s model 

(2007).  

Despite the relative abundance of research as highlighted, it is nevertheless, 

generally acknowledged that the causes of SPL remain unknown (Dencker 

et al., 2009).  

2.4 The standard (medical) management of SPL  

The traditional management of SPL is represented by the intravenous 

administration of oxytocin and/or the ARM (or amniotomy) and the 

adoption of the ‘active management’ as a preventive strategy (Simkin and 

Ancheta, 2011). The primary goal of SPL management is to accelerate 

uterine contractions and increase the chance of a vaginal birth, thus 

reducing the chances of the need for CS due to SPL (Bugg et al., 2006; 

Shobeiri et al., 2007). 

Clark and colleagues (2009) defined the current routine use of chemical 

oxytocin within maternity services as concerning, given the emerging 

evidence of adverse perinatal outcomes (e.g. foetal distress) associated with 

its use. However, such evidence has led authors to question these 

traditional approaches. For example, Mori and colleagues, (2011) reported 
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that high doses of oxytocin were effective in shortening labours, increasing 

the possibility of a vaginal birth and reducing CS rates when compared to 

low dosages. However, concerns emerged regarding the quality of the 

related studies and their lack of consideration of women’s experience of this 

kind of care. As a consequence, authors concluded that no firm 

recommendation can actually be made. In contrast, Bugg et al., (2011) found 

no differences in CS rates when intravenous oxytocin administration was 

compared to an expectant management of SPL. The only difference between 

the two groups was a reduction of two hours in the labour length under the 

oxytocic regimen, but this was not associated with any advantage in 

maternal or neonatal outcome. Similarly, Wei et al. (2009) evaluated the 

effectiveness of a policy of early oxytocin administration and early ARM, in 

the remit of active management of labour; findings showed a mild 

shortening of labour length and a modest reduction in the rates of CS.  

Even the sole use of ARM for shortening labour has been questioned by 

Smyth and colleagues (2006); the authors did not recommend its routine 

use and suggested that this management should be considered just as a base 

for discussion with women.  

There is a growing consensus of an ‘injudicious over-use’ of labour-

accelerative interventions that give exposure to unnecessary risks in 

women and their babies (Neal et al., 2010, p.361). According to Neal et al., 

these risky interventions are justified in most cases by unrealistic 

expectations of cervical dilatation. Midwives’ approaches to SPL may offer 

not just an alternative in terms of practices to the accelerative-

interventions, but a different framework of care, grounded in a bio-social 

model of childbirth.  

2.5 Between medical and midwifery approaches: the use of 

intravenous hydration 

Dehydration in labour has been mentioned as a cause of SPL (Simkin and 

Ancheta, 2011) and the policy of ‘nil by mouth’ is not considered evidence 
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based intrapartum care (Kenyon et al., 2007). Hydration as a treatment of 

SPL gained credibility through evidence generated from RCTs in the last 

decade (Garite et al., 2000; Eslamian et al., 2006; Coco et al., 2010; Kavitha 

et al., 2012). Intravenous hydration was investigated as a substitute or 

complementary to oral fluid intake, for the enhancement of uterine activity. 

Given the lack of evidence, the volume of liquid to administer and evaluate 

was initially calculated from studies in relation to sporting activity, equating 

labour to a high muscular performance or prolonged exercise (Garite et al., 

2000; Coco et al., 2010; Kavitha et al., 2012). In a small trial comparing the 

effect of an intravenous administration of 250 ml/h versus 125 ml/h of 

Ringer Lactate, Garite and colleagues (2000) found that women with higher 

doses of intravenous fluid had a lower incidence of SPL. No differences 

emerged between groups regarding the rate of CS, operative births, 

epidural use and maternal and neonatal complications. Such findings were 

replicated by Eslamian, Marsoosi et al. (2006), who underlined the 

importance of hydration in labour, whilst also supporting policies of 

restriction in oral fluid intake for women. However, Coco et al. (2010) 

reported no differences in reduction of labour length and incidence of SPL 

where, besides the intravenous administration, whatever the quantity, oral 

fluid intake was unrestricted. It was concluded that it was not the 

intravenous administration, but the fluid intake that was beneficial. They 

also highlighted the importance of avoiding policies of ‘nil by mouth’ in 

labour. However, due to the small sample, replication of such findings is 

vital before conclusions can be drawn. Kavitha et al. (2012) conducted an 

RCT whereby 299 women were allocated to receive either an unrestricted 

oral intake or the ‘traditional’ intravenous administration of Ringer at 125 

ml/h and 250 ml/h. Interestingly, the only statistically significant result was 

a higher incidence of vomiting in the group who took liquid by mouth, with 

no differences observed in SPL, CS or maternal and foetal outcomes. Besides 

the apparent need for further research, the importance of these recent 

studies lies in their focus on hydration as an aid for SPL. Interventions in 

contrast to policies of fluid restriction are born primarily around fear of 

anaesthetic problems in hospital units. However, the intravenous 
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administration of fluids might resonate with the policies adopted in 

traditional labour wards, while unrestricted oral intake of fluid for women 

seems to more closely reflect the midwifery approach to care (Simkin and 

Ancheta, 2011). 

2.6 Midwives’ approaches to SPL 

2.6.1 Water immersion 

Water immersion has become an important element of midwifery practice 

with psychological, physiological and therapeutic benefits for women 

(Walsh, 2012b). A small RCT conducted by Cluett et al. (2004) compared 

the effect of water immersion in labour to standard augmentation with 

oxytocin on nulliparas with SPL. Water immersion resulted in a reduction 

of the pain rate of an epidural and an increased satisfaction. However, no 

differences were observed in labour length and operative births. Water 

immersion did however result in an increased likelihood of babies being 

admitted to neonatal units. However, similar Apgar scores and umbilical 

pHs to the newborns of mothers with oxytocin administration were 

reported. A review by Cluett and Burns (2009) on the use of water during 

the first stage of labour confirmed the effectiveness of water immersion in 

reducing pain and epidural requests with no adverse maternal or neonatal 

outcomes. The shortening effect of water immersion on labour length has 

been supported in other studies (Zanetti-Dällenbach et al., 2006). 

2.6.2 Continuous support and one-to-one-care 

The work of midwives has been conceptualised as a ‘being with’ rather than 

‘doing to’ labouring women (Walsh, 2012a). However, the advent of the 

hospitalisation of births in the past century has made the midwife’s 

continuous presence for labouring women and of one-to one-care more an 

exception, than a rule in maternity services worldwide (Hodnett et al., 

2012). Many elements reported by Hodnett et al. (2012) are central in these 

approaches, such as the emotional support, the therapeutic touch or 
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massage, the possibility of constant information on labour progress and a 

coping strategy for pain, are also considered useful strategies for SPL 

(Simkin and Ancheta, 2011). The general advantages of continuous support 

compared to the ‘usual care’6 are: a reduction in labour length; less recourse 

to analgesia; reduced chance of CS and operative births; positive Apgar 

scores and an improvement in women’s experience (Hodnett et al., 2012). 

Interestingly, the continuity of support might not necessarily be provided 

by midwives; an increased effectiveness was shown when support was 

provided by non-health care professionals, especially in highly-medicalised 

settings. These findings opened new debates around the role of partners 

and doulas in supporting labouring women and reducing medical 

interventions (Page and McCandlish, 2006; Simkin and Ancheta, 2011; 

Walsh, 2012b). If continuous support might be seen as continuity of care, 

the one-to-one approach has certainly been defined as a continuity of carer 

(Page and McCandlish, 2006; McLachlan et al., 2008) even if these concepts 

often appear overlapping. 

According to Simkin and Ancheta (2011) one-to-one care, that resonates 

with the midwifery caseload model, might play a key function both in 

prevention and treatment of SPL. Although Kenyon et al. (2007) reported a 

reduced likelihood for women of CS and operative birth when one-to-one 

care is offered compared to a non-one to one approach, further studies are 

necessary in order to understand the specific role of one-to-one care in SPL. 

2.6.3 Mobility and positions in labour 

Women’s freedom of movement, mobilisation and use of specific positions 

have been considered crucial in promoting normal labour, supporting a 

humanisation of childbirth and providing women-centred care (Regalia et 

al., 2004; Simkin and Ancheta, 2011). Numerous trials examining the effects 

                                                        

6 Authors outlined the presence of different concepts of usual care in trials. However, for 
the purpose of the review, usual care represented any care that did not involve continuous 
support.  
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of mobility during labour were analysed in a Cochrane review (Lawrence et 

al., 2009). Walking and the use of the upright position had a significant 

effect on reducing the length of the 1st stage of labour compared to semi-

recumbent positions, with no apparent increase in medical interventions. 

However, rather than the use of a single position, mobility per se and the 

frequent change in posture for women appear beneficial in labour progress 

(Regalia et al., 2004; Simkin and Ancheta, 2011; Walsh, 2012a). 

2.6.4 Breast/nipple stimulation 

Breast or nipple stimulation has been used for centuries in midwifery care 

as a technique for augmenting uterine contractions in case of SPL (Curtis, 

1999; Simkin and Ancheta, 2011). However, evidence supporting this 

practice appeared controversial. Relationships between nipple stimulation 

and uterine contractility are generally offered by studies regarding labour 

induction. Kavanagh et al. (2005) investigated breast stimulation as a 

strategy for induction of labour and reported an increased uterine 

contractility and chance of spontaneous labour onset for women 

undergoing breast stimulation compared with no treatments. There is a lack 

of evidence for the effectiveness of nipple stimulation for enhancing labour 

progress with just one study comparing breast stimulation with oxytocin 

augmentation (Curtis et al., 1999). This case-control study showed no 

differences in labour length between nulliparas who had a manual or pump 

nipple stimulation and the group under oxytocic regimen. However, more 

spontaneous births and less medical interventions were reported in the 

nipple-stimulated group. Though encouraging, the results of this single 

study provide weak evidence in support of this practice, leaving the need 

for further research.  

2.6.5 Complementary therapies 

Despite a paucity of evidence evaluating complementary therapies (CT), 

there is increasing use of such practices in midwifery (Allaire et al., 2000; 

Mitchell et al., 2006; Harding and Foureur, 2009; Fahimi et al., 2011; 
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Münstedt et al., 2011). According to Hall et al. (2011) between 65% and 

100% of midwives endorse and suggest these remedies for childbirth. The 

reasons underpinning this increased use includes a reduced need for 

medical interventions (Harding and Foureur, 2009) aligning more towards 

the holistic approach. This resonates with the midwifery model of care 

(Mitchell et al., 2006; Williams and Mitchell, 2007; Shuval and Gross, 2008; 

Samuels et al., 2010), and increased autonomy for women and midwives 

(Adams, 2006; Mitchell et al., 2006; Tiran, 2010; Hall et al., 2011). Many 

surveys reported acupuncture and acupressure as grounded practices 

(Harding and Foureur, 2009; Münstedt et al., 2009; Mårtensson et al., 2011) 

and unlike others, these approaches seem increasingly supported by 

evidence. However, no systematic reviews are available investigating the 

direct use of acupuncture or acupressure for SPL, and positive impacts on 

outcomes such as maternal distress are mainly deduced from studies 

regarding the effectiveness of these practices in reducing pain (Skilnand et 

al., 2002) and in the induction of labour (Smith and Crowther, 2004; Betts, 

2009). 

An American case-control study (Citkovitz et al., 2009) found no difference 

in the need for augmentation in women in labour treated with acupuncture 

compared with the usual care. However, they reported that acupuncture led 

to a significant reduction in CS rates. Moreover, an RCT in Korea (Lee et al., 

2004) showed that acupressure on particular acupoints, resulted in 

decreased pain and labour length when compared to simple touching in the 

same area. 

SPL appears, together with pain management, the primary motive for the 

use of herbalism, aromatherapy, and homeopathy (Bayles, 2007; Harding 

and Foureur, 2009). According to Hall and colleagues (2011) the most used 

herbs to augment uterine contractions in labour were raspberry leaf and 

blue and black cohosh, in addition or as an alternative to other remedies 

such as castor oil. However, despite numerous approaches being reported 

within cross sectional research, the majority have not been tested with 

RCTs. A review conducted by Anderson and Johnson (2005) examining 54 
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RCTs relating to the use of CTies antenatally, in labour and postnatally, 

demonstrated the clear need for more robust evidence with regards to SPL, 

as the majority of the RCTs in the review investigated the effect on pain 

relief. 

2.6.6 Midwives’ decision-making in the context of SPL 

There is a clear absence of research specifically focused on midwives’ 

decisions when working with women who experience SPL. As a result, 

insights into how midwives deal with this phenomenon had to be developed 

from the broader literature on midwifery decision-making. According to 

Davis-Floyd (1994), as childbirth represents a phenomenon between 

biological and cultural processes, its management has to be considered as 

indicative of the core cultural values of a context. Cheyne et al. (2006) assert 

that the real difficulties in decision-making for midwives is in management 

strategies rather than diagnoses. The process of decision-making, as Raynor 

et al. (2005, p.71) stated, appears as a ‘multi-dimensional activity’ 

influenced by diverse factors such as clinical experience, research evidence, 

individual preference and available resources. It has been suggested that 

some midwives feel forced in their decision to intervene in labour by 

medical guidelines (Everly, 2012). Therefore, there is still a need for the 

investigation of the impact of protocols and guidelines in midwifery care 

(Bick et al., 2009). Everly (2012) highlights the importance of trust in 

influencing decisions, such as midwives’ trust in women’s bodies and trust 

in the team or in the environment. 

Organisational features (e.g. the presence of a hierarchical system), and of 

the support of senior midwives and managers (Keating and Fleming, 2009) 

on midwives’ practices have also been reported as influential. Other authors 

(Segaar et al., 2007), describe midwives’ decisions as more likely to be 

influenced by professionals’ personal awareness and motivational factors, 

rather than by organisational features. According to Deery (2010), 

midwives’ ability to deconstruct medicalisations around childbirth may 

make the difference in decision-making and can be influenced by birth 
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settings centred on a midwifery model of care, such as MLUs. As such, it 

seems that there is the potential for idiosyncratic midwifery decision-

making in cases of SPL in these contexts. The main features of these settings 

are illustrated below. 

2.7  The midwifery model of birth centres  

Birth centres, or MLUs, have been described as safe models of care aimed at 

promoting normal births through architectural and attitudinal components 

(Deery et al., 2010). Depending on the proximity to hospitals, birth centres 

are classified as ‘alongside’ or ‘freestanding’. The first model constitutes 

MLUs in ‘the same building or on the same geographical site’ of an obstetrics 

unit, whilst the second is on ‘a separate geographical site’ from the 

referential hospital (Hollowell et al., 2011, p.32). Within these models 

healthy women are more likely to have normal births, positive birth 

experiences and fewer interventions compared to traditional labour-

wards/OUs (Hodnett et al., 2010; Hollowell et al., 2011; Walsh, 2012a). A 

core element of midwives’ attitudes in birth centres is a focus on the 

‘psychosocial dimension’ of childbirth (Kirkham, 2003; Deery et al., 2010; 

Walsh and Devane, 2012). According to Kirkham (2003) a midwifery 

philosophy is at the heart of these settings.  

In birth centres midwives work autonomously except for situations where 

the onset of risk factors or emergency requires their interface with doctors 

and hospital units (or host unit); the presence of risk factors may result in 

women’s transfers to a host unit and are most likely to occur in the 

intrapartum period (Kirkham, 2003; Hollowell et al., 2011). As mentioned, 

according to Hollowell et al., (2011) the primary cause of intrapartum 

transfers from MLUs to host units is SPL. The interface with hospital staff, 

particularly evident in the case of women’s transfers, represents one of the 

challenging dimensions of these midwife-led models (Walsh, 2012a). 



 

23 

2.8 A historical perspective on SPL and its care 

Previous sections have highlighted the influence of dominant discourses 

around normal labour length on the definitions of SPL. Education may 

represent the first environment where dominant discourses, the 

authoritative knowledge, are spread and manifest their potential to inform 

practice. In the light of this consideration, part of the literature review was 

dedicated to a historical search aimed at exploring the topic of SPL within 

midwifery texts of the 20th and 21st century. Hence, all the accessible 

editions of ‘two milestones of midwifery education in UK, the Mayes and 

Myles’ textbooks for midwives, were examined. The search was conducted 

in the Greenfield Medical Library of the University of Nottingham and in the 

Wellcome Library in London. The focus of the search was on definitions of 

SPL and its care, but also connected topics, such as discourses on normal 

labour length and progress. Where possible, comparisons of terminologies, 

views and types of management were made both among the several 

editions of the same book and between Mayes and Myles’ textbooks. 

2.8.1 Through Mayes and Myles’ eyes: general considerations 

Fourteen different editions of the Mayes’ and fifteen of the Myles’ textbooks 

for midwives were published up to the academic year 2011-2012, when the 

search was conducted. However, not all were accessible; Table 1 provides a 

summary of the available editions examined. Unexpectedly, an introductory 

book for midwives dated 1930, the progenitor of the Mayes’ first edition of 

1937, was found at the Wellcome Library and was included in the review. 

Myles published ‘A textbook for midwives’ for the first time almost 20 years 

later (Myles, 1953) when the fourth edition of Mayes’ handbook came out.  

As the earliest accessible edition of Mayes’ textbook for midwives was the 

sixth, of which Mayes was personally no longer the author, the introductory 

book of 1930 was crucial for gathering some information about the author’s 

personal style and views around midwifery in general and SPL in particular. 
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The possibility of reading the first editions of Myles’ textbook facilitated an 

understanding of the development of the author’s thinking over the years.  

 

Year Mayes’ textbook Myles’ textbook 

 
Edition published 

(n) 

Edition 

available 

Edition published 

(n) 

Edition 

available 

1930 
Introductory 

textbook 
X   

1937 1st    

1938 2nd    

1941 3rd    

1953 4th  1st X 

1955 5th    

1956   2nd X 

1958   3rd  

1959 6th X   

1961   4th X 

1964   5th  

1967 7th    

1968   6th  

1971   7th X 

1972 8th X   

1975   8th X 

1976 9th X   

1981   9th X 

1984 10th    

1985   10th  

1988 11th    

1989   11th  

1993   12th  

1997 12th X   

1999   13th  

2003   14th X 

2004 13th X   

2009   15th  

2011 14th X   

Table 1 - Editions of the Mayes and Myles’ textbooks for midwives until 

20127.  

                                                        

7 The accessible copies reviewed are indicated in bold and marked with ‘X’. 
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Interestingly, unlike Mayes, Myles, in many of the editions examined, 

deliberately avoided using references for the topics discussed. The author 

justified the decision as an action aimed at avoiding the confusion that 

having many references would have generated in student midwives. Myles, 

hence, presented herself as the necessary authoritative voice, highlighting 

her personal skills, nursing training, and years of successful collaboration 

with doctors. However, links with potential influential authors on Myles’ 

work were possible by considering the relevant literature at that time. 

Considering these general reflections, it might be argued that Mayes and 

Myles, through their different communication styles and authorial choices, 

seemed to highlight two different aspects of midwifery care and midwives’ 

skills. The first seemed to emphasise qualities such as passion, kindness, 

and empathy as core aspects of midwifery care. Whilst the second appeared 

to underline the importance of diligence in study and efficiency in practice, 

often referring to nursing and medical models of care.  

2.8.2 SPL in Mayes and Myles’ textbooks for midwives 

In Mayes’ ‘An Introduction to Midwifery’ (1930), the phenomenon of SPL 

was not considered as relevant and complex as it is currently. The attention 

was mainly focused on obstructed labour, though the topic was briefly 

discussed, perhaps given the introductory nature of the book itself. The 

possibility of facing inefficient uterine contractions in labour, named 

‘uterine inertia’ (Mayes, 1930, p.10), was barely mentioned and no 

definitions or distinctions between functional and mechanical dystocia 

were explicitly made. However, some considerations on different abnormal 

uterine patterns characterising obstructed labour (e.g. the presence of an 

excessive increase of contractions) and uterine inertia (e.g. a sensible 

reduction of the previous uterine contractility) seemed to start delineating 

two faces of SPL. Negative maternal and foetal outcomes were associated 

with the abnormal mechanisms underpinning these anomalies of labour 

progress, rather than with labour length. In the 1930’s in fact, labour length 

appeared to be rarely considered as important and no time-boundaries 
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between normal and abnormal progress were traced by the author. Mayes’ 

book seemed to reflect the reported ‘general tendency in care […] to await 

delivery, however long it took’ typical of that time  (Rhodes, 1995, p.92) 

with the midwifery approach appearing flexible to the rhythms of 

pregnancy and birth (McCourt, 2009). 

Unlike SPL, puerperal fever, toxemia and post-partum haemorrhage 

emerged as the most important midwifery challenges. The importance 

given to these conditions in the manuscript resonates with the debates on 

the connected high maternal mortality rates, typical of that time(Rhodes, 

1995; McIntosh, 2012).  

The 1950’s, a time of a socio-cultural and medical change, saw the sixth 

edition of Mayes’ handbook and the first two editions of Myles’ textbook for 

midwives published. Many of the changes in the 1950s were apparent in 

Mayes’ handbook that, for instance, discussed the advance in medicine after 

the Second World War and the increasing trend of women to move from 

houses to hospitals to give birth. The division of labour into three stages 

appeared to be an accepted concept by this time; the beginning of the first 

stage was not marked by a set cervical dilatation, rather by a commencing 

of dilatation together with the presence of the ‘show’ and of regular painful 

uterine contractions. Normal labour was defined as ‘the delivery of a living 

child by the natural forces within reasonable time, vertex presenting, 

without injury to mother or child’(Thomas, 1953, p.174). What constituted 

the ‘reasonable time’ was not clearly stated, but some limits on labour 

length, though flexible, started to be introduced.  

SPL was not a term adopted, but the topic seemed to have gained 

importance over time. Indeed, an entire chapter of the book was dedicated 

to discuss the mechanical obstacles to labour progression, resulting in 

obstructed labour. As well as problems connected to anomalies of 

contractions classified as ‘hypotonic uterine action or primary uterine 

inertia’, ‘secondary inertia’ and ‘inco-ordinate uterine action’ (Thomas, 

1953, p.247). Primary inertia identified a condition, most common among 
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primigravidae, of weak uterine contractions, generally due to minor 

mechanical obstacles (e.g. foetal malposition or distended bladder) or 

psychological causes (e.g. woman’s anxiety), leading to a prolongation of 

labour length but not necessarily to a hindrance of normal labour. In 

contrast, secondary inertia, the presence of inefficient contractions after a 

period of strong uterine contractility, indicated an exhausted uterus. Thus 

a more threatening condition for both the mother and the baby (Thomas, 

1953). Therefore, at this point the multifaceted nature of SPL started to 

become apparent.  

Even though midwives were taught to ‘regard a labour lasting more than 24 

hours as abnormal’ and ‘harmful’ (Thomas, 1953, p.248), prolonged labour 

was defined once 48 hours of established labour were exceeded. A highly 

flexible time was still considered acceptable in the context of maternal and 

foetal wellbeing.  

In terms of management, the approaches suggested to midwives mainly 

included: ensuring a woman had sufficient sleep, the aid of drugs if 

necessary; nourishment; hydration -especially sugary drinks or fluids; 

avoiding urine retention –eventually by means of catheterisation; and using 

enemas to overcome eventual mechanical obstructions or colonic 

distension connected to a full bowel. The importance of women’s comfort 

and wellbeing in labour was highlighted by guidance, such as helping 

women with their personal hygiene or combing their hair. A sense of 

professional rigour and attention to ethical behaviours was implied through 

the asserted necessity of keeping regular and detailed records of the labour 

progress not only in hospitals but also at home, communicating constantly 

and effectively with doctors, and avoiding inappropriate interventions. For 

instance, the assessment of labour progress through repeated vaginal and 

rectal examinations was suggested to be used as infrequently as possible 

(Thomas, 1953). In general, no interventions seemed to be justified if their 

performance could result in the detriment of a woman’s psychophysical 

integrity. The centrality of the woman and a symmetrical midwife-woman 

relationship seemed to be expressed in several parts of the handbook, with 
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the author affirming that ‘a woman ending labour with her self- respect 

intact is as much a credit to the midwife as to herself’ (Thomas, 1959, p. 

180).  

The image of midwifery which emerged from Myles’ first two editions of the 

same period was slightly different. As in Mayes’ book, the woman had a 

central role, but -as previously mentioned- the real keyword in the text 

seemed to be the midwife’s ‘efficiency’. Unlike Mayes, Myles seemed to start 

sectioning areas of midwifery care by distinguishing psychological, 

educational, medical and obstetric aspects of childbirth. Labour was 

segmented not only into three stages, as in Mayes’, but also in three factors: 

the ‘powers’, the ‘passages’ and the ‘passenger’. They subsequently became 

popular as the three ‘Ps’ of labour. Normal labour length was here clearly 

stated as a maximum of 18 hours for primiparae and of 12 for multiparae, 

according to the medical research of that period. Myles also dedicated a part 

of her book to ‘abnormal labour’, which included specific chapters about 

foetal malposition, abnormal uterine actions and obstructed labour, and 

prolonged labour. The complex aetiology of SPL and the need for further 

research was already acknowledged, with the author underlining how: 

Many theories have been propounded regarding the causation of 

disordered uterine action, such as endocrine imbalance, muscular 

weakness and emotional disturbance, but none provides a satisfactory 

solution. (Myles, 1953, p.390). 

In Myles’ textbook, primary uterine inertia and the uterine exhaustion 

(labelled as secondary inertia in Mayes’) were both included as a 

manifestation of a hypotonic uterine action. Different characteristics of the 

uterus, contractions, pain, woman and foetus were compared to help 

student midwives in differentiating a situation of hypotonic uterine action 

from an incoordinate or hypertonic one.  

An important development was the introduction of the theme of prevention 

of uterine inertia or exhaustion, thus of slow progress. Approaches 

suggested for this ‘prophylaxis’ were to start during pregnancy, such as by 
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‘building-up’ the woman’s self-confidence. Also to continue this during 

labour by allowing the woman a proper rest, considering the use of castor 

oil, enemas, ‘small, light and nourishing meals’, emptying the bladder, a 

warm bath and adopting a firm binder (Myles, 1953, p.392).  

Prolonged labour was defined as a labour lasting more than 24 hours, 

although this parameter was more restrictive than the 48 hours stated in 

the contemporary Mayes’ edition, labour length was still not considered a 

problem per se unless the lengthening was produced by an obstruction 

(Myles, 1953, p.408). Midwives’ approaches were similar to the ones 

mentioned in Mayes’ book but seemed presented within a different 

professional identity; interestingly the author talked about a ‘nursing care’ 

of prolonged labour. This nursing perspective was visible throughout the 

text and whereas, for instance, tending to a woman’s needs appeared in 

Mayes as a caring practice, here it became a task to perform within set 

intervals of time (Myles, 1953, p.409). Maternal and foetal distress was 

discussed at length as dangerous consequences of a prolonged labour.  

All the information provided in the first edition of Myles’ concerning normal 

labour length and SPL (a term not adopted by the author) were 

fundamentally confirmed in the second edition. However, a sense of the 

quick advance in research emerged, evident through updates such as the 

introduction of the concept of ‘uterine neuro-muscular disharmony’ in 

addition to a hormonal imbalance as a cause of abnormal progress. Some 

challenges in the conceptualisation of slow progress emerged from the 

continuous amendments of the classification of abnormal uterine actions. 

Uterine exhaustion, in fact, was no longer presented as part of hypotonic 

uterine disorders, but became again a separate phenomenon. The term 

primary inertia -still present in the contemporary Mayes’ book- was 

replaced by the expression ‘hypotonic inertia’ (Myles, 1956, p.387).  

In this period, the midwifery management of SPL looked fundamentally 

unchanged, but CS started to dominate the practice, though at that point this 

was not identified as a worrying phenomenon.  
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Some changes characterising the 1960’s were identifiable in the fourth 

edition of Myles’ textbook (Myles, 1961). Probably due to the impact of 

Friedman’s studies on Obstetrics and Midwifery, small but significant 

amendments to previous messages around labour progress were made. The 

parameters of normal labour length were reduced by approximately 3 

hours for primigravidae and 2 hours for multigravidae from the previous 

publications. The increased use of sedation and relaxation was argued as 

the explanation for such significant shortening of labour lengths in just two 

decades (Myles, 1961, p.240). Even if prolonged labour was still defined as 

a labour lasting more than 24 hours, student midwives were now warned 

to start considering abnormal labour after 12-18 hours of weak 

contractions. The boundaries between normal and abnormal appeared to 

be less flexible and professionals’ clocks increasingly powerful in imposing 

a time to childbirth. Discussions about the restriction of food in labour, the 

opportunity of earlier admission of women to hospitals and the necessity of 

asking for medical aid after 12 hours seemed to mirror an increasing 

medical dominance in midwifery care. 

This substantial influence of obstetric research and model of care was even 

more apparent in Myles and Mayes’ textbooks of the 1970’s. For instance, 

in Mayes’ eighth and ninth editions (Bailey, 1972; Mayes and Bailey, 1976) 

the idea of normality of labour as a retrospective judgment was introduced, 

moving maybe unconsciously- the professionals’ focus from physiology to 

pathology. The important contribution of the studies of Alavarez and 

Caldeyro-Barcia (1960; 1979) on the physiology of uterine contractility and 

of Friedman on labour progress was acknowledged in both the handbooks. 

The partogram was now present as a key tool to assess labour progress and 

the length of normal labour was further reduced. However, interestingly the 

two textbooks still proposed different parameters of normality. For 

example, a labour lasting up to 15-16 hours in primiparae was still 

considered normal according to Mayes’ definition (Mayes and Bailey, 1976) 

whilst abnormal according to Myles’ (Myles, 1975). In general, it seemed 

that a student midwife trained with the Mayes’ handbook would have 
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considered more time for labour progress than a colleague who trained 

with the Myles’ book of the same period.  

Concerning prolonged labour, not only was it apparent that there were 

different definitions between the different authors (with Bailey asserting 

that prolonged labour was defined as labours lasting more than 36 hours 

compared to 24 hours stated by Myles), but there was also cultural change 

clearly expressed through Myles’ voice. In the last edition of Myles’ 

handbook, the author presented prolonged labour as a ‘situation […] not 

permitted to occur or persist in modern obstetric practice’ (Myles, 1975, 

p.362). Facing a slower -thus longer- than expected labour seemed now to 

represent a failure of ‘good’ midwifery care and little room appeared left for 

variations from standards as expressions of the individual process of 

childbirth. In terms of management, some basic approaches, such as food 

intake, considered to be helpful in the previous two decades were now 

identified as potentially dangerous and were progressively replaced by 

hospital practices such as the intravenous administration of fluids (see 

Myles, 1971). Doctors gained importance in the context of women’s labour 

and especially in case of slow progress; the era of active management and 

oxytocin infusion as unquestioned key treatments of SPL definitively began.  

The ninth edition of Myles’ (Myles, 1981) was the only available picture of 

the 1980’s. Whilst important changes in the general obstetrics and 

midwifery practice were reported (e.g. the introduction of ultrasound in 

pregnancy, the increased performance of epidurals, the attention paid to 

maternal psychological and emotional aspects in labour and to the new 

notion of bonding), no evident modifications to the concepts around SPL 

were found. Importantly, the discourses on normal labour length were still 

the same, however, discourses around the assessment of labour progress 

evolved. The onset of labour was defined by the presence of standard 

characteristics that have informed midwifery and obstetric practice for 

decades; having regular contractions in 10 minutes and 3 cm of cervical 

dilatation became the rule. Though there was not a specific model of 

partogram of reference, the adoption of this tool became an unquestioned 
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part of care and the information to include in the chart become increasingly 

detailed. Vaginal examinations as the means to assess labour progress were 

far and away from being used ‘as infrequently as possible’ as in the late ‘50s: 

on the contrary, two-hourly assessments became a synonym of good 

practice. Hence, the view of labour as a physiological process seemed to 

have not been undermined at this stage by further reductions of the ‘normal 

labour length’, but by the increase of iatrogenic interference. 

Fundamentally, each labour seemed to be considered potentially dystocic 

rather than dystocia being considered as just a potential occurrence of 

labour. It is of little surprise then that intrapartum midwifery skills seemed 

to be almost limited to the ability of interpreting the partogram and early 

identification of (highly expected) anomalies in order to refer them 

immediately to doctors. Hence, midwives’ approaches started to 

increasingly look as ancillary practices to medical interventions.  

The twelfth edition of Mayes (Sweet and Tiran, 1997) was the first, among 

the examined, to be edited by more than one author. The international style 

of the book reinforced this image of a plurality of voices. Key words of this 

edition included ‘individualized care’, ‘partnership’ and ‘evidence based 

practice’, with an open account of the influence played by the contemporary 

‘Changing Childbirth’ report (Department of Health, 1993). Some editorial 

novelties, such as the room given to communication issues, counselling or 

CTies, seemed to stress the necessity for a more holistic and social model of 

care. Nevertheless, the struggle in distancing from medical models was 

apparent looking at some conflicting messages that emerged from the 

different authors/chapters and sometimes even within one chapter itself. 

Regarding SPL for instance, on the one hand, the imposition of arbitrary 

standards for normal labour length was questioned in the chapter relating 

to the first stage of labour. On the other hand, in the chapter regarding 

prolonged labour, 12 hours of active labour, though acknowledged as an 

arbitrary time, was justified as a cut-off to differentiate normal from 

abnormal progress, adopting a (medical) lens that suggested ‘the longer the 

labour, the greater the hazard’. Again, in the same chapter while the 
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necessity of a holistic assessment was stated, the adoption of a 2-hour 

partogram was presented to be imperative for identifying the need for 

oxytocic augmentation of labour. Though obstructed labour was presented 

as a key cause of prolonged labours, the room given in the textbook to 

mechanisms influencing uterine activity suggested an increasing attention 

being paid to the ‘functional’ area. For the first time concerning the 

management of SPL, together with more known non-invasive practices such 

as ambulation, nutrition/hydration and psychosocial support, other 

‘alternative’ approaches such as nipple stimulation, massage of acupoints 

(e.g. BL 67) and herbal remedies (e.g. blue cohosh) were introduced. 

However, such information was dispersed throughout the different 

chapters of this edition, making it difficult for a reader of this time to obtain 

a comprehensive picture. 

Another change of concept of SPL and the model of care became apparent 

in the 13th edition of Mayes’ (Henderson and Macdonald, 2004). In this 

edition emphasis was given to the impact of the environment on women’s 

labour progress and to the positive outcome of a social model of care. 

Authors outlined the necessity of seeing labour as a continuous process 

rather than a stage-framed one, the inappropriateness of judging labour 

progress with industrial time parameters, and the need for clarity about the 

definition of delay in labour. Nevertheless, the partogram emerged as an 

important tool in practice and authors affirmed its value also from a didactic 

and legal perspective. Labour was considered to be normal where it lasted 

approximately 12 hours, and still stated as prolonged after 24 hours from 

its onset. The presence of conflicting discourse on normal labour in practice 

appeared to be reflected by the competing messages in the text. With 

regards to the care of SPL, a novel emphasis was placed on the so called 

‘alternative’ management, such as the use of water and relaxation; the 

potential of CTies was re-affirmed in this edition, though the reader was 

warned about the necessity of adequate training, cautious use of these 

approaches and the need for further research.  
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In the last examined version of Mayes’ handbook (Macdonald, 2011) there 

was a clear intention to support evidence-based practice and to underline 

the contribution made by midwifery research in the last decades. 

Additionally, new areas of interest emerged including the influence of social 

media and the economic crisis on women’s health and care. One key 

element of the midwifery contribution to the wider research and academic 

community seemed to be the emphasis on the complexity of the birth event. 

Much appeared developed around the interaction of the physical, 

emotional, and social elements characterising the process of childbirth. A 

too simplistic reduction to the processes of labour was here strongly 

questioned; the ‘didactic’ fragmentation of labour in components adopted 

for ages was presented to be the origin of a devaluation of the process. A 

real understanding of the phenomenon was indicated as possible only by 

placing the dissected factors within a comprehensive whole. In this edition, 

clear time limits for normal labour length and for the definition of 

prolonged labour could not be found. Readers were invited to look for 

precise guidance in updated guidelines, while the textbook appeared to be 

considered useful in terms of transmission of the midwifery ethos.  

2.8.3 Summary of the historical review 

The work on the accessible editions of Mayes and Myles’ textbooks for 

midwives highlighted the scientific, socio-cultural and clinical changes 

related to labour progress in general and to the approaches to SPL in 

particular, from the perspectives of midwifery authors. The identification of 

a standard normal labour length and the modifications of these standards 

looked more arbitrary than based on objective reasons. Figure 1, illustrates 

how normal labour length was presented over the years in the textbooks, 

and demonstrates at some level how controversial the discourses about 

normal progress have always been in history. 
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Figure 1 - Average of the longer yet normal labour length as presented in 

several editions of Mayes and Myles’ textbooks for midwives. The averages 

are separated between nulliparous and multiparous women. 

Midwives’ management of SPL also appeared to change over time moving 

backwards and forwards in a continuum between women-centred and 

medical models.  

2.9 Summary of literature review and research questions 

SPL emerged as a complex phenomenon whose definition was clearly linked 

to the dominant discourses on normal labour progress and length. In this 

sense, the chapter reported the importance of Friedman’s studies for the 

development of clear-cut boundaries between normal and abnormal 

progress. The extensive use of interventions, such as augmentation of 

labours with oxytocin and ARM, presented as the standard management of 

SPL, appeared to be a consequence of the adoption of those biomedical 

paradigms. However, the literature also showed an increasing questioning 

of the often detrimental medical model and management of SPL. 

Alternatively, single approaches, such as continuous the support of women 

in labour, mobility or water immersion, were illustrated as possible 

midwifery’ interventions in cases of SPL. However, the literature search also 

revealed a dearth of specific and comprehensive information regarding the 
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midwifery approach to SPL. Thus presenting a gap in the research and 

knowledge on this topic. Birth centres emerged in the literature as 

potentially the ideal settings for an investigation of midwives’ approaches 

to SPL, given both the relevance of this phenomenon and the presence of 

the strong midwifery philosophy in these settings.  

In light of the gaps in research and evidence highlighted by the literature 

review, the aim of the current study is to explore the approach of midwives 

in relation to the SPL. The research questions are:  

1. What are midwives’ approaches to SPL? 

2. How do midwives understand the phenomenon? 

3. Why do midwives use certain interventions rather than others? 

4. What is the role of personal, organisational and socio-cultural 

factors in midwives’ decision-making? 
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3 METHODOLOGY AND METHODS 

This chapter will begin by outlining and justifying the use of a qualitative 

multiple case study approach in order to address the research questions 

and objectives. A critical realist lens will then be described and its 

application as an underpinning philosophy in this empirical enquiry will be 

discussed. The methods used to collect and analyse the data will be 

explicated. The chapter will conclude by discussing the ethical 

considerations in relation to the research process.  

3.1 A qualitative approach 

Research approaches are broadly situated within the qualitative paradigm, 

quantitative paradigm (Guba and Lincoln, 1994), or can combine elements 

from both, such as mixed-methods (Sale et al., 2002). The term ‘qualitative’ 

is predominantly used to characterise approaches which aim to make sense 

of human actions and social phenomena. This is mainly achieved by 

collecting, organising and interpreting textual material derived from 

interviewing or observing subjects of interest (Malterud, 2001; Schwandt, 

2001 cited in Carter and Little, 2007). According to Carter and Little (2007, 

p.1316), to achieve such an understanding, the phenomenon of interest is 

considered in its natural context, avoiding ‘setting out [phenomena] to test 

predetermined hypotheses’. This contrasts with positivist, quantitative 

approaches, where ‘objects of inquiry can be isolated and manipulated’ to 

create knowledge (Ackermann, 1982, p.431). Instead, social phenomena are 

interpreted, constructed and observed only in points of space and time, 

influenced by contextual factors (Kaplan and Duchon, 1988). Flyvbjerg 

summarised this epistemic assumption of qualitative research by arguing 

that:  

In the study of human affairs, there appears to exist only context-

dependent knowledge. (Flyvbjerg, 2006, p.221).  
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However, the selection of the approach to inquiry is debated extensively 

within the literature, with some academics professing the superiority of 

research from one paradigm over another. For the purpose of this thesis a 

detailed account of these arguments is not relevant, as the selection of the 

research approach for this study was guided by Silverman’s 

stance(Silverman, 2000, p.93) who states: 

No research method is intrinsically better than any other; everything 

will depend upon one’s research objectives. 

The adoption of a quantitative approach for use in this study appeared 

incongruent with the research questions. The objective of the current work 

was not to quantify the frequency of the use of certain interventions used 

during SPL, nor was it to assess the effectiveness of midwives’ approaches. 

Instead this study aimed to undertake an in-depth exploration of midwives’ 

approaches to SPL which included their experiences and decision-making 

processes. Informed from the literature, as well as personal observations 

and insights, the phenomena under investigation in this study appeared to 

be complex and multifaceted. Therefore, a qualitative approach appeared 

most appropriate in achieving the endeavours of exploring and 

understanding complex phenomena in healthcare settings (Feagin et al., 

1991; Tellis, 1997; Sim and Mcsp, 1998). Furthermore, another objective of 

this study was to use a data driven method to develop a conceptualisation 

of the midwives’ approaches to SPL. This aligns to induction or inductive 

reasoning as new hypotheses, concepts or theories are generated from the 

data (Pope, 1995). Inductive reasoning has been recognised as a distinctive 

component of qualitative inquiries (Burns, 1989; Thorne, 2000) and 

therefore further builds the rationale for the research strategy employed in 

this study being situated within the qualitative paradigm.  

3.2 A case study methodology  

There are a wide range of methodologies that are situated within the 

qualitative paradigm, that mainly include ethnography, phenomenology, 



 

39 

grounded theory, and case study (Sharan B. Merriam, 1998; Sandelowski, 

2000; Goulding, 2005; Neergaard et al., 2009). Among these possible 

qualitative approaches, case study appeared the most appropriate to 

answering the research questions for this study. According to Yin (2009), 

case study methodology resonates with exploratory and explanatory 

research, addressing not just the what but also the why and how questions. 

Furthermore, this approach is considered ideal when holistic, in-depth 

investigation is needed (Benbasat et al., 1987; Gibbert et al., 2008; 

Swanborn, 2010). This is particularly important when wanting to explore 

phenomena that involve both actors and the context of their action 

(Creswell et al., 2007). Other authors define case study as the ‘examination 

of an instance in action’ (Laws and McLeod, 2004, p.6) where by focusing 

on a single entity (the case) the interplay between factors that are indicative 

of the phenomenon can be uncovered. Although it is evident that 

ethnographic approaches comprehend context, this remains at describing a 

culture in a particular setting. In contrast, case study aims to understand a 

bounded and specific phenomenon in relation to its context (Creswell et al., 

2007). Therefore, by adopting a case study methodology in this study, the 

phenomenon of midwives’ approaches to SPL could be investigated in real-

life contexts (e.g. birth centres) allowing for the complex factors and 

influences to be explored and understood.  

Furthermore, according to Creswell and colleagues (2007), the focus of case 

study relates to ‘issues’ rather than ‘individuals’ which appeared to have 

greater congruence with the objectives of this study. The focus of this study 

was on midwives’ approaches to SPL as an entity or issue, as opposed to 

individuals. Saying that, it must be recognised that individuals’ stories and 

experiences are fundamental in case study. However, they do not 

necessarily represent the core of the inquiry, unlike approaches such as 

phenomenology.  

The case study approach is characterised by a triangulation strategy which 

involves the use of multiple -approaches, -sources of data and -perspectives 

to investigate relationships between influential factors and to illuminate 
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converging and diverging evidence (Stake, 1995; Darke et al., 1998; Baxter 

and Jack, 2008; Yin, 2009). According to Yin (2009), the primary sources of 

evidence in case studies are interviews, observation, archival records, 

documentation and physical artefacts. It is recommended that the 

researcher considers as many sources as relevant to the study, 

acknowledging the strengths and weaknesses of each of them. No single 

source is, thus, considered sufficient for the research purpose, but 

complementary to the others (Swanborn, 2010). Triangulation is also one 

of the key components used to enhance and evaluate rigour in case study 

together with other elements, such as a detailed description of the case, and 

a reflexive and transparent account of the methods for data collection and 

analysis (Merriam, 1998; Gibbert et al., 2008; Swanborn, 2010).  

As highlighted by Yin (1999) the main shortcoming attributed to case study 

methodology is the difficulty in generalising from its findings. This critique 

appears common in qualitative research (see Ritchie and Lewis, 2003). 

However, according to Stake (2006) the reader has a greater responsibility 

of making generalisations from case study research than the researcher, as 

the reader is most familiar with their own context in which the findings will 

be applied.  

It is evident that case study methodology is an approach that comprehends 

the complexity of the context-bound phenomena under investigation. 

However, there are a number of different philosophies that can underpin 

case study methodology. The specific ontological and epistemic 

assumptions underpinning this study will now be outlined.  

3.3  The underpinning philosophical assumptions of 

critical realism 

Carter and Little (2007) highlight the importance of the decisions around 

the underpinning epistemology of an inquiry, warning the reader of the 

existence of incommensurability between some epistemologies and 

research methodologies (Carter and Little, 2007, p.1325). In this light, 
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different philosophical approaches, including pragmatism, feminism, 

constructionism, and CR were examined while developing the current case 

study. Ultimately, the ontological and epistemological assumptions of CR 

appeared most congruent with the researcher’s perspective, the study 

purpose and remit.  

The core ontological assumption of CR is the existence of the world ‘out-

there’ as an entity that can be known, though it does not depend entirely on 

our knowledge or beliefs about it (Benton and Craib, 2011). From a realist 

standpoint, the world emerges in all its complexity, and is characterised by 

a stratified ontology formed by three domains: ‘the empirical’, the ‘actual’ 

and ‘the real’ (Bhaskar, 1998). The empirical aspect of reality consists of 

what can be experienced through our senses, the perception of what is 

happening. The actual describes those elements that might not be confined 

just to the ‘observable’ and might exist independently from the presence of 

an observer. Finally ‘the real’ indicates structures or systems (e.g. physical, 

psychological, or socio-cultural) underneath appearances that might not be 

visible per se, but might generate the visible phenomena, (Sobh and Perry, 

2006). According to Dyson and Brown (2005) it is this ‘realm of the real’ 

that constitutes the very distinctive element of CR.  

From an epistemic point of view, critical realists affirm the possibility of 

knowing the world out-there. According to Sayer (2000), this principle led 

authors to accuse realists to claim to ‘know better’ which illustrates a 

tendency to a fundamentalist approach to knowledge. The response offered 

to this critique is based on the ontological independence of the real from 

human minds. There is the recognition of a fallibility of knowledge which is 

the awareness that the investigator might never exhaustively know the 

reality investigated (Easton, 2010). This does not advocate for an ultimate 

impossibility of knowing a phenomenon, rather for the possibility of 

reaching knowledge in progress, constantly working against misleading or 

superficial appearances (Benton and Craib, 2011). Knowledge is achieved 

by means of an interpretive understanding, an inductive work of 

conceptualisation and abstraction of data and no claims of better or more 
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authoritative interpretations can be made. The findings of an inquiry 

underpinned by realist philosophies have to be considered as an enriching 

‘surplus’ to the current knowledge not as a definitive representation of the 

phenomenon of interest (Sayer, 2000; Niiniluoto, 2002).  

The methods by which achieving knowledge depends upon the nature of the 

object of inquiry represents another key epistemic assumption of CR (Sayer, 

2000; Sobh and Perry, 2006). Sayer (2000, p.19) clarified this principle by 

arguing that:  

Compared to positivism and interpretivism, critical realism endorses or 

is compatible with a relatively wide range of research methods, but it 

implies that the particular choices should depend on the nature of the 

object of study and what one wants to learn about it.  

To use the words of Giussani (1997, p.5), within a realist perspective the 

method ‘must be imposed by the object’. From a critical realist standpoint, 

then, the adoption of an eclectic approach combining different methods, 

such as interview observations, use of artefacts, might be justified by the 

complexity of the object. Here the connection with core hallmarks of case 

study methodology, such as the triangulation logic, becomes apparent 

(Easton, 2010).  

While reflecting on possible philosophical standpoints to embrace, social 

constructivism, pragmatism and feminism were the philosophies that most 

challenged the decisions on CR as an underpinning approach to this 

research. Indeed, many components of the phenomenon of interest seemed 

to be best represented within a social constructivist paradigm, such as the 

recognition of SPL based on medicalised models of care. Nevertheless, other 

elements such as the visible absence of contractions, or the results of 

midwives’ interventions, appeared not to be justifiable merely as ‘mind-

dependent’ products of ‘human agency’ (see Houston, 2001; Mir and 

Watson, 2001). Following careful reflection, SPL, as well as midwives’ 

approaches to it, seemed a ‘real’ entity, in critical realist terms. For instance, 

specific interventions, such as water immersion or nipple stimulation, could 
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be considered as part of the ‘empirical domain’. However, behind these 

interventions, there may be more to investigate- the ‘actual’- such as the 

midwives’ views on labour progress in order to understand what was 

observable. Finally, the attempts to gain a deeper knowledge might fail 

unless seeking insights of the ‘real’ component of the phenomenon, the 

underpinning layer in which the others are rooted. Elements such as culture 

in its multiple meaning (e.g. personal, social, organisational) might 

represent this stratum.  

It was the interest in all these ‘layers’ of reality that contributed to excluding 

pragmatism as the underpinning philosophy of this work. On the one hand, 

the narrow focus on ‘what works’ and ‘what does not’ typical of pragmatic 

inquiries (Peirce and Turrisi, 1997; Benton and Craib, 2011) might have 

been beneficial for addressing research questions related to practical 

aspects of midwives’ approaches to SPL. However, on the other hand it 

would have restricted the depth of the inquiry, as elements of SPL would 

not have been considered. Moreover, the consideration of the gendered 

nature of this enquiry, ‘specifically women’s lived experience as a source of 

knowledge’ (Campbell and Wasco, 2000, p.775), and the potential role that 

gendered power-dynamics (Marecek, 1989; Rooney, 1993) have in the 

diagnosis and treatment of SLP point to the relevance of adopting a feminist 

lens for the study. Some feminist discourses challenge the essentialist 

elements of realist ontology (Parr, 2013) so it was decided not to adopt this 

lens. 

Therefore, the multilevel perspective of CR seemed the most appropriate 

philosophy to underpin the approach to exploring and understanding the 

complex phenomenon of midwives’ approaches to SPL. Having outlined the 

methodology and underpinning philosophy, the design of this study will 

now be discussed.  
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3.4  A multiple case study design 

3.4.1 The identification of the case and the selection of the sites 

The definition of the ‘case’ is considered the most difficult, yet essential, 

element in case study (Laws and McLeod, 2004; Swanborn, 2010; Thomas, 

2011; Yin, 2009). In this study the ‘case’ was identified as the phenomenon 

of midwives’ approaches to SPL. In operationalising the definition of the 

case, midwives represented individuals enacting those approaches. 

However, they were not single cases in their own right, but merely 

components that composed and informed the case and provided insight 

into the phenomenon as a whole.  

According to Stake (1995), the investigation of a collective, not isolated, 

phenomenon may justify the need for multiple case studies. Yin (2009) 

supports this point by arguing that if a choice is possible, a multiple case 

study is preferable to a single case, as it increases the likelihood of offering 

results and theories. This stance is affirmed when cases are intentionally 

selected for their contrasting situations, as findings might contribute to the 

strengthening of theories by distinguishing relevant cross-case features 

(Yin, 2009; Swanborn, 2010; Thomas 2011). For this reason, according to 

Yin (2009) and Swanborn, (2010) where possible, two cases are preferable 

to one, and three to two. These arguments informed the decision of 

designing a multiple case study for the present research. 

The sites chosen for this study were MLUs or birth centres. Deery (2010, 

p.1) asserts, that despite theoretical similarities, birth centres are ‘defined 

and organised differently in different places’, the exploration of midwives’ 

approaches in different societies and systems of care appeared beneficial. 

Therefore, two sites were selected for investigation that varied in context 

and organisation and included: an English FMU; and an Italian birth centre 

alongside. Braithwaite et al. (2010), identify that investigations across 

workplace settings and cross-countries allow for comparisons to be made, 

resulting in a greater understanding of the phenomenon. Therefore, by 
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conducting the research in birth centres with different models of 

organisation and in different countries this would allow for insights into the 

influence of socio-cultural or organisational factors on the phenomenon to 

be illuminated. Furthermore, through the collection of data in structures 

with different proximities to OUs and immersed in societies with some 

differences in maternity and midwifery systems of care, insights on the 

underpinning mechanisms, such as the influence of medical models, had a 

greater potential to emerge.  

Pragmatic reasons (mainly related to access) informed the selection of the 

two specific case-sites. The Italian FMU, located in Central Italy, was familiar 

to the researcher and was considered a MLU, a point of excellence and 

reference in the country at the time of the study. The English FMU, situated 

in the North West of England, was primarily identified by the PhD 

supervisors, and was also recognised as an outstanding FMU at a national 

level. Hence, both the organisational features and the accessibility of these 

settings played an inherent role in the decision.  

3.4.2 The pre-study period and first access to sites 

Given their seniority as midwives and their positions within the 

organisations, the midwifery managers at both birth centres were 

considered gatekeepers and local collaborators of the study. These 

managers were contacted whilst planning the study in order to assess their 

willingness to participate and to address any concerns or obstacles to 

conducting the research at the sites. An informal meeting was held with 

each manager prior to entering the case-sites to present, discuss and gain 

feedback on the study. Informal visits to the birth centres were parts of 

these initial contacts with the gatekeepers and represented the first access 

to the settings.  

In addition to engaging with key persons within each site, the pre-study 

period also involved the researcher gaining an insight into the UK 

(specifically maternity) health service. As an Italian midwife the researcher 
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had not previously worked in a UK setting and therefore was unfamiliar 

with the system, processes, and professional language/colloquialisms. This 

issue was addressed by undertaking a period of volunteer attendance in the 

MLU at a large tertiary teaching hospital in the East Midlands of England. 

After the necessary permissions, a period of 3 weeks between September 

and October 2012 was spent in shadowing midwives mainly on day shifts, 

including weekends, supervised by the local midwife coordinator. The pre-

study period was particularly useful in allowing the researcher to become 

familiarised with the local professional language and practices within the 

English system. Considerations included anticipated challenges of 

conducting the research in a non-native English language and 

understanding the use of local midwifery jargon. In fact, whilst this 

represented less of an issue with respect to the Italian site as the researcher 

was a native Italian midwife, it was considered at length with regards to the 

English site. Within the pre-study period, the researcher also had the 

opportunity to discuss the research project and receive comments from 

midwives on the research tools. This was useful in informing the 

preparation of the fieldwork. Collectively, this pre-study activity 

represented a fundamental training period prior to data collection. It 

allowed for the exposure and learning of ‘the language, perspectives, 

routines, and practical considerations to determine “how” people do things 

and “what” they actually do’ (Altheide and Schneider, 2012, p.75). The 

subscription to a midwifery forum, where clinical and academic topics were 

discussed in the English language constituted an additional support, 

together with support provided by the research supervisors.  

3.4.3 Sampling strategy  

As stated by Carter and Little (2007, p.1318):  

[In] qualitative research [….] samples are selected to serve an 

investigative purpose rather than to be statistically representative of a 

population.  
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Therefore, congruent with this stance, a purposive sampling approach was 

adopted for the selection of participants within each case-site. Purposive 

sampling is a form of a non-probability sampling approach characterised by 

a deliberate effort to include certain participants. This is achieved through 

the researcher selecting the sample group members based on their own 

judgements (Oliver and Jupp, 2006). 

Midwives were considered the core participants given the main objective of 

this research. Managers of midwives were also included due to their dual 

role as both midwives and managers, which could provide insights into 

wider organisational and cultural factors of interest. However, in light of the 

focus of the study, mothers-to be and their partners were not involved as 

participants in the study. Although it was acknowledged that SPL was 

inextricably linked to women, and potentially their families, their 

experiences and views may not have been explicitly related to midwives’ 

approaches to SPL.  

The research also included obstetricians as heads of the OUs to which the 

birth centres transferred their women if needed. The rationale was to 

enable some insights into the local medical culture faced by midwives and 

in particular to explore elements, in triangulation logic, connected to 

women’s transfers and the interface of midwives from the birth centres 

with the host units. The doctors’ role was considered, in all likelihood, a 

critical influence upon inter-professional dynamics in the settings.  

The following were adopted as the inclusion criteria for the study:  

 registered midwives working in Italian AMU or English FMU or  

 manager of midwives working in Italian AMU or English FMU or  

 obstetric lead of the host unit of reference (host unit) for Italian AMU 

or English FMU;  

 able to give informed consent to participation. 
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Conversely, all the Italian and English midwives, managers and doctors who 

did not meet the above listed inclusion criteria were excluded from this 

research.  

From the data reported on midwifery staffing levels in the birth centre 

(Redshaw and Rowe, 2011) and the researcher’s experience as a practising 

midwife in a MLU, it was proposed that the study would aim to recruit 10 

midwives per site to participate in individual interviews. This purposive 

sample of 10 midwives appeared likely to reflect the different levels of 

expertise and backgrounds of a midwifery team in that setting. One 

midwifery manager and one obstetric lead of the host units were selected 

per case-site in order to reflect the uniqueness of the role played by these 

professionals in their context. Collectively, it was anticipated that a total of 

12 individual semi-structured interviews would be conducted in each site, 

with 24 overall. Furthermore, four-eight midwife-participants per case-site 

would be included in focus groups, as this is reported to be the ideal group 

size (Kitzinger, 1995). To give midwives the opportunity to participate in 

the study, priority of participation in the focus group was given to midwives 

who were not involved in individual interviews. 

Information sheets and informed consent forms were designed for the 

different groups of participants. All the research material was written and 

was made available in both Italian and the English language (Appendices 5-

7).  

3.5 Recruitment, data collection, and methods 

Data collection occurred between November 2012 and July 2013 following 

ethical and governance approvals being obtained. The study was conducted 

by collecting data sequentially and systematically, in the Italian setting first 

and the English setting secondly; this order was motivated by practical and 

pragmatic reasons (such as negotiating access).  

In accordance with the features of case study methodology and of a critical 

realist approach, the case was investigated by using different methods 
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aimed at exploring different aspects of the phenomenon. Within each site, 

data was collected through semi-structured interviews, focus groups, direct 

observations, documentary analysis, field notes and personal reflections 

maintained in a research diary. Data collection was conducted using an 

inductive reasoning and triangulation logic. A pictorial representation of 

the study design and its methods is provided in Figure 2. 

 

 

Figure 2 - Representation of the study design: multiple case study involving two sites 
with different organisational features and in different countries* 

 * The squared shape indicates the Italian AMU; the round one the English FMU. 

As documented in the protocol (see Appendix 2), the study design 

anticipated an average period of 2 months prior to entering each case-site 

for data collection preparation. The period between September and 

November 2012 was dedicated to preparation for the fieldwork in the 

Italian birth centre, conducted predominantly between December and 

February 2013. A longer period, between the end of February and April 

2013, preceded the fieldwork in the English site which was undertaken 

between May and July 2013. This, longer than anticipated preparation, was 

mainly due to the temporary unavailability of the English gatekeeper and 

also time spent conducting the preliminary analysis of data collected in the 

Italian site. An equal process of interim and preliminary analysis occurred 



 

50 

with regards to the English site. The following sections will discuss the 

features of the data collection.  

3.5.1 Recruitment of study participants  

An introductory presentation of the study was offered at each case-site. 

During the presentation, topics such as the research aim and methods and 

the positioning of the researcher were discussed. Generally, the 

presentation was attended by clinical midwives, midwifery managers and 

the lead obstetricians. Posters were disseminated within the birth centres 

in order to inform all the professionals and the users (women and their 

family) of the study with the related dates of the fieldwork specified. The 

researcher’s contact details were also included in the posters for readers to 

seek clarification or express any concerns directly with the researcher.  

Participant recruitment followed these presentations and continued 

throughout the study period. With the aid of the gatekeepers and other 

midwives in the sites, the researcher approached eligible professionals to 

consider being involved in the study. Information sheets were given to 

potential participants, in accordance with the protocol, to ensure that they 

were informed prior to consenting to being involved.  

3.5.2 Semi-structured Interviews 

According to Yin (2009, p.106) interviews represent ‘one of the most 

important data sources in case study’; they allow an understanding of a 

phenomenon from the standpoint of the participants within an 

‘interactional dialogue’ with the researcher (Bick et al., 2009; Keating and 

Fleming, 2009; Everly, 2012).  

Semi-structured interviews were the preferred approach, as opposed to 

structured or unstructured, as they allow for the focus to be kept on the 

phenomenon of interest but also allow for other areas to be explored 

dictated by the participants (Gillham, 2000; Longhurst, 2003; Whiting, 
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2008). All the interviews were conducted by the researcher in the 

participant’s language (either Italian or English). An interview guide was 

created, informed by the literature (as outlined in Chapter 2), as an aid to 

structure the interview. Key topics in the guide included: understanding 

and recognising SPL; the midwives’ practical approaches to SPL; factors 

influencing midwives’ decision-making; and the role of the host unit in SPL.  

The times and settings for the interviews were agreed with each participant 

in advance to ensure convenience and confidentiality. However, careful 

attention was paid on the location of the interviews, as this was considered 

as a ‘micro-geography’ in which ‘the relationships of the researcher with the 

interview participant, the participant with the site, and the site within a 

broader sociocultural context that affects both researcher and participant’ 

was reflected (Elwood and Martin, 2000, p.650).   

Interviews were planned to last approximately 45-60 minutes. Each 

interview started by asking the interviewee their personal motivation for 

becoming a midwife (or manager, or doctor, depending on the participant). 

A brief overview of the professional career and key facts or people that 

mostly influenced the latter were described. This information was helpful 

to contextualise the interview (Herod, 1999; Carter and Henderson, 2005). 

However, it was also identified that an ‘ice-breaker’ enabled a greater 

rapport with the interviewee, thus enhancing a more natural flow to the 

conversation. Each interview then moved to the theme of SPL covering 

points identified in the interview schedule. Throughout the interviews the 

researcher provided a summary of the key points that emerged through the 

discussion as a form of member-checking. This confirmed whether the 

researchers understanding of what the interviewer had said was 

appropriate and gave the participant the opportunity to clarify if this was 

not the case. Each interview was audio recorded. The audio-files were 

handled, in accordance with the Code of the University of Nottingham 

(University of Nottingham, 2010). 



 

52 

3.5.3 Focus groups 

Two semi-structured focus groups, one per case-site, were conducted. 

These were undertaken to gain insights into the dynamics of professionals 

at the birth centres and provide the opportunity to discuss initial themes 

that emerged from the preliminary analysis of the individual interviews. 

According to Kitzinger (1995, p.299) focus groups help in exploring and 

clarifying views in ‘ways that would be less easily accessible in a one to one 

interviews’. This is attributed to the possibility for ‘dissonant’ or ‘silent’ 

voices to emerge within a group discussion (Kitzinger, 1994; Silverman, 

2009). In order to explore concepts that emerged from the one to one 

interviews, focus groups in both sites were conducted close to the end of 

the data collection. 

The objective of understanding ‘the social dynamic and interaction between 

the participants’ is typically attained ‘through the collection of verbal and 

observational data’ (Redmond and Curtis, 2009, p.57). Each focus group 

was audio-recorded, following the same principles adopted for the 

individual interviews (outlined above), and conducted in the presence of an 

external observer. The researcher functioned as a facilitator, whilst an 

Italian psychologist, previously known by the researcher and with expertise 

in focus groups, was asked to adopt the role of observer of the group 

interaction. The Italian observer participated in the focus group ran in each 

country and provided personal notes for the data analysis. A short meeting 

between the facilitator and the observer preceded each focus group; the aim 

was to provide some background and contextual information, though 

limited to minimise the influence of the researcher’s view on the 

collaborator.  

The location and the timing of the focus groups were chosen after 

consultation with midwives and their managers. Both focus groups 

occurred in the workplace, in a room chosen by the participants. The chosen 

location appeared appropriate in terms of guaranteeing confidentiality and 

enabling a welcoming and friendly environment.  
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In each site, the focus group opened with the participants’ introducing 

themselves. A topic guide, that included key topics of interest and initial 

themes that related to interim data analysis, was used to facilitate the 

discussion.  

3.5.4 Documentary collection, review and analysis 

The primary objective of the review of documents (documentary analysis) 

was to gather information about the organisation and its context, as well as 

to specifically investigate midwives’ approaches to SPL through the ‘voice’ 

of the organisation.  

The collection of the documentary data occurred simultaneously with the 

use of the other sources. The types of documentation of interest were listed 

in the protocol and notes were created during the preparation as a 

memorandum of the material to seek. Similar to the use of documentary 

analysis by McCourt et al., (2011) in the case study component of the Birth 

place study, the collection, review and analysis of documents in both case-

sites was guided iteratively by the information gathered during the 

fieldwork. This documentary analysis supplemented and cross-validated 

data from other sources in accordance with the triangulation strategy (see 

Appleton and Cowley, 1997; Anon, 2008; McCourt et al., 2011).  

Sources such as protocols, guidelines, procedures, forms, minutes of 

meetings, which related at any level to the case were part of the materials 

collected. Relevant minutes of meetings, organisational communications, 

and informal memos were also investigated to achieve further insights into 

the local organisational and professional culture. While some sets of 

documentation such as minutes of meetings and internal communication 

records were more prevalent in the Italian site compared to the English one, 

the latter offered a larger amount of protocols with specific topics of 

interest (e.g. on women’s transfers or abnormal progress). The access to 

sources was facilitated by midwifery managers. The researchers’ familiarity 

with the Italian birth centre enabled obtainment of the material of interest, 
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with positive effects on time management. Where an electronic version of 

the documents was available a copy was secured. In cases where this was 

not possible, or information was sensitive, paper copies, photographs or 

researcher’s notes were used. All the data was managed and handled 

ensuring security and privacy of the information and under observance of 

the protocol. 

3.5.5 Observations 

Direct observations were included to gain an understanding of aspects that 

were not ‘evident to the subjects themselves and which interviews and 

focus groups struggle to reveal’ (Allen, 2010, p.369). As outlined by Jordan 

(1993), the processes connected to births are inherently complex. 

Therefore, it may be necessary to add an outsider to an insider perspective, 

‘for an adequate understanding of how a system works’ as people can ‘know 

how to do without necessarily being able to talk about the details of what 

they do’ (Jordan, 1993, p.11).  

Stake (1995) suggests that only observations that appear to be pertinent to 

the issue/case should be considered. However, dimensions that are 

recognised as important in qualitative research involve space, actors, 

activities, objects, acts, events, time, goals and feelings (Spradley, 1980; 

Silverman, 2009; Allen, 2010; Holloway and Wheeler, 2013). Therefore, 

participant observations were used to gain an insight into these dimensions 

in relation to SPL by: developing a general understanding of the context; the 

culture within it; the influence of the physical environment on phenomena; 

and the social dynamics (see Mulhall, 2003). The rationale for adopting this 

method also included the possibility to identify eventual differences 

between rhetoric and the reality of midwives’ approaches in daily practice.  

The phenomena of interest (midwives’ approaches to SPL) were observed 

from common areas or public spaces; the position of the researcher was 

purposively identified in each case-site. The location, the level of the 

researcher’s participation, the structure, and the length of the observations 
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varied depending on the objective and object of interest. In no case was the 

researcher involved directly in clinical care, but participated in other ways 

(e.g. housekeeping or administrative tasks). In the light of previous case 

study research (see McCourt et al., 2011), a wide range of shifts were 

captured, following the framework given to midwives’ rota within each 

organisation (e.g. mornings or ‘early’ shifts, afternoons or ‘late’, all day, 

night shifts, weekends and holidays). Handovers, meetings of midwives, and 

multidisciplinary meetings represented the episodes identified as 

particularly helpful in understanding midwives’ decision-making and inter-

professional dynamics (McCourt et al., 2011). Observations of meetings 

were generally more structured and time limited. Longer observations 

were conducted during an occurrence of SPL. These observations included 

midwives, but were conducted outside the women’s labour rooms. They 

represented an indirect observation in real-time of the approaches used by 

the participants. The option of observing eventual cases of SPL inside 

labour-rooms appeared to be neither beneficial nor ethical. Firstly, the 

approaches used by midwives could have been influenced by the presence 

of the researcher in the room. Secondly, the presence of the researcher 

could have interfered with a woman’s labour progress that was already 

complicated or disturbed.  

To some extent the researcher maintained an ‘observational attitude’ also 

beyond the set moments identified to observe. Ultimately, to be flexible and 

open- minded to any unplanned event related to the case was considered 

paramount. According to Stake (1995, p.55), ‘most researchers find that 

they do their best work by being thoroughly prepared to concentrate on a 

few things, yet ready for unanticipated happenings that reveal the nature of 

the case’. In the majority of cases, data was gathered only after obtaining 

the participants’ written and/or verbal consent. However, due to logistical 

and practical reasons (such as being in a public corridor with high traffic) 

for some observations people were involved that did not directly give their 

consent to be observed. Therefore, to ensure ethical rigour, only data 
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gathered from the consenting participants was analysed and used in the 

study.  

3.5.6 Field notes and personal diary 

As advocated by Gillham (2000) and Mulhall (2003), field notes were 

created to record data collected during interviews and observations. Notes 

included contextual information such as structural and organisational 

features of the case-sites, as well as the researcher’s thoughts. Both a 

notebook and the researcher’s iPad were used to record data. The iPad also 

functioned as an audio recorder, and housed an application that enabled the 

researcher to create drawings and texts connected to specific moments of 

the audio files. Some examples of the products of this application are 

provided as a screenshot of notes in Figure 3.  
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Figure 3 - Screenshot of some notes taken by the researcher with the aid of an 
application for iPads. 8 

 

The researcher’s personal thoughts, impressions and reflections were 

recorded in a research diary providing insights on the researcher’s journey 

‘inside’ and ‘outside’ the field. The combination of a rational approach, with 

an ‘awareness and intelligent use of emotions’, as defined by Gilbert (2001), 

was seen as beneficial for the research process. The reflexive accounts also 

helped in maintaining a temporal chain of the events and of the 

development of the researcher’s thinking, as indicated by Swanborn (2010). 

Furthermore, the diary became crucial in enhancing the quality of the study, 

from the early stages to the data analysis stage, through the use of 

reflexivity a fundamental component of qualitative inquiries (Mauthner and 

Doucet, 2003). By maintaining the research diary, the issue of ‘too little 

                                                        

8 On the left: example from an individual interview at the Italian site; on the right: example 
from an individual interview at the English site. 
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attention […] given to documenting the process of carrying out research’ 

denounced by Kinard (1996, p.69) seemed to be addressed. The availability 

of transparent accounts of the researcher’s reflections was seen, as authors 

stated, as a contribution to the validity and the rigour of the research 

methods (Mason, 2002; Cho and Trent, 2006; Koro-Ljungberg, 2008). 

3.6 Leaving the field and planning to return  

The issues related to leaving the field have been faced by several authors 

and reported as one of the challenges of qualitative research (Burr, 1995; 

Higgins, 1998; Hubbard et al., 2001; Hartley, 2004). Like the access, the 

researchers’ exit from the field was negotiated primarily with the manager 

of midwives in each case-site. At the Italian site, the manager was keen to 

organise a small ‘good-bye’ party, which was arranged in the birth centre 

and opened to all the professionals in the structure. This event marked the 

end of the data collection in the first site, while in the English one the 

conclusion of the fieldwork happened in a less visible way, it was stated by 

a researcher’s email to the group of midwives as agreed with the local 

manager. In both the contexts, gratitude was expressed to the participants, 

the overall group of professionals and the organisations for the help and 

support provided to the study. The researcher ensured the midwives from 

both case-sites were aware of her intent to return to present the findings 

from this study.  

3.7 Data analysis 

According to Walker and Myrick (2006, p.549), ‘qualitative data analysis 

seeks to organise and reduce the data gathered into themes or essences, 

which, in turn, can be fed into descriptions, models, or theories.’ Stake also 

highlights how the analysis process can be seen as a ‘a matter of giving 

meaning to first impressions as well as to final compilations’ (Stake, 1995, 

p.71). In the current work, the final conceptualisation of the ‘case’ derived 

from a thematic analysis of the data. Deliberately, a set framework for the 

thematic analysis was not used, but the latter was driven by principles 
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indicated by grounded theorists and case study researchers (Strauss and 

Corbin, 1990; Boyatzis, 1998; Dey, 2003; Hartley, 2004; Stake, 2006; Walker 

and Myrick, 2006; Saldana, 2013). This choice is not unusual; in their paper, 

Laws and McLeod (2004, p.17) illustrated the advantages of a combined 

case study/grounded theory approach, both in terms of flexibility of 

research process and the richness of data. Moreover, an eclectic and flexible 

methodology appeared congruent with a critical realist standpoint. The 

analysis involved different steps at different stages of the research, as 

summarised in Figure 4, though overall it represented a process of constant 

and flexible interaction-comparison between the researcher and the data 

(Pope et al., 2000).  

3.7.1  Within-case analysis 

As shown in Figure 4, the process started for each case with an interim and 

preliminary analysis of the data gathered. In the present work, the term 

interim is used to qualify the type of analysis performed over the course of 

the data collection, while the analysis described as ‘preliminary’ relates to 

that started at the conclusion of the fieldwork. Conducting interim analysis 

appeared congruent with the inductive reasoning applied in the study (see 

Silverman, 2009) and in general with the feature of case study methodology 

(Yin, 2009). Pope et al., (2000) described this sequential-interim analysis as 

frequent in qualitative research and advantageous as it allows ‘the 

researcher to go back and refine questions, develop hypotheses, and pursue 

emerging avenues of inquiry in further depth’. Furthermore, the authors 

affirmed the impossibility for the researcher to avoid thinking about, and 

informally analysing, data whilst conducting the fieldwork (Pope et al., 

2000, p.114).  

The first steps of the data analysis informed the researcher’s initial 

impressions about the case, based on the listening of the interviews and on 

preliminary perusals of any textual material (e.g. documents, field notes) 

obtained. To facilitate the process, the audio-files of interviews and focus 

groups started to be transcribed during the fieldwork. The second step of 
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the analysis began only after a methodical organisation of all the data 

collected and was performed on the material in a systematic manner.  

 

 

Figure 4 - Representation of the main stages of data analysis. Key moments of 
analysis are highlighted in the colour red.  

 

The verbatim transcription of all the audio-files related to the interviews (to 

individuals or groups) was completed before starting the systematic 

analysis. The transcripts together with the field notes, documents and 

personal reflexive accounts, constituted the textual material to analyse. 

Audio-files in Italian were transcribed fully first and were then translated 

in English. In a few cases, where the audio and the jargon appeared more 

challenging, the researcher sought the aid of professional transcribers and 

the research supervisors to complete the transcription. This pertained to 

records in the English language only. The analysis was always performed by 

the researcher on the transcripts in their original language. This 

represented an attempt to look at the phenomena (represented through the 
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data) as originally presented by the participants, and to be open to the 

potential for multifaceted meanings in the participant’s native language.  

From the textual data, thematic analysis was undertaken which involved 

systematic coding and categorisation of the data into themes. Codes were 

created on a line-by-line basis and manually annotated on the transcripts. 

From the coding, data was further organised into themes and subthemes. 

The process fundamentally sought those particular themes that were 

emerging as important to the description of the phenomenon of interest 

(Daly et al., 1997). Data was organised and categories were built around the 

main areas of interest delineated by the research questions (see Hartley, 

2004). The findings emerging from the transcripts were triangulated with 

the analysis on the observations, field notes, reflexive accounts and 

documentation, looking for convergent and divergent points. Data was 

further examined to see whether they indicated the appropriateness of the 

created categories or the need for new ones. This data reduction activity 

might be summarised as a demanding process of ‘selecting, simplifying, 

abstracting and transforming the raw case data’ (Miles and Huberman; A. 

M., 1984, pp.21–23).  

3.7.2 Cross-case analysis 

Once the individual analyses of both the cases were concluded, a cross-case 

analysis was performed (Stake, 2006). Links between categories in each 

case and cross-case were sought and verified against the data with a 

particular interest in the identification of similarities and differences 

between the cases, in order to achieve a knowledge of midwives’ 

approaches to SPL in birth centres, beyond the situational characteristics of 

the single cases. The overarching ‘umbrella’ of midwifery approach to SPL 

in birth centre, under which single cases could lay, represented the 

‘quintain’ (Stake, 2006) of the current multiple case study.  

The cross-case analytical process was primarily guided by Stake’s 

principles for multiple case studies, but it did not adhere perfectly to the set 
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framework for it. Indeed, tools, such as the worksheets for researchers, 

provided by Stake looked inspirational, but none appeared to be fully 

applicable for the needs of this study and its original data. In other words, 

the analysis proceeded within the framework of qualitative case study 

research, but resulted in flexible use of the tools which were adapted for 

this study.  A first level of understanding of the quintain originated from 

grouping the themes from both cases whilst maintaining their 

situationality. This process was similar to what Stake indicates as ‘Track I’ 

for the analysis of multiple case studies (Stake, 2006, pp.50–58). Findings 

were compared and contrasted looking for commonalities, but also for 

counter evidence. Pivotal in endeavouring to make persuasive assertions on 

midwives’ approaches to SPL in birth centres ‘based on evidence’ (Stake, 

2006, p.41), appeared to be the constant employment of a ‘case-quintain 

dialectic’. This represents ‘a rhetorical, adversarial procedure wherein 

attention to the local situations and attention to the […] phenomenon as a 

whole’ is taken (Stake, 2006, p.46). Notes were taken along the process to 

help keep in mind the complexity of the findings; a fundamental element in 

multiple case study. The analysis was supported by the use of electronic 

files, data sheets and components of the Nvivo software, mainly for the 

organisation of data, as well by creative processes and tools such as the 

researcher’s pictorial representations/drawings of concepts. The latter 

aimed particularly to facilitate the understanding of the relationships 

between the emerging findings through visual aids.  

However, the identification of cross-case themes, resulting in general 

assertions regarding midwives’ approaches to SPL in birth centres, did not 

represent the end of the analytical process. In fact, by looking at data, it 

seemed necessary to push the analysis further as not only cross-case 

themes, but also cross-case and cross-theme factors, appeared to emerge. 

These factors showed the potential for significantly influencing midwives’ 

approaches to SPL in birth centres beyond the single cases examined. This 

next level of analysis was achieved by merging, sorting and ranking factors, 

in order to draw some tentative final assertions. This procedure benefitted 
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from a process similar to what is described by Stake as ‘Track III’ (Stake, 

2006, pp.64–72). This process represented the foundation for the further 

conceptualisation of the phenomenon investigated (Darke et al., 1998). In 

developing a conceptualisation of the explored midwives’ approaches to 

SPL, it was endeavoured, hence, ‘to provide not only a sense of the particular 

circumstances of the case but also what is of more general relevance and 

interest’ (Hartley, 2004, p.324). A further comparison of the research 

findings with the literature and with the researcher’s personal reflections 

aimed at checking evidence and alternative explanations of the data. The 

final interpretations and conceptualisation of the case represented those 

appearing as the most correspondent to the ‘facts’ investigated (Yin, 1994; 

Gillham, 2000). 

3.8  Ethical considerations 

Guillemin and Gillam (2004, p.263) talk about two main dimensions of 

ethics in research:  

The “procedural ethics”, which usually involves seeking approval from a 

relevant ethics committee to undertake research involving humans and 

“ethics in practice” or the everyday ethical issues that arise in the doing 

of research.  

Therefore, this section will discuss the procedural and the practical aspects 

of ethics in relation to this study. 

3.8.1 Procedural ethics 

With regards to the first dimension, this study was sponsored by the 

University of Nottingham with all necessary research ethics and governance 

approvals obtained prior to data collection being undertaken. This involved 

approvals from: the Ethics committee of the Faculty of Medicine and Health 
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Science of the University of Nottingham9; the Research & Development 

office of the English NHS Trust; the protocol of the local Italian Ethics 

committee (‘comitato etico locale’); and the directors of the Italian hospital 

Trust. Furthermore, the research was conducted in adherence to the 

University of Nottingham Code of Research Conduct and Research Ethics 

(University of Nottingham, 2010), the Research Governance Framework for 

Health and Social Care (Department of Health, 2005), Principles of Good 

Clinical Practice (ICH Harmonised Tripartite Guideline, 1996) and of the 

Declaration of Helsinki (World Medical Association, 2008) . Subsequently, 

with regards to the ‘in practice’ dimension, the research was guided by 

fundamental ethical principles, such as non-maleficence, beneficence, 

respect for autonomy and justice (Gillon, 1994; Orb et al., 2001; Beauchamp 

et al., 2007). The researcher also endeavoured to ensure confidentiality and 

anonymity of the people/settings involved at all stages up till the 

presentation of the findings. As stated in the research protocol, the 

participation in the study was entirely voluntary and the possibility to 

withdraw participation at any time was emphasised. 

3.8.2 Practical ethics 

Though ethical principles appeared clear in their definition, potential 

challenges in their practical application were anticipated prior to the 

commencement of the fieldwork. For instance, no physical harm to 

participants or presence of ‘sensitive topics’ (see Corbin and Morse, 2003) 

could be predicted; nevertheless, the study appeared far from being a ‘no-

impact’ research both for the participants and the researcher. Although the 

position of the researcher was intended to be clarified to participants from 

the beginning and efforts were made to ensure as much as possible a natural 

relationship with people and the environment, power-related issues 

seemed to be unavoidable. According to Karnieli-Miller et al., (2009, p.282) 

                                                        

9 12106, ref C18102012 SNMP 12106 
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is ‘the developmental nature of the research process [that] leads to changes 

in power relation’. In addition, the authors identified in the recruitment of 

participants, data collection, data analysis and production of the research 

report, validation and publications of the material, the key areas where 

changes in power relations pose specific ethical issues (Karnieli-Miller et al., 

2009, p.282). Linguistic barriers (Cotterill, 1992), the presence/absence of 

familiarity with the settings or relationships with eligible individuals prior 

to the fieldwork were just some of the other elements that were considered 

to be likely to generate asymmetric researcher-participants power 

relationships. The debates on positionality, subjectivity, power-relations 

and use of reflexivity in qualitative research were particularly scoped 

during the preparation of the study (Chiseri-strater, 1996; Hubbard et al., 

2001; Guillemin and Gillam, 2004; Kvale, 2006; Dickson-Swift et al., 2007; 

Ellis, 2007; Karnieli-Miller et al., 2009; Burns et al., 2012). It was noticed 

that from the researcher’s background and the new role in the study a 

dilemma on the ‘insider/outsider’ status could develop (Burns et al., 2012). 

In fact, if on the one hand being a midwife by background could qualify the 

researcher as an ‘insider’, on the other, by approaching midwifery settings 

not as an internal clinical professional but as an external investigator there 

seemed to be an ‘outsider’ status as well. Furthermore, the previous 

familiarity with the Italian midwifery system, the specific Italian site and 

the people in it, appeared to give to the researcher an ‘insider’ perspective. 

Conversely, the naïve approach to the English system, site and people 

seemed to confer an ‘outsider’ standpoint (see Sultana, 2007). 

Fundamentally, it was acknowledged soon that the positioning of the 

researcher would have moved flexibly in the continuum between the 

extremes of being a total insider or total outsider (see Woodward, 2008).  

On the request of the Ethics Committee of the Faculty of Medicine and 

Health Sciences of the University of Nottingham, a strategic plan was 

developed for the possibility of the researcher encountering poor practice 

during data collection. The proposed plan was to discuss with the academic 
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supervisors any case of bad practice encountered and to identify together 

the appropriate person(s) to refer to if needed per each study setting. 

Other challenges, not strictly ethical by definition rather methodological, 

were anticipated. Some, such as the issues relating to language, were 

illustrated earlier in this chapter. Others included considerations on the 

influence of the fieldwork from the first case-site upon the second one. In 

fact, if on one hand the first part of the data collection was planned to inform 

and refine at some level the subsequent, on the other it was considered 

paramount to maintain an inductive reasoning throughout all the research. 

It was therefore necessary to limit the eventual ‘deductive inputs’ from the 

first phase of the study on the second and to keep as naïve and an open 

approach to the second case as possible. The scheduled period of 

preparation between the data collection in Italy and the one in England 

seemed to offer, in addition to the opportunity of refining the research 

methods, a beneficial temporal separation of the two phases of the study. 

This, together with the use of reflexive accounts and exposure of the 

research process to challenge and debate with the academic supervisors 

and peers, represented a way to maintain awareness and to control the 

issue. Although intuitive, the impossibility of anticipating all of the possible 

events and challenges was part of the anticipations made.  

Before displaying the findings of this research in the next chapters, it might 

be worth acknowledging here that ‘there is no standard format for 

reporting a case study research’ (Merriam, 1998, p.193), and that the task 

of reporting a case study is considered difficult per se (Darke et al., 1998, 

p.274). Although authors commonly attribute the hardship to the process 

of ‘collapsing’ the volume of qualitative evidence generated in case study 

research (Eisenhardt, 1989; Hartley, 2004), for Flyvbjerg (2006, p.241) ‘the 

problems in summarizing case studies’ are often due to ‘the properties of 

the reality studied than to the case study as a research method’. As this issue 

arose also in the current work some of the strategies suggested by various 

authors to deal with the problem appeared particularly valuable. For 

instance, narrative accounts were organised around the ‘substantive topics’ 
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of the case study and evidence from different data elements integrated as 

much as possible (Yin, 1981). The substantive topics were, hence, built 

predominantly around the research questions. According to Yin (1981), in 

a multiple case study ‘there may be no need for any single-case report’ and 

individual cases may be briefly summarised prior to reporting the results of 

the cross-cases analysis. However, it seemed that by supplying a description 

of both the individual cases first, the process that led to the final 

conceptualisation of midwives’ approaches to SPL in birth centres could be 

clearer. Eisenhardt (1989) highlights the importance of enabling readers to 

formulate their own assessments on the congruence of a theory by 

providing sufficient evidence for each construct.  

3.9  Summary of the chapter  

This chapter has illustrated the rationale for designing and conducting a 

qualitative, multiple case study. CR as an underpinning philosophy has been 

outlined and how it has applied in relation to this inquiry has been 

discussed. The methods used to collect and analyse data have been outlined 

with pertinent ethical and methodological considerations postulated. The 

next three chapters will present the analysis (within- and cross-case) of the 

data collected from this study.  
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4 THE CASE IN THE ITALIAN SITE 

This chapter presents the findings from the Italian case-site. Firstly, it will 

provide information on the data collection and the analysis performed. 

Secondly, it will describe the context that bound the case. This will involve 

outlining the contextual elements that set the case in ‘space and time’ and 

will provide a platform to situate the subsequent data analysis. Thirdly, it 

will present key themes, subthemes and categories that, together with the 

contextual elements, illuminated features of midwives’ approaches to SPL. 

Lastly, the chapter will provide conclusions around the case at this site.  

4.1 Data sources and their contribution to the analysis 

This section provides an overview of the material which served the current 

within-case analysis report. In accordance with the case study 

methodology, findings were informed by the triangulation of the data 

collected either through different routes or from different sources (see 

Chapter 3). The number and types of sources utilised are summarised in 

Table 2. The latter illustrates also the contribution of each source to the 

overall material considered.  

Participants involved in the individual interviews differed, in some cases, 

from those included in the focus group. This was due to a purposive 

selection of those midwives who demonstrated interest in participating in 

the study. Selection occurred in accordance with the principles anticipated 

in the study protocol and illustrated in Chapter 3.  
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Table 2 - Summary of the main sources of data collected and analysed at the Italian 
site. 

 

The source of the material reported within the chapter will be referred by a 

code. For interviews and focus groups, codes were formed by the related 

participants’ pseudonyms, an abbreviation of their professional roles and of 

the case-site (IT). Excerpts from textual material will indicate source, a 

progressive number and the abbreviation of the case-site. The following 

codes are used: IT= Italian case-site; SM= senior midwife; JM= junior 

midwife; M= midwife manager; LDr= lead doctor of the host unit. 

Section 4.3 outlines the contribution of each main source to the 

identification of the themes, subthemes and patterns discussed.  

DATA (MAIN 

SOURCE) 
COMPONENTS N HOURS 

INDIVIDUAL 

INTERVIEW 

(TRANSCRIPTS 

N=12) 

SENIOR MIDWIVES (Manila; Giorgia; Lisa; Samantha) 4 5 

JUNIOR MIDWIVES (Anna; Marzia; Chiara; Paola; 

Sandra; Grazia) 
6 8 

MIDWIFE MANAGER (Barbara)  1 2 

LEAD DOCTOR OF THE HOST UNIT (Carla) 1 1 

Total  12 16 

FOCUS GROUP 

(TRANSCRIPT N=1) 

SENIOR MIDWIVES (Manila; Kelly; Lisa; Giorgia) 4  

JUNIOR MIDWIVES (Marzia; Sara; Grazia; Chiara) 4  

Total  8 3 

OBSERVATIONS 

OF DIFFERENT 

EPISODES 

WEEKLY MEETINGS 8 25 

INTERDISCIPLINARY MEETINGS 3 10 

HANDOVERS 10 7 

TRAINING COURSE 4 36 

CLINICAL SHIFTS -DAYS 15 90 

CLINICAL SHIFTS- NIGHTS/WEEKENDS 5 44 

CLINICAL SHIFTS WITH SPL 3 19 

SOCIAL MOMENTS 3 9 

Total  51 240 

DOCUMENT 

REVIEW 

PROTOCOLS 5  

GUIDELINES 2  

MINUTES OF MEETINGS (folders) 2  

OTHER IN SITE-MATERIAL 
(e.g. POSTERS, LEAFLETS, BOOKLETS, INFORMAL 

MESSAGES)  
5  

REPORTS 3  

COMMUNICATION/TRANSFERS DIARY 3  

FIELDNOTES/PERSONAL JOURNAL (diary) 1  

ORGANISATIONAL DOCUMENTS 4  

Total  25  
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4.2 Situating the case 

In order to comprehend the potential complexity of the phenomenon, it 

appeared necessary to explore broader, as well as local systems in which 

the case was situated. Therefore, a brief overview of the Italian maternity 

system will precede the description of the organisational features of the 

birth centre representing the case-site.  

4.2.1 The Italian maternity system 

In Italy, maternity care is guaranteed as free and provided as part of the 

National Health System (NHS) called ‘Sistema Sanitario Nazionale’ (SSN). 

Founded in 1978 and based on the model of the English NHS (France et al., 

2005), the SSN ensures care mostly through public facilities. Although 

services can be provided by the private sector within or besides the SSN.  

Maternal and infant health reporting is a key element of the Italian public 

health system. Firstly, because antenatal, intrapartum and postnatal care 

represent the main causes of women’s admissions to hospitals (Italian 

Health Policy Brief, 2013). Secondly, because the promotion of healthy 

behaviours during childbirth is perceived to positively impact the wellbeing 

of society (Lauria et al., 2012).  

Births in Italy fluctuate around 514,000 per year, which is a lower birth rate 

than other European countries (ISTAT, 2014). Conversely, the national rate 

of CSs - around 37% - represents the highest in Europe and one of the 

highest in the world (Basili et al., 2014). There are apparent geographical 

differences, with the highest rates recorded in the south of the country and 

especially in the private sector. Areas with higher CS rates are characterised 

by a prevalence of hospital-centred medical models with a dearth of 

community-based and midwifery models of care (Lauria et al., 2012, p.10). 

Midwife-led care appears to be promoted within contemporary policies, but 

poorly supported in practice within the system(Lauria et al., 2012). 

Midwives are recognised by law, in their professional profile, as lead 
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professionals in women’s care and autonomous in the context of the 

physiology of pregnancy, the birth and the postnatal period. The stated 

areas of practice extend beyond childbirth and include health and sexual 

education for the community and screening of gynaecological cancers (DM 

n 740/94, 1995). However, it has been reported that only 2.7% of women 

in Italy are cared for by a midwife during pregnancy, against 85.9% assisted 

by a gynaecologist/obstetrician (Lauria et al., 2012). According to the 

National Institute of Health, these percentages reflect the Italian highly-

medicalised birth culture. The extensive involvement of doctors instead of 

midwives in the care of healthy childbearing women is reported as 

scientifically unjustified  However, obstetric-led care appears to be 

culturally rooted and widely accepted by women, with the majority of them 

satisfied by the quality of care and information in pregnancy provided by 

doctors (Lauria et al., 2012). 

Most midwives work in hospitals or, depending on geographical regions, 

provide care within community facilities called ‘consultori familiari’. 

Community midwives are usually involved in cervical cancer screening 

programmes, sexual education, counselling for teenagers and vulnerable 

groups, antenatal classes and domiciliary postnatal care autonomously or 

in multidisciplinary teams (Fasan et al., 2012; Spina, 2014). Independent 

midwives represent approximately 2% of all midwives in Italy (Lauria et al., 

2012). 

National statistics indicate a very low rate of homebirths at around 0.05% 

with 88% of babies born in public facilities and 11.9% within the private 

sector. Hospitals represent the birth setting for 90% of babies (Basili et al., 

2014). However, it is impossible to identify from this data which birthplaces 

are obstetric-led units or midwife-led. This is due to the lack of detailed 

mapping of the Italian birth settings that are generally categorised by 

number of births per year10 with no distinction of organisational models. 

                                                        

10 Categories are generally <500 births, 500-1,000, >1,000 births per year. 
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Despite not being recognised in national statistics, it was estimated that five 

MLUs exist in Italy (Sulli, 2011; Iannuzzi and Morano, 2015). Data presented 

at the first Meeting of the Italian Midwifery Unit Network confirmed the 

presence of 5 AMUs currently active and the recent closure of 1 birth centre 

in the public system (Scapparino et al., 2016). There seems to be also a 

number, not precisely identified, of private maternity homes in the country. 

The birth centre selected as case-site for the current study represented one 

of those few MLUs; its key organisational features will be illustrated in the 

next section.  

4.2.2 Geographical and spatial configuration of the service  

The Italian birth centre was located in a central region of the country and 

was mentioned, both in the internal and the external communications of the 

service, as a point of reference at the national, regional and metropolitan 

level. It is embedded in a large urban area and is accessible to different 

population groups. These can vary, for instance, in their educational 

attainment, social status, citizenship, yet they have equal access to the birth 

centre, providing the women meet its health status and language criteria.  

The birth centre was established several years before the current study, 

alongside a tertiary university hospital to which it was connected by a 

corridor. From personal observation, that corridor seemed both a point of 

‘safe connection’ with the host unit and of ‘safe separation’ from the medical 

model (Fieldnotes#1-IT).  

The building was configured on two floors: antenatal clinics and education 

classes were held on the ground floor that also housed a swimming pool and 

a conference room. On the first floor, at the same level of the host unit (the 

hospital labour ward), there was the birthing unit. Its layout was composed 

of two concentric communicating circles: an external one accessible to all 

and an internal area reserved for only midwives and users. The external 

circle was defined by a large corridor with seats surrounding and facing all 

the birthing rooms. Part of this outer space was planned as a play-zone for 
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siblings to enjoy their stay or visit. The midwife-manager was based in a 

meeting room, at one edge of this corridor. In the internal circle there was 

a core open space with the central midwives’ work station to aimed to 

provide sight of all areas of activity, including five large birthing rooms, a 

kitchen, a room for outpatient clinics/counselling/other assessments, a 

neonatal area (for emergency and special care only), a small rest area for 

midwives and an area of connection with the external entrance. Each room 

had an en-suite bathroom, home-like furniture and all the facilities for 

mothers and babies. All rooms, except one, contained a birthing pool and a 

double-bed in order to allow the partner/family to stay. The only room 

without a birthing pool was furnished with two single beds and used in a 

flexible manner, for example by women and their babies close to discharge. 

Overall, the unit appeared a warm, welcoming, family-friendly space that 

facilitated social interaction. 

4.2.3 The birth centre ethos 

The birth centre ethos emerged predominantly from external and internal 

service communication sources, such as leaflets, the Trust-website and 

protocols describing the characteristics of the unit, participants’ accounts 

and observations of midwives’ talks during courses and informational 

meetings for external audiences. 'Innovation, organisational 

experimentation and a strong community/territorial value' (website-IT) 

appeared to be the keywords of the service from the point of view of the 

Trust.  

From all sources, the birth centre was presented as a model offered by the 

Trust to ‘bring back the woman at the centre of the birth event’. The need 

for giving women a central role was justified by the gradual women and 

partners’ ‘loss of the role of protagonist’ and ‘unnecessary medicalisation of 

childbirth’ (Service-leaflet-IT). Key features of the philosophy of the model 

included the ‘consciousness of birth primarily as a natural event’ 

(Protocol#1-IT) and of the necessity of reconsidering the social, relational 

and emotional aspects of birth. The focus on providing safe, appropriate and 
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evidence-based midwifery care and the importance of the connection and 

collaboration with multidisciplinary teams operating in the hospital was 

also emphasised.  

The midwifery-led model was extensively proposed for healthy 

childbearing women as an alternative to the actual medical model, 

characterised by an inappropriate ‘overuse of technology’ (Poster-IT). The 

autonomy of midwives’ practice within the birth centre represented 

another ‘alternative’ features of the service compared to obstetric-led units. 

The autonomous work was presented by some midwives as a fundamental 

difference with other models of care and a value to defend:  

I believe that for us, midwives, it’s of great value to work autonomously 

and take full responsibility of what with do. This value has to be 

defended […] Maybe this [autonomy] is what makes us different, or 

perceived as different, from midwives in the labour ward.(Manila-SM-

IT) 

4.2.4 The clinical pathway 

The Trust offered this MLU as a public ‘opt-in’ service for women with a 

straightforward/low-risk pregnancy. To access the clinical pathway, 

women were first asked to book an antenatal appointment around 36 

weeks of pregnancy with a doctor and a midwife. During this visit, women 

and their partners, if present, were provided with detailed information 

concerning the service with a particular focus on its safety, the team-

provision of continuity of care, and the possibility of being transferred in 

case of altered maternal/foetal health conditions. Once choice and eligibility 

for the birth centre was established, women, and their partners, were asked 

to sign a consent form. This consent, which could be withdrawn at any time, 

served to document their choice for this alternative pathway. After this first 

visit, women were supposed to receive only midwife-led care, both 

antenatally, intrapartum and postnatally, unless new health conditions 

emerged requiring medical assessment. The neonatologist was the only 
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doctor involved routinely at the point of a new-born’s discharge. Women 

and babies were normally discharged two to three days after birth11. 

Partners and siblings, though officially not in-patients, could remain at the 

women and babies’ sides for the entire stay. Visits were generally permitted 

at any time. However, restrictions were sometimes imposed during labour 

and the first two post-partum hours, to reduce external interferences on 

birth processes. Midwives' facilitation of normal birth included the 

promotion of women's mobility, use of water for labour and birth, 

continuity of care in labour and CTies, in particular techniques of 

Traditional Chinese Medicine (TCM). Women were given support regarding 

breastfeeding, and breastfeeding counselling was also provided to women 

not involved in the birth centre pathway.  

4.2.5 The internal organisation of the birthing unit  

The birthing unit provided a number of services that included antenatal 

clinics at term of pregnancy, intrapartum and postnatal care of mother and 

baby up till discharge, on-site and telephone triage, counselling activities, 

tutoring and mentoring of student midwives. As well as the support of other 

maternity wards’ activity (mainly the labour ward) in case of emergency 

and/or need.  

Midwives performed all these tasks supported by the ‘Operatore Socio 

Sanitario’ (OSS12) a maternity health care assistant involved mainly in the 

basic health care of the mother and baby and responsible for domestic 

duties. At the time of the study, there was a core staff of twelve midwives 

covering the service 24/7 and distributed in six teams. Additionally, there 

were two OSS during the day and one on-call OSS in the labour-ward during 

the night. Each midwifery-team was composed of two midwives; a senior 

midwife (‘ostetrica senior’) and a junior (‘ostetrica junior’). Seniority was 

                                                        

11 This policy is described as ‘early discharge’ for the Italian and local system. 
12 OSS stands for ‘Operatore Socio Sanitario’, the literal meaning being, ‘social health 
worker’.  
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not related to the local banding system, but to the professional's expertise 

in the midwife-led model of care. The junior midwife was considered under 

training for at least one year of supervision by her senior midwife-partner. 

According to the manager and the majority of senior midwives, the stable 

presence of a group of senior midwives in the centre was pivotal to maintain 

and transmit the ethos of the model. 

Midwives were selected on a motivational basis after an agreement 

between the head of midwives of the labour ward and the midwife manager 

of the birth centre. There was a programme of periodic rotation between 

the birth centre and the labour ward both to maintain the midwives’ skills 

in high-risk and emergency care and to facilitate training, integration and 

collaboration between the two units.  

Labour progress was recorded on a local modified version of the WHO 

partogram with a 4-hour action line; the chart was a two-sided document 

where the second side reported information such as hydration, nutrition, 

positions adopted by the mother-to-be, use of water, timings (see Figure 5). 

Transfers were recorded in a specific diary; in cases of intrapartum transfer, 

the midwife on duty accompanied the woman to the host unit and helped 

her settle into the new setting. However, the midwife could rarely continue 

the one-to-one care by staying with the woman outside the birth centre, as 

staffing and skill-mix precluded this. 
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Figure 5 - Partogram in use in the Italian birth centre.  

The relationship between the MLU and the host unit appeared tense and 

could be characterised by a lack of dialogue. There was an apparent ‘us and 

them’ culture, with intra- and inter-professional conflicts driven by the 

different models of care. Frictions seemed to originate primarily from the 

host unit’s perception of the birth centre as a privileged place for privileged 

women, where midwives benefitted from more relaxing working 

conditions. In addition, transfers were seen as increasing the workload of 

doctors and midwives on the labour ward. On the other hand, midwives of 

the birth centre tended to look at their colleagues of the host unit as not 

very knowledgeable with regards to normal labour care. In both units, 

prejudices appeared a fundamental lens through which interactions were 

judged.  



 

78 

4.2.6 Statistics of the birth centre  

The birth centre used an established system of data collection, analysis and 

reporting. Reports were used inside and outside the unit for assessment 

purposes. The users’ views were obtained by different means, including a 

diary for parents’ comments, a Facebook page created by one of the -fathers 

and the use of anonymous questionnaires for customer satisfaction. The 

collection of this data was perceived by the midwives as paramount, not 

only to evaluate and improve the quality of the service, but also to ‘protect 

the birth centre from external and internal attacks’ (Fieldnotes#3-IT), 

The available database and reports showed an increasing use of the service 

since its establishment, with users coming from different local, regional, 

national and even international areas. Within the fieldwork at this site, 684 

women accessed the midwife-led pathway. Births at the birth centre were 

389 against the approximately 3,000 births occurring at the host unit in the 

same period. Over 90% of women admitted to the birth centre had a 

spontaneous vaginal birth (even after transfer), 5.6% of women ended with 

a CS, while 3.5% of births occurred with the use of ventouse13. The 

episiotomy rate was around 0.8%, with one third degree tear reported 

against a 93.5% of intact perineum/I degree tear. Data also reported the 

women’s use of different positions for labour and birth with approximately 

15% of water births.  

Most of the transfers occurred in the intrapartum period (18.3%). SPL, and 

in particular functional dystocia, was recorded as the main/most frequent 

cause of intrapartum transfers, followed by non-reassuring foetal 

monitoring, meconium stained liquor, woman’s-requests (mainly for 

epidural) and other causes.  

                                                        

13 In Italy, unlike ventouse, the use of forceps for instrumental births is generally out of 
practice. 
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4.3 Overview of the themes, subthemes and patterns of the 

case at the Italian site 

Rowley (2002, p.24) reports that ‘writing the case study report can be a 

daunting task, because at this point the researcher needs to discriminate 

between what is to be included and the wealth of evidence that will not 

appear in the report, but stays in the case study database’. Behind each case 

report of the current research, there was the difficult work of the selection 

of themes. Selection occurred primarily by following authors’ suggestions 

to ‘tell the story’ of the case and address propositions maintaining the focus 

on the research questions (Baxter and Jack, 2008, p.555).  

The final themes, subthemes and patterns selected will be discussed in the 

next sections and are summarised in Table 3. In order to provide 

transparency, the ‘contestable empirical claims’ (Moravcsik, 2014, p.50) 

made will be supported by evidence, arguments and, where possible, 

challenged by counter-arguments.  
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Table 3 - Themes, subthemes and patterns concerning the case at the Italian site. 

Themes Sub-themes Patterns 

1. SPL as ‘the’ 

problem 

SPL as key 

cause of 

transfers  

 Dominant issue  Problematic interface 

SPL as stressful 

enigma  

 Hard to define  

 Challenging to 

manage 

 Context-dependent 

phenomenon  

2. Recognitio

n as 

engaging 

challenge 

Sensing SPL 

 Having a 

‘sentore’/suspect 

 Observing a change 

 The betrayed 

expectations 

Questioning/ 

scrutinising 

 Looking at the bigger 

picture 

 Is she really in labour? 

 Rest or arrest? 

Strategies for 

confirmation 

 Stay with the woman! 

 Seeking objectivity 

 Acknowledging the 

fallibility of methods 

3. Untangling 

intertwined 

causes 

 The baby’s 

role  

 Foetal malposition as 

key cause 

 Foetal malposition as 

irrelevant 

 The maternal 

factors 

 Getting mentally 

exhausted (the early 

labour stage) 

 Getting physically 

exhausted 

 Fearful restlessness 

 Personal influential 

attitudes 

External 

hindering 

actors 

 The midwife-factor 

 The unsupportive 

environment 

 The socio-cultural 

system 

 Sine causa slow 

progress 

4. Struggling 

to deal with 

SPL 

Building 

therapeutic 

alliances 

 The midwives’ allies  

 Therapeutic points of 

contact 

 The necessity of being 

authoritative 

sometimes 

 Therapeutic time 

Changing to 

provoke 

change  

 Position/mobility 

 Physical environment 

 Relational dynamics 

in the environment 

Relaxing 
 Water 

 Vocalisation  

 Massage/Acupressur

e 

 Other CTies 

Activating/en

ergizing 

 Enhancing 

endogenous energies 

(use of TCM) 

 Nurturing with 

exogenous energies  

 Activating signals 

5. Factors 

enabling or 

constrainin

g decisions  

Reflexivity 

and 

pragmatism 

 Past experiences 

 Others’ stories of 

success 

 Last hope/despair 

The 

‘individual’ 

element  

 Individualisation of 

care  

 Midwives’ preferences 

 Midwives’ attitudes  

 Professional 

knowledge 

Feeling either 

under 

pressure or 

supported 

 The influence of users  

 The midwife’s work-

partners  

 The host(ile) unit  

 Guidelines, protocols, 

safety  
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Table 4 outlines the specific contributions of each data source to the 

identification of themes and subthemes.  

  

THEMES SUB-THEMES SOURCE 

  INTERV. 
FOC. 

GROUP 

DOCUM. 

REV. 
OBSERV. 

SPL AS ‘THE’ 

PROBLEM 

SPL as key cause of 

transfers 
    

SPL as stressful 

enigma  
    

RECOGNITION 

AS ENGAGING 

CHALLENGE 

Sensing SPL     

Questioning/scrutinisi

ng 
    

Strategies for 

confirmation 
    

UNTANGLING 

INTERTWINED 

CAUSES 

The baby’s role     

The maternal factors     

External hindering 

actors 
    

STRUGGLING TO 

DEAL WITH SPL 

Building therapeutic 

alliances 
    

Changing to 

provoke change 
    

Relaxing     

Activating/energizin

g 
    

FACTORS 

ENABLING OR 

CONSTRAINING 

DECISIONS 

Reflexivity and 

pragmatism 
    

The ‘individual’ 

element 
    

Feeling either under 

pressure or 

supported 

    

Table 4 - Contribution of each data source to the identification of themes and 
subthemes at the Italian site14.  

 

4.4 SPL as ‘the’ problem 

The researcher knew prior to entering the field, that slow progress would 

likely be an issue at the Italian birth centre, given her previous contacts with 

                                                        

14 Bold tick symbol indicates the perceived high contribution of that particular source to 
the identification of the theme.  
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the midwives there. However, the scale of the problem that emerged during 

the fieldwork and from the within-case analysis was greater than expected.  

The majority of midwives reported SPL to be ‘the’ problem of the birth 

centre, as recounted by this participant: 

 [Slow progress] is ‘the’ problem of the [name of birth centre]. (Manila-

SM-IT)  

Midwives seemed highly aware of the phenomenon of SPL in the unit. The 

main reasons are outlined in the next sections.  

4.4.1 SPL as a key cause of transfers 

The claim of SPL as ‘the’ problem appeared to be supported by a multitude 

of facts. Most midwives considered SPL to be the predominant problem 

because of the related issue of women’s transfers out of the birth centre. 

Statistics confirmed the relevance of the phenomenon in this sense 

reporting it as the main or most frequent cause of intrapartum transfer to 

the host unit. The problematic interface with the host unit in the case of 

transfers appeared to be the main reason why midwives’ perception of SPL 

as ‘the’ problem was also emotionally driven. Participants’ accounts, 

observations of midwives’ interactions and minutes of meetings seemed to 

support this hypothesis: 

The topic of transfers due to SPL appears on the first page [of the annual 

summary of minutes of meetings] especially in relation to the [negative] 

organisational climate, relationship with the host unit and importance 

of communication. (Fieldnotes#19-IT) 

4.4.2 Slow progress as a stressful enigma  

Enigmatic features of SPL seemed to contribute to its status as ‘the’ problem 

for midwives in the birth centre. For instance, despite its frequent 

occurrence in the birth centre, midwives found that difficulty in defining 
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and identifying it was part of the problem. In some cases, midwives even 

questioned the real existence of SPL perceiving it as a context-dependent or 

constructed phenomenon:  

Kelly:  slow progress does exist! It is not a fantasy!  

Manila: but does slow progress exist or rather the constraint of the 

partogram?  

Kelly:  well, slow progress doesn’t exist per se. 

Grazia:  you barely observe it there [host unit], you don’t even know this 

thing, do you? Here you start knowing it and see that there are no rules, 

no manuals, no books that can explain it.  

Marzia:  you don’t see it [in the host unit] because they immediately give 

the syntocinon! 

Manila:  it’s an environmental phenomenon. 

Marzia: I tell you, it is [also] dependent on who of us, on who of them, is 

in charge.       (Focus group-IT) 

Observations of midwives’ interactions with each other appeared to 

support the image of SPL as a problem highly-dependent on subjective 

parameters.  

In addition to impacting on midwives’ work, and being hard to define and 

identify, SPL seemed to be extremely difficult to manage at times. The 

struggles sometimes experienced in managing slow labours led some 

midwives to consider it a stressful phenomenon. This appeared to be well-

captured by the following metaphor of SPL as a ‘stagnant marsh’ provided 

by the midwife manager: 

Together with late-term [pregnancy], SPL is the condition that gets me 

more anxious […] it’s a stagnant marsh where nothing happens! Once 
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you are in the stagnant marsh it is difficult to get out of it. (Barbara-M-

IT) 

4.5 Recognition of slow progress as an engaging challenge  

Midwives’ recognition of SPL was predominantly influenced by the criteria 

provided by the NICE intrapartum care guidelines (2007) adopted in the 

birth centre. Although the guideline encouraged maintaining a holistic 

perspective, midwives often referred to it merely for the diagnostic criteria 

regarding labour length, cervical dilatation and descent of the foetal head. 

However, in practice, midwives normally engaged in complex reasoning in 

order to establish a woman’s labour as slow, where a plethora of different 

elements were considered within a bigger and fuller picture. The start of 

this process, often represented a clinical challenge and was often marked 

by midwives’ sense of something amiss. 

4.5.1 Sensing SPL 

The midwives' path to recognition of SPL seemed to start from sensing 

something amiss in a woman’s labour progress. Participants actually talked 

about having a ‘sentore’15. This ‘sentore’ represented an element that led 

them to ‘sense’ or 'suspect' the potential for slow progress, even before 

noting any variation on the partogram or performing any clinical 

assessment:  

Even before the partogram there is a sentore […]. I think a midwife 

doesn’t really need a partogram, [it] is a visualisation, but, being with 

                                                        

15 Italian word deriving from the verb ‘sentire’ that can be translated as ‘to 
feel/perceive/sense/hear/smell’. ‘Sentire’ means also ‘to apprehend through senses some 
data coming from the immediate experience of the external world, to perceive impressions 
based on internal or external stimuli and become aware of them’ (Garzanti, 2015 fount:  
accessed on 01/02/2015).  
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the woman for hours, you already have the sentore that that labour is 

slowing. (Anna-JM-IT) 

Even before assessing the obstetric situation […] I have the feeling of the 

struggle of the contractions… here is the ‘suspect’. (Paola-JM-IT) 

The capacity of sensing a SPL seemed not an innate midwifery skill, but 

dependent on factors such as attitudes, work-context, and trust in intuition. 

The medical participant defined this ability as a midwifery ‘clinical 

sensibility’ or ‘perceptiveness’ (Carla-LDr-IT).  

Where present, the ‘sentore’ appeared to originate from something 

observed, heard, felt during the care of the labouring woman. 

Observing changes seemed to be crucial to midwives. Changes could 

concern, for example, the uterine activity, the woman’s behaviour or self-

perception of the progress and/or aspects of the partogram. Observing 

changes appeared to function as an incentive or signal for midwives to 

deepen their evaluation: 

A little light switches on [in your mind] because you saw a change […] 

an endorfinic woman […] that turns back to be rational […] pricks up my 

ears. (Grazia-JM-IT) 

The labour had a rhythm, and the rhythm got lost, and there has to be a 

rhythm otherwise labour cannot progress. (Barbara-M-IT) 

Another element that represented an ‘alarm bell’ to midwives was deviation 

from expectations, as, for instance, the one described by this participant: 

[You have] that kind of short contractions […] that however, after a 

period, do not restart as they should. (Sandra-JM-IT) 

Midwives’ expectations derived mainly from their training, personal 

knowledge, protocols, and handbooks. However, they appeared to also be 

influenced by embedded hospital culture. This seemed likely to produce 
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distortions, for instance, by influencing midwives’ expectations regarding 

time and labour progress.  

I realise that there are distorted expectations on time, because in her 

[woman in labour] there is nothing that is going wrong, labour is 

progressing, yet at times it is perceived as slow. (Fieldnotes#16-IT) 

4.5.2 Questioning and scrutinising 

The midwives’ reasoning was aided by a process of questioning and 

scrutinising different factors in order to understand whether their 

suspicions were founded.  

Examining the various elements within a broader picture constituted a 

significant component of the midwives’ approach. The participants often 

described this practice as ‘putting things in their broader context’ or 

‘looking at the whole picture’, as shown in the excerpt: 

Basically, you have to look at the whole picture, in other words you don’t 

have to get and focus on one factor [only, but on] the whole situation. 

(Marzia-JM-IT) 

Great consideration was given to the woman’s parity, history, general 

condition and environment. This and other information appeared to be 

used, though not by all the participants, to focus on the potential normality 

of slow progress: 

You need to distinguish whether she’s a primiparous or multiparous […] 

as labours between primiparae and multiparae are clearly diverse, 

[and] maybe [progress] is not abnormal but normal […] in the context 

of physiology. (Samantha-SM-IT) 

In this process of questioning and scrutinising, midwives seemed to seek 

evidence of a real onset of labour. This appeared to be driven by the 

recognised possibility of misinterpretation of labour progress connected to 

an erroneous diagnosis of labour onset. Commencing the partogram too 
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early, thus inappropriately, appeared to be key in misleading practice. This 

was reported to be more frequent than expected and driven by professional 

inexperience, ignorance, fear or anxiety:  

There is this frequent vice of starting the partogram at 4 centimetres 

[…] but there are situations where at 4 centimetres they [women] are 

not in labour and you see it from the uterine activity and it’s absurd to 

start it because you stake everything at that point. (Marzia-JM-IT) 

Challenges also appeared to emanate from the issue of whether slow 

progress in a woman should be interpreted as a period of physiological ‘rest’ 

rather than pathological ‘arrest’ of labour. Though the ‘rest or arrest’ 

problem was not always acknowledged by midwives, they appeared to refer 

to seeking cues to distinguish a resting from an arresting phase of labour. 

These cues were elicited from women through their verbal and non-verbal 

communication during labour. By observing and listening to women, 

midwives attempted to identify behaviours not normally associated with a 

resting phase indicating, thus, the likelihood of an arrest of labour: 

What does this woman do? […] Does she lament or does she rest? 

(Manila-SM-IT) 

The midwives often reported restlessness or anxiety in women’s 

behaviours, in the context of slowing or the absence of uterine activity, as 

potential indicators of a problem. Restlessness could be expressed, for 

example, by women’s questions: 

They start saying ‘How much time does it need?’ ‘mammamia how much 

time has passed!’ ‘How long it will take?’ (Marzia-JM-IT) 

Or through a physical agitation in what could be expected to be a relaxing 

situation: 

[You see these] women champing at the bit in the pool, it’s rare 

[normally] to see a woman champing at the bit in a pool! (Grazia-JM-IT) 
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Women’s behaviours that appeared to indicate an arrest included ‘acting’, 

‘losing focus/getting distracted’ as well as becoming ‘immobile/apathetic’: 

At some point it looks more like it is the woman who is wishing for the 

contraction rather than the contraction being there [this is not normal]! 

(Paola-JM-IT) 

[The woman] from assuming all the positions [turns] to be apathetic 

[indicates] something is not going ok. (Giorgia-SM-IT) 

Midwives’ final conclusion regarding SPL usually resulted from using 

additional strategies aimed at objectively confirming the scenario of an 

arrest.  

4.5.3 Strategies for confirmation  

Midwives endeavoured to establish a sound identification of SPL through 

employing strategies that could objectively confirm their previous 

evaluations. A strategy advocated, and mostly used, by midwives was to 

‘stay with the woman’ in order to gain precise information about the uterine 

activity, the maternal and foetal status and the surrounding ambient 

conditions:  

Staying there, staying there!! [with the woman] and looking at the 

intensity of the contractions, looking at the frequency... staying there! 

only [by] staying there [you can understand]. (Barbara-M-IT) 

By ‘staying there’, the midwife could ensure not only a physical presence 

but a certain quality of presence, observation, and attentiveness:  

 I stay [with the woman], I’m there [but staying] it’s not about checking 

the [foetal] heart rate and leaving the room. (Anna-JM-IT) 

In this process of seeking objectivity, midwives utilised means such as the 

partogram, the performance of vaginal examinations, abdominal palpation, 

and consultation with significant others. To some midwives the partogram 
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provided a more objective sense of time, thus SPL could be diagnosed only 

in light of the partogram:  

Unfortunately, [at the end, slow progress is] when the partogram says 

so. (Lisa-SM-IT) 

This image of the partogram as a key tool for the recognition of abnormality 

in labour progress was strongly supported by internal protocols in the unit. 

This is evident from the excerpt below: 

The partogram is the most adequate tool for the surveillance of labour 

in its complexity […]. The correct execution of the procedure allows an 

immediate understanding of the evolution [progress] of labour and the 

identification of risk factors. (Protocol#1-IT) 

Vaginal examinations embodied another means of objective evaluation, a 

sort of ‘litmus test’. However, midwives often appeared unhappy at the idea 

of relying on vaginal examinations to confirm a slow progress: 

Unfortunately, I probably still accomplish a true confirmation [of slow 

progress] through the vaginal examination […] when in doubt [it] 

represents another objective data. (Samantha-SM-IT)  

Again, the organisation seemed to promote this practice especially in the 

case of suspected or possible SPL: 

Vaginal examination [in labour] has to be performed 2-hourly or when 

substantial modification of labour progress are considered or if there is 

a suspect of dystocia. (Protocol#2-IT)  

Consultation with the midwife-partner on duty represented another pillar 

in the objective identification of SPL. In particular junior midwives 

presented the opportunity to share doubts with a senior midwife as crucial. 

It was also considered appropriate to consult women and their partners.  

Midwives appeared aware of the potential fallibility of the recognition 

process and strategies illustrated above. Counter-arguments included the 
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fallibility of intuition in midwifery care, the possible alternative 

explanations of women’s behaviours and errors connected to the use of 

partogram: 

Everytime I feel ‘there’s slow progress here’ I automatically start saying 

[to myself] ‘keep calm, don’t say that as you have been proved wrong in 

the past! (Sandra-JM-IT) 

Mother’s feelings can be also distorted, sometimes endorphins start to 

work and maybe the mum is less vigil, in pain or sleepy but not because 

contractions are gone, but simply because endorphins are working […] 

each labour is truly individual, so it’s hard to objectify it. (Samantha-SM-

IT) 

Come on, we know that it [partogram] is based on Friedman’s curves 

that are no longer valid! (Kelly-SM-IT) 

4.6 Untangling intertwined causes 

The next stage in identifying SPL involved revealing causal factors. From 

observations on site, reflections on the aetiology often appeared to be made 

individually by midwives rather than as a group. 

Identifying the causes of SPL appeared to provide an understanding of the 

problem and guidance as to how to deal with it.  

Awareness of the complex aetiology of slow progress was apparent by 

observing and talking with the participants. Midwives seldom attributed 

the occurrence of SPL to a single cause; instead they appeared to recognise 

a complex interplay between numerous factors. However, this complexity 

was not reflected in the documentation, rather the organisation seemed to 

force midwives to resolve complexity by adopting system-centred 

solutions. For example, for the sake of data reports, midwives tended to 

record the transfers due to SPL into two main categories: the transfers for 

‘distocia meccanica’ (mechanical dystocia) and those for ‘distocia dinamica’ 

(functional dystocia). At times, midwives recorded transfers due to ‘distocia 



 

91 

meccanica’ e ‘distocia dinamica’, highlighting the difficulties in identifying a 

primary causal factor. This simplistic mechanical-functional dichotomy did 

not give justice to the plethora of different manifestations of slow progress 

accounted for by midwives.  

Amongst the multiple factors, midwives appeared to strive to identify a key 

cause in order to ‘tailor’ their approach. The key causal mechanisms that 

midwives outlined are presented in the following sections.  

4.6.1 The baby’s role  

Malposition, asynclitism, posterior position of the head, and feto-pelvic 

disproportion represented the main foetal cause of SPL in midwives’ view. 

Midwives who gave importance to the baby’s role aetiologically, seemed to 

consider mechanical dystocia as a crucial contributor to the overall number 

of SPL. However, regarding this, midwives appeared divided into two clear 

groups broadly related to professional seniority. Junior midwives tended to 

ascribe SPL mostly to mechanical problems connected to the foetus: 

Oh well, malposition comes at the first place [as causal factor], all shades 

of malposition. (Chiara-JM-IT) 

The high [foetal] head, that is a poor wretch! (Grazia-JM-IT) 

Even arguing there could be typical patterns:  

Very often the cause was the baby […] because of asynclitisms or 

deflections of the head […] and labour arrests in these cases are frequent 

and quite typical around 6 cm, aren’t they? (Anna-JM-IT) 

Other midwives, mostly senior, rarely considered the baby’s contribution to 

SPL:  

The quota of malpositions [is] generally inferior [to other causes’] 

(Manila-SM-IT) 
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The minor incidence of transfers for ‘distocia meccanica’ compared to those 

for ‘distocia dinamica’ reported in the unit statistics seemed to support this 

perception. This group of midwives tended to also consider a mechanical 

dystocia to be less challenging than other forms of SPL. Normal births of 

malpositioned babies were used as arguments to support this point: 

Mechanical dystocia [contributes] scarcely […] even if you a have a 

malposition that slows it [the progress], it doesn’t slow it in an 

exaggerated way, because even when babies are slightly crooked, 

asynclictic, it’s difficult that they don’t go [down], that there is a 

complete slowing and arrest. (Samantha-SM-IT) 

My colleague said ‘I think it is a posterior’ and actually it was, […] but in 

most of these cases [women] give birth. (Giorgia-SM-IT) 

The midwife manager shared this view, noting how midwives, especially 

junior ones, could potentially become overly concerned regarding head 

positions considered at times erroneously abnormal:  

There is an over-diagnosis of the position of the [foetal] head when the 

head is still above the brim, obviously deflected, obviously asynclictic, as 

the phenomenon of engagement is still far. I leave them [midwives] 

discussing about it but those mechanical factors are not related to what 

is happening, they are normal, aren’t they? (Barbara-M-IT) 

4.6.2 Maternal factors 

Unlike foetal factors, maternal factors were identified among all the 

participants as a cause of SPL. These were mainly represented by woman’s 

mental and/or physical exhaustion, fears and anxieties and/or personal 

attitudes.  

Midwives identified multiple conditions, such as antepartum sleepless 

nights, dehydration (vomiting) and/or fasting, as causes of maternal 

physical tiredness or exhaustion. These conditions appeared to be able to 
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impoverish women’s energies in general and provoke ‘uterine tiredness’ in 

particular:  

Their body is tired, women do not eat nor drink, and the only 

explanation you can give yourself [to their slow progress] is ‘maybe the 

energies are finished, the uterus is tired’. (Anna-JM-IT)  

Whilst the role of dehydration seemed to be recognised by all midwives, the 

role of woman’s fasting in labour was subject to different interpretations. 

Some midwives, for example, reported fasting to be common in normal 

labour, therefore, not necessarily to be considered as a cause of slow 

progress:  

Generally [women] in labour hardly seek food…maybe some chocolate 

[…] instead when they barely drink the situation blocks. (Marzia-JM-IT) 

Protocols appeared to endorse the aetiological role of dehydration and 

fasting, by indicating hydration and nutrition as facilitators for labour 

progress: 

[Nutrition and hydration in labour] must be considered as a procedure 

aimed at maintaining the maternal and foetal wellness and facilitating 

the labour progress. (Protocol#1-IT) 

However, stories of normal births happening despite women’s poor 

nutrition and hydration, as well those of SPL occurring despite good 

hydration and nutrition appeared to outline the difficulty in attributing 

unequivocal roles to these factors.  

According to the observations and interviews, physical tiredness also 

appeared to be a result of a prolonged early labour stage or ‘prodromi 

prolungati’16 in Italian:  

                                                        

16 A discussion around the term ‘prodromi’ can be found in Iannuzzi and Borrelli (2014). 
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Often in midwives’ stories [of SPL] episodes of women are mentioned 

with prodromi prolungati. (Fieldnotes#2-IT) 

Some midwives indicated a prolonged early labour stage as a cause of slow 

progress secondary to the exhaustion of uterine power, as accounted below:  

Prodromi prolungati, [women that] call 2-3 times in the days before 

active labour… I feel that these uteri [sic] already consumed their fuel 

along the way… so when the day of the race comes [there is no more 

power]. (Sandra-JM-IT) 

To note, the ‘prodromi’ were mainly referred as ‘prolungati’ according to 

women’s experience regardless of the actual length of the latent phase. In 

this light, some women were reported to perceive even short early labours 

as prolonged because of their difficulty in coping with the latent phase: 

Prodromi prolungati = tired women. […] I say prolonged but I actually 

mean difficult, badly experienced by that woman; there could be stupid 

contractions that anyway are perceived as difficult by that woman as 

she doesn’t accept them, she cannot find her way through them. (Grazia-

JM-IT)  

Woman’s negative experience of the latent phase seemed to have the 

potential to enhance stress and mental exhaustion producing or 

exacerbating slow labour progress:  

Early stage badly lived, [contractions] badly experienced, lived without 

attention, with a bad perception of time passing […] this makes the 

woman another woman, stressed, not prepared, a woman that has 

already finished her resources. (Carla-LDr-IT) 

However, there was not a consensus amongst midwives on the negative 

effects of a prolonged latent phase on labour progress:  

Giorgia: at times [the cause is] this prolonged latent phase.  
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Chiara: well, it depends…how many times we said ‘look, she had this 

incredible latent phase’ and then in just two hours of active labour… 

Kelly: … she quickly gave birth! (Focus group-IT). 

As suggested by this excerpt, the prolonged early labour stage also 

appeared to have the potential to facilitate progress of the subsequent 

labour stages. Some midwives could see women’s struggles in the 

prolonged early labour stage as being instrumental for easier subsequent 

phases.  

Stress and mental exhaustion were not exclusively associated with 

prolonged early labour. Women’s fears, anxieties and lack of psychological 

preparation for the birth event, for example, also seemed to be crucial 

factors. Though elements appeared to be intertwined, women’s anxiety and 

lack of preparation appeared to impact particularly on contractions 

affecting labour progress at a hormonal level: 

I see [the main cause] in the [maternal] stress […] that can perfectly 

affect the biochemical elements [of labour progress]. (Carla-LDr-IT)  

The fact that she’s not ready to be a mother impedes that hormonal 

profile that allows all those modifications […] there is an emotional part 

and a chemical part that don’t meet each other. (Grazia-JM-IT) 

The above excerpts also illuminate the potential of midwives’ judgmental 

behaviours in respecting the maternal causes of SPL. 

Fears appeared to also impact on the mechanics of labour. Scared women, 

for example, looked likely to ‘hold their babies’ causing a slowing of the 

delivery progress in the pelvis despite normal uterine activity:  

The sensation is that [the problem] is really at the woman’s level 

somehow. A slight block, a refusal, maybe not refusal rather fear, 

resulting in a ‘holding’ of their babies […] I don’t know maybe it is bad 

[to say this] and a way of blaming women. (Manila-SM-IT) 
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Lastly, some midwives appeared profoundly convinced in the contribution 

of women’s characteristics and attitudes to part of the overall number of 

SPL. The characteristics and attitudes that seemed to prevent women from 

normal progress regarded aspects such as their general approach to labour 

and birth, level of self-confidence and relationship with their body. For 

instance, women with a too rigid image of the ideal birth were reported to 

be likely to become discouraged if facing contradictions between their 

expectations and reality. Discouragement was identified to trigger a 

cascade of negativity and anxiety affecting labour progress: 

A woman can have a fantasy [about labour] that is not what comes true, 

this great wound to deal with, then starts the fear, then ‘why is there 

something wrong?’ then a lack of confidence in herself, so unless labour 

is stronger than them [they block it]. (Barbara-M-IT) 

Women with a poor relationship with their body or used to being in control 

or disciplined in their lives, were also reported to struggle. This was 

attributed, for example, to their shame or discomfort with the instinctive 

component of labour. Therefore, they appeared to limit the potential of their 

bodies:  

Generally  [behind these slow progress], there is a poor relationship with 

the body, isn’t there? So, as soon as they [women] confront themselves 

really with it [body in labour] they result slightly dazed, unsettled, in 

difficulty. (Manila-SM-IT) 

Women’s birth motivation, engagement and focus also seemed to be pivotal. 

Some midwives suggested SPL to be more likely to occur, where these 

aspects were identified as impaired: 

Sometimes a lack of motivation can block them [women] at times, a lack 

of concentration on the task, an absolute absence of interpenetration 

with the task, [women] poorly focused, not in the ‘here and now’, you 

see? […] the mobile, Facebook, Twitter… (Barbara-M-IT) 
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Episodes of SPL care observed during the fieldwork appeared to support 

this argument:  

I hear the woman saying ‘enough!’ with a tone of voice typical of who 

wants to give up. Paola [midwife] maintains a calm tone of voice. 

(Fieldnotes#6-IT) 

4.6.3 External hindering factors  

It was evident that midwives also recognised the influence of factors 

external to women and the baby on labour progress. Macro and 

microsystems appeared not to be exclusively the context of slow progress 

but the potential source of hindering actors.  

Socio-cultural factors, such as level of education, local or job-related culture, 

appeared to contribute to SPL by virtue of influencing women’s attitudes. 

Some midwives, for instance, indicated women’s managerial attitudes and 

a high-level of education as connected with a slowing of labour.  

I noticed that women-managers had really terrible labours. (Samantha-

SM-IT) 

But those who are less ‘intelligent’…who let themselves go more have 

less [dystocias] than those who ‘I’m conscious of my body and I manage 

it!’. (Sandra-JM-IT) 

In addition, it was suggested that some cultures seemed to nurture the 

sense of control, like those identified in women-managers, whilst others 

facilitated habits of ‘letting go’. However, some midwives’ propositions 

appeared to be questionable as stereotypes: 

Also the cultural base influences a lot, you can see those slow progresses 

based on cultures, some [women] move their body with all kind of 

movements […] I have in mind those [women] of central Africa, that are 

generally much more instinctive in moving. (Marzia-JM-IT)  
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Groups of senior midwives attributed socio-cultural factors to the power to 

shape women’s abilities to cope with pivotal components of labour such as 

pain, time and emotions. Manila’s account clearly gave voice to this 

perspective: 

[It’s] a cultural moment where women are less and less prepared for 

labour, isn’t it? This in terms of emotional strength, psychological, 

physical power […] somehow this leads to an incapacity of bearing 

labour. (Manila-SM-IT) 

As Manila further outlined, modern times, inclined to promote rapid 

achievements, appeared to lessen women’s capacity of standing slow 

natural rhythms: 

Natural rhythms are normally slow, slow but efficient! […] However we 

live in an era where we try to have everything immediately, where you 

can have everything in rapid times, therefore labour is supposed to 

happen in rapid times [in our era] and just 3 hours [of labour] look like 

too long a business. (Manila-SM-IT) 

Moreover, the identification of positive experiences with ‘pain-less’ 

experiences seemed to belong to these socio-cultural hindering factors:  

Midwives appeared to recognise external causes also at a microsystem 

level. For example, disturbing birth environments, unsupportive birth 

partners’ behaviours, as well as midwives’ attitudes were identified as 

additional hindering (f)actors on labour progress. The following extracts 

offer an insight into scenarios and behaviours identified as causal factors in 

the birth centre:  

Commotion, confusion, these things matter a lot, distract [the woman] a 

lot, consume [her]a lot […] certain situations do slow labour progress 

[…] the continuous coming and going, the flashing lights in the 

room…thus interferences both by professionals and relatives. (Marzia-

JM-IT) 
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15:30: Giorgia says that the problem is just a matter of contractions, she 

describes disturbing surrounding behaviours such as the [woman’s] 

nurse-friend that comes and goes, gives the handover by phone etc […] 

Marzia [the midwife-partner] looked distracted, she’s thinking about 

some organisational problems, in the meantime arrives a psychologist, 

that knows the woman, asking how she’s going. I tell her the woman is 

not alone, that she is with her whole group of friends…’ so everything is 

blocked then!’ she says, and indeed everything slows. (Fieldnotes#17-IT) 

Midwives’ attitudes and behaviours were another, albeit less 

acknowledged, contribution to the aetiology of SPL. Midwives could, for 

example, exacerbate slow progress through inappropriate practices:  

The foundation of a slow progress is often a [midwife’s] 

misinterpretation of labour onset. (Marzia-JM-IT)  

A too early use of the pool, when maybe the uterine activity is not so well-

established. (Anna-JM-IT) 

Everything changes if you lose the concentration, the focus! (Barbara-

M-IT)  

Staying outside [the room] too much, [or inside] without saying a word 

[…] when the woman would need to hear ‘we are there!’[…] or conversely 

chatting too much, thus creating a disturbance, and she [the woman] 

doesn’t tell her maybe because she doesn’t dare. (Samantha-SM-IT)  

Chiara: In some case[of dystocia] I perceived that I was not the right 

person for her, I felt a distance, and- what a coincidence! - Those labours 

became slow. 

Sara:  yes, [dystocia happens] When you don’t manage to get into 

relationship with her. (Focus group-IT) 



 

100 

However, in these cases, neither the woman nor the midwife appeared to 

be the real cause of slow progress, rather the lack of synergy between the 

two. 

Midwives also mentioned the occasions where the causative factors could 

not be determined/understood by the midwife. According to participants, 

this was not infrequent: 

The functional dystocias ‘sine causa’ are much more [frequent than 

other types], you don’t have objective data, everything looks fine […] yet 

there are no more contractions’. (Samantha-SM-IT) 

How many times we transfer women for distocia dinamica and then 

interrogate ourselves [on the causes] for hours […] sometimes you can 

give yourself an answer, other times you cannot because the baby has a 

good size, none disturbs her, the woman is in the grip of her endorphins, 

is fine but her contractions go away and her baby doesn’t go down. 

(Anna-JM-IT)  

The suggested high frequency of sine causa slow progress could not be 

extracted from other sources such as the documentation available in the 

birth centre. 

4.7  Struggling to deal with SPL 

Once SPL was recognised, whether or not justifications for it were 

identified, midwives endeavoured to intervene in a timely way to overcome 

it. The approach of midwives appeared to focus on three intertwined goals: 

avoiding intervening at a stage of slow progress where any intervention 

appeared unlikely to be effective (the ‘stagnant marsh’); avoiding 

transferring women to the host unit because of slow progress; and turning 

a difficult labour into a successful birth in the birth centre. Coping with 

these issues appeared to constitute a struggle for midwives at this site, as 

evident in this excerpt: 
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We [midwives] spent years focusing on it, but without achieving 

anything concrete. (Manila-SM-IT)  

The perception of a lack of achievements seemed to be based on an inability 

to identify optimal midwifery management in the unit. This was also 

apparent through observations and revision of documents, such as minutes 

of meetings, illuminating the midwives’ continuous quest for new strategies 

to deal with slow progress.  

Midwives’ interventions appeared to be dissimilar at times, and this seemed 

to be acknowledged within the group. Some midwives interpreted 

dissimilarity as a reflection of individualisation of care and heterogeneity of 

professional and personal ‘baggage’. They ultimately seemed to consider it 

as a positive element of the organisation. Counter-views perceived lack of 

homogeneity to be a representation of flaws in the understanding and 

sharing of the birth centre ethos. The organisation seemed to try to address 

this potential problem by increasing the system of protocols and guidelines. 

Interestingly, midwives tended to refer to dissimilarities as a limitation of 

the team within individual interviews, whilst presenting them as richness 

during group discussions. This was apparent during the focus group. 

Power-imbalances and/or defensive behaviours might represent possible 

justifications for this phenomenon:  

Manila:  I don’t think this [dissimilarity] is a problem, there are nuances. 

Grazia: dissimilarity is not the right word, I can see more a multi-

faceted group, the fact of this inhomogeneity is not negative, obviously 

if we all start doing what we please [that’s negative]. 

Kelly:  I say ‘alleluia!’ bless that there are [different] personalities, 

temperaments, cultural baggage, even different age! (Focus group-IT) 

Besides appearing dissimilar, midwives’ interventions emerged to be 

multifaceted. The multiplicity and versatility of midwives’ approaches will 

be outlined next.  
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4.7.1  Building therapeutic alliances 

Midwives perceived the establishment of positive rapport to be pivotal in 

enhancing (stalled) labour progress. The crucial relationships were 

identified as ‘alleanze terapeutiche’, therapeutic alliances, by different 

sources. These ‘alleanze’ seemed to serve primarily to create a supportive 

environment that could restore and optimise the physiological processes of 

birth. The therapeutic alliances were represented mainly by ‘the alliance 

among midwives, the alliance with the woman, and the alliance with doctors 

and colleagues of the host unit’ (Fieldnotes#8-IT; Protocol#1-IT).  

The alliance between healthcare professionals appeared to be paramount 

in providing both an external-yet-committed point of view and the 

necessary support for comfortable decision-making (see 4.8.3). Another 

crucial ally, not mentioned in documents but evident from observations and 

interviews, was the woman’s birth partner(s). The following quote, 

regarding an episode of slow progress, reports an example of positive 

supportive synergy observed between the midwife and the woman’s 

husband:  

The OSS and the student leave the room saying that the woman is 

discouraged, but Kelly [midwife] is not, the [woman’s] husband is not, 

and I see how this affects [positively the situation] […] As soon as [Kelly] 

leaves the room, she looks enthusiastic about the relationship created 

with the husband, [rapport] that she defines as ‘alliance’. […] If this 

morning – despite the very kind manners of the colleagues- 

discouragement and scepticism had prevailed, now there is absolute 

trust in the woman, in the woman’s possibilities, a ‘cheer’. 

(Fieldnotes#16-IT) 

Means used to create therapeutic alliances included trust, sympathy, 

empathy, humour, kindness and compassion, attentiveness and authority. 

In particular, midwives appeared to seek ‘points of contact’ through which 

they could access the woman’s world and anchor onto it. Points of contact 
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could be sought, for example, through listening to emotions, enhancing 

motivation and/or instilling trust: 

I try to make her communicate her sensations, feelings to me, to enter 

as much as possible inside and find the ‘grip’. (Grazia-JM-IT)  

I try to re-focus her on her competencies, on her achievements, what 

she’s already done, make her feel safe, make her think she’s almost there 

at the end, as in a marathon, supporting her […] perhaps this doesn’t 

work on contractions but it will work at least on a woman’s motivation. 

(Paola-JM-IT) 

Physical (therapeutic) touch appeared to be used as well to create a 

platform for the midwife’s deep connection with the woman even before 

using it for other benefits:  

The massage often is an excuse to start touching, moving, [blocked] 

points in a broader sense. (Manila-SM-IT) 

‘Kelly:  Building a rapport, not in the sense of chatting etc, but this 

works more than acupressure per se […] the [effectiveness of the] 

acupoint comes next [sic], I’m not arguing that the [stimulation of the] 

acupoint doesn’t work, rather that this allowed to create a ground. 

Marzia:  yes, a start of the communication. 

Grazia:  the ground that comes from there is fundamental. [For 

instance] that woman [case of slow progress] opened herself, something 

moved, from that moment she entered ‘in’ her part’. (Focus group-IT) 

Midwives occasionally engaged authoritative behaviour to make a rapport 

therapeutic. Only a few midwives justified this as necessary, where women 

seemed to seek guidance, someone who could take the lead and extract 

them from a blocked situation:  

Authority is needed as well! And sometimes we lack in authority […] 

many women need someone who tells them ‘try this, it is better this way, 
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try’ and they think ‘finally someone is telling me how to do it, I can do it 

now’. (Barbara-M-IT)  

We adopt also more directive strategies, making her feeling where to 

push, or making her using the gynaecological bed, holding its handles 

[…] I know it is [a practice] to avoid, but it is one of thousands of possible 

ways and if it’s necessary for that woman… (Anna-JM-IT) 

As evident by the excerpts above, often midwifery authority appeared to be 

translated into having a directive style of care. This seemed to be a 

reductive, though possible, concept of authority. Interestingly, performing 

directive care sometimes seemed to be perceived as wrong. This was 

probably due to a connotation of directive style as being typical of the 

medical model of care. The fact that junior midwives, with recent 

experience in the host unit, seemed to be more inclined than senior 

colleagues to be directive might confirm that impression.  

Finally, time appeared to represent another positive factor in such contexts. 

This was apparent despite the fact that midwives tended to present it as an 

enemy on many occasions. The time pressure experienced while attempting 

to avoid transfers, for example, or the dominant concept of time in labour 

that appeared to be disrespectful of women’s individual rhythms 

contributed to making time unfriendly. Nevertheless, midwives appeared to 

build a therapeutic rapport with time, for example, through giving time (and 

trust) to women and making them have breaks.  

Giving time to women basically inferred to attentively ‘wait and see’. 

Provided there was evidence of foetal-maternal wellbeing, waiting implied 

supporting women but avoiding unduly proactive interventions. The 

rationale for giving time appeared to be primarily the perception of time as 

a potential natural healer: 

In that story, the woman ends-up giving birth and [doing it] greatly, and 

in this account everything is re-elaborated [by midwives] as ‘that uterus 

evidently needed more time’. (Fieldnotes#2-IT) 
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Trust in waiting, seemed to be informed by evidence of its advantages from 

midwives’ past experience:  

Every time I thought ‘mmm here [contractions] are slightly delayed’, I 

forced myself to use time for waiting […] by saying ‘let’s give her time!’ I 

gave her time and time has proved me right. (Sandra-JM-IT)  

Patient waiting did not seem to be the only form of giving time. Indeed, 

impatient waiting seemed to occur where midwives occasionally 

manipulated partograms. Some participants openly reported this as being 

an additional strategy to give women time. Eventual alterations were made 

by postponing the onset of labour or lessening the cervical dilation 

recorded. In this way, midwives seemed to aim at turning back the clock in 

the birth centre. Consequently, the woman’s labour time seemed to be 

extended. Midwives justified this practice mostly by conceptualising 

‘hospital times’ as constraining and disrespectful of ‘women’s times’, 

perceiving the manipulation of the partogram, ultimately, as ‘humanization’ 

of care:  

We do what we can here […] we know that there is a lengthening, a 

shortening, a shredding of the partogram [that can be made] to follow 

the woman’s time. (Lisa-SM-IT)  

We all know that that partogram is ‘humanized’. (Barbara-M-IT) 

The midwives’ ‘humanisation’ of the partogram appeared also to be 

renowned and justified outside the birth centre:  

After their meeting, the manager refers to the comments of [name of the 

head of OU] that argued that the only way of reducing the impact of 

dystocias was to start the partogram later [than when supposed to]. 

(Fieldnotes#3-IT) 

Justifying manipulation of partograms did not mean being comfortable with 

this practice as it was also acknowledged to be unexpected or even illegal. 

Interestingly, midwives rarely reported the eventual negotiation of time, 
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thus of women’s stay in the birth centre, with consultants once the alert line 

of the partogram was crossed. Therefore, some midwives appeared to 

prefer the hazard of manipulating partograms to sharing their clinical 

reasoning with doctors. The perceived impossibility of being understood or 

supported by doctors as well as power-dynamics could constitute possible 

rationales for this.  

Another way of using time advantageously and as an ally was to suggest 

having a break to women. Breaks seemed to represent forms of 

disconnection from stress. This image of disconnection was supported by 

the manager’s description of having a break as ‘pulling the plug’. Midwives 

also seemed to use this strategy to offer a visible mark of disruption, if not 

end, of the stressful period. The time that the break could take could be 

variable and variably spent. Particularly helpful appeared to be breaks 

spent in the kitchen, for example, drinking tea, coffee, eating something or 

chatting. Several midwives narrated the same story as an example of an 

effective break. The narrative regarded an episode of delayed second stage 

where the midwife in charge invited the woman, her mother and the 

husband to enjoy hand-made crepes with Nutella together in the kitchen:  

I often think about that episode! Well how many times can you prepare 

crepes? Yet there was a series of positive coincidences: [we were] all in 

the kitchen, eating Nutella all relaxed […] those crepes were decisive. 

(Lisa-SM-IT) 

As illuminated by her account, conviviality represented a successful 

element in having breaks. Enjoying convivial moments seemed to offer the 

possibility of turning the stress related to slow progress into pleasure, 

enhancing labour for example by working on endorphin-release.  

Concluding, breaks appeared to be beneficial to midwives too, which 

confirmed the notion that SPL is a potentially stressful phenomenon for 

midwives also (see also 4.4.2):  
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Taking a break to then refocusing … it is probably a necessity for that 

woman to take a break, a pause […] I would be tempted to say ‘let’s have 

a cigarette [together]!’ (Grazia-JM-IT) 

4.7.2 Changing to provoke change 

Midwives’ approaches also included a series of interventions aimed at 

changing a stalled situation by changing some of its components. Changes 

appeared to be promoted in three primary areas of action: 

position/mobility; physical environment and relational dynamics. When 

endeavouring to provoke a change, midwives appeared to be guided by the 

principle of ‘proposing and not imposing’ as stated in a document 

describing midwifery care in the birth centre (Protocol#2-IT):  

Paola leaves the room, comes to me and, happy, says ‘she pushes!’ She 

then talks to her colleague attributing all the success to the change of 

position. (Fieldnotes#5-IT) 

As illustrated in this excerpt, changing positions appeared to be an effective 

approach. Maternal mobility per se, as well as the adoption of specific 

postures in labour appeared to act at numerous levels. For instance, specific 

maternal positions, such as the upright, genupectoral or lateral were used 

to enhance uterine contractions, as well as to facilitate a better positioning 

of the foetal head: 

[We suggest] moving, moving the pelvis, explain to them that the upright 

positions stimulate more contractions […] you can really see it after, 

that contractions increase. (Marzia-JM-IT)  

Working on positions, on mobility, changing [maternal] positions 

endeavouring to change, to unblock the baby’s malposition (Manila-SM-

IT)  

Inviting women to be mobile seemed to be an approach universally adopted 

by midwives in cases of slow progress. Some midwives combined mobility 
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with the use of CT. These included techniques of Traditional Chinese 

Medicine, such as acupressure or moxibustion, and the use of rebozo17. This 

latter appeared to be practised especially in cases of foetal malposition.  

Midwives also considered changing elements in the environment in order 

to overcome slow progress, including moving to a completely different 

scenario, by asking the woman and her partner(s) to move to another room, 

or acting on the labour room itself:  

One of the first things I propose is a change of room, to move to another 

room and if it is not really possible at least to go to the loo, […] trying to 

change her tune even without a precise order. (Samantha-SM-IT)  

When inside the room midwives could alter the environment by turning the 

lights on, opening doors, letting fresh air come in:  

Changing the situation, so for instance if she was in the dark, still in bed, 

to turn the lights on and get her moving, get her out of the room, make 

her eat, in other words do the opposite, turn the environmental situation 

upside-down. (Manila-SM-IT) 

Midwives’ knowledge of the impact of environmental patterns, such as 

temperature, lights and noise, on the physiological process of labour 

appeared to offer a justification for these approaches.  

Besides physical aspects, midwives could consider changing the relational 

dynamics in the environment where these were perceived to be barriers to 

labour progress. Approaches/methods included endeavouring to remove 

interferences in the midwife-woman relationship and/or in the rapport 

with the birth partners:  

                                                        

17 The use of rebozo was taught by Mexican midwives. In this technique, midwives aid the 
woman and baby’s mobility by rhythmically moving a scarf, the ‘rebozo’, which wraps set 
areas of the woman’s body. 
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I try to work on those elements of disturbance I noticed that can be my 

same presence, my behaviour, hence the first thing to do, in this case, is 

to change my behaviour. (Samantha-SM-IT) 

That husband always there as a vulture! Once we removed this factor 

[…] she went on as straight as a rail (Sandra-JM-IT)  

Hindering relationships could even be transformed into alliances (see 4.7.1) 

instead of being ‘removed’: 

If there are people that appear disturbing, which could be the mum, the 

mother-in-law, the sister, the auntie, trying somehow to either involve 

them in a constructive manner […] or distance them. (Manila-SM-IT) 

4.7.3 Relaxing 

Though having a break could be considered a relaxing practise, midwives 

appeared to also adopt techniques for relaxation as a specific strategy per 

se.  

The use of CT seemed to be particularly helpful in this context, and 

midwives appeared to have a potential plethora of tools. These included the 

use of water (both in terms of water immersion and shower), techniques of 

TCM, vocalisation and massage. The midwives’ focus on these particular 

techniques of relaxation in case of slow progress was evident from 

reviewing the documentation. Massage, vocalisation and water were the 

only practices explicitly mentioned, in a protocol on the use of TCM in the 

birth centre, for the prevention of women’s transfers in the ante, intra and 

post-partum period (Protocol#5-IT).  

Relaxation appeared to be achievable by adopting just one of these 

strategies. However, especially where SPL appeared to be particularly 

difficult to manage, midwives seemed inclined to endorse a combination of 

relaxing strategies:  
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I can hear Kelly talking [with the woman] about all her Chinese points 

[…] to overcome fears, the use of water to rest and relax; the woman 

objectively vocalises in a different manner now. (Fieldnotes#16-IT) 

Relaxation, or even rest, appeared to be considered beneficial for many 

reasons, from the increase of the woman’s general wellbeing, to specific 

actions on muscular and psychological tensions:  

Vocalising can be beneficial; in a mum that hardly lets go, too vigil, it 

can help as it helps to let go, not thinking about what’s happening, but 

letting it go through breath, this prolonged sound. (Chiara-JM-IT) 

As shown above, vocalisation seemed to be a good strategy to release 

muscular tension and facilitate women to ‘let go’. Midwives seemed to 

attribute similar properties to water. The protocol on the use of water 

seemed to outline the many benefits of water immersion in cases of SPL, 

though the topic of SPL was not mentioned explicitly in the document:  

In a moment where the woman tends to defend herself, entering water 

represents instead a manner to lower defences and abandon oneself, as 

the pool becomes a corner of intimacy and containment. This facilitates 

the production of endorphins and the permanence of a meditative 

status. (Protocol#2-IT). 

Massage appeared to be the most popular technique in use. Midwives 

appeared to favour relaxation both through a general body massage and/or 

massage on specific areas, such as ‘hair brush-scalp massage’ reflecting a 

TCM approach.  

The majority of midwives considered relaxation/rest to be particularly 

effective in restoring efficient uterine activity, mostly by reducing the 

stress-related negative effects on contractions:  

If she [woman] manages to rest at the end, even a tiny little rest, 

somehow contractions restart. (Lisa-SM-IT) 
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4.7.4 Activating /energising 

Relaxing or resting were not necessarily considered the right approach for 

all slow labours. Midwives could envisage a more successful strategy in 

trying to re-activate labour by energizing the woman. There seemed to be 

two main ways of re-energising the woman in order to reactivate the whole 

labour process. One way seemed to be through the provision of external 

sources of energies called here ‘exogenous’. The other, through the 

empowerment of energies that were considered to be internal to the 

woman, defined here as ‘endogenous’. This terminology was not adopted by 

midwives in the birth centre, but seemed to describe some actual 

approaches accounted for and observed:  

I say ‘look, we have to start activating, let’s get her something to eat’. 

(Giorgia-SM-IT) 

Food and drinks appeared to be crucial sources of exogenous energies for 

the woman, thus a fundamental means to achieve a (re-)activation of the 

situation. Nutrition and hydration seemed to embody both a normal 

element of midwifery care and a specific approach in the case of slow 

progress. This seemed visible in some midwives’ insistence on oral intakes 

in cases of slow progress, as shown here: 

Giorgia exhorts her [woman], says that everything is fine but that […] 

even if it looks hard she has to try to drink and eat again. 

(Fieldnotes#17-IT) 

Unlike the apparent consensus amongst midwives on the importance of oral 

intakes for enhancing labour progress, conflicting ideas appeared to exist 

on which foods and drinks were the most valuable energy-suppliers. 

Midwives appeared to provide sensible rationales and counter-rationales. 

No definitive guidance seemed to be offered by protocols and guidelines in 

use:  
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Honey, tea, whatever the woman prefers […] better if energetic but not 

heavy things. Honey, water rather than tea, crackers instead of biscuits, 

yes water as it refreshes more. (Paola-JM-IT) 

The classic ‘bread and Nutella’ […] far better than sugar or honey […] as 

the bread provides a slow-release petrol [sic] that lasts more, whilst 

Nutella gives the immediate fuel to restart […] and is also a treat so [it 

works] also from an emotional point of view. (Samantha-SM-IT)  

Occasionally, midwives made use of isotonic fluids, such as Ringer’s lactate 

solution, intravenous administration where women seemed to struggle 

with drinking and re-hydration appeared paramount. Participants often 

described this practice as rarely performed. The available documentation 

did not mention it at all. However, according to interviews and personal 

conversations, this intervention appeared to be often considered, after 

consultation within the team, especially to prevent women from transfers:  

I did it at times [fluids administration] under Barbara’s [manager] 

approval, the [foetal] heart rate improved and labour restarted […] 

normally 500 [cc] is enough and it is not that you administrate fluids 

only, [but encourage] both Ringer and drinking [sic]. (Marzia-JM-IT) 

Endogenous energies appeared to be activated primarily through the use of 

techniques of TCM. This appeared to be coherent with the philosophy 

underpinning the use of TCM that, for example, considers an abnormal 

condition, such as SPL, as a manifestation of energetic imbalances. Where 

adopted, the specific techniques, such as acupressure and moxibustion, 

appeared to be selected on the basis of identification of the ‘energetic 

problem’. A specific protocol, as well as a few committed midwives, seemed 

to offer guidance in this stimulation of the woman’s endogenous energies. 

For example, ST36, SP6, K7, BL60 and BL67 were reported to be the main 

acupoints to stimulate with moxibustion and/or acupressure in case of 

woman’s ‘energetic emptiness’. Instead, points such as LI4, SP6, GB34, L3 

and BL67 were suggested to be more effective in cases of ‘energetic stasis’. 

Midwives were supposed to perform these techniques only after specific 
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training; most of them were trained via a Regional course for midwives on 

TCM for labour/birth, only a couple of them were completely naïve to this 

approach. Being trained to use these approaches did not necessarily mean 

that the midwives adopted them in their practise. This issue relates to the 

problem of decision-making that will be further discussed in the chapter 

(see 4.8).  

To conclude, it should be mentioned that a few midwives also indicated a 

number of disparate interventions used for the purpose of activating the 

woman. These included nipple stimulation, polarity18, little ‘tricks’ such as 

asking women to wash their face with cold water or walking with naked 

feet, and ARM. This latter appeared to be mostly considered in difficult cases 

and to be avoided during early stages of labour19. One midwife described 

the function of ARM as an ‘activating signal’ attributing the ARM to 

psychological, as well as mechanical and functional effects. In this view, 

ARM could work as being a ‘signal’ for change. That seemed an uncommon 

view of ARM:  

Sometimes it’s enough to perform an ARM both because the liquid is full 

of good substances and because after ARM the woman feels different. 

How many time women after having their water broken say ‘we got it?’ 

some reported even that they heard a ‘crack’ [sound] This means […] it 

is a very strong signal [both] from a chemical [and psychological] point 

of view. (Grazia-JM-IT)  

4.8 Factors enabling or constraining decisions 

In each of the aspects of the case hitherto discussed there seemed to be 

some elements of decision-making. Decisions, for example, were 

                                                        

18 Polarity here represents a technique that originates from elements of TCM, yoga, and 
Ayurvedic medicine. The polarity technique is used to circulate energies of the body. For 
more information see Donna (2011) and Spandrio et al. (2015). 
19 The participants that mentioned ARM indicated that it should be performed not before 
6-7 cm of cervical dilatation, in order to avoid problems, such as malposition of the foetal 
head, related to an early performance of this practice.  
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consciously or unconsciously made when midwives chose whether and how 

to follow their intuition in relation to slow progress, if it actually 

represented a rest or arrest, or which factor had to be identified as the 

primary cause. However, most of the characteristics of midwives’ decision-

making in the context of slow progress were illuminated by the 

investigation of why midwives chose an intervention, rather than another 

and on the eventual decision for women’s transfers. The exploration of 

those areas enhanced the identification of factors that appeared to enable, 

or conversely constrain, midwives’ decision-making. The factors that 

seemed to be crucial regarding midwives’ decision-making are illustrated 

next.  

4.8.1 Reflexivity and pragmatism  

Reflexivity and pragmatism seemed to be connected components in 

midwives’ decision-making. Generally, the group of midwives appeared to 

be highly reflective. This level of reflexivity seemed to be due partly to 

personal attitudes and partly stimulated by the organisation. For example, 

the periodic requests for reports, or audits, as well as the weekly internal 

meetings - where aspects of the midwifery care in the birth centre that were 

regularly discussed- appeared to be important organisational facilitators of 

midwives’ reflexivity. Decisions appeared to be frequently informed by 

reflections on what worked, or not, from past experience. The use of 

reflexivity and pragmatism in midwives’ decision-making appeared to be 

also recognised as a feature of the group outside the birth centre, as the 

following excerpts from the doctor’s interview outlines:  

[Set midwives’ approaches] certainly work…in part…otherwise they 

wouldn’t do them, they would have decided themselves not to do them 

anymore. (Carla-LDr-IT)  

All the midwives seemed to be influenced by what emerged as successful 

from their personal experience:  
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I don’t use much moxa or acupressure […] because at the end waiting 

[the expectant management] gave me more, rewarded me more. 

(Sandra-JM-IT) 

The ‘baggage of situations’ collected from personal experiences seemed to 

provide lessons to be used while making decisions even in different 

conditions of SPL: 

[Choices are] based on experience; over time by assisting more and more 

[slow progresses] we collected a baggage of situations [sic] to draw 

from, so [our reasoning is] ‘are there commonalities between that case 

and this case?’ ‘Yes’. ‘We did like this last time and it didn’t work-or did 

work- so shall we propose that again?’ (Chiara-JM-IT) 

Different professional experiences in the birth centre seemed to count too. 

For instance, the fact that some interventions were considered and/or 

experienced as helpful by many, seemed to increase some midwives’ 

confidence in their adoption. Similarly, approaches that appeared to be 

unsuccessful in others’ experience seemed to be less likely to be adopted by 

midwives: 

[I suggest upright positions] because I saw how much they work here 

[…], [they] limit the use of oxytocin [and are] highly satisfactory [for 

women] too. (Lisa-SM-IT) 

This participant outlined the importance of the collective experience also 

for having a ‘tranquil approach’, as confidence in a strategy could be 

enhanced by its frequent adoption and demonstrated success:  

I’ve made use of what I’ve seen here, experienced here, that helped me 

also in having a more tranquil approach and saying ‘this thing doesn’t 

scare me, I’ve seen it many times’. (Chiara-JM-IT). 

Insights on past collective experience with SPL in the birth centre could be 

grasped during group or team interactions such as midwives’ meetings or 

consultations between colleagues on duty. In this sense, accessibility to the 
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minutes of meetings in the site seemed to play a big role in giving midwives 

permanent accounts of stories of success and failures to learn from. Sources 

such as protocols, guidelines, or reports of training courses seemed to 

represent additional means of accessing other professional experience.  

Pragmatic principles also seemed to underpin other recurrent behaviours 

observed. These included the strategy of not abandoning an approach 

unless a more effective alternative was found. This strategy, used by many 

midwives, was clearly promoted by the manager, as illustrated below:  

If we abandon [an intervention], we must be sure that it doesn’t work or 

that we’ve found something that works more, you see? […] but until we 

haven’t reached that point we must go on, if it doesn’t work, we consider 

alternatives without insisting on that [intervention]. (Barbara-M-IT)  

Midwives seemed also to endorse a pragmatic philosophy of ‘trying 

everything before surrender’ especially when transfer for slow progress 

seemed to impend:  

Marzia has not left the room, I deem she’s trying all the possible 

[interventions] in this moment. (Fieldnotes#6-IT)  

‘Trying all the possible’ did not mean that midwives attempted 

unreasonable interventions, rather that at times they considered previously 

neglected interventions due to a sense of ‘desperation’ or ‘discouragement’. 

The excerpt below illustrates this behaviour and also the frequent ironic 

way in which participants described decisions thus made:  

There are strategies […] that I use as an act of desperation because if it 

were for me [I wouldn’t choose that] [laughs] but I leave no stone 

unturned […]. Actually, in those [hardest] cases, if someone would tell 

me ‘let’s give her coffee and salt, it works, contractions will start again’ 

I would give her coffee with salt! (Anna-JM-IT) 
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A recurrent example of interventions made as a last resort before 

considering women’s transfer was the adoption of TCM, complementary or 

alternative therapies:  

‘Kelly: when you are hopeless you try the nipple stimulation. 

Lisa:  yes, but it’s not the first thing that I’d consider otherwise’. 

(Focus group-IT)  

Basically I use this [moxa] because I have nothing left to do […] probably, 

certainly, without a strong conviction. (Manila-SM-IT) 

Unsurprisingly, there was neither protocol, nor policy that suggested 

consideration of everything as a last attempt to overcome SPL and avoid 

transfers.  

4.8.2 The ‘individual’ element 

Decision-making seemed to be influenced also by individuals’ 

characteristics or, as described here, by an ‘individual’ element. Midwives, 

for example, tended to adopt strategies that they envisaged to be most 

helpful for the purpose of providing personalised care: 

According to what I find in front of me I act, it doesn’t exist [one way 

only] […] I decide situation-situation, birth-birth [sic]. (Marzia-JM-IT) 

Features such as the labour phase where slowing occurred, maternal 

condition and the woman’s history appeared to be frequently evaluated in 

order to tailor interventions to the individual woman and their individual 

slow progress:  
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If we are in a latent phase20 we can wait even for four hours, provided 

that wellbeing is safeguarded, we can wait, I would wait. (Grazia-JM-IT) 

If we are fully dilated, we can even break waters! (Anna-JM-IT) 

In this, midwives seemed to be guided by principles such as 

appropriateness. Selecting the appropriate approaches was also presented 

as paramount in documents, such as minutes of meetings, guideline, 

reports, and in midwives’ internal and external communications. However, 

according to observations, decisions could vary depending on the individual 

interpretation of what was considered appropriate in order to overcome 

that slow progress. This seemed to also be connected to the problem of 

midwives’ dissimilar and varying approaches discussed in section 4.7.  

Factors such as women’s individual characteristics, preferences or 

attitudes, were acknowledged to be influential as well. Women’s motivation 

and trust in the possibility of overcoming slow progress seemed to be 

particularly powerful in affecting midwives’ decisions. Midwives could feel 

themselves able to push boundaries where they perceived women to be 

highly motivated in attempting any potentially successful strategy in order 

to give birth in the birth centre. This was apparent in Anna’s account below.  

A woman who goes for broke, who trusts, who when you tell her ‘let’s do 

this, let’s do that’ she follows you because she’s confident in her capacity 

of giving birth, in this place […] is a woman that I concede more to. 

(Anna-JM-IT)  

Anna also illuminated the opposite scenario where midwives could feel 

themselves limited in their actions because of women’s demotivation or 

distrust. 

                                                        

20 Some midwives labelled as latent phase any passive phase of labour stages or moment 
of transition, regardless of the conventional identification of latent phase with the early 
labour stage.  
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In front of a discouraged woman, who keeps saying that everything is 

useless, that she won’t do it, despite all the efforts, all the energies I put 

[in that case] I tend to concede less. (Anna-JM-IT) 

However, women’s characteristics did not directly influence all the 

midwives. The manager, for instance, acknowledged the importance of 

women’s behaviours and preferences in midwives’ decision-making but 

outlined how choices could not necessarily ensue from these factors.  

If I have a woman in front of me who is conscious that she needs more 

time then we discuss it, if I’ m in front of a woman who complains about 

wasted time then we discuss that too […]. But sometimes I don’t feel like 

I have to follow her sensations blindly. (Barbara-M-IT)  

Midwives’ personal tastes, characteristics and attitudes seemed to matter 

as well when making choices. At times midwives seemed to direct their 

decisions, for example on what intervention to adopt, and even their 

narratives, according to personal beliefs and tastes. 

Handover on the woman with slow progress: when accounting all the 

various approaches used, Kelly focuses on TCM; I believe there is a 

tendency to privilege the aspects that each [midwife] sees as most 

important, [based] on her personal taste too. (Fieldnotes#16-IT) 

At other times, choices seemed to be informed by the presence (or absence) 

of midwives’ trust in women’s possibilities of overcoming slow progress. 

Some midwives appeared to have a trusting attitude towards women’s 

innate resources, others trusted specifically in the abilities of some 

categories of women, such as the highly motivated one mentioned above. 

Few participants seemed to argue the importance of having trust in 

women’s skills but to not reflect theory into practice. However, the benefits 

of midwife’s trust in women was apparent in observations. The midwife’s 

trust, for example, seemed to bring out or enhance a woman’s self-

confidence in their abilities. This, if not serving to overcome slow progress, 

at least appeared to increase the possibility of making this happen.  
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This situation makes me reflect on how much the midwife’s trust [in 

woman] can change a situation. I think that if Kelly would have not 

believed in her [woman] so much, in all likelihood that lady would have 

been in the labour ward with an epidural now. (Fieldnotes#16-IT) 

Attitudes that seemed to affect midwives’ behaviours included being more 

or less interventionist. The midwives that appeared to be more 

interventionist, for example, looked more inclined to use directive styles 

and more invasive/medical approaches, such as ARM. Those midwives, as 

also mentioned in 4.7.1, seemed to refer to medical models of care at some 

level. Medical-based education, for example, seemed to underpin some 

midwives’ reluctance towards ‘unconventional’ practises, such as CT. The 

following excerpt illuminates this.  

Unfortunately I come from the Medical school and something of 

Medicine remained [in me] such as the scepticism towards 

unconventional medicine like TCM. (Anna-JM-IT)  

However, individual education and knowledge appeared to be influential 

besides a medical or a non-medical background. Midwives, for example, 

tended to adopt interventions they were more familiar with, which they 

knew more about. This seemed to be particularly evident looking at the use 

of complementary therapies, though it was also observed in other contexts.  

I use the Chinese medicine because is the one that I learnt… that I know 

more […] vocalisation is not one of the first approaches I use because I 

know it less [than others] it is more unfamiliar to me. (Chiara-JM-IT)  

‘Kelly:  the issue with [using] water is that we don’t know enough 

about it, for instance how long women can stay in water, the natriuretic 

effect. 

Lisa:  it’s true, for this reason water is not frequently used at the end’. 

(Focus group-IT) 
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Professional knowledge seemed to affect choices, for example, by affecting 

midwives’ confidence in using certain approaches rather than others. At 

other times, midwives seemed to have adopted or experimented with 

approaches because of the involvement of some midwives of the group in 

master programmes or research projects.  

‘Lisa: at the end, why do we adopt all this Chinese stuff? We as a group 

endeavour to use it because Chiara is working on that for her thesis […] 

although there is also this aspect of ‘good grief, I don’t want to do it, but 

I’ll try!’ 

Marzia: it’s Chiara’s fault!’ (Focus group-IT) 

Postgraduate training, courses, workshops and seminars appeared to be the 

main sources of this influential professional knowledge. Less frequently, 

midwives acknowledged books as inspirational.  

Reports and minutes of meetings displayed how frequently midwives 

dedicated formal moments at this site to sharing knowledge on possible 

new approaches to adopt. This habit of sharing knowledge appeared to be 

fostered by the manager if not spontaneously endorsed by midwives.  

Individual characteristics seemed important too while making decisions. 

These included passions and feelings, influential factors that, according to 

some participants, appeared to be unavoidable by nature in humans’ 

activities.  

People have minds and feelings, they have passions, therefore thousands 

of things that can influence decisions in that moment. (Carla-LDr-IT) 

Some participants mentioned passions to be the motive behind their focus 

on specific interventions. Therefore, among the many possible practises 

midwives could foster those which looked more appealing, as disclosed 

during the focus group: 
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‘Kelly:  there is also a human fact…I am more attracted by that in this 

moment  

Marzia:  the chinese?21[sic]  

Kelly:  yes, and I say to myself maybe it is because I have already 

explored the other things [so I feel the charm of the unexplored]’. 

Other times, participants talked about having (or not) the ‘courage’ of using 

a specific intervention, such as water, or rebozo, although its potential 

benefit was recognised.  

I don’t dare to use it! Yet this thing of using rebozo when there are 

asynclitisms is something I did once. (Chiara-JM-IT) 

This seemed to be due partly to a lack of confidence and partly to personal 

temperaments. Courage was mentioned not only in relation to specific 

practises, but also in general as a necessary characteristic for pushing 

boundaries and making hard decisions. On this, the doctor seemed to 

identify lack of courage as a feature of the midwifery group, as if there was 

a midwives’ attitude to avert taking full responsibility in difficult clinical 

scenarios. The same participant seemed to attribute this behaviour to the 

immaturity of the professional group in working autonomously against a 

medical habit of making courageous choices: 

There is an act of courage, that of breaking out schemes that is still 

performed by doctors only, the midwife doesn’t take that yet […] 

midwives do not take this responsibility thus it’s like they suffocate a 

series of skills. (Carla-LDr-IT) 

However, other sources seemed to not reflect courage as a feature of a 

particular professional body but rather confirmed the problem to be at an 

individual level. Episodes where women prolonged their stay in the birth 

                                                        

21 The participants refer to the use of TCM. 



 

123 

centre under full responsibility of the midwifery team seemed to contribute 

to counter the argument of midwives’ cowardice in breaking schemes. 

Finally, actions seemed to be inhibited by emotional states, such as 

embarrassment. An example was offered by midwives’ use of nipple 

stimulation as a strategy for coping with slow progress. Behaviours around 

nipple stimulation appeared to be particularly insightful because, despite 

this intervention being mentioned by different sources as useful, some 

midwives appeared notably reluctant to its adoption.  

 Kelly:   on sexual aspects [approaches] we are slightly … 

 Lisa:  we are deficient; 

 Kelly:   [because] they embarrass us. (Focus group-IT) 

Thus the midwives’ individual relationship with sexuality seemed to affect 

the use of interventions with a sexual component, highlighting from another 

perspective the power of personal characteristics on decision-making. 

4.8.3 Feeling either under pressure or supported 

Midwives seemed to be empowered to make decisions when they felt 

themselves to be supported; conversely they appeared to be constrained 

when under pressure. Human relationships appeared to be the main source 

of support or pressure; in this sense midwives seemed to be affected by 

both the influence of users and other members of the team. 

In the midwife-woman rapport, for example, the perception of a lack of 

women’s trust in midwives’ strategies appeared to prevent midwives from 

pushing boundaries. This could be due to the midwife’s impression of 

working against the woman’s will, as well as to a perception of being 

helpless with a woman who distrusted suggestions and efforts. The quality 

of the relationship with the woman was reported by the doctor to be 

influential not only on midwives but on any professional.  
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The lack of relationship between the professional and the labouring 

woman induces you [professional] to deviate from your [clinical] 

observation of that labour and decide to act differently […] I’m not 

blaming women, just arguing that there is this psychological aspect 

coming from the lack of a trusting relationship. (Carla-LDr-IT) 

Episodes where women’s trust in the midwife appeared the key to success 

confirmed the importance of this factor in the care of slow progress.  

I can hear the woman changing the breath rhythms and I almost 

visualise the scene in that room. It looks like that woman trusts 

completely in Paola and lets herself be accompanied by her. 

(Fieldnotes#5-IT) 

Midwives’ care looked likely to be informed also by the rapport with the 

woman’s birth partners. Often the latter seemed to have even greater power 

than women in influencing midwives, as acknowledged by participants in 

this excerpt of the focus group:  

Lisa:   the woman…  

Giorgia:   she’s a fundamental [influential factor]; 

Lisa:   but the husband… 

Kelly:   the husband girls! Sometimes they work against; […] 

Manila:   yes the husband comes at the first place; 

Researcher:  more [important] than the woman? 

Marzia:   yes, because he gives you; 

Giorgia:   he gives you support; 

Marzia:  he can help out when the woman got lost, if you lose the 

woman there is still the husband. (Focus group-IT) 
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In reality, it seemed to be hard to untangle which factor was the most 

influential among many, as the impact on midwives’ decisions looked 

variable on a case-by-case basis. Certainly, fathers-to-be could affect 

midwives’ decisions by being either supportive or disempowering to the 

woman. Marzia exemplified these possible scenarios: 

What influences you [midwife] a lot is if you have a husband that 

collaborates with you, that if there is a need to spur [the woman] he does 

it; I know it seems strange but everything changes neatly because of the 

husband’s behaviour; if he starts saying ‘poor her-poor her, she cannot 

do it anymore’, hence it’s much more challenging to push her forwards, 

because you have to convince two people [that she can do it] instead of 

one! 22 (Marzia-JM-IT)  

The type of proposal per se could change because of the lack of support of 

birth partners.  

The availability of the partner to be involved, to be active, impinges a lot 

on [my decisions] […] having a man who supports or one that is negative 

and doesn’t believe [she can do it] really changes the kind of proposals I 

do. (Manila-SM-IT) 

However, the pressure generated by fathers’ behaviours, defined as 

‘negative’, such as discouraging, unsupportive, anxious or aggressive 

comportments, did not necessarily result in a negative influence on women 

and midwives. Some women, for example, appeared to be impermeable to 

both negative and positive inputs from the surroundings. Additionally, 

some midwives perceived themselves as adamant once decisions were 

made, as Samantha outlined: 

I’m rather irremovable, in other words, if we tried everything and we are 

not in the [normal] times anymore and still contractions are not there 

                                                        

22 The participant referred to the woman and her husband instead of the woman only.  
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they [women and partners] can even cry in Chinese23, but we have to go 

there [host unit]. Even when everything is fine, if we are out of 

physiology we cannot be moved to pity. (Samantha-SM-IT)  

External actors seemed to affect choices especially where midwives had to 

deal with fluid areas of practice, such as proposing an intervention or 

waiting and giving women more time. Little influence appeared to be played 

by an unsupportive environment where decision-making was much less 

complex, such as transferring women because of critical maternal 

exhaustion or complete arrest of the progress. Supportive birth partners’ 

behaviours always seemed to be considered a positive element, if not 

influencing women’s behaviours and midwives’ decisions, at least for 

providing the right context to do so. The same potential for affecting 

midwives’ decision-making was observed where, instead of the father-to-

be, the birth partners were friends, siblings or relatives. Paramount to this 

was also the midwife’s partner(s), that is, the colleague(s) with whom 

midwives interacted with during SPL care.  

Before making a decision I speak with the colleague in charge, whether 

junior or senior doesn’t matter […] I feel the need of that external 

opinion to support me. (Sandra-JM-IT) 

Similar to what was observed for the confirmation of SPL (see 4.5.3), 

colleagues personified the possibility of gaining an objective or different 

perspective for choices. Colleagues seemed to offer support especially by 

helping identifying strategies not considered before and, most importantly, 

sharing the professional difficulties, anxieties and responsibilities 

connected to the management of slow progress. All these aspects were 

captured in Paola’s account as shown below.  

                                                        

23 This Italian saying is used to describe a situation where someone tries to reach a goal by 
pretending to be desperate, so to cry even in a difficult foreign language. To move someone 
else with pity. (source available at: 
http://dizionario.internazionale.it/polirematica/17855/piangere-in-cinese). 
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She [colleague-partner] can propose new things to do, she can say ‘look, 

I support you too in this’, thus I can rely on her constant support […]. It’s 

really unlikely that a colleague [doesn’t support], normally she takes 

responsibility too for the situation without saying ‘do this, do that’, but 

suggesting, being assertive purposeful. In case I’m in doubt she takes 

charge of the situation and if she also thinks that there’s no way, there 

are two of us at that point and I’m even more tranquil [in making 

decisions]. (Paola-JM-IT)  

The possibility of ‘sharing’ the weight of decision-making seemed to allow 

a more tranquil approach. Sharing seemed a component of the midwives’ 

ethos in the birth centre, an independent factor to professionals’ 

temperaments or seniority. This was illuminated by observing a supportive 

interaction between two very different midwives. 

Paola speaks about positions to suggest with the colleague that calmly 

listens to her […]. Even now when she leaves the room worried about the 

FHR24 and sharing her idea of changing the woman’s position, Marzia 

keeps calm and supports her in her decision. I find this interaction 

among such different midwives beautiful, and yet it works! […] Now I 

can hear the two colleagues’ voices both encouraging and spurring the 

woman to push. (Fieldnotes#5-IT)  

Many midwives reported it as fundamental to have a colleague ‘on the same 

wavelength’ as them. Manifestations of this included having the same trust 

in women’s possibility of giving birth or ‘having the same goal’ as said 

below.  

Paramount is both of us believing that she can do it, being on the same 

wavelength! […] The fundamental thing is to see the same goal, in my 

opinion if this is not there when dystocia occurs we can go there 

[transfer] immediately! You can try anything, but when you have the 

                                                        

24 FHR= foetal heart rate.  
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type of person besides you who [unsupportively suggests] ‘yes… try… if 

you want…’ you feel less motivated to do that. (Samantha-SM-IT) 

Though midwives seemed to normally partner with each other in a 

supportive manner, as Samantha mentioned, some midwives could be 

reluctant to accept the partner’s proposal and advice. Minutes outlined a 

sort of internal agreement in case of conflicting views: this informal rule 

was to make decisions in accordance with what was suggested by the senior 

midwife where consultation with manager was not possible. The dissimilar 

views were supposed to be re-discussed in the meeting following the 

episode. Just one participant, the most junior midwife, seemed to identify 

the potential for paternalistic behaviours of senior midwives in decision-

making under this rule. Except for that, midwives seemed to consider this 

internal agreement as positive, both in ensuring sound decisions and in 

preventing conflicts. Both the views seemed realistic.  

A major role, for most of the participants, seemed to be played by the team 

in charge in the host unit, or rather by the characteristics of the colleagues 

with whom midwives would have contact in case of transfers. Even the 

manager recognised the power that the host unit team could have on 

midwives’ approaches to SPL. This vulnerability was suggested to be a 

weakness of the group. 

Who is in charge there [labour ward] does influence! Let’s say it is 

probably more the fear of being criticised by them, but I’m too influenced 

by this, it’s one of our limits. (Barbara-M-IT) 

Given the apparently non-collaborative relationship with the host unit, it 

appeared that some midwives might not take personal initiatives beyond 

what was agreed and stated in internal protocols, guidelines and 

procedures. In this way they seemed to attempt to avoid conflicts, critiques 

or ‘attacks’ from the host unit. This scenario was clearly depicted by some 

participants like Anna: 
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We [midwives] work in a standard manner as much as possible to face 

external attacks […]. I don’t do this [intervention] as I don’t wanna hear 

people commenting or criticising a practice I performed […] I think that 

everything we do here has to be coded, I don’t take personal initiatives. 

(Anna-JM-IT) 

The influence of the host unit was confirmed also by episodes where 

decisions of avoiding transfers seemed to be driven by fears, rather than 

trust in the possibility of overcoming slow progress. The following excerpt 

provides an example of this: 

At the beginning the midwives were upset to still find the woman 

[admitted the day before] there; then they felt that to transfer the 

woman at that point would expose them to a lot of criticism. They felt 

they had to go ahead but this was not primarily based on trust in the 

woman. (Fieldnotes#2-IT) 

According to the lead doctor’s view, there seemed to be an awareness of the 

influence of this external pressure on the birth centre. However, the rigid 

referral to protocol was identified as a group strategy, rather than a 

consequence of behaviours of the host unit.  

THEY ABSOLUTELY, UNQUESTIONABLY, refer to protocols and 

guidelines [to make decisions] and THAT’S IT. FULL STOP. [...] The 

problem in such places where midwives are at risk, as they are alone25 

and they must have no flaws, the risk, if any, is to deprive their clinical 

skills and sensibilities and to rely on guidelines and protocols only. 

(Carla-LDr-IT)  

Although midwives seemed not to refer unquestionably to protocols, as the 

doctor said, they actually perceived themselves and/or the whole model to 

                                                        

25 She referred to MLU’s where midwives work autonomously without doctors. 
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be exposed ‘at risk’ when making decisions that looked non-compliant with 

guidelines and protocols’ recommendations:  

At times the protocol is not precisely complied [...] without risks for 

mothers and babies but for midwives. (Grazia-JM-IT) 

This perception of risk seemed to be exacerbated by discourses on safety 

promoted in the organisation. Making protocol-based decisions appeared 

necessary not only to safeguard maternal and foetal health, but in 

protecting midwives and the whole midwifery model as well. Advised by 

the organisation to adopt a principle of ‘prudence’ (Fieldnotes#9-IT), 

midwives looked greatly discouraged to push situations beyond set 

boundaries as provision of ‘safe’ care appeared to be vital to maintain the 

model of care. Some participants seemed aware of the constraining effects 

of a too rigid use of protocols for decision-making.  

Sometimes for the sake of complying protocols, women loose 

opportunities and midwives too. (Grazia-JM-IT) 

The protocol that appeared to inform more decisions and equally make 

women and midwives ‘lose opportunities’ was the one regarding the use of 

the partogram. Some midwives, for example, perceived a ‘lack of possibility 

to wait’ (Carla-LDr-IT) because they seemed to consider the interval 

marked between the alert and the action line of the partogram as the only 

time in which non-medical interventions were justified. 

I’ve got a clock in mind where time is marked by the partogram, it sets 

red lines26 and if you reach the red line and the situation is completely 

unblocked we can stay, if it is stalled this makes me decide to move there 

[host unit]. Up to the action line we try, we endeavour everything. (Anna-

JM-IT) 

                                                        

26 The ultimate red line is represented by the action line. 
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Unfortunately you have to comply with times of the partogram […] if I 

didn’t have this limited time I would take […] at least 20 minutes more 

and the situation could change. (Marzia-JM-IT) 

The partogram seemed to be endowed with a constraining power even 

where not rigidly used. Constraints, for instance, seemed to come from the 

authoritative culture underpinning the tool, a culture that seemed to equal 

‘normality’ to ‘standard’. Consequently, even those midwives who seemed 

to question the use of the partogram appeared to be affected by the 

internalisation of its patterns.  

Paola updates her partogram; though she has moved beyond the 

partogram [the action line] and I could superficially say that she was 

not rigid [in the use of partogram] there is something more profound 

than that…the partogram is in her mind, she was not completely free 

from its scheme. (Fieldnotes#6-IT) 

4.9 Final considerations on midwives’ approaches to SPL 

Before concluding this case report, some final considerations on what 

appeared to be the overall midwives’ experience in dealing with slow 

progress are necessary. The following excerpt sketches some of these final 

aspects:  

Just this week I heard two midwives’ emotional stories of care and both 

regarded women with dystocia. It was rare to hear such stories of 

challenging, successful and empowering moments […] SPL represents 

the fount of major difficulty but also strengthening and satisfaction. 

(Fieldnotes#2-IT) 

As accounted in the field notes, the overall midwives’ experience of SPL care 

seemed to oscillate between challenges and satisfactions, a sense of 

disempowerment and reward. Apparently, any difficult case of slow 

progress seemed to mark midwives and make them grow professionally. 

However, in their accounts, midwives seemed to perceive themselves as 
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rewarded especially in cases of happy resolutions of slow progress, 

embodied by the woman’s birth in the birth centre, or at least a vaginal birth 

in the host unit. A successful birth seemed to be the real reward for all the 

women’s struggles that the midwives looked to empathetically participate 

in. However, the counter side of this view of birth as ‘achievement’ was the 

sense of frustration, even loss, which seemed to characterise many 

midwives in cases of transfers.  

‘Kelly:  you somehow experience a sense of loss for an experience that 

didn’t get to saturation through the birth… you miss a part 

Manila:  yes, a part, a conclusion, that conclusion that gives a catharsis 

Kelly:  then you have to process the grief!’ (Focus group-IT)  

There is this separation […] at times, I’m sorry for that, there is a 

frustration because I would always love to get to the end, but it’s not 

always possible, that’s why I experience a little frustration. (Giorgia-SM-

IT) 

Midwives could even become disempowered by the care of SPL. Just as a 

birth after a SPL could resemble the woman’s and the midwives’ victory, to 

some participants, failure to progress could represent a failure of midwifery 

care. Consequently, each transfer had the potential to make midwives 

question their midwifery care and skills. Critiques from the host unit could 

even provoke a sense of guilt for having transferred the woman and not 

‘being able’ to facilitate birth in the birth centre.  

As if it was our fault! There is a sense of guilt because they throw it to 

you, you see? They make you feel guilty because you gave them this 

additional work to do when they are already so busy. (Barbara-M-IT) 

Feelings of being useless in helping women with slow progress and 

powerless in protecting women from inappropriate care once in the host 

unit also emerged. Chiara illuminated this by accounting an episode in 
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which the doctor in charge decided for a CS as soon as she came with the 

woman in the host unit: 

In front of this discourse on caesarean, you feel powerless because now 

he [doctor] is in charge […] and I don’t feel I have the authority of 

[opposing] like the colleagues that worked for years in the labour ward 

[…] So I feel that what I have done with the woman was useless at the 

end […] I took my responsibility for trying everything and you [doctor] 

that could use other resources do not use them and why don’t you? 

Because I’m transferring her. (Chiara-JM-IT)  

Also illustrated above is that midwives at times perceived themselves, or 

the fact that they embodied a midwifery-led model of care, as the cause of 

injustices performed to women in the host unit. Frequently midwives 

mentioned behaviour that appeared to be ordinary injustices to women and 

midwives. These included perceiving stigmas, different approaches used by 

the host unit team for women in SPL coming from the birth centre compared 

to those whose slow progress occurred in the labour-ward.  

They consider these women [from the birth centre] as different, as more 

annoying, they retaliate them. (Giorgia-SM-IT) 

Furthermore, often during the handovers to the colleagues in the host unit, 

midwives reported themselves as judged and mistrusted. The following 

excerpts give a flavour of those interactions that looked disempowering and 

unjust for midwives. 

When we arrive there after two hours of active pushing [doctors and 

midwives say] ‘are they really two hours? Truly two hours? But how long 

has the woman been fully [dilated]?’ […] They don’t consider our hour of 

passive phase so two hours automatically become three. (Samantha-SM-

IT) 

You just told them a few minutes before that she’s been pushing for two 

hours, but they don’t trust you and they ask the woman. (Grazia-JM-IT) 
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So what does the doctor do? He re-examines [vaginally] the woman 

before me! (Giorgia-SM-IT) 

However, these elements only seemed a temporary, reversible 

disempowerment for midwives. Rewarding episodes, rapport built with 

women and families because of slow progress, and alliances with colleagues 

all offered the potential to restore lost confidence.  

4.10  Chapter summary 

This chapter illustrated the main features of the case as they emerged at the 

Italian birth centre. The complexity of midwives’ approaches to SPL seemed 

to mirror the complexity of the phenomenon of slow progress per se. This 

latter emerged as a key midwifery issue in this site. No straightforward 

process seemed to be possible for recognition or identification of the cause 

of SPL. Conversely, midwives seemed to be often engaged in complex 

reasoning where factors were considered within a bigger picture. 

Interestingly, many times the components that seemed to be hindering 

factors also appeared to be key for resolution. For example, the midwife-

woman rapport, the human interactions in the environment, the socio-

cultural context, as well as single elements such as nutrition or hydration 

appeared to be within midwives’ different approaches to slow progress as 

part of both the problem and of the solution. Relationships seemed to be 

crucial in looking at the influential factors on midwives’ decision-making 

and the impact of the (lack of) collaboration with the host unit on midwives’ 

overall experience. 
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5 THE CASE IN THE ENGLISH SITE 

This chapter illustrates the case as it emerged at the English site. As in 

chapter 4, it will initially provide information regarding the data collection 

and analysis. It will follow a description of the context that bounded the case 

and aided in illuminating its features. The key themes, subthemes and 

categories that emerged as characteristic of midwives’ approaches to SPL at 

this site will then be discussed. Finally, the chapter will conclude with a case 

report summary.  

5.1 Data sources and their contribution to the analysis 

This section illustrates the material that informed the within-case analysis 

at the English site in the same manner and purpose as the Italian site. The 

number, type of sources utilised, and their specific contributions to this case 

report are summarised in Table 5.  
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Table 5: Summary of the main sources of data collected and analysed at the English site.27  

                                                        

27 The number of documents available exceeded the one reported in the table, which focused on those of 
particular interest for the research purpose. 

DATA (MAIN SOURCE) COMPONENTS N HOURS 

INDIVIDUAL INTERVIEW 

(TRANSCRIPTS N=12) 

BAND 7-8 UNIT LEADERS-SENIOR MIDWIVES (Katie, Patricia) 

BAND-6 MIDWIVES (Lauren, Jennifer, Fiona, Donna, Deirdre, 

Sarah, Lucy) 

2 

7 

 

3.5 

8.5 

BAND-5 MIDWIVES (Deborah) 1 1.1 

MIDWIFE MANAGER (Michelle)  1 1 

LEAD DOCTOR OF THE HOST UNIT (Audrey) 1 0.8 

Total  12 14.9 

FOCUS GROUP 

(TRANSCRIPT N=1) 

UNIT LEADERS-SENIOR MIDWIVES (Katie, Amber, Patricia) 3  

BAND 6 MIDWIVES (Myra, Jennifer) 2  

Total  5 1.8 

OBSERVATIONS 

OF DIFFERENT 

EPISODES 

MEETINGS 2 3 

INTERDISCIPLINARY MEETINGS 1 2 

HANDOVERS 12 4 

TRAINING COURSE 1 5 

CLINICAL SHIFTS -DAYS 10 100 

CLINICAL SHIFTS- NIGHTS/WEEKENDS 5 50 

CLINICAL SHIFTS WITH SPL 1 8 

SOCIAL OCCASIONS 1 3 

Total  33 175 

DOCUMENT 

REVIEW 

PROTOCOLS 13  

GUIDELINES 2  

MINUTES OF MEETINGS  1  

OTHER IN SITE-MATERIAL 

(e.g. POSTERS, LEAFLETS, BOOKLETS, INFORMAL MESSAGES)  
6  

REPORTS 1  

TRANSFERS FORMS 44  

FIELDNOTES/PERSONAL JOURNAL (diary) 1  

ORGANISATIONAL DOCUMENTS 2  

Total  70  
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5.2 Situating the case 

5.2.1 The English maternity system 

The maternity system is a free at the point of access in the National Health 

Service (NHS) in England. 

In 2012-2013, around £2.6 billion was spent on maternity services. This is 

equivalent to 2.8% of the overall NHS financial resources, mainly deriving 

from general public taxation(National Audit Office, 2013).  

Such costs are partly justified by the high volume of maternity users. In 

2012 alone, there were around 700,000 births in England, 87% of which 

were assisted in hospitals (NHS Commissioning Board, 2012; National 

Maternity Review, 2016). Childbirth constitutes the single most common 

reason for hospitalisation in the country (National Audit Office, 2013; 

National Federation of Women’s Institutes, 2013). Factors such as the 

increasing CS rates (around 20-25%), maternal and neonatal care related 

to smoking in pregnancy and/or hospital care of low-birth weight new-

borns, have been described as significantly impacting on the economics of 

the system (Mistry, 2009; Public Health Research Consortium, 2010; NICE, 

2011).  

There is clear recognition of the peculiarity of maternity services compared 

to other facilities within the NHS. In fact, a recent report of the Department 

of Health described maternity as ‘a unique area of the NHS as the services 

support predominantly healthy people through a natural, but very 

important, life event that does not always require doctor-led intervention’ 

(National Audit Office, 2013, p.5).  

The provision of high-quality maternity care has been related to the role 

played by midwives in the system (Lavender and Chapple, 2004). Generally, 

the midwife is considered the lead caregiver for low-risk pregnancies and 

intrapartum care, but also a ‘vital professional’ within multidisciplinary 
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teams, appointed to assist women with complex health and/or social 

conditions (Officers UCN, 2010, p.16). Indeed, women in England might 

receive care from a range of different health care professionals, including 

general practitioners (GPs), obstetricians, health visitors, and maternity 

support workers (Officers UCN, 2010). All women are cared for by 

midwives throughout their pregnancy regardless of their risk status, though 

GPs might also comprise the first contact point with the service (National 

Audit Office, 2013; Care Quality Commission, 2013). Midwives are based 

both in hospitals and in community settings; community midwives 

generally provide antenatal and postnatal care, unless labour and birth 

occurs at home, whilst hospital midwives mostly provide intrapartum care. 

Different models of care, such as caseload midwifery, have been developed 

in England to offer women continuity of care between community and 

hospital. In the caseload model one midwife, or an identified team of 

midwives, guarantees childbearing women care from the beginning of the 

pregnancy to the postnatal period. A recent Cochrane review on midwife-

led continuity models (Sandall et al., 2013) details the proven benefits of 

these midwife-led models of care.  

Since the publication of the ‘Changing Childbirth’ report in 1993 

(Department of Health, 1993), concepts such as ‘women-centred care’, 

‘continuity of care’, ‘midwifery partnership’ and ‘women’s choice’ have been 

used as keywords for the English system. According to the ‘Maternity 

Matters’ policy (Department of Health, 2007, p.5) the choices that should be 

guaranteed to women in maternity services are: 

• The choice of how to access maternity care; 

• The choice of type of antenatal care; 

• The choice of place of birth;  

• The choice of place of postnatal care. 

The vision of future maternity care within the NHS has been stated in the  

recent review of ‘Better births’ (National Maternity Review, 2016). 
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According to this vision, services across England have to become ‘safer, 

more personalised, kinder, professional and more family friendly; where 

every woman has access to information to enable her to make decisions 

about her care; and where she and her baby can access support that is 

centred around their individual needs and circumstances. And for all staff 

to be supported to deliver care which is women centred, working in high 

performing teams, in organisations which are well led and in cultures which 

promote innovation, continuous learning, and break down organisational 

and professional boundaries’(National Maternity Review, 2016, p.8). 

In England, like many western countries, the hospitalisation of births 

characterising the early 1950’s marked the onset of a rapid decline of 

homebirths (McIntosh, 2012). Consequently, hospitals became the main 

birth place. A couple of decades had to pass before this supremacy started 

wavering for the (re)-establishment of alternatives such as MLUs, as well as 

for renewed forces advocating home births. However, it was only recently 

with the Birthplace research programme (Hollowell et al., 2011) that a 

systematic mapping and monitoring of birthplace in England became 

available. According to the Birthplace findings the variable options of birth 

place for women are represented by OU, AMU and FMU and home. However, 

there seem to be significant differences in configurations and care packages 

of the units depending on geographical areas (Redshaw et al., 2011). 

Furthermore, data from 2007 showed that, despite the potential variety of 

birth places, the majority of women (95% of the population) gave birth in 

hospitals with just a minority of babies born in MLUs (3% in alongside 

settings and 1% in freestanding) and at home (2.5%). In the triennium 

2007-2010, an increase was noted of 11% in MLUs, with AMUs doubling in 

number (Redshaw et al., 2011, p.10). 

While outcomes of maternity care in England appear positive, with women 

generally satisfied with their experience (The National Federation of 

Women’s Institute, 2013; Department of Health, 2013), many organisations 

and authors have clearly identified limitations and areas where the current 

maternity services can be improved. Factors such as the constant shortage 
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of midwives, the increasing rate of complex/high-risk pregnancies and 

medical interventions, a growing social and ethnic diversity in the 

population, and the inequalities in the access to facilities, seem to represent 

the real challenge for present and future maternity care in England (Officers 

UCN, 2010; Department of Health, 2013; Royal College of Midwives, 2013). 

5.2.2 Geographical and spatial configuration of the service of the 

English birth centre 

The English FMU was established a few years before the study as a unit that 

served the community. It was centrally located in a deprived area of the 

North-west of England. A general hospital, situated approximately 14 miles 

from the unit, accepted referrals in case of transfers. Two other MLUs were 

part of the same Trust, but this seemed particularly attractive and 

accessible for women of any social status. Professionals, academics and 

media often mentioned it as a point of reference and excellence inside and 

outside the region. According to experts, this birth centre soon became one 

of the largest FMUs in the country.  

The birth centre was easily accessible from a side street off a main town 

road. The building was situated slightly marginally to the gate entrance and 

close to other NHS community services. A large green area framed all those 

NHS facilities and the birth centre in particular was surrounded by an 

extensive garden, which offered the contrast of a peaceful, calm island in the 

middle of an unattractive urban zone. Participants recognised the relevance 

of this geographical feature of the service: 

So it's because we've got an integrated community model that is 

working so well, because we're positioned where we are. We're 

actually central, we're an integrated part of maternity services, and 

we have a really good relationship with the hospital. And you can't 

function like this without it. (Patricia-B7-UK) 

The structure was entirely distributed on one floor divided into sub-units. 

This configuration gave the impression of individual, though 
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interconnected, boxed spaces suggesting the possibility of privacy and 

autonomous midwifery work. However, this kind of layout of the unit 

seemed also to limit, at times, the natural/spontaneous interactions, 

communication and sharing between professionals and render the 

understanding of the ongoing activities less accessible to the researcher as 

an observer. This impression is captured by the following excerpt: 

The image I’ve got of this place is like many closed little boxes from 

which occasionally someone pops out. For instance, I went to the toilet 

near the office and there were at least 3 people working at the pc 

whose presence I didn’t perceive before. (Fieldnotes#14-UK).  

On entering the building, the first visible space was a colourful welcoming 

area with coloured sofas, pictures of mothers and babies on the walls and a 

large desk. Clerical staff and/or other professionals on duty could usually 

be found there. On the right of the entrance, there was a kitchen/rest room 

for professionals, a meeting room where various activities, including 

parental classes, were performed, and a staff room where the leaders, 

consultants and data archives were usually based. Behind the desk area and 

separated from it by doors, there was a room for outpatient clinics, some 

storage space and public toilets, four birthing rooms and a four-bed 

postnatal bay/rest area. All of the above were located along a corridor, 

which appeared narrow compared to the spacious birthing rooms. Each 

birthing room had an en-suite bathroom and was equipped with everything 

necessary for an emergency, normally hidden within the furniture, such as 

a neonatal resuscitation isle. Three of the four rooms had birthing pools; all 

the rooms had a view and access to the external garden. This connection to 

green areas appeared to enhance, using natural beauty, the advantages of 

having a ‘home-from-home’ environment, as the service self-described it 

(Trust-website-UK, 2013) in support of normal births. Nevertheless, little 

details, such as the hospital-like beds placed in most rooms, seemed a 

reminder of hospital culture even within a home-like environment.  
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5.2.3 The birth centre ethos 

According to the Trust website, the unit endorsed a family-centred 

approach for women with no anticipated problems in pregnancy. The 

midwifery care was described as ‘sensitive’ and all staff focused on 

promoting ‘physiological (natural) birth’ supported by evidence-based 

practices. Serving the community – also supporting homebirths- and 

providing continuity of care to local women represented the ideals in 

midwives’ philosophy. An information pack for new staff outlined this 

commitment of the organisation to provide ‘seamless and effective care to 

women during the antenatal, intrapartum and postnatal periods’ with the 

aim of facilitating a positive experience of childbirth for all women 

(Information pack-UK, 2013). Collaborative work represented another 

feature of the birth centre; the encouragement of a collaborative approach 

to care aimed at maximising ‘positive health outcomes for mother and baby’ 

(Guideline#3-UK). Midwives generally proudly presented the positive 

collaboration with doctors and other professionals. However, interactions 

did not always seem as positive as presented (see 5.8.1) 

The midwives who had contributed to the establishment of the birth centre 

and/or were engaged in its activity since its early stages appeared 

particularly keen to transmit the right philosophy to new colleagues. 

Conversely, some midwives who had started to work latterly at the birth 

centre and/or spent less time in there, being mostly dedicated to other 

services, seemed to embody that ethos less, although apparently equally 

committed to the unit. The importance of having and maintaining the ethos 

was also raised during the focus group: 

Myra:   I don’t think you can just open and anybody can work in there. 

There has to be an ethos of supporting women and encouraging 

women and believing in women and it is a confidence thing. (Focus 

group-UK) 

Besides personal characteristics, the significant staff rotation (see next), 

might have contributed to limit the participation and maturation of the 
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birth centre philosophy in some midwives. However, restricting the 

problem of endorsing an ethos to organisational factors or seniority in the 

birth centre would be an error. For example, the length of midwifery 

experience did not always equate to being committed to the setting and 

ethos.  

5.2.4  The internal organisation of the birthing unit  

The staff of this FMU was drawn from a large group of midwives of 

approximately 40-50 professionals. Most of them were based in the 

community and only periodically involved in the birth centre shifts. 

Conversely, few midwives appeared to be allocated mostly to the MLU.  

Shifts were scheduled as ‘early’ (8-16), ‘late’ (12:30-20:30) and ‘night’ (20-

8:30) so as to guarantee a 24/7 service. Services included antenatal, 

intrapartum and postnatal care, arranging and supporting home births, 

new-born examinations and vaccinations, antenatal classes and hearing 

screenings (Trust website-UK). Sometimes, midwives worked an all-day 

shift covering half of the day in the community and the other in the birth 

centre. Each shift was usually staffed with one health care assistant and 

three midwives, one per community teams28. An on-call midwife was 

available for home births. Consequently, women from all local areas were 

facilitated to encounter a known caregiver during their stay at the birth 

centre.  

The system benefitted from having various levels of midwifery leadership: 

there was one team leader per community team and one shift leader per 

shift. Moreover, the daily management and functioning of the birth centre 

was entrusted to two specific midwife leaders. Besides managerial duties, 

these unit leaders, together with some senior midwives, seemed to serve as 

a core group committed to the preservation and communication of the birth 

                                                        

28 There were three teams reflecting the three main local areas served by the Trust.  
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centre ethos. The fundamental role played by the leaders was openly 

recognised by the manager: 

I think we chose the right team leaders. And then as some team leaders 

have moved on we’ve put the right person back in, you know, chosen the 

right person to take over. (Michelle-M-UK) 

During the day, clerical staff and other people/professionals such as 

breastfeeding consultants, supervisors of midwives, medical and midwifery 

students could also be found. All staff reported to a midwife manager and, 

ultimately, to the head of midwifery at the Trust.  

According to documentation on site, midwives were identified only by their 

belonging to a specific community team or their eventual role as leaders. 

Leaders and supervisors of midwives were identifiable also by their 

different uniforms. The midwives’ banding status could only be determined 

by direct questioning. According to the English banding system29, most of 

the practising midwives in the birth centre were band-6 midwives, while 

some leaders, supervisors and manager were band-7 or 8. The presence of 

entry level/band-5 midwives was limited to a period of 6-months only, 

during their preceptorship. After this period, band-5 midwives were 

generally allocated to hospital.  

There was no rotation between the personnel of the birth centre and the 

hospital. However, the leaders and the midwife manager reported rotation 

to be in the future plans of the head of midwifery. Midwives’ emergency 

skills were maintained by periodic ‘skills and drills’ sessions performed 

either in the birth centre or at the main hospital. Besides transfers, these 

training days represented the main occasions for midwives of the birth 

centre to encounter the host unit multidisciplinary team. 

                                                        

29 Further information on the English banding system are provided by Robinson (2016). 
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Labour progress was recorded on a specific part of the woman’s chart 

composed of a blank space for notes and a grid where the midwife in charge 

of the woman manually depicted the partogram (Figure 6). Vaginal 

examinations were performed 4-hourly on average as indicated in the local 

protocol and NICE guidelines adopted (National Institute for Health and 

Care Excellence, 2007).  

 

Figure 6: parts of the woman’s record referring to the partogram adopted at the 
English site.  

On this chart, midwives drew themselves an alert line at the point of labour 

onset and a 4-hour distant action line. So, although the WHO partogram was 

not adopted in terms of a pre-printed form it was as a clinical framework.  

In case of transfer, the midwife in charge referred to the host unit medical 

staff by phone, called the ambulance and followed the woman to the 

hospital. A taxi service was available to bring back the midwife to the FMU 

once her work in the host unit was ended. Many midwives lamented the 

pressure to stay in the labour ward and help with the workload in the 

business of the host unit. Despite the picture of positive collaboration 
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between the two units, some participants talked about the challenges 

commonly faced in the interface with the host units. Some are summarised 

in the following excerpt; interestingly they emerged early-on as features of 

the MLU during the researcher’s first visit. 

I rethink about my first encounter with midwives and the fact that in 

less than two hours the problem of being labelled series A and series B 

midwives came out, the discord with the labour ward restored only by 

personal rapports, the theme of ‘you do nothing at the birth centre’ as if 

the only real work is in the delivery suite makes me smile [because I see 

the similarities with Italy despite the apparent differences]. 

(Fieldnotes#2-UK) 

Each transfer was recorded on a specific form including the reason for the 

transfer, the date and hour of the ambulance call, the arrival to hospital and 

the outcomes. The accuracy in filling this form, as all the documentation, 

which was periodically scrutinised for monitoring purposes, was constantly 

recalled by one unit leader. The motto used, mirroring a phrase stated on 

an internal document, was ‘IF IT IS NOT WRITTEN IT NEVER HAPPENED!’ 

(Bluelight#2-UK).  

Online information reported 15 minutes transfer time on average, but 

participants talked about a realistic 30 minutes driving distance. The Trust 

website, however, was generally lacking in information regarding transfers. 

The organisation seemed to avoid any emphasis on this aspect of the 

pathway although it might represent a concern for users. The attempt to 

focus attention on normality and reassuring elements of the care so as to 

limit users’ fears might represent a rationale for this choice. Alternatively, 

the Trust might have privileged only positive images of the service 

minimising the communication of potential weaknesses.  

5.2.5 The clinical pathway 

The birth centre normally served the local catchment area but could also 

host users coming from the entire region and outside. Women who chose to 
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birth in this freestanding MLU were usually looked after by a local GP 

and/or community midwife and discussed the clinical pathway with them. 

Information could be attained also by other means including weekly in-site 

tours, the Trust website and popular consumer websites such as ‘Birth 

choice UK’30. However, an appointment with local midwives could be 

booked from 6 weeks of pregnancy even for women outside the community. 

A dedicated check around 35 weeks of pregnancy, represented a mandatory 

appointment where choices and appropriateness of the midwife-led 

pathway were discussed with the woman. Midwives in the birth centre had 

access to the clinical records of women who asked to use the service prior 

to meeting them. Records were scrutinised in order to assess women’s 

health status; where no problems could be anticipated the woman was 

considered eligible for the unit. Women’s health conditions that might need 

to be referred to doctors and potentially signpost women to obstetric-led 

care could be identified early thanks to protocol based criteria for low-risk 

pregnancies. Women who did not fit these criteria but expressed their 

choice for midwife-led care were normally invited to consult an obstetrician 

and were provided with all the information about the risks and benefits of 

giving birth at the MLU in their clinical conditions. Supervisors of midwives 

were available too in the unit, at least once a week for consultations of 

complex situations.  

After inclusion on the clinical pathway women were supposed to be cared 

for by the same group of midwives antenatally and postnatally so as to 

minimise the number of carers. Women can contact midwives in the unit, or 

their community primary care facility, prior to labour. The unit offered a 

telephone triage service, which appeared to be particularly helpful for 

women in the early labour stage. Families were normally encouraged to 

stay at home during this phase. However, women who seemed to need 

checks and physical reassurance could be invited to use the facilities even 

                                                        

30 Available at http://www.birthchoiceuk.com/   
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for a few hours if necessary. Births could occur exclusively at term and 

women could be accompanied by multiple birth partners, e.g. external 

practitioners and doulas. The usual stay in the unit varied from a few hours 

to a day. When women needed to stay more than a few hours they were 

generally asked to move to the 4-bed postnatal bay when single rooms 

needed to be freed. In the presence and maintenance of a healthy status, 

women’s care was only provided by midwives throughout the whole 

pathway. Normal labour was supported primarily by caring for the birth 

environment, promoting mobility, hydration and nutrition in labour and 

offering pain management that included the use of Entonox and 

pharmacological aids, such as diamorphine and pethidine. Though 

protocols acknowledged the possibility of using complementary therapies 

for labour pain, these were rarely part of midwives’ practice (except for the 

use of water in labour and birth).  

Neonatal checks were performed by specialised midwives from 6 hours 

after birth to 72 hours depending on professionals’ availability31. If a baby 

did not have any checks during the stay in the birth centre, a later 

appointment at the unit was booked before discharge. Coherently with the 

‘baby-friendly’ accreditation of this service, breastfeeding was highly 

supported at the birth centre and once the family returned home. 

5.2.6 Main statistics of the birth centre  

Midwives were informed about the activity figures of the birth centre 

during their meetings, up to four per year. Generally, key information was 

circulated by emails. All staff members were asked to be as accurate as 

possible in their records, which were both electronic and hand-written. One 

unit-leader was particularly keen on keeping midwives’ attention on the 

data reporting system and providing good quality data to the midwife 

                                                        

31 Besides the organisation of the unit, newborns were commonly checked after birth by 
midwives only in the system. Paediatricians were involved in the care just in case of health 
problems.  
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manager. Data was periodically scrutinised both by internal and external 

institutions aimed at controlling the quality of the service. A poster placed 

in a corridor leading to the staff room reported a summary of key outcomes. 

However, most participants when asked about figures of the unit, suggested 

consulting the midwife-leader, as if many relied on having someone to refer 

to, rather than knowing all the statistics themselves. Some of the following 

data was not easily accessible in the unit, and was only obtained after 

consultation with the midwife leader and the manager.  

According to available sources, the unit hosted approximately 900 births in 

past years. Most of the users were multiparous women. The intrapartum 

transfer rate often mentioned by midwives was 13%, while 22% of 

transfers occurred in the antenatal or postnatal period. In the study period 

the intrapartum transfer rate was around 16%, transfers occurred 

primarily in primiparae, and SPL represented one of the main causes. The 

terminology adopted in transfer forms varied from ‘delay of 1st stage’ (or 

second) to ‘failure to progress’ to ‘dystocia’. Interestingly, SPL was the most 

common cause of transfers in all the months preceding the fieldwork at this 

site, while it was less recorded during the study period. Besides the 

hypothesis of this being totally casual, it might be considered a potential 

impact of being under scrutiny on midwives’ outlook and behaviour 

concerning SPL. However, since this argument could not be supported by 

any other data, it has to be considered only as a supposition.  

Half of the women who gave birth in the unit had an intact perineum. The 

episiotomy rate was not available, nor was a detailed report of the degree 

of perineal tears which occurred in the MLU. Third degree tears were 

recorded in transfer forms but their occurrence did not seem to represent 

an issue for the organisation. CS rate fluctuated around 5% against a 4% of 

operative births by forceps or ventouse.  

The unit achieved a high rate of water births (approximately 50%), some 

midwives’ particular commitment on promoting intrapartum use of water 

could have been at the root of this phenomenon. Data showed a 16% use of 



 

150 
 

pethidine/ diamorphine intramuscularly administrated in labour as pain 

relief in a seven-month period. This latter fact, together with observation of 

the common use of Entonox, appeared to be contrary to the ethos where 

promoting normality and limiting (medical) interventions was considered 

to be key. Participants seemed uncritical when openly asked about 

midwives’ views on using pharmacological treatments for labour pain 

management in a MLU during the focus group. This was probably due to it 

being traditionally part of midwifery care in England, thus integrated in 

‘normal’ care, or simply representing one unquestioned practice.  

5.3 Overview of the themes, subthemes and patterns of the 

case in the English site  

The following sections will outline the principal themes that emerged at the 

English site which illuminate the case of interest. As in Chapter 4, the key 

themes, subthemes and patterns selected are summarised in  

Table 6 to facilitate the reader in gaining an overall view before entering 

into detail.  

Table 7 offers an additional aid by depicting the individual contribution of 

each data source to these findings.  
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Themes Sub-themes Patterns 

1. SPL NOT AS 

AN ISSUE 

SPL as individual 

phenomenon 

 Hard to define  

 The ‘lady’s way’ 

 Woman do surprise 

you 

 No progress vs SPL 

 Slow progress yet 

progress 

SPL as an 

organisational 

construct 

 Different 

experience of SPL in 

OU vs MLU  

 No experience in 

MLU 

 Experience in MLU, 

but different 

approach 

2. RECOGNISING 

SPL IN THE 

BIGGER 

PICTURE 

Use of Intuition   Get the feeling 

 Staying and 

observing 

 Intuition vs 

observation 

 Fallibility of intuition 

Getting evidence  Contractions, 

observations 

 Vaginal 

examinations 

 Partogram as aid 

 Premature start of 

partogram 

3. INFLUENCING 

THE ONSET OF 

SPL 

 

Early labour  Exhausting latent 

phase 

 Lack of preparation 

 Willing themselves 

into labour 

Culture, attitude, 

behaviours 

 Maternal 

 Professional and 

carers 

 Organisational 

 Social: the ‘quick-fix’ 

Being shattered   Tiredness 

 Dehydration/ketosis 

 Lack of energies 

Mechanical issues  Malposition 

 Immobility  

 bladder care 

4. GIVING 

WOMEN THE 

BEST CHANCE 

Putting a plan 

and taking an 

action 

 Tailoring 

interventions  

 Reassessing earlier 

 Documenting 

 Referring actions 

and decisions  

The ‘simple things’  Nurturing the body 

 Nipple stimulation 

 Ambient  

 Minor interventions  

 Stay mobile! 

 Medical 

approaches 

 Rest/pain 

management 

5. MANAGING 

INFLUENCES 

THROUGH 

EXPERIENCE 

Influential people  Women 

 Birth partners 

 Colleagues 

 Senior vs Junior 

 Hospital staff  

Influential 

contexts 

 Birth setting  Distance from OU 

 

Table 6: Themes, subthemes and patterns that emerged at the English site. 
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THEMES SUB-THEMES CONTRIBUTION 

  INTERV. 
FOCUS 

GROUP 

DOCUM. 

REV. 
OBSERV 

SPL NOT AS AN ISSUE 

SPL as individual 

phenomenon 
    

SPL as an 

organisational 

construct 

    

RECOGNISING SPL 

IN THE BIGGER 

PICTURE 

Use of intuition     

Getting evidence     

INFLUENCING THE 

ONSET OF SPL 

Early labour     

Culture, attitude, 

behaviours 
    

Being shattered     

Malposition     

GIVING WOMEN THE 

BEST CHANCE 

Putting a plan/ 

taking an action 
    

The ‘simple 

things’ 
    

MANAGING 

INFLUENCES 

THROUGH 

EXPERIENCE 

Influential people     

Influential 

contexts 
    

 

Table 7: Contribution of each main data source to the identification of the main themes and 
subthemes concerning the case at the English site.32  

                                                        

32 Bold tick symbols indicate the perceived high contribution of that source to the identification of the 
theme. 
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5.4 SPL not as an issue 

The fieldwork at this site was soon characterised by the impressions of 

participants arguing that SPL was not a midwifery issue in their context. At 

times, the seeming irrelevance of the topic for the group led the researcher 

even to question the possibility of gaining comprehensive insights on the 

phenomenon at this site. This is visible in the following extract of field notes 

of an individual interview: 

The relationship [with the interviewee] has always been highly 

spontaneous; after a few exchanges, I soon realised, that actually [our] 

perception of the argument was fundamentally diverse: for me SPL was 

a crucial problem, highly relevant; for her, as she explicitly said 

afterwards, it was not at all an important issue […]. The more I asked 

questions, the less I seemed to [be able to] enter into the matter 

(Fieldnotes#10-UK) 

Questions arose from comparing the participants’ affirmation of the (non) 

relevance of the topic in their clinical practice with the opposing evidence 

coming from the literature and site documentation. According to the 

available data, SPL did in fact represent one of the most common causes of 

all transfers from this FMU. However, this apparent controversial 

perception of SPL not being an issue unveiled elements that contributed to 

new knowledge of the case. 

The subthemes discussed below represented key factors in explaining the 

unexpected midwives’ outlook on the phenomenon of SPL in this site.  

5.4.1 SPL as an individual phenomenon 

In this site, labour progress was generally presented as a tremendously 

individual phenomenon that could hardly follow standardised patterns. 

Even within the realm of standardisation, such as protocols, this quota of 

changeability seemed to be acknowledged mainly as variation in labour 

duration:  
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Duration of first stage could be varied. Progress of cervical dilation to 

the left of the action line is indicative of acceptable progress. Once it 

crosses the action line, i.e. to the right it is indicative of delay and 

referral to obstetric care must occur. (Protocol#intrapartum-care-UK) 

Given the great variability reported in women’s labour progress, some 

midwives showed a difficulty in providing a prompt definition of what can 

be classified as SPL  

I cannot give you a conclusive definition. I think it is very much 

dependent on the individual cases (Katie-B8-UK) 

I would say every case is different […]. Would you class a long labour 

phase as slow progress? (Patricia-B7-UK)  

It’s very hard to say that’s a slow progress because of all the different 

factors that you have to take into account […] since I worked in here 

more and more women I’ve seen that come in being fully or have been 2 

to 3 and just potted around and then suddenly they’re fully! So, is that 

fast progress? (Lauren-B6-UK) 

Midwives acknowledged the possibility of SPL being an expression of the 

woman’s labour uniqueness, or as one participant phrased it ‘the lady’s way’ 

of labouring: 

Well, I don’t know whether there is a slow progress or whether that is 

just that lady’s way (Lauren-B6-UK) 

Another way of illustrating this aspect came from a few participants talking 

about the surprise of seeing women labouring slower than expected and yet 

progressing efficiently:  

Every lady is so different; I had a lady come in a few weeks ago and 

midwife was looking like ‘mmm maybe she’s not in labour’, she was a 

really nice and calm and relaxed lady […] You delay sometimes because 

she was so calm and relaxed. She was definitely fully dilated and she 
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started pushing […] and you would have never thought she was in 

labour. So people do surprise you and everybody is so different so you 

can’t judge just by looking at somebody (Deborah-B5-UK) 

Sometime you have very short and very irregular contractions and it’s 

all doing the job! (Lucy-B6-UK) 

This fact seemed to support the argument of SPL as a false issue in many 

cases. 

An element that appeared to be key in creating erroneous considerations of 

a slow-yet-progressing labour as a problem was the focus on cervical 

dilatation solely, underpinned by the discourse of a normal dilation rate 

equal to 1cm/h:  

Sometimes it’s looked at the dilatation alone instead of if actually 

progress has been made. It is slow, but the presenting part is coming 

down. (Fiona-B6-UK) 

Consequently, to various participants, the very existence of SPL was 

questionable leading some midwives to accept only the evidence of no 

progress rather than SPL as the real issue.  

Finally, SPL seemed to be denied as an issue also because of its high 

dependency on the individual midwives’ perception of the phenomenon. 

This suggested SPL to be, for many, a constructed problem.  

That's a midwifery thing, not because the women are coming in with a 

problem in labour (Patricia-B7-UK)  

It’s very hard isn’t it? Because what one midwife might think is not slow 

progress and another might think ‘oh my God! That is really a slow 

progress!’ (Lauren-B6-UK) 

The potential for SPL to be a construct also seemed confirmed by another 

emerging subtheme: the influence of organisational elements on the 

perception of SPL as an issue, as discussed next.  
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5.4.2 SPL as an organisational construct  

Several cues indicated the role of the organisational context in influencing 

midwives’ outlook on SPL, leading them to consider it, at some level, as a 

constructed entity.  

The perception of a minor incidence of SPL was one of those components 

that made participants relate the existence of SPL to the organisational 

context. For instance, a group of midwives reported almost no experience 

of SPL since they had practised in the birth centre, conversely from what 

they had experienced in hospital settings. 

I have to say that I haven’t seen as much slow progress of labour here as 

I used to see at [name of hospital]. Since I’ve worked here in three years 

is probably only one person who I had been on transfer with slow 

progress (Lucy-B6-UK) 

Yeah, I haven’t had a big experience [here] of women making a slow 

progress […] No, I can’t say that it’s there. (Fiona-B6-UK) 

I think we only had a few and we always say they’ve probably made no 

progress rather than slow progress (Lauren-B6-UK) 

In numerous interviews, the move from practising in the labour suite to the 

birth centre coincided with a different awareness of SPL and consequently 

a different approach to the problem. Some midwives, indeed, rather than 

denying the significance of SPL, outlined the achievement of a more flexible 

and ‘relaxed’ approach obtained by working in the birth centre. 

I think you’re more prepared to relax the rules a little bit and think 

actually it is slow progress, but is everything else okay? (Sarah-B6-UK) 

This relaxed approach was mainly attributed to the better understanding of 

the physiological processes and the absence of those time-medical 

pressures that were characteristic of hospital settings. 
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‘Jennifer:  I don’t think we feel under pressure to like have time 

constraints […] especially coming from the consulting unit that we have 

to have babies every minute or at a certain time. 

Patricia:  I think it’s become less of an issue since we’ve opened 

and we’ve learned a lot more about it and the absence of risk factors or 

pathologies, we know that these women are able to do it and not all 

labours just go in a straight linear fashion. […] I think we’re less stressed 

about it, […] but now is not an issue at all!’    

(Focus Group-UK)  

According to observations, the internal organisation of the unit seemed 

another probable explanation for the context-dependent (ir)relevance of 

SPL. The frequent rotation between community services and the birth 

centre, indeed, might have influenced midwives’ perception of the scale of 

the problem represented by SPL in the overall experience of the birth 

centre. In other words, given the organisation of staff, the less time an 

individual midwife spent in the unit, the less she might have perceived the 

impact of SPL on women’s labours and midwives’ care. This explanation 

seemed supported by this participant’s input:  

I have to be honest and say hand on heart no I haven’t [come across SPL], 

but I don’t work in a birth centre the number of hours that you do, I’m 

not in here frequently. So the more frequent, the more times I was in here 

if it kept occurring then I’d be thinking ‘oh hang on what can we do 

about this?’ So it depends on how much you’re living a certain situation? 

Yes. (Fiona-B6-UK) 

As this point emerged from one participant only, the researcher decided to 

discuss it within the focus group. Although they had not considered it 

before, in that context, participants seemed to recognise the potential, of 

this simple organisational element for influencing midwives’ perception of 

the scale of the problem of SPL.  
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5.5 Recognising SPL in the bigger picture  

A recurrent theme, when talking about midwives’ approaches to SPL, was 

the need to consider all the possible factors involved. Participants 

expressed this concept as ‘looking at the bigger picture’ or ‘taking all factors 

into consideration’. Considering all factors did not purely mean to list the 

several components implied in the manifestation of SPL but to also ‘look at 

everything as a whole’.  

This necessity of having a comprehensive, holistic approach appeared to be 

based on the awareness that any simplistic outlook on SPL would have been 

inappropriate, given the inherent complexity recognised with the birth 

process. The documentation in use, such as the intrapartum care protocol 

based on NICE guidelines (National Institute for Health and Care Excellence, 

2007) seemed to encourage this view.  

The importance of having the bigger picture in mind emerged particularly 

in the context of the identification of a slow labour. In recognising SPL 

within the bigger picture, the use of intuition and evidence seemed 

paramount in midwives’ experience.  

5.5.1 Use of intuition 

Most midwives reported intuition as an instrument for SPL recognition. 

Some argued that while providing a straightforward definition of SPL could 

be hard, realising it could be immediate thanks to the midwifery sense: 

I would say ‘slow progress is so hard to define, but as a midwife I think 

you know when something is not right’. (Lauren-B6-UK) 

Jennifer:  I think you just know, don’t you, that they’re going to be fine. 

Sometimes you just know that perhaps they’re not. (Focus Group-UK) 

It is difficult to know if these sentiments were somehow transmitted to 

women subconsciously and had an impact on them. However, under 

different terminologies, such as ‘sixth sense’, ‘instinct’ or ‘inkling’, intuition 
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was normally valued as helpful. ‘Getting a feeling’ of something not going 

right seemed to provoke in midwives a special attentiveness to the overall 

situation. At times, midwives seemed to have intercepted SPL early by 

following intuition, before any evidence from other sources.  

Well sometimes you get a sense that the woman’s contractions, despite 

the fact that she might be several centimetres dilated, just never 

improve. So, you get a feel that the labour’s not progressing particularly 

well. (Michelle-M-UK) 

After getting this feeling, a number of midwives indicated ‘staying in the 

room’ with the woman as fundamental in order to gather all necessary 

information to support or disconfirm what was suggested by their intuition. 

I always stay in the room, always, […] you have to because then you're 

doing that observing and watching. I think that's crucial, a lot of 

midwives don't realise how important that is. And with the delay side, 

it's vital because then you're gathering information. (Patricia-B7-UK) 

In some cases, the sense of SPL contrasted with observations of normality; 

yet feelings seemed to be eventually proved right by experience.  

All the measures that we have, the action line and everything, she was 

still within the right parameters, but I just didn’t feel easy about things. 

(Patricia-B7-UK)  

Sometimes you’ve got a feeling this is not right even though the picture 

could be okay, there could just be some little niggle that’s in there saying 

this doesn’t feel right, something should be happening, everything’s 

okay, but why is it not? And I think you need to go with that sometimes, 

it’s usually right. (Fiona-B6-UK) 

However, a few midwives who endorsed the use of intuition in the 

recognition of SPL, reflected on the potential for errors driven by 

misguiding feelings. The following excerpt narrates episodes where 
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intuition was subsequently demonstrated to be erroneous with a resulting 

influence on midwives’ trust in their feelings as well.  

I’ve had a few times recently where my intuition has let me down […] I've 

had a couple of cases recently where I thought women were really 

progressing really well, and they actually weren’t and they’ve ended up 

transferring […]. I think sometimes I let my desire for normality maybe 

overcome. (Jennifer-B6-UK). 

A unit-leader outlined the importance of a careful use of intuition, hinting 

at a better use of it by expert midwives and the need for objective evidence 

to support midwives’ feelings.  

Katie:  Yes and I think you have to be very careful using your intuition 

really and be absolutely objective in why you’re thinking that… We have 

that feeling, but why are we thinking that? Because someone who’s not 

confident about working here could then think…well almost write that 

lady off. (Focus Group-UK) 

The use of evidence, recommended by the leader actually emerged as a 

subtheme and will be illustrated in the following argument. 

5.5.2 Getting evidence 

The organisation endorsed guidelines and protocols that indicated 

considering all factors within a bigger picture as important for the 

recognition of SPL. An example is provided by this extract (Box 1) from NICE 

‘Intrapartum care’ (2007), a reference guideline for protocols around 

normal labour care and abnormal labour care available on site.  
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Box 1: Definition of delay in the first stage of labour from the NICE intrapartum care 
guidelines. 

 

To note, the few midwives who provided a straightforward pathway for the 

identification of SPL clearly referred to the parameters indicated in Box 1, 

as testified by this excerpt: 

Active labour is classed from 4 cms, so from 4 cms we expect ladies to 

dilate on about half cm to a cm an hour so anything less than that I 

would class as slow progress in labour. (Deborah-B5-UK) 

The medical participant seemed to adopt another clear reference for the 

recognition of slow progress.  

It’s ineffective uterine activity causing slow cervical dilatation and not 

progressing at one centimetre per hour in active stage of labour. 

(Audrey-LDr-UK) 

The referral to the outdated discourse of normal progress as ‘1cm/hour’ 

seemed to illuminate the power of authoritative medical paradigms 

amongst professionals.  

A diagnosis of delay in the established first stage of labour needs to take 

into consideration all aspects of progress in labour and should include: 

 Cervical dilatation of less than 2cm in 4 hours for first labours; 

 Cervical dilatation of less than 2cm in 4 hours or a slowing in the 

progress of labour for second or subsequent labours; 

 Descent and rotation of the foetal head; 

 Changes in the strength, duration and frequency of uterine 

contractions. 
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As recommended in the guidelines, the status of cervical dilatation, the 

progression of the foetal head in the pelvis and the characteristics of 

contractions represented key elements within a holistic process of 

recognition. A specific protocol on abnormal labour care also added the 

‘women’s emotional status’ to the list. Amongst all, finding the same cervical 

dilatation after consecutive (four-hourly) vaginal examinations emerged as 

a sound evidence for SPL.  

Somebody in established labour that has slow progress? I would imagine 

somebody that was the same examination on maybe two or three 

occasions, and you're having to work round what to do to deal with that. 

(Patricia-B7-UK) 

The next vaginal examination...that would be the confirmation, so if 

there was no progress from the last VE I would see where it plotted on 

the action line and if it was still on the right side. (Lucy-B6-UK) 

Most of the participants illustrated the same concept by talking about the 

woman ‘crossing the action line’ on the partogram; according to the model 

of partogram used, indeed, the action line could be crossed only where 

dilatation was not progressing over the set time.  

The woman crosses the action line, she wasn’t really contracting 

brilliantly and there wasn’t much progress in dilatation you know 

between vaginal examinations. (Lucy-B6-UK) 

Undoubtedly, the partogram played a major part in midwives’ recognition 

of SPL. However, opinions on its usefulness appeared conflicting. Despite 

being criticised as being too rigid for monitoring the individual and flexible 

process of labour, the majority of midwives appreciated the visual aid 

offered by the partogram when having to take all factors into consideration. 

According to observations, all participants, in any case, did use it in their 

care. Particularly helpful appeared to be inputs on the need of partogram to 

limit views on labour progress and the relation between the necessity of 

having the partogram boundaries and midwife’s self-confidence.  
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I think the partogram can be helpful if you’ve been with that woman 

very intensively for maybe six hours. […] It can help me take stock of 

what’s happening […] you just get a fresh set of eyes to look. (Jennifer-

B6-UK) 

For the moment I do rely on things like that […] I would be happy not to 

use it when I got more confidence and experience as well (Deborah-B5-

UK) 

The aid offered seemed to be lost where the partogram was adopted 

prematurely, before a real onset of labour. A premature plot of women’s 

observations on the partogram was associated with false identifications of 

SPL. Starting the partogram too soon was disclosed as possible ongoing 

poor practice in the birth centre.  

She was not much further on, someone plotted that [examination as] 

first one so it could look like she is [having a SPL]. (Deirdre-B6-UK) 

Sometimes they start the partogram too soon, and then you've got an 

action line which is really close to that first examination. (Patricia-B7-

UK) 

Finally, the evidence a partogram hardly seemed to offer was on whether 

slowing in progress could represent a real arrest or a phase of physiological 

rest in the woman. Only a couple of participants provided elements to 

consider for a better discernment and all regarded observation of women’s 

behaviour. The following excerpts summarised the main characteristics 

reported that included different focus, attitudes and even sounds: 

She [resting lady] was very in tune with her body, she knew what was 

happening. Whereas the other woman [SPL] was just like a rabbit in the 

headlights. (Jennifer-B6-UK) 

I think women who are progressing well in labour reach a stage where 

they don’t want to communicate with you, where they are going in, their 

normal physiological instincts are taking over and they’re able to go 
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with it with a glazed expression […] when the woman’s having the 

contraction she’s fff-fff-oh-fff-fff-oh, […] and it’s very much you hear a 

different noise. […] you can be walking past out in the corridor and you 

can hear that noise […] they [women with SPL] tend not to make that 

deep throaty sound, they get more distressed, they might scream. Quite 

often they thrash about a lot, they move around a lot, they maybe shake 

their head from side to side. They look scared, […] women with slow 

progress I think they reach a stage where they are expecting to be 

progressing. So sometimes maybe they do act as if they are progressing. 

(Jennifer-B6-UK) 

5.6 Influencing the onset of SPL 

Much of the information regarding midwives’ views on causal factors for 

SPL came from individual, group interviews and observations of hand-

overs. The insights obtained seemed to suggest SPL was mainly caused by 

multiple dynamics rather than by single factors. Participants mostly 

described causes that went beyond mere physical/mechanical problems. 

The episodes narrated and evidence provided suggested the influence of 

contextual, relational, behavioural and/or cultural elements on labour 

progress at several levels including the bodily aspects. There seemed to be 

a strong sense that SPL was provoked most of times, instead of being an 

unexplained phenomenon. The following sections will discuss the principal 

factors involved in the causative mechanisms of SPL that emerged.  

5.6.1 Early labour 

The early labour stage was related to the manifestation of SPL. Participants 

who did mention this labour phase amongst causal factors for SPL usually 

talked about the effect of a long latent phase on a woman’s physical and 

mental equilibrium. One reason why a latent phase, or a long latent phase 

specifically, seemed to contribute to the epiphany of SPL was the potential 

for maternal exhaustion. Typical scenarios of physical and psychological 
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exhaustion caused by experiencing a long early labour are illuminated by 

these excerpts: 

I think a lot to be is ketones, dehydration and especially with women 

whom have had a long latent phase of labour. It’s going on for few days 

but sometimes women […] forget to sleep, eat, drink because they are 

just focused on [pain] while they’re at home and very often they’re 

coming because they think they’re in labour and you know, they go home 

again and they come back. (Lucy-B6-UK) 

Sometimes these ladies have been into latent phase of labour for few 

days, and without much sleep they can be very tired […] I think when you 

are tired you cannot cope with things as well as you generally would be 

able to. (Debora-B5-UK) 

Various participants also reported the specific woman’s behaviour, often 

noticed in early labour, as potentially hindering to the physiological onset 

and progress of labour. What was argued was that the woman’s waste of 

energies caused by her ‘willingness to be in labour’, as suggested below: 

I think a lot of women seem to think they are in labour when they are 

not. They will come in and they […] come back again six hours later, and 

it is still the same. Sometimes in their eyes, they’ve already been in 

labour for six hours. (Sarah-B6-UK) 

They’re willing themselves into labour when they’re not. I mean I try to 

prepare the women I see […] that it’s absolutely normal to have the early 

phase, the preparation phase of labour when they might be having 

contractions that might stop and then they’ll start again. But it’s 

important in that time to sleep, to eat, to drink you know. (Lucy-B6-UK) 

Yes, acting it out rather than allowing it to happen. And I think those 

tensions, because [of] your adrenalin levels and everything else must 

have an impact on. (Jennifer-B6-UK) 
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The issue of women getting exhausted in this phase because of their 

perception to be in labour was also evident when looking at protocols. The 

document on care of women in labour (Protocol#2-UK), indeed, dedicated 

a paragraph to this issue recommending adequate support to women (see 

Box 2).  

 

Box 2: excerpt from the protocol on care of women in labour concerning the support 
for the early labour stage.  

 

An appropriate management of this phase, as well as an adequate antenatal 

preparation seemed crucial in order to prevent not only SPL, but a negative 

birthing experience. The lead doctor of the host unit appeared particularly 

keen on this point, outlining the importance of living this period at home.  

I do feel that it’s the initial management at the onset when the woman 

thinks she is in labour, if it is not managed properly then that can have 

problems later in the labour […] It’s important that in latent labour 

they’re not hospitalised, they’re kept mobile, they have adequate calorie 

intake by means of eating and drinking, and […] if everything else is low 

risk then they can be at home until they are established. (Audrey-LDr-

UK) 

5.6.2 Culture, attitudes, behaviour 

A plethora of characteristics of women, birth partners, professionals and 

even society appeared to have the power in influencing women’s labour and 

Some women have pain without cervical change. Although these 

women are described as not being in labour, they may well consider 

themselves ‘in labour’ by their own definition. Women who seek advice 

or attend hospital with painful contractions but who are not in 

established labour should be offered individualised support and 

occasionally analgesia, and encouraged to remain at or return home. 
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their potentially slow progress. These factors were usually ignored in 

documentation, but seemed to be relevant in ordinary midwives’ practice.  

Reflecting on women, midwives indicated fear, stress, lack of preparation 

for the birth and motherhood as frequent obstacles for normal labour 

progress. The often-consequent anxieties seemed to result in behavioural 

patterns, such as ‘holding the baby’, ‘not letting go’, and ‘behaving as if in 

danger’. These could be apparent both from verbal and non-verbal 

behaviour, as exemplified below.  

She was very frightened to the point of if I moved or I picked something 

up, put something down, moved something around, just went to a 

different part of the room, ‘what’s the matter, what’s happened?’ […] 

Slow progress, it does tend to be [in] those women who seem very 

anxious, very uptight, very rigid, and not able to let go. (Jennifer-B6-UK) 

A few participants affirmed women’s psychological attitudes to be a ‘large 

element’ of SPL. Unhelpful mind-sets for women included a negative or 

problematic approach to labour, being too much or too little in control of 

their own body and a lack of inner focus on the birth event.  

She is negative. She is wading through treacle. You know, she cannot get 

her head in the game or feeling any semblance of control. Her body is 

taking over. I think they are the women who have true exhaustion. 

(Katie-B8-UK) 

Some midwives argued that hindering attitudes were more likely to belong 

to specific categories of women. For instance, the tendency of being in 

control was attributed mainly to older, higher-educated women with 

managerial kind of jobs. Participants recognised the risk of judgmental 

assertions, but still looked convinced of their statements.  

Anxieties and unsupportive behaviour of people surrounding labouring 

women appeared to contribute to causing SPL by generating or 

exacerbating women’s own anxieties. Professionals and birth partners were 

mostly seen as highly responsible for the creation of a supportive or an 
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unsupportive ‘atmosphere’. Having a supportive atmosphere did appear a 

crucial component for facilitating labour progress. One midwife-leader 

outlined, through the story below, the causal effect of midwives’ negative 

attitudes in labour. The same story served to indicate the potential for 

turning SPL into a normal birth when having a midwife with a positive, 

supportive, empathic approach. 

I have seen girls come in here, and be looked after by one midwife, and 

they have slogged, and slogged, and slogged, and they have been then 

looked after by a midwife with a completely different approach, and they 

have laboured like that […] The midwife who can stay with that woman, 

and be in the same zone as that woman, and get the woman to just 

concentrate on one contraction at a time. I truly believe […] get the best 

outcomes. (Katie-B8-UK)  

Interventionist approaches of single professionals or entire organisations 

represented another facet of the problem. These could lead to poor practice 

that could interfere with a normal labour progress:  

If they [women] do present at the hospital or the birth centre early then 

there are more chances that there will be intervention because people 

get worried about somebody being in labour for two days whereas in 

fact, and then there are chances that you will be rupturing the 

membranes because you think things aren’t happening so I need to 

intervene. (Audrey-LDr-UK) 

Most of the participants ascribed interventionism mainly to hospital 

settings, though they did not exclude the possibility of such an approach 

even within MLUs.  

Women’s socio-cultural context also played a part in the bigger aetiological 

picture of SPL. Modern culture was considered a cause of women’s inability 

to cope with the natural long rhythms and pain connected to labour. Some 

midwives related this to the dominance of a ‘quick-fix’ culture, a culture that 

was explained as follows:  
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We are much more of a quick-fix society aren’t we? […] if people have a 

problem now they want it solved immediately […] And, I think they 

expect a quick-fix in labour […] an epidural, because that will 

immediately get rid of the pain. An induction, because that will get her 

to a 4 to 5 centimetres quicker in their ideas […] I think some midwives 

have that fix-it-quick response. (Katie-B8-UK) 

If something happens in their body they go and see a specialist, and they 

get it sorted out […] They’ve got a pain, something’s wrong. The gas isn’t 

working, give me something else, what else are you going to give me? 

[…] We don’t rely on ourselves to help […] They are losing their ability to 

care for themselves. (Jennifer-B6-UK) 

Moreover, society could enhance unhelpful attitudes or introduce, 

especially through media, misleading images of labour progress. The false 

expectations created by media, for instance, seemed to contribute to 

maternal (psychological) exhaustion as the mismatch between expectations 

and reality could imply a high emotional investment for women.  

People are wanting to appease people. Somebody wants to be in labour, 

they want to be further on than they are; they're not going to be happy 

until they're 10cms and pushing that baby out. […] we're sort of willing 

people into labour sometimes. (Patricia-B7-UK) 

that programme [one born every minute] it’s dreadful. She was in the 

pool and she was kneeling up, and she said can you see the head coming? 

[…] they can see it when it’s on the television. I said well we’re not on the 

television. It’s hard, and I think perhaps the women that I've seen that 

have longer slower labours are first baby and they do have ideas about 

how it should be. (Jennifer-B6-UK) 

Finally, social conditions, such as poverty, were mentioned as influential in 

limiting women’s resources both mentally, by impacting on self-esteem, 

confidence and belief, and physically. 
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5.6.3 Being shattered 

Women’s tiredness represented a cause, as well as a consequence, of SPL 

for midwives. As illustrated in section 5.6.1, a long latent phase could be a 

major reason for maternal tiredness both because of the associated lack of 

rest and the fasting usually characterising this stage. However, women 

could become tired, dehydrated with low energy, regardless of the 

occurrence of a long early labour. The scene depicted by a group of 

participants was that of women ‘being shattered’. Whatever the reason 

behind that, being shattered resulted in a reduced capacity to cope with the 

bodily and mental requirements in labour. The vicious circle at the base of 

SPL seemed well sketched by the following participant: 

I can’t even bring to mind. I think not being able to eat, because of the 

strength, it’s the muscles and the uterus is muscle and, you know, if 

you’re not able to feed your body… […] if I don’t eat I get tired, I’m tired, 

my muscles won’t take me up the hill and ride my bike. So, if people 

aren’t able to get ready energy then the uterus can’t function properly. 

(Fiona-B6-UK) 

As mentioned by that midwife, in the absence of energy the uterine function 

appeared vulnerable; the ketosis connected to the prolonged fasting and/or 

dehydration, as well as the acidosis associated with the physical work of the 

labour process could have a specific arresting effect on contractions. 

Guidelines also seemed to recognise dehydration and tiredness as causal 

factors by recommending the periodic assessment of the level of ketosis as 

good practice in intrapartum care.  

5.6.4 Mechanical issues 

The last main subtheme concerning midwives’ outlook on the aetiology of 

SPL regarded the role of mechanical components of labour. Mechanical 

issues at the base of a slowing or an arrest of labour progression were 

embodied mainly by a foetal malposition and malpresentation. The group 

of participants who mentioned foetal malposition amongst the cause of SPL 
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seemed divided into two subgroups; one argued the great relevance of this 

factor while the other affirmed the absolutely minor importance of it. The 

following excerpts exemplify both positions: 

Foetal [mal]position tends to give you a slow progress in labour or it can 

do. (Michelle-M-UK) 

Could be a posterior position, and you get slow progress because it's not 

well fitting and not causing the cervix to dilate. (Patricia-B7-UK) 

I haven’t seen a slow progress because of that ...so it wouldn’t be at the 

top of my list […] maybe somebody else like the doctors they may put 

things like that, cause they see things from a different point of view to 

the midwives. (Deborah-B5-UK) 

The last excerpt seemed to suggest malposition as some doctors’ rationale 

for SPL. However, general differences in perception between obstetricians 

and midwives could not be confirmed or disconfirmed by the current 

research. Moreover, malpositions did not represent the only mechanical 

problem taken into account by midwives; other mechanical obstacles 

included a big baby and inappropriate intrapartum bladder care, resulting 

in a full bladder delaying the labour process.  

5.7 Giving women the best chance 

I have not got anything that I think particularly works. Also, you’re 

probably not going to have it. (Sarah-B6-UK) 

As illuminated by this participant, midwives seemed reluctant to provide an 

unequivocal management approach to SPL. Fundamentally, there did not 

seem to be any intervention or series of interventions that could guarantee 

success in overcoming a slower than expected progression of labour. This 

highlights the fact that a ‘one-size-fits-all’ approach to SPL was considered 

inappropriate, given the uniqueness of the natural process of giving birth. 
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As a result of this, practical interventions appeared individually adopted in 

the remit of ‘giving women the best chance’ to overcome SPL and to have a 

normal birth, hopefully with the best possible experience. The main actions 

that seemed to be endorsed by midwives in making this happen are 

discussed below.  

5.7.1 Creating a plan and taking action 

Once SPL was identified, whether by means of a partogram or not, one of 

the first midwives’ approaches was to ‘make a plan’ and ‘take action’ over 

the situation. The language used by participants could be influenced by the 

fact that the partogram had a specific section entitled ‘intrapartum care 

plan’ to fill (see   

 

Figure 6). So ‘making a plan’ seemed to describe a mental process as much 

as a practical one.  
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It’s about saying ‘I have a plan, I’m not just going to wait for another six 

hours and see what happens, I have a plan’, whether that’s about 

reassessing cervical dilatation or something else. (Jennifer-B6-UK) 

‘Having a plan’ seemed to help midwives face the problem proactively. The 

content of the plan was considered to be tailored to each individual 

woman’s specific situation, also considering the different manifestations, 

connected to different aetiologies, of SPL. So, midwives’ plans did not 

resemble a standardised process that, for instance, could be easily 

represented with a flow chart. No rigid framework to follow was provided 

by protocols either. The site protocol on abnormal labour care (Protocol#3-

UK), aimed at standardising some professionals’ behaviour, in fact, it 

indicated factors to consider and suggested brief interventions such as:  

 Parity; 

 Uterine contractions; 

 Cervical dilation and rate of change; 

 Station and position of presenting part; 

 The woman’s emotional state; 

 Referral to the appropriate healthcare professional and support, 

hydration and appropriate and effective use of pain relief.  

This absence of straightforward strategies in documents could indicate 

midwives’ individual approach as more appropriate for the phenomenon of 

SPL. In fact, for other pathologies (e.g. PPH) protocols seemed to be used to 

depict a clear sequence of interventions. Alternatively, this may simply 

outline a dearth of evidence and, consequently, a difficulty in tracing an 

optimal standard management.  

In order to adjust their plan with time, midwives usually reassessed women 

vaginally earlier than usual.  

If you assess it two hours later, you can see if they are having some 

progress. You are not leaving at four hours to find in four-hour time she 
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still not progressed […] You don’t want to literally wait until this has 

turned into an emergency. (Sarah-B6-UK) 

We think about doing vaginal examinations more frequently because 

obviously we can’t wait indefinitely because eventually […] somebody is 

going to have to step in, so we have to be realistic about how long we 

can safely [go on]. (Lucy-B6-UK) 

This appeared to be a reassuring intervention for midwives; reassessing 

women earlier could be interpreted as part of clinical reasoning aimed at 

providing prompt and safe care. However, it could also suggest the presence 

of pressures within the system, such as the pressure to perform appropriate 

transfers. The only real criticism to this intervention, mostly justified and 

routinely performed, came from a newly qualified midwife. The participant 

argued this to be more interfering than helpful as an approach.  

If you examine her in 4 hours, you are giving the lady more chance; if 

you are examining in 2 hours she’s got less chance of progressing and 

more chance of those interfering. (Deborah-B5-UK) 

Midwives appeared strong believers of the fact that ‘taking actions’ in the 

context of SPL does not necessarily translate into performing major 

interventions, such as transferring women and augmenting labour. Most 

participants referred to the action line of the partogram as a powerful mark 

for the need to take an action. However, midwives considered actions to be 

any intervention adopted to support women in SPL. In this sense, even 

resting could represent an intervention promoted by midwives to 

overcome SPL.  

We do a little plan in our notes and we might take some sort of action, 

but that action might just be to get her more mobile. (Lucy-B6-UK) 

Doing something about it doesn’t necessarily mean you have to manage 

her actively, transfer her over here, put her on syntocinon. It just means 

that you need to be objective about how you now manage that woman’s 

labour, or how you help her to manage her labour, and you have to 
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actually document what you’re going to do. So, you can’t just 

acknowledge the fact that the woman’s crossed the action line. 

(Michelle-M-UK) 

This interpretation of the action line and approach to care revealed a high 

level of professional confidence and autonomy within the group. This 

confidence was confirmed by the interaction with hospital staff in cases of 

referrals of a SPL. Having a plan, taking actions and documenting them on 

the women’s records emerged, indeed, as an aid in the relationship with 

doctors. The manager suggested how the partogram could serve to justify 

interventions and testify to midwives’ proactive management.  

At that stage, even though it is working a little bit outside the normal 

guidelines that we have got at [name of Trust], I can justify my intent. 

(Katie-B8-UK)  

Documenting activities arose again as being of paramount importance 

within the group, even though professionals frequently lamented about 

overwhelming paper work. 

5.7.2 The ‘simple things’  

‘Jennifer: I think our approach is a no-drama approach.  

Patricia:  Yeah. It’s always not do nothing. Nothing is never an 

option. You do small things. You have a drink, maybe try 

the pool.’ (Focus group-UK) 

Midwives’ actions did not necessarily represent elaborate interventions. 

Conversely, much of midwifery management of SPL appeared characterised 

by the adoption of basic, but fundamental, midwifery practices, the ‘simple 

things’ as phrased by a participant.  

First of all about fluid and nutrition, because these women are working 

hard. Their bodies are working hard, they need to be nurtured. (Jennifer-

B6-UK) 
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Hydration and nutrition were universally recognised as important 

restoring resources in case of SPL. Hydration, in particular, was mentioned 

in the protocol regarding abnormal labour care. Participants suggested and 

adopted several food and drinks for ‘nurturing the body’. These included 

isotonic, sugary drinks, snacks, easily digestible food, and whatever else the 

women might like. A lack of consensus emerged on the optimal nurturing 

elements.  

Probably biscuits […], because chocolate bars just give them a big sugar 

rush, and there's a lot of fat in them, so they're hard to digest. (Patricia-

B7-UK)  

Take the chocolate and give her the chocolate! (Lauren-B6-UK) 

Ladies in labour don’t always feel like eating, but if they feel we can have 

a sandwich or something like that can help with the energy. (Deborah-

B5-UK) 

If somebody's eating a full sandwich, you're wondering whether she’s 

really in established labour! (Patricia-B7-UK)  

Guidance was offered by the protocol on intrapartum care stated a list of 

recommended low fat, low fibre diets and nutrients in small amounts. These 

included drinks such as tea, coffee, squash and snacks including toast, 

biscuits and soup. Despite the recommendations offered, no midwife 

actually referred to the protocol and its content when talking about the food 

and drinks suggested to women. Characteristics such as easy availability 

and preparation could also have influenced some choices, as deduced from 

the following manager’s affirmation. 

We tend to rely on toast really because it’s easy to do and […] because 

we keep bread and butter in the ward area, so we can do that, that’s a 

quick-fix really. (Michelle-M-UK) 

Other simple, key approaches included inviting women to be or stay mobile. 

Most participants believed mobility to be crucial as it could positively affect 
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slow labour mainly by inducing a better positioning of the baby in the pelvis 

and enhancing contractions with the aid of gravity. ‘Moving’, ‘standing up 

from bed’, ‘walking around’ seemed helpful also for supporting/stimulating 

a positive, active attitude in women. Promoting maternal mobility looked a 

very simple means for empowering women with SPL and a highly effective 

intervention. The spatial layout of the structure, including the fact of having 

an inviting beautiful green area, appeared to favour women’s mobility. One 

participant ascribed success mostly to moving and being active per se rather 

than to a specific position.  

Being mobile and being active in labour is the key to labour's success. 

[…] It works, without a shadow of a doubt. (Patricia-B7-UK) 

Conversely, protocols, within the remit of using mobility to enhance 

contractions, seemed to recommend upright positions in particular. In 

midwives’ experience, a number of women with SPL seemed to have 

benefitted from a period of rest in addition or alternatively to periods of 

activity. Participants illustrated resting as much as possible, especially 

where maternal tiredness was suspected to cause SPL. Rest seemed 

supported by the unit equipment, for instance by having beds as argued by 

one leader: 

Women sometimes need to rest. We had a big debate when we opened, 

that we had beds in the room. I really believe there is a place for a bed 

because women get tired. Women need to lie on their sides for a while 

and just have that sort of recouping their energy time. (Katie-B8-UK) 

Other means included suggesting water immersion to women. 

Unexpectedly, often midwives also mentioned the use of pethidine to 

facilitate women’s rest.  

Sometimes giving them a dose of pethidine and leaving them for a few 

hours can really help, because […] then you've got a person that's rested 

a bit, and […] willing to get up and do some more then. (Patricia-B7-UK) 
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Participants scarcely seemed aware that despite their declared reluctance 

for pharmacological approaches these played a significant role in their 

practice. When this matter was discussed in the focus group, participants 

after some hesitation tended to present the use of pethidine as rare. 

Possible explanations for this behaviour include, lack of previous sound 

reflections on this practice or the intent to defend a certain image of 

midwifery care, with the use of pethidine easily referable to medical models. 

Only the following participant showed concerns and questioned the actual 

use of pethidine in the unit.  

I've used pethidine since I've been here far more than I've ever used it, 

[…] And I know other midwives who use it a lot. (Jennifer-B6-UK) 

Pethidine did also represent an instrument for pain management so data on 

its use should not be interpreted under the sole remit of facilitating rest. 

Nevertheless, participants mentioned pethidine more for rest than for pain 

management.  

Ensuring a good pain management was included amongst midwives’ 

fundamental approaches when coping with SPL, but it did not emerge as 

strongly as other themes. To note, documents suggested pain to be 

modifiable through approaches such as ‘support, distraction, physical 

comfort’ and faith in the suggested treatment. Environmental aspects and 

non-pharmacological methods, mostly complementary therapies that could 

enhance pain relief were listed as well in a protocol. However, CT were not 

really part of the approaches adopted by midwives at any level in cases of 

SPL. Only a couple of participants mentioned hypnobirthing, massage on 

specific acupoints and aromatherapy as used to enhance labour progress, 

but even in those cases the choice seemed driven by women rather than CT 

offered by professionals. The most frequently adopted strategies for pain 

management included the use of inhalation analgesia (Entonox) and 

support and care using the birth environment. These environmental 

approaches used mainly by midwives and recommended by an internal 

protocol (Protocol#intrapartum-care-UK) can be found in Box 3. 
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Box 3. Factors in the environment that may reduce anxiety/pain in labour, according 
to the internal protocol on care in labour. 

 

However, acting on the environment represented a broader approach in 

midwives’ management of SPL. Besides the elements considered, midwives 

also tried to create a positive environment for the woman so as to facilitate 

labour progression. Interventions in this sense included ‘building a rapport 

with the woman’, ‘trying to get into relationship’ with women and partners, 

‘making supporters be in tune’ with the woman and midwife. The manager 

outlined the necessity of guaranteeing a supportive environment for carers 

too in order to provide the necessary support to women. From the 

managerial perspective, ensuring a supportive context for midwives 

included actions such as allowing appropriate time to restore energies (e.g. 

having breaks) to be able to face the demanding care of SPL in the best 

possible condition.  

Caring about the environment also meant facilitating women’s intimacy to 

lower women’s tensions and let hormones flow adequately in support of 

labour progress. Many midwives mentioned nipple stimulation as an 

intimate practice suggested for dealing with inadequate uterine activity. 

 Choice of companion 

 Constant empathetic attendance when required 

 Privacy 

 Subdued lighting 

 Warm water to bathe or lie in 

 Music 

 Unthreatening labour rooms (equipment available behind 

curtains or outside until needed 

 Comfortable chairs, bean bags etc. 

 Adopting an upright position  

 Use of inflatable birthing balls. 
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There did not seem to be an agreed technique amongst participants, just 

individual descriptions of stimulation of nipples with or without the 

partner’s help. The following excerpt shows the absence of a conventional 

manner. 

Obviously I would tell the woman to do it herself […] I would just say ‘ 

just roll your nipples’ or ‘touch your nipples’ if she wants some of that. 

(Lucy-B6-UK) 

I’d just encouraged the women to [do] a sort of hand expression, just a 

massage of the breast, stimulate the nipples… I’d stimulate the nipple by 

just rolling the nipple into the finger...and just do whatever is feeling 

comfortable for them [couple]..I don’t want this man to hear this. 

(Lauren-B6-UK) 

In the last sentence, the participant referred to a new-father staying in the 

next room and the (unrealistic) possibility of being heard by him. This detail 

expressed the level of embarrassment that seemed to characterise 

midwives when talking about nipple stimulation. The embarrassment 

suggested that nipple stimulation is likely to be more theoretically endorsed 

than practically suggested and utilised.  

The ARM represented another simple intervention performed in cases of 

SPL. Although ARM embodies a typical medical management of dystocia, it 

was highly recommended and, apparently, performed by midwives in the 

unit. The doctor presented it as the first approach used by professionals; 

The first intervention would be the artificial rupture of membranes. 

(Audrey-LDr-UK) 

This appeared initially as an extension of her experience in the host unit to 

the birth centre. However, numerous midwives, at different levels, 

confirmed this to be a primary midwifery approach to SPL: 

One of the first things we can do is rupture of membranes to see if that 

speeds things up. (Deborah-B5-UK) 
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If there’d been no progress you would probably consider an ARM. And 

then you’d assess her progress again after three hours. (Michelle-M-UK) 

Only a few midwives provided counter views. 

I don’t ARM anybody unless there’s an [important] indication! (Lauren-

B6-UK). 

Midwives’ views on ARM could be partly influenced by the power of 

protocols. Amniotomy, in fact, was reported as the first action to consider 

in case of delay in first stage in the protocol dedicated to abnormal labour 

care. Midwives could then feel particularly encouraged to adopt this 

intervention in their practice. However, participants appeared convinced of 

its helpfulness for the care provided at the MLU, even arguing that ARM 

should always be performed before considering a transfer.  

So we would give them the best chance, because we see that as an 

intervention. So we wouldn't transfer somebody before we'd done that. 

(Patricia-B7-UK) 

As outlined by the manager, membranes could be artificially ruptured by 

midwives at any stage after 4 cm of cervical dilatation. The performance of 

early ARM appeared discouraged by the organisation.  

Finally, a plethora of sparse interventions emerged from individual 

interviews: these varied from ‘just wait and see’ regarding the evolution of 

SPL, to bladder and bowel care, to help women ‘getting on board’ their 

labour even by means of directive style of care. Regardless of the inter-

professional variability of the approaches adopted, midwives appeared to 

be universally happy with the management offered in the birth centre. 

Participants did not indicate a particular need to explore different 

approaches and only a few midwives seemed open to new ones. This could 

resonate with the midwives’ perception of SPL being not a real issue as 

described in 5.4. Alternatively, it might outline the achievement of a solid 

confidence regarding the approaches adopted and their effectiveness as per 

experience within the group. Experience and confidence emerged as 
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paramount components of midwives’ approach and sprang as the main 

drivers of midwives’ decisions during the study. The influential factors on 

midwives’ decision-making represent the last theme discussed, as follows, 

in the current chapter.  

5.8 Managing influences through experience 

Maybe when [I’ll] get more experience I’ll have different views and 

approach things differently…[It’s] just learning, just learning. (Deborah-

B5-UK) 

This affirmation captured the essence of what was apparent during the 

study: midwives’ approaches to SPL were highly influenced by personal and 

professional expertise and confidence. This newly qualified participant 

seemed to describe not only a desirable future scenario for herself, but a 

real process occurring daily in the birth centre. Indeed, the group of 

midwives in this site seemed mostly to be in control of their care, and able 

to justify and challenge choices because of the confidence achieved in their 

work throughout the years. 

This characteristic appeared also to be confirmed by the external viewpoint 

of the psychologist who performed the observation during the focus group 

and encountered the group uniquely in that context. These, in fact, were 

some of the notes provided by the collaborator: 

The first impression I have is that of fronting a ‘well-organised group 

that masters its own work’. (Psychologist’s fieldnotes-UK) 

One unit-leader provided a testimony of this process of maturation 

occurring over time, taking as example the changed attitude towards 

transfers:  

Katie: At the beginning, we were much stricter and when I look at the 

audits, I see the cases, […] we would not transfer them now. 

Researcher:  So what changed things?  
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Katie: The experience. I think it varies as to who is on duty and the 

confidence of individual midwives. But I do think that we are 

transferring less women for slow progress now. (Katie-B8-UK) 

Some evidence of scarce self-confidence existed amongst midwives; 

however, the overall impression was that the group did not seem affected 

by this. Having said that, the high self-confidence and reliance on experience 

observed in the group seemed to facilitate, unconsciously, in some an 

ultimate resistance to questioning and critiques, which in turn may have 

had a limiting effect on their professional ability to be reflective.  

The factors that seemed to play a relevant role in midwives’ decision-

making are outlined in the next sections.  

5.8.1 Influential people 

Several factors could affect midwives’ choices, from which approach to use, 

to whether they needed to call the ambulance for transferring women and 

referring them to the host unit. The people that emerged as most influential 

when dealing with SPL were the labouring women, the birth partners, 

colleagues and hospital staff.  

Most midwives described as paramount a consultation with the mother-to-

be, to share evaluations and decisions with her. A few participants depicted 

consulting women as a sort of moral duty, an essential component of 

midwifery partnership.  

Because it’s about her, and her baby so she’s got the right to know 

everything. I would still say this is the decision […] but in a way that she 

felt she was included in. (Lucy-B6-UK). 

Factors such as the woman’s condition, attitude and behaviour could affect 

a midwife’s plan especially regarding transfers, as these participants 

illuminated: 
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Some women are really keen to give birth there, so you would try 

everything in your power within the realms of safety to help her to have 

the birth she wants there. (Michelle-M-UK) 

What can affect your decision is how distressed the woman is. Here she 

can have only that much pain relief […] so If she’s really distressed and 

saying “I really need an epidural,” she needs to be transferred […] to give 

the woman what she want. But sometimes you will get somebody who is 

fully dilated. It’s her second baby, and she’s going “I wanted epidural!” 

That’s different because you wouldn’t be doing her any favours by 

sending her off. Again, it’s what the woman wants, but with your 

judgment. (Sarah-B6-UK) 

As seen in the quote above from Sarah, the line between partnership and 

paternalism could be fine at times.  

Birth partners could be either facilitators or barriers to decision-making. 

For instance, they could reinforce midwives’ supportive messages, help 

women on the performance of some interventions, or push decisions by 

pressing midwives and women in one direction. Relatives were more likely 

to be presented as interfering rather than helpful presences in this context.  

The negative influence of the birth partners I think that it’s the biggest 

barrier. (Lucy-B6-UK) 

Decisions made under a negative pressure of surrounding people appeared 

likely to be inappropriate and to generate bitter memories in midwives, like 

the one reported below.  

Yeah, we did transferring at the insistence of everybody and within ten 

minutes of getting to hospital the baby was born. (Fiona-B6-UK) 

Colleagues embodied another category of people whose behaviour could be 

pivotal for decision-making. Whatever the level of self-confidence of the 

midwife, on-duty colleagues were always consulted or, at least, informed of 
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decisions related to SPL care. This midwife provided a description of the 

role that colleagues could play:  

You have to be with staff that you trust, because here you're dependent 

on support and advice from your colleagues […]. Usually we'd discuss it 

and then make a joint decision together. And ultimately it's your 

decision. […] And then I might change my decision, but I always come 

out of that room with a decision that I've made, and then go and discuss 

it with them. You can't be expecting other midwives to make your 

decisions for you, you have to work here and make your own decisions. 

That's where you learn. (Patricia-B7-UK) 

Where decisions were perceived as more difficult, leaders and, if available, 

supervisors of midwives were involved as the next level of support. 

Consulting the registrar at the host unit was the last option considered. A 

number of midwives even described the interaction with doctors to be more 

informative than decisional.  

I’m not asking you [doctor] what you think we should do. I’m telling you 

this is what is happening. (Sarah-B6-UK)  

That was particularly interesting in contrast to the inputs coming from 

protocols, where obstetricians were described as the main professionals to 

consult.  

According to observations and most of the interviews, the group emerged 

as highly supportive. Even contrasting views were presented in a very 

gentle manner, limiting tensions and expressing a mature collaboration 

between professionals. Nevertheless, a few participants indicated episodes 

where support appeared lacking. In contrast with their supportive attitude 

observed, the unit leaders were the most likely to be criticised in this sense 

showing the potential for power-imbalances or conversely confirming the 

presence of the strong leadership argued by the manager. Junior colleagues 

were at times depicted as those whose insecurity could result in an 

inadequate support for decision-making.  
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Certainly we have seen, a lack of confidence in some junior midwives has 

caused us to transfer women. (Michelle-M-UK) 

This kind of consideration could represent a simple fact or show a slight 

stigmatisation of this group. However, according to observations, 

differences in supporting choices could exist. 

[Decision on transfers for SPL:] I had the impression of a more rigid 

attitude of junior midwives. (Fieldnotes#26-UK)  

Lastly, midwives’ experience and confidence also seemed to be crucial for 

facing and managing the influence of the staff operating in the host unit.  

Views and experiences on the relationship with hospital staff varied, 

ranging from mostly collaborative to quite tense. 

They’ve been quite happy with our decisions […] I think because I tried 

to make sensible decisions. (Lucy-B6-UK) 

I think it works well. We are usually phoned beforehand, even if they 

don’t want to transfer at that particular time, they will warn us and give 

us the clinical history and say, what do you recommend we should do, 

can she have a couple more hours? (Audrey-LDr-UK) 

some of the staff on the birth suite feel that they're in charge of the birth 

centre. So they go over so I don't know whether it happens, but I don't 

know whether they go and ask their opinion on things, but that is a big 

no-no. You can't operate as a birth centre and be on the flippin’ coattails 

of the senior midwives on birth suite; you can't do that. (Patricia-B7-UK) 

Besides positive collaboration and symmetric interactions, some midwives 

appeared to be more vulnerable than others to medical power and 

influence; this was clearly visible in this participant who felt herself 

inadequate and unable to challenge a doctor’s decision despite considering 

it to be wrong: 
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I personally didn’t think she was making the right decision, but I don’t 

think I would’ve had the power to challenge her. (Sarah-B6-UK) 

A group of midwives indicated that they were pressurised by hospital staff 

and that their choices were subject to heavy criticisms. This did not 

necessarily impact on midwives’ decisions, but could affect feelings around 

them or make midwives question their choices ex post, as visible in the 

excerpt below. 

They make me feel she should have been transferred earlier. (Lauren-

B6-UK) 

The influence played by hospital staff seemed limited by the geography of 

the birth centre. The context did matter, as will be discussed next.  

5.8.2 Influential contextual elements and geography 

The context, with its multiple facets and meanings, did not purely equate a 

frame, or a stage where events occurred and decisions were made. The 

geography of the FMU and other contextual factors had the full potential to 

influence midwives’ actions and, evidenced by fact, they did so on many 

occasions. Several elements could be labelled as contextual and potentially 

influential on midwives, such as human interactions within the birth 

scenario or the professional role within society. However, the exploration 

of the case at this site particularly illuminated the impact of the workplace 

and proximity to the medical model regarding behaviour. This represents 

the rationale for focusing primarily on these areas in the current section. 

The insights obtained in the field supported the relevance of investigating 

the case in specific and different models of birth centres.  

Concerning the first aspect, midwives recognised the potential of the 

context of practice, the work setting, for informing approaches to SPL, or in 

general to care. The evidence in support of this statement came foremost 

from their own past experiences, whether they had practised in OU or at 

home. Frequently, while reflecting on decision-making in the birth centre, 
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participants described differences or similarities in their behaviour. 

According to descriptions provided, the same midwife seemed to intervene 

less and less frequently in the context of the birth centre, compared to her 

practising in hospital settings. Some participants justified this fact by 

referring to the medical dominance discourse; 

I used to work in the birth suite and it’s just interventions that we do, a 

lot of rupture of membranes and start them on the Syntocinon drip and 

they are just reviewed by the doctors constantly and obviously the 

doctors’ decision to what they do […] here we can push the boundaries 

to give this lady more time. (Deborah-B5-UK) 

Others by identifying SPL as a different phenomenon in different settings 

(see also 5.4.2), thus, requiring different approaches. Some talked about the 

effect of how busy the unit was on midwives, or suggested decisions were 

potentially influenced by the different information that different contexts 

revealed on labour progress.  

Myra:  You didn’t watch … weren’t with her. Whereas now here we are 

with her we know what’s right and normal and what’s not and how she 

does and she doesn't. So you almost get a kind of gut and I think that it’s 

real. (Focus Group-UK) 

The attitude to perform less/different actions noticed in the context of 

homebirths, confirmed through counter evidence the influence played by 

workplace/birthplace. This participant, for instance, described how 

decisions on ARM resulted differently depending on the context: 

When we were doing home births, they didn’t like us to do that [ARM] 

They didn’t really encourage that. They brought that around when you 

brought women to the hospital. Obviously it’s different here. (Sarah-B6-

UK) 

Given the rotation of staff between contexts, it could be argued that there is 

potential for contamination of care in both a positive and a negative sense.  
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Another key influential component lay in the proximity to, or distance from, 

the host unit. Intuitively, the midwives’ decisions that seemed most affected 

by this factor concerned women’s transfers. A great number of participants 

perceived the distance from hospital as positively influential; reasons 

included less medical control on midwives’ decisions induced by the 

geographical separation, as reported by this midwife: 

We feel more autonomous in our decision-making and I think [it’s] the 

fact that we are completely separated from the doctors, with not having 

them interfering […] like they used to do. But now they’re not here so 

they can’t come in and interfere. (Lucy-B6-UK) 

Moreover, distance seemed helpful for minimising conflicts between 

groups, or at least the related emotional impact. For instance, the possible 

stress produced by transfers, and eventual criticisms coming from hospital 

staff, seemed more manageable given the physical separation between 

units. According to observations and interviews, controversial elements, 

such as the driving distance, appeared to push midwives to ‘trying 

everything before transferring’ rather than be anticipatory of transfers, as 

might be expected.  

Although distance was acknowledged to cause concern for both 

professionals and users, the group generally appeared not to be overly 

worried by this. A few participants openly expressed a greater difficulty in 

making decisions in this context. 

Deborah:  I think being here make me a little bit more nervous, 

because I know [hospital] it’s… 

Researcher:  Far… 

Deborah:  Yeah […] so that I would do something sooner rather 

than wait because I’m here, whilst the [name of the AMU of the Trust] is 

just next door, it allowed me to feel more comfortable [in decisions]. 

(Deborah-B5-UK)  
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It’s very difficult in this situation where we work at the birth centre 

because you don’t want to be transferring somebody all the way to the 

hospital in the ambulance for no good reason, you have to make that 

decision […] I find that it’s not as straightforward as it might be if you 

work somewhere else. (Sarah-B6-UK) 

As evidenced above, oftentimes comparisons were made between this birth 

centre and the AMU belonging to the same Trust. Usually midwives 

identified in the freestanding model a better context for midwife-led care, 

both in general and in the specific context of SPL.  

5.9  Chapter summary 

This chapter illustrated the case as it emerged from the English site. The 

single-case analysis showed how SPL did not represent a concern for 

participants, although data from other sources might have supported a 

counter view. Organisational, socio-cultural and personal characteristics 

seemed to have played a role in midwives’ perception of SPL, in addition to 

being involved in the aetiology of the phenomenon and its management. 

Participants highlighted the importance of having a holistic approach for 

both recognition and management of SPL, offering individualised care. 

Midwives seemed to privilege simple approaches, considered the basics of 

midwifery care, such as support, mobility, nutrition and hydration, to give 

women the best chance of overcoming difficult labours. Having a plan 

appeared in many cases the most fundamental approach. Experience and 

self-confidence emerged as key characteristics that could enable midwives 

to master influential factors and make decisions. People and contexts 

appeared particularly influential on midwives’ decision-making processes. 

The geographical distance from the hospital played a significant role. 

However, further considerations on similarities and differences of 

midwives’ approaches to SPL in different contexts could be found in the 

cross-case analysis illustrated in the next chapter.  
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6 MIDWIVES’ APPROACHES TO SPL IN BIRTH 

CENTRES: CROSS-CASE ANALYSIS 

This chapter will illustrate the main findings that emerged from the cross-

case analysis. According to Stake, the core objective of a cross-case analysis 

in multiple case study is to ‘make Assertions about the quintain’ (Stake, 

2006, p. 40). For this reason, the cross-case findings will be reported here 

in the form of assertions regarding midwives’ approaches to SPL in birth 

centres.  

Firstly, findings will be introduced by a schematic comparison of key 

contextual elements of both cases in order to give the reader a platform to 

understand the socio-cultural and organisational factors that will be 

discussed. Assertions regarding midwives’ approaches to SPL in birth 

centres will then be offered. The narrative of the chapter will endeavour to 

synthesise, in accordance with the methodology, the evidence in support of 

each assertion. Lastly, the chapter will conclude with a final general 

assertion and a chapter summary that will accompany the reader to the 

following discussion chapter (Chapter 7).  

6.1 Situating the cross-case themes  

The cross-case analysis involved, comparing and contrasting the multiple 

contextual features as well as the themes. In this process, both the broader 

and specific contexts of the two cases were considered important in order 

to make sense of the cross-case findings. Core contextual factors regarding 

health, maternity, midwifery systems and organisations of the two cases 

were identified, summarised and juxtaposed in Table 8, 9 and 10. 
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Table 8: Key features of Health and Maternity systems in Italy and England. 

                                                        

33 Where not differently indicated data regarding the Italian system was taken from Lauria et al.(2012) and from the National Audit Office (2013) as 
concerns the English system. 
34 Midwives in England are normally the primary carers of low-risk women unlike the Italian system.  
35 Data from oral presentations of the first Italian National Meeting of in-hospital birth centres/first Meeting of the Italian Midwifery Unit Network 
held in Genova on April 2016.    
36 Data from ‘Birth choice UK’(2016).  

FEATURES ITALY33 ENGLAND 

NATIONAL HEALTHCARE SYSTEM    

Financing/ Funding source Public- General taxation  Public- General taxation 

Provision 
Mostly public (private sector highly 

present in some geographic areas) 
Public, rare private sector 

Access to care To all residents  To all residents 

MATERNITY CARE SYSTEM   

Primary model(s) offered to women and 

families for childbirth 

1. Obstetric-led care 

2. Midwife-led care 

Low use of public community services 

1.Midwife-led care 

2. Obstetric-led care 

High use of public community services 

Primary caregivers of antenatal care Obstetricians/Gynaecologists, Midwives Midwives, Obstetricians/GPs34  

Primary caregivers of intrapartum care Midwives, obstetricians, gynaecologists Midwives  

Primary caregivers of postnatal care 
Midwives, obstetricians, gynaecologists, 

paediatricians 
Midwives, Health visitors  

Birth place (rates)   

Hospital/OUs > 95% 87% 

Alongside MLUs No official reports, there have been 

indicated 5 AMU and1 FMU35   

9% 

Freestanding MLUs 2% 

Home 0.04 % 2% 

Key indicators   

Infant Mortality Rate 2.9- 3.3 deaths per 1,000 live births 4.2 deaths per 1,000 live births 

CS Rate 36% 26.5%36 

Breastfeeding (at least initiation) Rate 90% 73.9% 
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Table 9: Key features of Midwifery systems in Italy and England. 

                                                        

37 (Spina, 2009)  
38 In Italy the European directive has been translated with some modifications through the law DL 206/2007; this has led to restrictions of the area 
of independence for midwives in Italy, differently from what is stated in the original European document.  

FEATURES ITALY ENGLAND 

MIDWIFERY SYSTEM37  

Training to become a 

midwife 
Midwifery Degree (Bachelor)- 3 years  

Midwifery Degree (Bachelor)- 3 years or 

Midwifery short programme 18 months 

Post graduate programmes 

accessible to midwives 
Pg Diploma, Pg Certificate, Masters, PhDs Degree, Masters, PhDs  

Head of Midwifery Schools Doctors (midwives generally as coordinators) Midwives  

Main academic job positions 

covered by midwives 

Lecturers, Coordinators of university 

programmes 

(few researchers and professors)  

Lecturers, Researchers, Professors, Head of 

Divisions/Schools, Coordinators of university 

programmes 

Qualification to work  

Mandatory registration to the FNCO- 

Federazione Nazionale Collegi Ostetriche 

[National Federation of Colleges of Midwives 

Mandatory registration to the NMC -Nursing 

and Midwifery Council 

Scope of practice/area of 

competences  

Professional profile stated by law DM 740/94, 

codice deontologico; 

Theoretical full independence in low-risk 

pregnancy and birth and interdependence 

with other professionals in others 

Eu standards-Directive 2005/36/EC38 art. 40-42 

Professional profile/ standards stated by NMC 

Theoretical full independence in low-risk 

pregnancy and birth and interdependence 

with other professionals in others 

Eu standards-Directive 2005/36/EC art. 40-42 
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Table 10: Key contextual/organisational characteristics of the Italian and English cases.  

                                                        

39 The rates concern only water births, precise data on water immersion in labour were not available. 

CHARACTERISTICS ITALY ENGLAND 

NUMBER OF BIRTHS PER YEAR IN THE UNIT  300-400 900-1000 

DISTANCE FROM HOST UNIT  Bedside (AMU) 30 Minutes (FMU) 

SPATIAL LAYOUT-CONFIGURATION Rounded Squared  

LEVEL OF AUTONOMY  Medium High 

RELATIONSHIP WITH HOST UNIT Mostly confrontational Mostly collaborative  

STAFF OPERATING IN THE BIRTH CENTRE Small Hospital Core Team  Large Community-Based Team  

SYSTEM OF LEADERSHIP  

Mostly Positive in the Amu, questioned 

and conflictual between AMU and 

hospital 

Strong and Integrated, mostly 

positive though questioned in few 

cases 

PARTOGRAM USED FOR ASSESSING LABOUR 

PROGRESS 

Modified version of WHO 4-Hour 

Partogram (pre-printed) 

Self-drawn partogram based On the 

WHO 4-Hour Model 

PERFORMANCE OF VAGINAL EXAMINATIONS  2 Hourly  4 Hourly 

MAIN GUIDELINE FOR INTRAPARTUM CARE Nice Intrapartum Care (2007) Nice Intrapartum Care (2007) 

SPECIFIC PROTOCOL FOR CARE OF DYSTOCIA  No Yes 

INTRAPARTUM TRANSFERS RATE (STUDY PERIOD)  18.% 16% 

ONE-TO-ONE CARE Yes Yes 

USE OF CT 

Moxibustion, acupressure, tuina 

massage. Aromaterapy only if requested 

by women. Use of rebozo, vocalisation, 

polarity 

Rare in practice, some knowledge 

of hypnobirth, aromatherapy and 

acupressure.   

USE OF PHARMACOLOGICAL PAIN RELIEF No Yes (Pethidine, Entonox) 

WATERIMMERSION/WATERBIRTHS39 High/Low (Approx. 10%) High/High (Approx. 50%) 

AUDIT/ CLINICAL MEETING Frequent/Weekly Frequent/Four-Monthly 



 

195 
 

Some of the available information appeared to be particularly helpful as a 

platform for the interpretation of the findings. For instance, midwives in 

England and Italy seemed to operate in similar Health care systems (the 

Italian one was actually based on the English NHS model as noted in section 

5.2.1), and the midwifery profession appeared to be based on the same 

principles, similar laws and educational pathways. However, despite many, 

at least theoretical, similarities, data from primary models of care, 

birthplaces and academic roles in both countries (see Table 8 and Table 9) 

suggested a less favourable context and culture for midwifery practice in 

Italy. In both countries, birth centres appeared an unusual place of birth, 

indicating the potential for a different experience of midwives in these 

contexts compared to those operating in hospital labour wards. Moreover, 

the rarer presence of MLUs in Italy, together with facts such as a higher CS 

rate than in England, seemed to indicate a greater predominance of medical, 

interventionist models of care in one culture compared to the other. These 

kinds of considerations offered an additional aid to the within-case analyses 

performed, in seeking to unveil overarching, or underlying, dynamics 

related to midwives’ approaches to SPL in birth centres. The next section, 

while offering a narrative of the final cross-case results, will provide more 

detailed examples of the findings in order to achieve a more comprehensive 

interpretation of the results by looking at the wider contexts.  

6.2 Characteristics of the quintain: midwives’ approaches 

to SPL in birth centres as emerged from the cross-case 

analysis 

6.2.1 Midwives’ views on SPL 

One of the first findings from the cross-case analysis was that midwives 

differed widely in their perception of the impact of SPL on their practice. In 

fact, SPL was presented as a predominant issue at the Italian AMU, while 

little relevance was attributed to it at the English FMU. Such a different 

framing of the problem did not seem justifiable from the figures in the 
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reports, as data from both sites suggested similar rates of SPL in the two 

birth centres. Pivotal in generating these contrasting views appeared to be 

the contextual and organisational features of the two midwifery units. For 

instance, the different staffing or distance from hospital (see also Table 10) 

seemed to have been influential by creating less exposure to the problem 

and/or to the emotional impact connected to its care. Findings seemed to 

suggest that the larger the team and the further the MLU from the host unit, 

the less the likelihood for the individual midwife to encounter episodes of 

SPL (regardless of the real occurrence in the unit). Because of this, midwives 

seemed to perceive less the importance of SPL as a collective phenomenon. 

Moreover, emotional aspects, such as the possible distress connected to 

transfers for SPL, seemed harder to manage where midwives worked closer 

to the host unit environment with difficult inter-professional dynamics.  

In this light, cultures, attitudes and relationships embedded within 

organisations appeared highly influential too. For instance, a midwife-

friendly culture, an organisation which promoted positive intra- and inter-

professional collaboration and consequently, positive relationships with 

the host unit, seemed to have positively contributed to midwives’ outlook 

on SPL. In contrast, where the above factors were scarce or absent 

midwives seemed to be likely to have more negative experiences related to 

SPL. 

Midwives’ perception of the phenomenon of SPL seemed not to necessarily 

reflect the perspective of the organisation they worked in. An example was 

provided by a paradoxical finding; the presence of a dedicated protocol of 

abnormal labour (progress) care only in that unit where midwives seemed 

not concerned about the issue (English FMU) and not- as would have been 

expected- in the one where the problem of SPL was felt more acutely (Italian 

AMU). However, this data could also be interpreted as a lack of awareness 

on an organisational level of the clinical relevance of this issue for 

professionals. It could also be justified by the presence of different systems 

of governance.  
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Most midwives considered SPL hard to define, given its multifaceted 

aspects and the complex mechanisms involved in its recognition and 

management. Objective and subjective components appeared to influence 

midwives’ definition of SPL. Although participants recognised SPL as a real 

phenomenon, some of them also outlined the possibility of it being a 

construct that was merely women taking additional time to progress 

through the stages of labour. For example, a group of participants talked 

about SPL as a context-dependent or individual-dependent phenomenon. 

The tendency to label labours as slow in labour wards more frequently than 

in birth centres was used more than once as an example to indicate the 

impact of medical models of care, and/or interventionist culture on 

professionals’ definition of SPL. Interestingly, doctors and junior midwives 

tended to provide a more straightforward definition of SPL based on the 

partogram parameters, though counter behaviours existed. Conversely, 

practising in MLUs seemed to have led many midwives to reconsider the 

way they used to define SPL previously, by facilitating a greater awareness 

of labour progress as a non-standard process by nature. A group of 

midwives, especially in the English site, argued that SPL represented in 

some cases only the normal way, ‘the lady’s way’ of labouring rather than 

an abnormal process.  

 First Assertion: 

 

6.2.2 The aetiology of SPL in birth centres according to midwives  

Midwives’ perspectives on the aetiology of SPL confirmed it as being a 

complex phenomenon. Participants normally acknowledged the presence 

To midwives, SPL is a multifaceted phenomenon, with subjective 

and objective characteristics. Midwives’ perception of SPL is highly 

influenced by contextual factors.   
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of concomitant, interconnected causes and seemed reluctant to ascribe SPL 

to a single cause. There seemed to be a higher commitment in 

understanding causal mechanisms of SPL in the Italian group compared to 

the English one. This appeared to be related to factors such as greater 

importance being attributed to the phenomenon in the Italian site, as 

discussed above, as well as to midwives’ different cultures and attitudes.  

Midwives appeared to recognise universally mechanical problems, such as 

foetal disproportion or malposition, as reasons for SPL. Even where 

mechanical issues were not openly attributed as causes, all midwives 

seemed to act with an awareness of the presence of these factors. This was 

apparent by observing elements of midwifery care, such as bladder care or 

the promotion of optimal foetal positioning (by facilitating women’s 

mobility), which seemed directed to prevent, if not treat, SPL. These 

observations illuminated the potential for discrepancies between 

midwives’ narration of their practice and their actions. Despite the general 

acknowledgment of mechanical problems as possible causes of SPL, only a 

minority of participants considered these factors as highly relevant in the 

overall incidence of dystocia. This minority seemed mainly composed of 

junior midwives and medical participants, although differences emerged 

more in the Italian site. SPL appeared easier to identify when generated 

primarily by mechanical problems compared to cases due to non-

mechanical reasons. However, an easier identification did not seem to 

equate to a less demanding management for midwives.  

According to participants, the early labour stage represents a crucial 

moment for the development of SPL. A prolonged latent phase was 

frequently associated with maternal physical and/or mental exhaustion; 

women could consequently experience a depletion of their energy levels, 

resulting in a slowing, or even an arrest of progress in established labour. 

Midwives seemed not to use the same criteria to define an early labour as 

prolonged; indeed, midwives in the English unit mostly adopted time 

parameters, whereas Italian colleagues seemed to outline more the 

necessity of considering women’s perspectives.  
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In this light, besides time parameters, prolonged could be any latent phase 

perceived as such by the woman, regardless of its actual length. According 

to midwives, women’s perceptions of prolongation seemed to be influenced 

by their ability to cope with this stage and finding ‘their way’ of getting into 

labour. Physical factors, such as tiredness or presence of keto-acidosis due 

to prolonged body efforts and dehydration, seemed to affect both maternal 

wellbeing in general and uterine activity in particular. A group of midwives, 

in both settings, illuminated the likelihood of women getting exhausted 

because of identifying themselves too early in this phase. Aspects of this 

early commitment included women ‘willing themselves into labour’, acting 

as if in established labour, endorsing behaviours that, to midwives’ eyes, 

appeared uncommon or inappropriate for this stage e.g. engaging in active 

breathing techniques, or moving around restlessly. By adopting these 

behaviours, women seemed to waste energy and undergo high levels of 

stress.  

Exhaustion appeared exacerbated by the mismatch between women’s 

expectations of early labour and its length and reality; inappropriate 

expectations were mainly enhanced by women’s significant others, media 

and society as a whole. That said, not all midwives agreed that a prolonged 

latent phase represented a cause of SPL. A few participants provided an 

alternative position by arguing the positive effects of a long early labour in 

some women. In their view, longer latent phases could mean enhanced 

maternal preparation and a smoother progress in later stages of labour.  

Tiredness, fatigue and exhaustion seemed to represent key causes of SPL 

not only in early labour, but also at any stage of labour. At their worst, the 

presence of factors of this kind, could result in women ‘being shattered’ in 

labour. There seemed to be a consensus of the role of these factors, as well 

as of the role of maternal fears and anxieties. Relevant for the occurrence of 

SPL appeared to be women’s lack of preparation, at several levels, for the 

birth event. Interestingly, unlike the themes of fears and anxieties, the 

theme of labour pain and women’s coping strategies did not recur 

frequently among midwives. These elements were not ignored in practice, 
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as the offer of non-pharmacological and pharmacological approaches to 

labour pain in the birth centres seemed to suggest, but midwives seemed to 

suggest pain per se not being a main cause of SPL. Various midwives seemed 

to identify the problem more in women’s lack of relaxation than their 

presence of pain, as if these two spheres were not necessarily connected.  

Personal attitudes and behaviours -of mothers-to-be, and/or their partners 

and/or midwives- also seemed to have a great impact on labour progress. 

Concerning women, key factors included having a negative preconception 

of labour, struggling in engaging with the emotional/instinctive side of self 

in favour of maintaining a too ‘cerebral/rational’ behaviour, and having a 

low self-confidence. Birth partners (e.g. fathers, mother-in-law, and friends) 

could interfere for instance by creating disempowering interactions with 

women and professionals, amplifying women’s anxieties through the 

transmission of their own fears or simply by being unsupportive. Individual 

attitudes appeared to be informed, at some level, by modern society and 

culture. Many participants agreed in defining images and messages 

concerning labour in media as misleading and impactful on women and 

their significant others. Modern culture was mainly contemplated as an 

obstacle to labour process and progress; both in Italy and in England, 

midwives identified the presence of a ‘quick-fix’ culture40 as paradigmatic 

of the current era. Contemplations of the effects of modern culture included 

the lowering of women’s capacity to cope with bodily pain, natural time 

(often characterised as slow) and processes. However, when midwives 

referred to culture, they did not indicate uniquely the predominant culture 

in society. SPL appeared to be, indeed, facilitated or exacerbated by other 

forms of culture such as the culture of the profession or culture of the 

organisation.  

                                                        

40 This specifically refers to the current culture in society that requires needs to be met 
promptly by services.  
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Professionals’ characteristics seemed to hinder labour progress; these 

included having a negative/discouraging approach and/or using 

inappropriate interventions, such as starting the partogram too soon as a 

reflex of ‘willing people into labour, because of own anxieties’. However, for 

a few midwives, mostly Italian, it was not the single professional or 

woman’s characteristics that were crucial, but the quality of the rapport 

created between the two.  

Finally, part of SPL could not be attributed to any intelligible cause; 

although, only Italian midwives really acknowledged a portion of sine causa 

SPL.  

Second Assertion:  

 

6.2.3 Midwives’ recognition of SPL 

In approaching SPL, midwives attempted to consider all possible factors 

involved, evaluating each clinical element within its broader context. 

‘Looking at the bigger picture’ appeared to be, a fundamental part of 

midwifery reasoning. Consideration of all factors did not represent simply 

an act of listing or juxtaposing elements. The process of recognition looked 

both logical and dynamic, employing the use of intuition, as well as 

observation and evidence.  

The term ‘intuition’ was exclusively adopted amongst English midwives 

who indicated, without specifying a particular pattern, room for a gut 

Midwives consider the aetiology of SPL to be a complex 

interaction of concurrent causes. Complexity seems to increase 

where SPL is due to non-mechanical issues. Maternal fear, 

attitudes, physical and mental exhaustion and external 

interferences represent key aetiological factors, and early labour 

a critical stage for the development of SPL. 
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feeling in their reasoning. Italian midwives gave importance to intuition too, 

although they presented it under different terminologies, talking about 

having an impression, sense (or ‘sentore’ as described in 5.5.1) or even 

suspicion/ hunch of SPL. Unlike their English colleagues, Italian 

participants mostly seemed to postulate progress as a linear path that 

started from sensing SPL to confirming or disconfirming it. In any case, 

midwives seemed to search for objective evidence to get to a sound 

conclusion regarding the presence of SPL. 

Elements that seemed to enhance objectivity in midwives’ evaluation 

included records on partograms, assessment through vaginal examinations, 

and observation of women’s behaviours and of any relevant change 

obtained through an attentive presence, by staying mindfully with the 

woman. While searching for objective evidence of SPL, midwives seemed to 

interrogate themselves especially concerning the real presence of an 

established labour and the quality of uterine activity. Women’s progress 

crossing the alert line on partogram and the finding of two similar 

consecutive vaginal examinations in labour emerged as primary methods of 

confirmation of SPL, though midwives had conflicting ideas concerning 

their use. Indeed, the adoption of partogram and of serial vaginal 

examinations was mostly presented as non-evidence-based practices that 

appeared to force women’s individual labours into standards. However, de 

facto, midwives were reluctant to abandon these practices, feeling for 

instance regarding partograms, the need for a visual aid. Participants 

seemed to suggest the unlikelihood, in midwifery practice, of completely 

disregarding partograms and/or consecutive vaginal examinations for the 

identification of SPL. However, differences emerged about the approach to 

partograms and their interpretation. Italian midwives tended to interpret 

the partogram strictly, whilst midwives at the English site had a more 

flexible approach (see 6.5.2). Insights from the English site seemed to 

suggest that flexibility comes with midwives’ expertise and confidence. The 

organisational context also played a role in midwives’ detection of SPL, as 

the comparison of midwives’ attitude towards vaginal examinations 
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illuminated. In fact, despite midwives in both sites endorsing the same NICE 

guidelines and principles, Italian midwives were expected by their internal 

organisation to perform vaginal examinations more frequently than 

recommended (i.e. 2-hourly instead of 4-hourly). This was mainly due to 

organisational compromises made in order to limit conflicts with the 

medical staff in Italy. Italian midwives seemed to be pushed to classify more 

labours as slow, to intervene more and have a less relaxed approach to the 

whole process of identification and care. The strength of evidence seemed 

insufficient to overcome power issues. Across cases, midwives appeared 

aware that whatever the strategy employed to reach a sound conclusion 

regarding SPL there was the potential for fallibility.  

Lastly, midwives valued as being important to recognise, in each woman, 

whether SPL represented a rest, or an arrest of labour progress. The ‘rest or 

arrest’ debate was not necessarily part of the cultural inheritance of 

midwives in both units. However, when midwives were asked about this 

issue they contributed with several reflections. Most of these insights came 

from the Italian site, but they were also confirmed by the few participants 

at the English site who contributed to the reflection. Midwives argued the 

difficulty in distinguishing between the two above mentioned scenarios, but 

suggested clues came predominantly from observations of women’s verbal 

and non-verbal behaviours. These included women’s agitation or 

restlessness in conditions where relaxation was expected, loss of inner 

focus/looking over-distracted or being too much in control of the situation 

(see also 5.5.2 and 6.5.2). The midwives who contributed to the ‘rest or 

arrest’ debate perceived this as an area where more midwifery thinking was 

necessary.  
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Third Assertion:  

6.2.4 Midwives’ management of SPL 

Midwives also seemed to envisage comprehensive and holistic approaches 

for dealing with SPL. No single practice was considered to be totally 

effective for all cases (although one-to-one care appeared to be a ‘must’); 

midwives, instead, identified various approaches from which to draw 

interventions each time. Managing SPL in a birth centre often appeared to 

be in contrast with the experience of its management in other contexts. For 

instance, in midwives’ account of their experience in hospital labour wards, 

care emerged as less individualised with approaches more conformed to 

medical standards. Conversely, home settings were related to higher 

flexibility, thus midwives’ approaches in birth centres sounded like a 

middle point between the highest personalisation of care observed at home 

and the highest standardisation of care seen in hospitals.  

The first action of midwives’ management in birth centres appeared to be 

the identification of the main causes of SPL, so that interventions could be 

tailored to individual situations. Once the problem was identified, English 

midwives set a plan of action documented on women’s records (see also 

6.7.1); this element was not part of midwives’ approaches in Italy where 

interventions were recorded only once performed and plans appeared to 

develop almost one step at a time.  

Some interventions were adopted by midwives across-cases, as if they 

represented basics of midwifery management. These included ensuring 

Midwives’ recognition of SPL represents a dynamic process in which 

factors are scrutinised within their broader picture. Although 

subjective elements are involved, midwives aim at objectivity in their 

evaluation. Midwives acknowledge the fallibility of methods adopted 

and illuminate the ‘rest or arrest’ dilemma.  
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evidence-based practices, such as one-to-one and continuity of care (at 

some level), mobility, hydration, nutrition, rest and limiting/removing 

stress (relaxation) and of any external hindering interferences on women’s 

labours by caring for the environment. Offering constant support emerged 

as pivotal even when, rarely, this could take the form of assuming a more 

directive style to guide the woman through difficulties. Interprofessional 

variations in the use of these approaches existed and seemed inevitable. 

Significant examples were found in discussions around which food and 

drinks represented the best energy sources and in the use of 

pharmacological interventions, such as pethidine, compared to non–

pharmacological strategies to enhance maternal rest and relaxation that 

appeared different in the two sites.  

Some differences between cases in approaching SPL looked particularly 

interesting. For instance, although all midwives recognised the importance 

of their rapport with women in dealing with SPL, Italian midwives theorised 

building rapports, or ‘alliances’ (see 4.7.1) with women, partners and 

colleagues as a component of midwifery management of SPL. The necessity 

of finding allies appeared linked to more of a struggle in managing dystocia 

perceived by midwives in Italy. This could be contrasted with the more 

relaxed approach to management observed amongst midwives in England 

who benefitted from a less conflicting relationship with the host unit, and 

consequently seemed to experience less emotional impacts connected to 

SPL care.  

Moreover, Italian midwives talked about ‘activating’ women in case of SPL, 

whilst English midwives seemed to privilege a proactive preventive 

approach to SPL. The knowledge and use of CT was higher in the Italian 

AMU, where professionals also showed a greater curiosity towards new 

alternative approaches to SPL compared to their colleagues in England. The 

impression of having reached good results with the current management, 

by using essential interventions of midwifery care, looked to be the main 

justification for this lack of a search for alternatives in the English birth 

centre. Different levels of self-confidence, consideration of the relevance of 
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SPL and organisational cultures in the two sites seemed to play a role as 

well. An important expression of the different cultures appeared to be the 

different midwives’ attitude towards time which was considered as a 

potential ally in solving SPL in both cases. However, Italian participants 

perceived and acted more as if it was a constraint for midwifery action.  

Fourth Assertion: 

  

6.2.5 Influential factors on midwives’ decision-making 

A plethora of factors seemed to influence midwives’ decision-making, 

especially regarding what to propose and adopt as interventions and 

decisions regarding whether or not to transfer women to the host unit.  

Women themselves, their birth partners, relatives and friends, together 

with midwives’ colleagues (inside and outside the unit), emerged as the 

main influential people across cases. Amongst them, women and their 

partners appeared to be the most influential actors. For example, women 

seemed to affect decisions more directly by consenting to, or not to an 

approach, or their motivation to continue to deal with SPL within the 

midwifery unit. The birth partners’ role, which also included relatives and 

friends, was often more subtle. For instance, fathers-to-be appeared to 

influence midwives’ decision-making both directly and indirectly. Pressing 

choices towards one or another direction could be an example of a direct 

way, as well as being supportive or not with the woman. Thus, the main way 

Midwives envisage adopting a holistic approach to SPL, tailoring 

interventions to single situations. Some interventions are universal 

and seem fundamentals of midwifery management; these include one-

to-one care, mobility, hydration and nutrition. Others, such as the use 

of CT, may vary depending on various factors. 
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by which birth partners could enable or constrain midwives’ decision-

making indirectly appeared to be the formers’ contribution to maternal 

empowerment or disempowerment.  

Support from colleagues appeared pivotal, especially where the hardest 

decisions, such as those related to transfers, had to be made. Although in 

both settings midwives collaborated with senior and junior colleagues, the 

relevance of seniority in influencing midwives’ decision was mostly 

outlined in the English site. This was also the site with a stronger system of 

leadership, which seemed to suggest that the stronger the leadership the 

higher the perception of its influence on decisions. Furthermore, 

behaviours of the host unit staff often provoked midwives to be either more 

or less defensive in their decision-making. The interactions with hospital 

colleagues made a difference in threatening or empowering midwives’ 

confidence in their own capacities, skills and clinical reasoning.  

Although positive and negative influences appeared likely to occur in any 

context, midwives in Italy depicted more frequently a disempowering 

relationship with the hospital staff. Conflicts, disrespectful and/or 

judgmental behaviours seemed to affect professionals almost daily at this 

site. Negative experiences were reported in the English FMU too, but 

midwives seemed to benefit in their choices from a predominantly positive 

interface with the host unit. 

Midwives also considered themselves as part of the influential group of 

people in their own decision-making. Most participants acknowledged the 

impact of their inclinations, preferences, attitudes and behaviours on their 

practice. Personal knowledge, beliefs and preferences seemed particularly 

influential regarding choices of interventions to adopt. Conversely, 

elements such as curiosity, motivation and scope for research were 

indicated as influential only by a minority of participants; these features 

were probably taken for granted by the majority of midwives operating in 

birth centres. Nipple stimulation appeared to be a paradigmatic 

intervention, across case, for the role played by midwives’ personal 
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characteristics on choices. Similarly to what was observed for CT, midwives’ 

endorsement of nipple stimulation appeared more influenced by individual 

(un)easiness with the approach rather than by any available evidence in 

support of it.  

Midwives’ own experience and confidence were universally recognised as 

pivotal in making decisions; by reflecting on their experience midwives 

could identify helpful or unhelpful strategies and avoid recurrent mistakes. 

However, the experience mentioned by midwives could not be confined to 

a collection of episodes but also indicated the level of professional maturity 

reached through the lessons learnt. In this light, experience seemed 

inevitably linked to confidence and reflexivity. Interestingly, while in the 

Italian site these personal characteristics sounded less influential, for 

English midwives they represented crucial qualities not only for making 

decisions but for mastering external influences on their choices.  

Contextual factors represented both facilitators and barriers for decision-

making across cases. By marking out a territory (or terrain), the geography 

and the spatial characteristics of the MLUs contributed to affecting 

midwives’ behaviours. This influence was not necessarily acknowledged by 

midwives, yet it was visible. For instance, the typology of the MLU offered a 

higher (AMU) or lower (FMU) exposure to daily interactions with the 

hospital staff and model of care, to those powerful dynamics mentioned 

above. The proximity with the host unit played a role in decisions, not only 

because distances were taken into account in clinical reasoning, but also 

because they seemed to allow a different level of free thinking. The internal 

configuration of the unit also seemed to impact on midwives’ choices. For 

instance, the characteristics of the spaces and relationships between spaces 

had the potential for facilitating or not spontaneous interactions between 

individuals potentially leading to a sharing of views and decisions between 

professionals. For example, the round shape of the Italian AMU -where 

spaces appeared highly open and connected- appeared to facilitate 

observations and exchanges between people. Conversely, the ‘boxed’ spaces 

of the English FMU seemed to favour independent activities where sharing 
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decisions emerged more as a choice of individuals rather than as behaviour 

spontaneously facilitated by the environment.  

The possibility of having certain spaces, equipment or birth tools seemed to 

have inevitably affected some midwifery choices in both the cases. For 

instance, the presence of birth pools allowed midwives in both sites to 

consider water immersion as an aid for SPL. Conversely, as emerged from a 

few midwives, the absence of certain tools, such as ropes in the English site, 

were perceived as a limitation to choices, in some situations, by limiting the 

support of some midwives’ proposals to women (e.g. adopting 

upright/squatting positions).  

The instruments of clinical governance, including protocols and guidelines, 

emerged as part of those influential contextual factors. Documents seemed 

to reflect the organisational culture, though not to express perfectly the 

reality of the organisation. In both cases, midwives appeared keen on 

evidence-based practice, so decisions seemed to be mostly perceived as 

sound when they were in accordance with/supported by recommendations 

of protocols and guidelines in use. Moreover, some differences between 

cases looked influenced by differences in protocols connected to SPL. For 

instance, the fact that, despite the adoption of the same NICE guidelines, the 

Italian protocol stated vaginal examinations where to be performed 2-

hourly instead of 4-hourly, certainly affected midwives’ behaviour. This, in 

fact, seemed to contribute to the greater time pressure perceived by 

professionals and a tendency to engage a higher number of interventions 

emerged in the Italian case compared to the English one. The practice in the 

English FMU was also supported by a specific protocol on SPL that could 

offer additional help in case of criticism from the host unit. Furthermore, 

the more collaborative the organisational culture was in the English site, the 

more flexible the approach appeared.  

Not only the organisational culture but also the broader culture within 

society was a component of the context which appeared to influence 

midwives’ decision-making. Although midwives perceived the power of 
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these elements as distant from daily practice, living in socio-cultural 

contexts where, for instance, fear of litigation, the variable reputation of 

midwifery care or the dominance of the medical models that existed seemed 

inevitably to affect their practice.  

To conclude, findings showed that similar influential factors could exert a 

power on midwives’ approaches to SPL in different contexts. There seemed 

to be the potential for various possible interactions between factors within 

birth centres.  

Fifth Assertion:  

 

6.3 Chapter summary and final considerations  

This chapter outlines the key cross case findings that led to making the 

original assertions regarding midwives’ approaches to SPL in birth centres. 

As illustrated throughout the narrative, important similarities and 

differences emerged between the cases. One of the main findings, to 

highlight in this summary is related to the different perceptions of the 

relevance of SPL that characterised the midwifery approach in the MLUs 

involved in the study. Indeed, while Italian midwives considered SPL the 

issue of greatest importance in their unit, the English participants seemed 

not concerned about the problem. Nevertheless, in both cases, SPL was 

perceived as a complex, multifaceted phenomenon without a 

straightforward definition or recognition. Similar causes were identified by 

the English and Italian midwives; according to participants, SPL seemed to 

Midwives’ decision-making is profoundly affected by the presence 

or absence of support. Levels of support are mainly influenced by 

individuals, interactions between them and the organisational 

features. Midwives can master influences differently in different 

contexts.    
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be more frequent and complex where there was a concomitance of 

hindering factors such as women’s exhaustion, anxiety, and the presence of 

interferences/unsupportive environment. Italian midwives appeared to be 

more aware that a negative midwife-mother rapport could contribute to 

generating SPL. Unlike English colleagues, they also contemplated that a 

number of SPLs may not be explained and remain seemingly sine causa. 

Interestingly, in both cases, the early stages of labour emerged as a crucial 

moment for the development of SPL; English midwives seemed to outline 

the potential for physical exhaustion in this stage, due to a possible 

tiredness or dehydration connected to a prolonged latent phase. Italian 

midwives highlighted early labour as a pivotal moment where women could 

experience a lack of preparation to the birth event; possible mismatches 

between expectations and reality were reported as having an impact on 

women’s psychology and, in turn, labour progress.  

Across cases, midwives used senses and intuition, as well as evidence to 

endeavour to recognise SPL. Frequently, a hunch or ‘sentore’ as called by 

the Italian midwives, of an abnormal progress led midwives to enhance 

their attentiveness even before having evidence of SPL. In both cases, most 

midwives considered the partogram and vaginal examinations as a means 

for objective evaluation of labour progress, although conflicting views and 

feelings regarding such aids strongly emerged. 

With regards to practical approaches, midwives similarly endorsed 

evidence-based practices, such as continuity of care, one-to-one care, 

hydration and maternal mobility, to deal with SPL. The partnership with the 

woman and birth partners, as well as the care for the birth environment 

appeared to be pivotal. Differences emerged in the way some interventions 

were translated into practice in the two units, as illuminated, for instance 

by the different use of food/drinks or means to achieve women’s relaxation 

in cases of SPL in the two case-sites.  

Unlike English midwives, Italian midwives appeared to be more curious 

towards alternatives to their standard management; they also differed in 
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their frequent use of CT, mostly techniques of TCM. Midwives in the Italian 

AMU frequently experienced a negative interface with the host unit, 

whereas positive interactions were more likely to occur in the English FMU. 

In both cases, the level of collaboration between units seemed to influence 

choices. The approach to decision-making generally appeared to be more 

relaxed and flexible in the English site compared to the Italian one. 

Individual characteristics of women, their partners and midwives were 

similarly considered as paramount for choices in both cases. Therefore, it 

appeared that were significant differences in the impact of contextual 

factors on midwives’ decision-making and the way both choices and 

influences were mastered by midwives in different contexts. 

As a final consideration, it appears necessary to outline here that some 

factors emerged as key, not only across cases, but also across themes within 

cases. From an attentive glance on the cross-case analysis, it seemed evident 

that recurrent elements underpinned all the features of the midwives’ 

approaches to SPL in birth centres identified and discussed in this chapter. 

Individual experiences, behaviours and attitudes, relationships between 

individuals and contextual features (primarily embodied by characteristics 

of organisation, culture and society) appeared to be powerful factors in all 

areas of SPL, though at different levels. Each of these factors, indeed, could 

have a different weight for each area -from perception and recognition of 

SPL to its management- within each case. Ultimately, factors seemed to 

interplay in a very dynamic and flexible manner, thus illuminating the 

midwifery approach to SPL across cases as a result of a complex dynamic 

system. Based on this further level of analysis, it seemed to be possible to 

provide the following final assertion regarding midwives’ approaches to 

SPL in birth centres. 
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 Final Assertion: 

 

This last assertion functions as a conclusion of the current chapter, leaving 

the following one to develop the discussion of what has been illustrated so 

far.  

Midwives’ approaches to SPL are the result of a complex dynamic 

system whose main components are characteristics of individuals, 

relationships between them and contextual factors. The way these 

factors act in midwives’ practice within birth centres is not fixed 

nor immutable.  
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7 DISCUSSION 

This chapter will discuss the main findings of the multiple case study 

conducted. After opening with a brief summary of the work, it will outline 

and examine the insights offered by this research in the light of 

contemporaneous literature. Some key strengths and limitations of the 

current study will be illustrated next and a reflective section will conclude 

the chapter.  

7.1 Overview of the core findings 

7.1.1 Overview of the findings from the Italian site 

Findings from the exploration of the case at the Italian site were 

contextualised and conveyed in the following five main themes: 

1. SPL as ‘the’ problem; 

2. Recognition as an engaging challenge; 

3. Untangling intertwined causes; 

4. Struggling to deal with SPL; 

5. Factors enabling or constraining decisions. 

 

Most of the midwives in this birth centre seemed to consider SPL as their 

greatest issue. Reasons were predominantly found in SPL being a primary 

cause of transfers to the host unit, whose interface was mostly problematic, 

but also SPL being a potentially stressful phenomenon per se. Stressful 

components for midwives included experiencing the difficulties of 

understanding and controlling this phenomenon comprehensively. 

In this site, the recognition of SPL appeared to be a highly engaging and 

challenging process for midwives. Midwives frequently started from 

‘sensing’ a problem to confirming it by means of different strategies. These 

included staying with women and observing maternal behaviour (which 
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could provide cues for distinguishing a period of physiological rest from an 

arrest of labour), the employment of vaginal examinations and 

consultations with women and colleagues.  

The attempt to identify, the main cause of SPL emerged to be crucial. In the 

complex aetiology of SPL, significance was attributed to foetal 

malposition/malpresentation, maternal factors (including mental and 

physical exhaustion/tiredness and personal hindering attitudes) and 

interferences external to women. The latent phase, was identified as a 

crucial moment in which women could experience exhaustion, at different 

levels. A negative experience of early labour was, hence, identified as a 

premise for the onset of SPL.  

Dealing with SPL labour emerged as a struggle especially when trying to 

avoid transferring women. Midwives described and adopted several 

approaches in the AMU. Main strategies included building therapeutic 

alliances with all possible actors and factors involved in the process and 

trying to modify a stalled situation by changing the elements/conditions of 

it. The promotion of maternal mobility, relaxation or energisation 

(especially by mean of nutrition or adoption of CT) were highly endorsed 

practices.  

Choices were argued to be guided by pragmatism and reflexivity, but they 

were also affected by individual characteristics, preferences and attitudes 

of both women, birth attendants, colleagues and midwives themselves. 

Moreover, feeling either under pressure or supported within the 

organisation by both people and policies was identified as being decisive for 

enabling midwives to take hard decisions in their approaches to SPL. 

7.1.2 Overview of the findings from the English site 

The findings from the exploration of the case in the English site were 

presented in this thesis after a contextualisation of the case, following the 

process used for the Italian case. Five main themes emerged from the 

within-case analysis regarding the English case: 
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1. SPL not being an issue; 

2. Recognising SPL in the bigger picture; 

3. Influencing the onset of SPL; 

4. Giving women the best chance; 

5. Managing influences through experience. 

Midwives perceived that SPL was not an issue in this site. Midwives mostly 

considered SPL to be a rare event and indicated the likelihood of a deviation 

of a woman’s labour progress from standards to be normal, given the 

individual nature of the human labour progress. Furthermore, some argued 

SPL to be an individual and/or context-dependent construct.  

Midwives’ recognition of SPL in this site was presented as a process 

involving both intuition and a search for objective evidence of abnormal 

progress. Observation, the use of vaginal examinations and the visual aid 

offered by the partogram emerged as the main means adopted for reaching 

a sound conclusion regarding the occurrence of SPL. Regardless of 

strategies, the importance of considering factors within a bigger picture, 

and thus adopting a holistic approach to SPL, was identified as an 

overarching theme in this site. Midwives considered SPL to generally result 

from the presence of multiple and concurrent factors. Key causes that were 

recognised included: a prolonged early labour phase; women becoming 

fatigued and exhausted; foetal malposition or disproportion; maternal 

stress and tiredness in general; and the presence of incumbent cultures, 

attitudes and behaviours related to both the woman and the surrounding 

people.  

Interventions were made fundamentally on the remit of giving women the 

best chance of giving birth in the FMU.  Usual practices that were identified 

included ‘making a plan’, ‘taking an action’ and documenting decisions. 

Mobility, hydration and nutrition, pain management (including water 

immersion and use of pethidine) as well as ARM appeared to represent 

tenets of the midwifery approach at the English site.  
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Contexts and people were perceived as significant in affecting midwives’ 

decision-making. Midwives’ experience and self-confidence appeared to be 

pivotal in the effective handling of influential factors.  

7.1.3 Overview of the cross case findings 

The cross case analysis enabled six assertions to be made regarding 

midwives’ approaches to SPL.  

The first assertion concerned midwives’ view of SPL as a multifaceted 

phenomenon, whose definition of which, could involve subjective and 

objective elements and be highly variable depending on different contexts.  

The second assertion focused on the causative mechanism of SPL which was 

described as a complex interaction of concurrent and intertwined factors. 

SPL was considered to be more complex when it was due to non-mechanical 

issues. The role of maternal physical and mental exhaustion and of early 

labour as a critical phase for the onset of SPL was acknowledged.  

The third assertion defined midwives’ recognition of SPL as a highly 

dynamic process, involving intuition and senses, as well as the scrutiny of 

single factors within a bigger picture. Midwives’ approach ultimately aimed 

at being holistic and at reaching a sound conclusion regarding the presence 

of SPL as an abnormal labour progress. The presence of a midwifery ‘rest or 

arrest’ dilemma was suggested.  

The fourth assertion related to midwives’ practical management of SPL. 

Considerations were made on the spectrum of interventions employed by 

midwives in birth centres; part of these practices appeared to constitute 

universal fundamentals of midwifery management of SPL, while others 

were highly dependent on several factors. 

The fifth assertion regarded midwives’ decision-making. The presence, or 

absence of support, especially human relationships, emerged as pivotal. 

Organisational features, from the geography of the birth centre, to the 
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characteristics of the organisational culture, were also indicated as 

influential. The variable weight of factors in influencing decisions was 

presented, as well as the potential for midwives managing influences 

diversely in different contexts.  

The sixth and final assertion conveyed midwives’ approaches to SPL in birth 

centres as a complex dynamic system. This system appeared to be 

composed of some key factors, such as individual characteristics, 

relationships and contextual features, interplaying in various ways.  

7.2 Discussion of core findings 

7.2.1 The multifaceted aspects of SPL 

SPL as a questionable issue in MLUs 

In the current research, SPL represented the primary cause of maternal 

intrapartum transfers in both sites, confirming the relevance of this 

phenomenon in MLUs (McCourt et al., 2011; Rowe et al., 2013; Stapleton et 

al., 2013; McCourt et al., 2014). However, findings outlined how despite 

similar rates, and likely similar occurrences of SPL, in the Italian AMU and 

the English FMU, the midwives’ perception of the relevance of SPL in their 

care differed considerably. This poses interesting questions on whether 

these dissonances could be attributed to differences in cultural elements 

(i.e. tendency to highlight the positive aspects and deny the negative ones 

or vice versa) or to other factors. Findings seem to suggest that 

organisational features, such as the geography of the birth centre, the level 

of collaboration with the host unit and the composition, typology and 

system of rotation of staffing, could have a role in influencing midwives’ 

perceptions and understanding of SPL. McCourt et al. (2014) also identified 

the potential of these factors for affecting midwifery practice in AMUs. 

However, they did not specifically consider the impact of staffing models 

and all the other organisational features in MLUs on midwives’ perspectives 

on labour in general and on SPL in particular. The current study represents, 
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hence, the first research to argue the potential of these kind of 

organisational factors of MLUs on midwives’ perspectives on SPL. 

Moreover, perspectives appeared to be more negative where midwives 

considered their management as less successful than expected (e.g. at the 

Italian site) and more positive where they perceived their approach to be 

mostly successful (e.g. at the English site).  

To conclude, it appears empirically supported that midwives approaches to 

SPL seemed affected by underlying influential mechanisms in accordance 

with the critical realist perspective adopted in this study. For instance, 

within the model of a stratified reality typical of CR, the relevance or 

irrelevance attributed by midwives to SPL could be seen as the empirical 

level of midwives’ perception of the phenomenon. The geography, staffing 

and other institutional elements could be identified as factors acting at the 

actual level, while the organisational culture could be included as a key 

element of the domain/stratum of the real.  This is just one example of how 

the findings of the current study confirm the importance of adopting CR as 

a perspective in midwifery research in general and in the area of dystocia 

in particular (Walsh and Evans, 2014).  

SPL: a real phenomenon or a construct? 

According to CR, ‘a real world exists and acts independently of our 

knowledge or belief about it’ (Benton and Craib, 2011, p.121). The fact that 

women experienced a SPL in both MLUs and, in some cases, were 

transferred to the host units (as evident from documentation in site, 

midwives’ accounts and observations) regardless of whether midwives 

considered the issue relevant in their practice, could be used as an 

argument to assert SPL to be a real phenomenon.  

Midwives in this current study however, also illuminated the potential for 

SPL being a construct. According to findings, a diagnosis of SPL might not 

reflect the real occurrence of an abnormal labour in a context, as 

perspectives, for instance, can be biased by the philosophy of care 

embedded in that setting. Authors have debated the different perspectives 
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on normal and abnormal labour progress resulting from having a 

medical/technocratic model or a midwifery social model as authoritative 

knowledge (Davis-Floyd and Davis, 1996; Jordan, 1997; Davis-Floyd and 

Sargent, 1997; Downe and McCourt, 2008; Downe and Dykes, 2009; Winter 

and Duff, 2009; Spandrio et al., 2015a). However, these arguments might be 

used to assert that constructed elements are part of the reality of SPL, rather 

than to deny the existence of SPL as a real phenomenon.  

SPL as a manifestation of women’s uniqueness 

Many midwives recognised SPL as not necessarily a problem, but a possible 

way of labouring for women. This concept of non-standard progress as an 

expression of normality rather than as a dysfunction, reflects the concept of 

‘birthing woman’s uniqueness’ that constitutes an important element of 

midwifery knowledge on childbirth (Davis-Floyd, 2001; Downe and 

McCourt, 2008; Winter and Duff, 2010; Davies, 2011; Walsh, 2012). A 

number of midwives in the current study considered the length of labour 

irrelevant in a situation of maternal and foetal wellbeing, demonstrating a 

focus on the process as a whole, ‘it takes how long it takes’ (Downe and 

Dykes, 2009, p.66). This assertion reflects a perspective, illustrated in the 

historical part of this thesis (see 2.8) that has characterised midwifery care 

for a long time in history, but that had been gradually changed following 

events such as the hospitalisation of births and the introduction of an 

industrialised concept of time (McCourt, 2009). Midwives in this current 

study, hence, suggest MLUs to be contexts where a subconscious recovering 

of the antique midwifery perspective on labour progress and birth occurs. 

The current multiple case study also outlined the difficulty recognised by 

midwives in distinguishing a condition of arrest from a situation of 

physiological rest of labour progress in a woman. This issue, presented in 

the current study as the ‘rest or arrest’ dilemma has been recognised by 

authors as an original contribution to the field (Patterson et al., 2015). 

Findings suggest maternal behaviour to be crucial in offering cues to 
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midwives for making a judgment concerning the presence of a rest or of an 

arrest behind a SPL.  

Many of the behavioural characteristics that participants related to a non-

physiological slowing of labour resonated with those identified in literature. 

For instance, behaviour recently presented in an Italian textbook as signs of 

dysfunction of labour, such as a maternal ‘difficulty in recovering’, ‘despair’, 

‘immobility’, ‘refusal to be helped’, or the presence of a ‘disorganised 

request for help’ (Spandrio et al., 2015b, pp.377–378) mirror cues 

identified by the participants in the current study. Similarly, the behaviour 

identified by Simkin and Ancheta (2011, p.160) as indicators of an 

‘emotional dystocia’ such as being ‘jumpy’ or ‘hypervigilant’, perfectly 

reflect what was accounted by some midwives, who talked about the 

woman ‘champing at the bit’ or ‘being vigilant/cerebral’. However, the 

current study suggests some maternal behaviours are unlikely to be 

unequivocal indicators of an arrest. Examples of that include the fact that 

behaviours such as maternal ‘restlessness’ have also been reported as 

expressions of normality in certain transitional phases of labour (Duff, 

2005).  

It might be worth noting that many of the above mentioned behavioural 

cues appear to be attributable to a hormonal imbalance (i.e. abnormal levels 

of catecholamine) and a body-mind separation in the woman. This 

separation seemed evident especially from midwives’ descriptions of 

women as unable to relax despite long pauses of uterine activity, or being 

distracted or even ‘acting’ to be in active labour regardless of what was 

occurring in their body. Interestingly, Kjaergaard et al. (2007) reported that 

women who experienced a non-progressive labour perceived a separation 

between their mind and body, a dualism that, together with numerous other 

conflicting feelings, negatively impacted on their sense of control. These 

kinds of findings highlight that the midwives’ accounts are likely to also 

reflect the personal experience of women with SPL. 
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7.2.2 The holistic recognition of SPL and its challenges 

The support of a holistic approach offered by guidelines and protocols 

The midwifery approach to the recognition of SPL was, or at least aimed to 

be holistic. In the two sites that were explored, the adoption of a holistic 

perspective appeared to also be supported by the NICE guidelines (2007) 

and the internal protocols that were in use. However, midwives normally 

referred to protocols and guidelines when arguing about traditional 

diagnostic criteria, such as the cervical dilation rate, rather than mentioning 

them as providers of holistic parameters for the recognition of SPL. These 

findings suggest protocols and guidelines are not perceived by midwives as 

being helpful in providing holistic criteria, to the extent that was the case 

with regards to traditional medical criteria. This failure of protocols and 

guidelines to provide holistic criteria for the diagnosis of SPL, might be 

considered as another sign of the predominance of medical discourses 

within organisations. It might be also interpreted as a consequence of a lack 

of power, if not of a vacuum per se, of midwifery knowledge.  

It appears interesting to note here that in the last decade milestones of 

medical teachings have been increasingly questioned, such as the pattern of 

cervical dilatation of 0.5-1 cm/hour as normal standard (Neal et al., 2010, 

2015a), the beginning of the labour curve at 4 centimetres of dilation (see 

Caughey, 2014; Caughey et al., 2014; Karaçam et al., 2014; Cohen and 

Friedman, 2015), or, as previously anticipated, the predictability of labour 

progress based on cervical dilation (see Incerti et al., 2011; Ferrazzi et al., 

2015). However, these new perspectives appeared to be not so embedded 

in the MLUs as the traditional discourses on labour progress, showing that 

changes even within an authoritative knowledge can take time to modify 

professionals’ knowledge and practice. 

Midwifery intuition in the context of SPL 

Despite the lack of details concerning holistic parameters, the guidelines 

and protocols in use in both MLUs stated clear criteria for the recognition 



 

223 
 

of SPL. However, this study suggests that midwives can identify a SPL not 

necessarily from the criteria stated in documents. In fact, findings showed a 

moment of ‘sensing’ SPL as a possible starting point of midwifery reasoning.  

The terms adopted by midwives to describe their use of intuition, such as 

having a ‘gut feeling’ or ‘sixth sense’, have been previously reported as 

adopted by professionals (Cioffi and Markham, 1997). According to some 

participants, while defining SPL is hard, ‘knowing’ intuitively that a 

woman’s labour is progressing abnormally is simple: ‘you just know’ it as a 

midwife (see 5.5.1). This finding resonates with the concept of intuition as 

innate/inner knowledge (Gove, 1961, p.445, cited in Muoni, 2012; Davis-

Floyd and Davis, 1996; Kennedy, 2000; Fry, 2007). It also confirms that 

‘holistic practitioners’, as midwives appeared to be in most cases, can 

proceed ‘from the inside-out’ in their diagnostic reasoning (Davis-Floyd, 

2001, p.S18). Authors suggest midwifery intuition being not as an innate 

ability, but representing an acquired midwifery skill (Benner, 1984). In the 

current study the ability to use senses and intuition to identify a SPL was 

defined also as a ‘clinical sensibility’ (see 4.5.1), which appeared to be 

affected by clinical experience as well as by other factors such as personal 

inclinations or work-context (Brown, 2012). Berg and Dahlberg (2001) 

identified this ‘developed ability to use ones senses’ as a characteristic of 

midwives. Downe et al. (2007) situated this amongst the elements of expert 

intrapartum maternity care. Blaaka and Schauer Eri (2008, p. 347) 

indicated the ability of ‘sensing where a woman is in labour’ as a typical 

midwifery skill. However, to the researcher’s knowledge, no authors have 

previously identified sensing SPL as part of the ability of midwifery care or 

expert midwifery care. This current study also outlines how trust in 

intuition tended to be higher in senior midwives compared to junior 

colleagues, who perceived themselves more inclined to rely on protocols 

while building up their experience.   
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Midwifery intuition as a non-rational process 

Sensing SPL was linked, especially in the Italian AMU, to the presence of a 

‘sentore’, an element that gave midwives a hunch that a situation of concern 

was arising. The ‘sentore’ served as stimulus prior to any clinical evidence 

of SPL for being more in-tune and attentive with the woman and the 

situation of her labour progress. In the literature, this role of intuition, as a 

means to a greater connection between midwife and the woman, has been 

discussed (Davis-Floyd and Davis, 1996; Mok and Stevens, 2005). However, 

what the ‘sentore’ element in this study seems to add is a perspective on 

midwifery intuition as not ‘univocally an internal process’, that completely 

originates from inside midwives, but a dynamism that can also be 

provoked/enhanced by factors coming from the reality external to 

midwives. The influence of external components on midwifery intuition 

seems to suggest the involvement, at some level, of midwives’ use of 

reasoning in the process. It might be worth noting that reason here is 

considered as per the definition by the Italian intellectual Giussani, as a 

human openness to reality in its totality of factors, an awareness of reality 

organically related to one’s entire self (Giussani and Zucchi, 1997). In this 

sense, the use of reasoning equals not that reductive use of rationality or 

logic frequently opposed to intuitive emotions or spiritual insights (Davis-

Floyd and Sargent, 1997; Parratt and Fahy, 2008). It rather recalls the 

concept of intuition as a ‘non-rational’ (vs irrational) process argued by 

Bastick (1982) and Parratt and Fahy (2008). Ultimately, the ‘sentore’ could 

be seen as a midwifery connector between the internal feelings of the 

midwife and external reality of the woman. 

In this current study, midwifery intuition appeared mainly involved in the 

process of recognition of SPL, rather than in areas of midwifery decision-

making as suggested by authors (Muoni, 2012; Jefford and Fahy, 2015). 

Moreover, sensing or using intuition was not presented as a spiritual 

process (Davis-Floyd and Davis, 1996; Prembroke & Pembroke, 2007). 

Unlike what was observed in Davis-Floyd and Davis’ study (1996) on the 

use of intuition amongst independent midwives, participants in the current 
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study considered intuition to be fallible and did not question whether they 

really used intuition if proved wrong. This possibility of a fallacy of intuitive 

insights has been recognised by Bastick (1982 cited in Davis-Floyd and 

Davis, 1996) as one of the multiple facets of intuition.  

Seeking objectivity through the relationship with the woman 

In the current study, midwives sought objective confirmations of the 

occurrence of SPL revealing midwives’ incomplete trust in intuition, as well 

as the presence of an ‘intrapartum uncertainty’ regarding the boundaries 

between normal and abnormal (Page and Mander, 2014). One strategy 

endorsed by midwives to deal with this uncertainty of making an objective 

judgment on SPL was to seek answers within the relationship with the 

woman. Within this relationship, midwives looked at the woman’s history, 

observed her body and uterine activity, her behaviour, her relationships in 

the environment, paid attention to any visible signs of abnormalities and 

sought the woman’s perspective. Midwives utilised, though in a variable 

manner, a plethora of methods such as abdominal palpations (Stuart, 2000), 

identification of the ‘purple line’ (Byrne and Edmonds, 1990; Hobbs, 

1998;Shepherd et al., 2010), change in women’s vocalisation (Kenner, 

1993) for the assessment of labour progress. Strategies around which there 

is still a surprising dearth of research (Walsh, 2012).  

The current study also identified that, ‘staying with the woman’ was 

necessary to grasp maternal cues of SPL. This meant ensuring a certain 

quality of midwifery presence in the room, a ‘special way of being there or 

being with the other person’  (Pembroke and Pembroke, 2008, p.321). 

Pembroke and Pembroke (2008) outlined how only a ‘relational presence’, 

attentive and receptive, is able to grasp what ‘is really significant about the 

other’, information that could not be attained from a superficial observation 

(p. 323). The current findings show the approach of ‘being with’ women as 

opposed to ‘doing to’- often illustrated in the literature as a tenet of the 

midwife-mother relationship in midwifery care (Dickson, 1997; Fahy, 1998; 
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Kennedy, 2000; Hunter, 2002; Walsh, 2006, 2012; Hunter and Segrott, 

2014) as crucial also in the specific context of SPL. 

Seeking objectivity through conflicting paradigms 

Findings show how midwives mostly relied on vaginal examinations and 

recordings on partograms as the ‘real’ means for achieving an objective 

judgment on SPL. This confirms the midwives’ perception of vaginal 

examinations as a pivotal means for assessing labour progress in maternity 

services (Cheyne et al., 2006; Freeman et al., 2006). In the current study, 

certainty of SPL appeared to be related to the presence of two identical 

findings in two consecutive vaginal examinations together with the crossing 

of the action line on the partogram. Actually, an anticipated third 

examination seemed to represent, if findings still resulted unchanged, the 

definitive proof of an arrest of labour for numerous midwives. Interestingly, 

midwives mentioned the finding concerning the descent of the foetal head 

less frequently than the cervical dilation rate, although the former 

parameter was always considered; this seems to indicate a dominance of 

the dilation parameter within the assessment. 

Interestingly authors have found little credit given to vaginal examinations 

by independent midwives in non-hospital settings (Winter, 2002). This 

suggests that practising midwives are not adopting a standard midwifery 

approach for assessing labour progress and practice can be variable and 

controversial. In the current study, midwives recognised the existence of 

variations and how their use of competing paradigms and approaches 

generated conflicting feelings. For example, conflicts were based on the 

acknowledgment of vaginal examinations and adoption of partograms as 

practices which routine use is not supported by evidence ( Lavender et al., 

2012; Downe et al., 2013), appears disrespectful to women, and more 

typical of a medical model. However, across cases, many midwives were 

reluctant to abandon these practices feeling, for example, the need of the 

visual aid offered by the partogram. This scenario which is emerging from 

the current research confirms that midwives often deal with, and move in a 



 

227 
 

continuum between two different beliefs systems (Blaaka and Schauer Eri, 

2008).  

7.2.3 Unravelling complexity: midwives’ understanding of the causes 

of SPL 

Recognising causes and categorising SPL 

The midwives’ recognition of SPL was never followed by an immediate 

midwives’ performance of interventions, rather by a tentative identification 

of the causes behind the problem. For participants this meant trying to 

unravel the complex relationships between causative factors typical of 

labour dystocia (Simkin and Ancheta, 2011; Walsh and Evans, 2014). 

Attempting to identify a precise cause, amongst the many intertwined ones 

that could account for the poor labour progress that was being observed, 

appeared to be challenging for midwives. This challenge has also been 

recently outlined by guidelines (World Health Organisation, 2014). This 

struggle appeared to be reflected, for instance, by the difficulties midwives 

had in categorising the different manifestations of SPL when filling 

transfers, audit forms or providing reports. Having to fit cases into standard 

categories as suggested by the organisation, for facilitating the clinical 

governance, midwives made often arbitrary decisions concerning the 

diagnostic differences between one type of dystocia recorded and another 

(Neal et al., 2015b). However, participants in the current study also seemed 

to suggest the use of few/dichotomous categories, such as functional vs 

mechanical dystocia, as unlikely to reflect adequately the aetiological 

differences between cases of SPL, thus the ‘uniqueness’ of labouring women 

with SPL. Throughout the years, authors have suggested different 

terminologies informed by what was considered the primary cause of SPL; 

these includes definitions such as ‘emotional dystocia’ (Simkin and Ancheta, 

2011) or ‘organisational dystocia’  and, ‘failure to wait’ (Dekker, 2013). The 

current study poses questions on how to best categorise SPL in order to 

meet the need for standardisation connected to organisational and research 
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purposes but also to allow an immediate understanding of the different 

causative mechanisms that can characterise the different cases of SPL.  

The perception of a different relevance and complexity between mechanical 

and functional dystocia 

Across cases, medical participants and junior midwives tended to 

emphasise mechanical problems as causes of SPL. Conversely, senior 

midwives considered these factors to be less involved in the overall 

causative mechanisms of SPL. This can probably be connected to a gradual 

abandonment of a mechanistic view of the body, more typical of medical 

knowledge (Wagner, 1994, 2001; Davis-Floyd, 2001; Teijlingen, 2005; 

Hunter, 2006) in more expert midwives. Mechanical problems were 

primarily related to foetal characteristics, such as malposition or 

malpresentation, while cephalopelvic disproportion were less frequently 

recognised as a cause. This prevalence of malposition and malpresentation 

as causes of mechanical dystocia was confirmed by the documentation 

available in both sites and aligns to the data reported in the literature (Rowe 

et al., 2012). Midwives seemed also to perceive the cases of SPL due to 

mechanical problems as considerably less complex than those 

characterised by anomalies of contractions in absence of mechanical issues. 

The midwives’ perception of SPL due to anomalies of the uterine activity as 

more complex than obstructed labours has not emerged in previous studies. 

This current study suggests that this greater complexity is related to a 

greater number of intertwined factors that could be more difficult to 

identify in cases of a functional dystocia.  

Maternal exhaustion as a crucial component in causing SPL 

Maternal factors appeared to have a pivotal role within the possible 

interconnected causes of SPL. Interestingly, midwives showed relatively 

little consideration of pre-existing maternal factors, such as obesity, height 

or age, normally reported to be risk factors for dystocia (see Zhang et al., 

2007; Berghella et al., 2008; Cedergren, 2009; Bogaerts et al., 2013; Ferrazzi 

et al., 2015). Conversely, great relevance was ascribed to maternal 
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intrapartum conditions (i.e. dehydration) and psycho-emotional factors. 

This however, might not indicate a lack of midwives’ awareness of the 

importance of pre-existing maternal factors, rather a focus on those 

mechanisms that appeared to be more challenging.  

Findings of the cross case analysis revealed the theme of maternal 

exhaustion to be dominant. Dehydration appeared to be a relevant risk 

factor (see Simkin and Ancheta, 2011; King and Pinger, 2014) while 

controversies emerged amongst participants concerning the role of fasting. 

O’Sullivan et al. (2009) illustrated the conflicting views existing in the 

literature concerning food intake in labour and concluded by excluding the 

role of food consumption in affecting labour progress. Other important 

contributors to physical exhaustion, and in turn, to the development of SPL, 

appeared to be women’s tiredness and fatigue. Only a few authors have 

hinted at maternal problems with resting/sleeping as factors related to 

labour length (Lee and Gay, 2004); however, midwives in this current study 

were interested in the quality and quantity of maternal sleep in relation to 

SPL. 

In the current study, early labour emerged as a crucial phase for the 

generation of maternal physical and psychological exhaustion. Prolonged 

early labour was related to bodily and mental exhaustion especially at the 

English site. The relationship between the prolonged latent phase and SPL 

is controversial in the literature. According to Friedman (1983) a prolonged 

latent phase is not associated with a subsequent development of dystocia. 

Counter evidence suggested a causal relationship between prolonged early 

labour and SPL (Chelmow et al., 1993; Dencker et al., 2010), but the quality 

of the studies involved have been questioned (Walsh, 2000; Royal College 

of Midwives, 2012). Simkin and Ancheta (2011) and Ekelin et al. (2015) 

reported maternal exhaustion as a possible cause of a prolonged early 

labour. However, the impact of prolonged early labour on the following 

phases ultimately remains unclear (Austin and Calderon, 1999; Greulich 

and Tarrant, 2007; cited in Royal College of Midwives, 2012).  
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The current study offers an original contribution to the debates on the role 

of (prolonged) early labour phase and SPL. Indeed, a number of midwives, 

especially from the Italian AMU, considered maternal exhaustion to be also 

connected to a woman’s negative way of coping with early labour regardless 

of the length of this period. Exhaustive mechanisms included: women’s 

struggle in finding ‘their way’ of coping with the latent phase; the presence 

of misleading expectations (often originating from the media); lack of 

preparation to the birth event, and an inability to stay with the natural 

rhythms of early labour. All these types of factors were perceived as 

responsible for a non-physiological depletion of mental and physical 

energy, resulting, in a slowing of labour. Hence, findings, suggest 

preparation to birth event and experience of early labour, independently 

from whether it resulted in prolonged time, as a key aspect to consider for 

the prevention of SPL.  

The unsupportive environment 

Midwives frequently mentioned individual characteristics of the women’s 

birth partners, or birth attendants, being causes of SPL. Labour progress 

appeared hindered by the presence of unsupportive people regardless of 

them being the fathers-to-be, relatives or friends; although fathers, being 

normally present as companions, were frequently mentioned. Midwives’ 

perspectives outlined the problem of continuous support in labour. 

Continuous support in labour has been associated with positive effects 

including a higher likelihood of spontaneous vaginal birth and shortening 

of the duration of labour compared to non-continuous support (Hodnett et 

al., 2013). These effects have been mainly explained with women’s 

reduction of anxieties, fears (all adrenaline-mediated factors) in favour of 

an enhancement of oxytocin release (Klaus et al., 1986; Moberg, 2003; 

Uvnäs-Moberg, 2015). Midwives in the current study, thus, showed the 

counter side of these mechanisms, arguing the lack of continuous support 

and/or presence of anxious, unsupportive partners as a trigger for maternal 

anxiety, excessive adrenaline discharge, and discouragement. Midwives did 

not mention nor seem to credit other possible hindering aspects that 



 

231 
 

authors connected to the woman-birth partner relationship, such as 

possible restrictions made by partners on women’s mobility, freedom to 

express emotions or ask for help (Goer and Romano, 2013). This could be 

partly explained by the fact that these situations seemed unlikely to occur 

in the context of birth centres.  

Midwives also perceived themselves as possible contributors to an 

unsupportive environment. Anderson (2000) also outlined the difference a 

‘skilled and sensitive’ midwife can make in the birth scenario by creating an 

atmosphere where women can ‘feel safe enough to let it go’. Participants in 

the current study also perceived features such as midwife’s lack of empathy 

and compassion, in the midwife-mother relationship, to be factors able to 

contribute to the onset of SPL. In this sense, Uvnäs-Moberg (2015) argued 

that professionals’ excessive control, lack of empathy, or even rudeness, can 

slow down the birth process. Conversely, professionals’ kindness, empathy 

and supportive behaviours trigger an optimal oxytocin release. The 

relevance of a ‘lack of synergy’ between the midwife and the woman, and 

sometimes also with her birth partner(s) in the aetiology of SPL, indicated 

by midwives across cases, also appears to be suggested in the work of 

Ragusa et al. (2016). In their prospective study, the authors investigated the 

differences between what they called a ‘comprehensive’ management of 

dystocia and the standard one adopted in an urban hospital. Interestingly, 

the alternative management included the change of the midwife in charge, 

where the midwife-mother relationship appeared to be non-optimal, 

revealing the authors’ consideration of a problematic midwife-mother 

rapport in the causative mechanism of dystocia.  

Inappropriate practices as cause of SPL 

Findings in the current study suggested the adoption of 

inappropriate/misleading practices as possible causes of SPL. Midwives 

outlined the importance of avoiding early use of certain practices including 

an early start of the partogram (practice associated with a misdiagnosis of 

labour), of ARM (if used) or even an early woman’s immersion in water. 
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Downe (1999) indicated the problem of starting the partogram too early as 

a well-known issue. The relationship between an early immersion in water 

(i.e. prior to 5 centimetre of cervical dilation) and a prolonged labour was 

suggested by Eriksson et al.(1997), though these findings are controversial 

as they are based on a small pilot study and conflict with findings reported 

by other authors (Cluett et al., 2004). Midwives seemed to consider early 

water immersion as an aid for labour progress only in cases of high 

maternal stress and anxiety; in that context the relaxing properties of water 

were seen as facilitators of woman’s rest and in turn of labour progress, 

(Eriksson et al., 1997; Odent, 1997; Simkin and Ancheta, 2011). The current 

case study highlights the possibility of iatrogenic causes of SPL (Simkin and 

Ancheta, 2011) even in contexts with low rates of interventions such as 

MLUs. 

7.2.4 Midwives’ clinical management of SPL 

Avoiding transfers or giving the woman the best chance? 

In the current multiple case study, midwives utilised all their skills in order 

to overcome SPL and assisting the birth in the MLU. However, findings 

showed the possibility for midwives of being dominated in their approach 

by two main different preoccupations: giving the woman the best chance or 

avoiding transfers to the host unit. This research suggests these elements 

to coexist in each midwife and midwife-led setting and that care can be 

informed by what component results predominant. While in ‘giving the 

woman the best chance’ there is an evident focus on the woman and trust 

in her capacity to give birth, in line with a holistic paradigm (Davis-Floyd 

and Davis, 1996), the preoccupation related to avoiding transfers 

illuminates the struggle that midwives can experience in having to deal with 

pressures coming from the organisation. These pressures included avoiding 

transfers in order to ensure MLU to have the ‘numbers’ to justify their 

existence but also to avoid criticisms from the host unit. Similar dynamics 

have been reported in other works regarding MLUs (Deery et al., 2010; 

McCourt et al., 2014).   
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The non-standardised midwifery management 

Midwives did not really embrace a standard management to SPL, if by 

‘standard’ it is intended as ‘an agreed way of doing something’ (The British 

Standards Institutions, 2016). Indeed, regardless of the relevance of the 

phenomenon and the presence of a system of clinical governance to support 

practice with protocols in both sites, both midwifery teams did not agree 

collectively, nor had in mind a set sequence of actions to perform in case of 

SPL. This contrasts with the hospital practice where professionals usually 

conformed to a standard (medical) management of dystocia whose features 

appeared clearly stated and sequentially ordered.  

In this study, midwives recognised not only their understanding but also 

their practical management of SPL being modified when they moved from 

home or hospital to practice in the birth centre. Findings of this study, thus, 

outlined that the midwifery management of SPL can take different forms in 

different contexts. They also illuminated a level of variability of midwifery 

management within the same MLU. Moreover, this study shows inter-

professional variations also concerning the same approach. Evidence of this 

included midwives’ different accounts of the technique for nipple 

stimulation or recommendations regarding the specific food and drinks to 

suggest for enhancing labour progress. Variations in practice were at times 

viewed as positive, associated with expressions of individualised care and 

of the richness of midwives’ individual knowledge and expertise. They were 

also seen as a negative sign of a possible flaw in midwives’ translation of the 

model and ethos of the birth centres.  

Despite individual differences in terms of interventions adopted, findings 

showed the midwives’ management to have typical patterns across cases. 

All midwives, in fact, first reflected on the causes of a SPL in the woman and 

then tailored their interventions to respond to them based also on their 

previous experience. English midwives used to set a comprehensive plan in 

advance and document it on the woman’s record, while the Italian midwives 

seemed to clarify their strategy along the path and document interventions 
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uniquely at the time/after their occurrence. This difference appeared to be, 

at some level, connected to cultural differences. Having a structured, though 

flexible approach to clinical problems appeared to be more typical of the 

English culture and system than the Italian one. However, this can be only 

tentatively inferred by the current research.  

Turning problems into solutions 

The midwifery management seemed to act on SPL by intervening on the 

multiple levels of its complex system. Midwives mostly used the same 

factors that appeared to be involved in the causative mechanisms of the 

problem as resources for its resolution. These midwifery interventions, 

involved the woman herself, her birth partner(s), the environment and the 

interactions that played out within it. By recognising the causal factors’ as 

potential interventions for resolution, midwives seemed to express, at some 

level, a salutogenic approach (see Downe and McCourt, 2008, pp.19–23).  

In the salutogenic model, the capacity to use the available resources is 

pivotal, it requires the consideration of the whole situation, in order to 

move a pathological condition to a healthy one in the ‘disease/health’ 

continuum. This may also defined as ‘sense of coherence’ (Antonovsky, 

1996; Lindstrom, 2005; Downe and McCourt, 2008). In this perspective, 

midwives appeared to consider possible risk factors as possible ‘salutary 

factors’ (Antonovsky, 1996, p.14), elements to enhance or restore the 

physiology of the woman’s labour progress. Examples of that might include 

the presence of birth attendants perceived by midwives in the current study 

as both a source of interference, thus of hindrance, but also of support, thus 

part of the solution. The importance of adopting new41 paradigms, including 

the salutogenic ones, for approaching SPL has been recently remarked by 

Schmid (2014). As mentioned, midwives, tended to act on the various 

components (e.g. relationships, environment, bodily needs) of that complex 

                                                        

41 Here the term ‘new’ means diverse from traditional medical-technocratic paradigms.  
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system underlying a woman’s slowing of progress and not with a sole 

element (e.g. contractions). The reductive focus on one or few parts of the 

connected and interacting elements is unlikely to bear fruit, both in 

understanding and in resolving problems within a complex system (Ackoff, 

1980; Merry, 1995; cited in Downe and McCourt, 2008). ‘Change as opposed 

to stasis’ has been indicated as a feature of ‘effective dynamic system’ 

(Downe and McCourt, 2008, p.16); however, the actual effectiveness of the 

midwifery dynamic approach was not part of the current study and cannot 

be appropriately inferred from findings.  

7.2.5 A relationship-centred care 

Relationships as component of midwives’ clinical management 

The midwifery management was focused on the needs of the woman (and 

the baby) providing a woman-centred care. Woman-centred care in 

midwifery has been defined as a philosophy, founded on respect of the 

woman and recognition of her value, that sees the relationship between the 

woman and the midwife as key for all aspects of care (Fahy, 2012). 

According to Fahy (2012, p.150) the midwifery woman-centred approach: 

 focuses on a woman’s health needs, her expectations and 

aspirations; 

 encompasses the needs of the woman’s baby, and includes the 

woman’s family, her other important relationships and community, 

as identified and negotiated by the woman herself; 

  is holistic in its approach and recognises each woman’s social, 

emotional, physical, spiritual and cultural needs, expectations and 

context (as defined by the woman herself); 

 recognises every woman’s right to self-determination in attaining 

choice, control and continuity of care from one or more known 

caregivers; 
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 recognises every woman’s responsibility to make informed 

decisions for herself, her baby and her family with assistance, when 

requested, from health professionals; 

 is informed by scientific evidence, by collective and individual 

experience and by intuition; 

 aims to follow each woman across the interface between 

institutions and the community, through pregnancy, labour and 

birth and the postnatal period so all women remain connected to 

their social support systems; the focus is on the woman, not on the 

institutions or the professionals involved; and 

 includes collaboration and consultation between health 

professionals. 

Many of the above elements characterised the midwifery care explored in 

the current study and some appeared to be only rhetorically affirmed. 

However, midwives in the current study seemed to extend their approach 

from this woman-centred to a relationship-centred model. The 

relationships that midwives had, built and/or used not only with the 

woman but with all the factors in the context appeared to be paramount in 

order to deal with SPL.  

According to Beach et al., (2006, p.S3), relationship-centred care (RCC) ‘is 

an important framework for conceptualising health care, recognising that 

the nature and the quality of relationships are central to health care and the 

broader health care delivery system’. Smith et al. (2010, p.130) added on 

this by arguing that RCC is ‘a way in which healthcare settings value, act on 

and sustain relationships that form the context and basis of care’. Unlike 

other frameworks, such as the ‘midwifery partnership’ one (see Guilland 

and Pairman, 1995; Pairman et al., 2010), the RCC model recognises, as 

fundamental relationships, not only the ones that occur between women 

and midwives, but also the relationships between them and the women’s 

significant others, between them and the other health care professionals, 

between the healthcare professionals and so on.  
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In the current study, midwives used the relationships they had built in the 

environment as a component of their care of SPL. In fact, midwives 

recognised and/or mentioned explicitly the traditional partners of the RCC 

(i.e. the woman, the birth attendants, the clinicians/colleagues) as allies in 

their management. However, in both MLUs, other factors, beyond 

individuals, such as time, ambience, and institutional elements were also 

seen in the midwives’ therapeutic alliances. For instance, midwives 

interacted with time by patiently just letting it pass, or transforming it into 

a relaxing factor in order to manage SPL. It might be argued that relational 

factors, such as time, cannot have a participation in midwives’ relationships 

equal to that of people, as for instance they cannot ‘appreciate the 

importance of their relationships with one another’ as partners in RCC are 

described to do so (Beach et al., 2006, p.S3). However, findings such as those 

regarding midwives manipulating partograms to allow women to have 

more time can suggest that midwives had to respond to the time factor in 

their interaction and did not simply act on it. In other words, this current 

study suggests midwives to have a RCC, in which they use relationships with 

animate and inanimate objects as part of their approach, but recognises that 

the factors involved in midwives’ interactions are not all equal partners. It 

is worth noting that midwives did not refer to the baby as an ally, which is 

probably indicative of them seeing the baby as an extension of the mother. 

However, this research suggests that the baby should be taken on some 

level into account in a RCC model as, for example, midwives’ approaches 

were often informed by the reaction of the baby to the interventions used. 

Findings suggest the ability of building therapeutic rapports to be central, 

confirming ‘the capacity to form effective relationships [as] ‘essential to 

good clinical care’ in the RCC model (Suchman, 2006, p.S40).  

The midwives’ relational decision-making  

The novel use of a case study approach in the current exploration 

illuminated the midwives’ decision-making process throughout all the 

different aspects of SPL care. These included the judgment on the 
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occurrence of a rest or an arrest, the identification of a principal cause, the 

best practical approach to adopt or the necessity of a transfer to the host 

unit. In all these areas emerged the influence of many factors that authors 

previously have indicated, such as the midwife’s individual characteristics 

(i.e. knowledge, beliefs, attitude, experience, trust in physiology) (Siddiqui, 

2005; Everly, 2012; Wiklund et al., 2012) and power (Blix-Lindström et al., 

2008), the woman’s preferences and the birth attendants’ behaviour 

(Everly, 2012), the team and inter-professional relationships (Everly, 2012; 

McCourt et al., 2014), institutional factors (i.e. policy, guidelines and 

protocols), the birthplace and model of care (Freeman et al., 2006; Everly, 

2012). Findings of the current research showed also choices used for 

‘desperation’ or as ‘last resort’, elements that appear to be not evident in 

previous literature.  

Having the opportunity in the current study to observe how these elements 

interacted in the whole process, meant being able to see how relationships 

not only served as a component of midwifery management but also 

informed the whole process of midwifery decision-making related to SPL. 

As a result this study, supports  Noseworthy et al.’s (2013) suggestion for a 

more relational model of midwifery decision-making. 

Findings of the current multiple case study, suggested that in each case of 

SPL relational factors and their interactions could vary significantly. It was 

how the interactions themselves worked together that provided the 

platform which resulted in empowering or disempowering midwives as 

decision-makers. However, it also indicates that it is pivotal to understand 

the power dynamic of each relational factor within the network of 

interactions. Whilst the power of some relationships, including the 

midwife-woman and midwife-partners ones, were recognised to be 

powerful by midwives, participants seemed to ignore or underestimate the 

power of other factors, such as the spatial and configurational layout of the 

units. It has been previously identified in this thesis how the round shape of 

the Italian AMU compared to the boxed space of the English FMU seemed to 

contribute in creating different platforms of inter-professional sharing and 
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decision-making. The important role of space in the relational dynamics 

informing health care has also recently been outlined by the Italian 

architects Setola and Borgianni (2016). Authors interestingly introduced 

the term ‘relationability’ (Setola and Borgianni, 2016, p.236) to indicate this 

property of the spatial layout of determining the relationships occurring in 

a context.  

7.3 Conceptualising midwives’ approaches to SPL in birth 

centres 

In the light of the findings of this study, the midwifery approach to SPL in 

birth centres appears to be a complex and dynamic system. As all systems, 

it is composed by elements whose single properties may not account for the 

properties of the approach as a whole (McCourt, 2005). As all complex 

systems, processes appear never linear, but dependent on a ‘web or 

network of interconnections’ (Downe and McCourt, 2008, p.15). 

Furthermore, the fact that each factor can have a different weighting in 

informing and influencing the manifestation of midwives’ approaches to 

SPL in the birth centres highlights the dynamic component of this system. 

According to this research, the weight of each factor involved in generating 

midwives’ approaches to SPL in MLUs cannot be defined a priori, it can only 

be understood empirically. This is crucial as the cross case analysis, for 

example, showed how contextual-institutional factors, such as the 

guidelines and protocols in use, or the characteristics of the interface with 

the host unit, appeared highly powerful in informing what was observable 

of midwives approaches in the Italian site. Yet, the same factors had a 

different weight in the English site where midwives’ confidence appeared 

to be frequently the foundation of midwives’ behaviour.  

The conceptualisation of midwives’ approaches to SPL as a complex 

dynamic system, hence, outlines the midwifery approach as a complex 

reality composed by a network of interactions and multiple strata. It also 

suggests that components of these strata might move between layers and 

elements belonging to the ‘real’ stratum of the midwifery approach in one 
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case could lay in the actual layer in another, depending on the dynamics 

occurring in a context. This study identifies some recurrent key factors such 

as individuals’ characteristics (i.e. the woman’s, the midwife’s, the partners’ 

ones) or interpersonal rapports (i.e. woman-midwife, midwife-team 

partner, midwife-hospital staff relationship) or contextual factors (i.e. 

institutional policies, organisational and broader culture) able to influence 

the approaches adopted by midwives for dealing with SPL. In the light of the 

current research these factors need to be always considered at some level 

in further investigation in this area.   

7.4 Strengths and limitation of this study 

The limitations of this study include first of all the absence of users’ 

perspectives (i.e. women and families) in favour of a midwifery one. The 

voice of women and partners was interpreted through a midwifery lens 

which might not reflect the women’s experiences. The current study also 

lacks in providing another important perspective in the context of SPL in 

MLUs, that is, the perspective of the host unit staff. Although insights were 

tentatively sought through the involvement of a few lead doctors.  

Moreover, the contexts of the investigation chosen may only be relevant to 

other western cultures. The phenomenon of SPL, the characteristics of 

women and attendants, of midwives and midwifery approaches are likely 

to differ in different areas and societies of the world and important 

perspectives will undoubtedly have been missed.  

Both the qualitative and case study approach are renowned for being likely 

to produce an overwhelming amount of data. This study comprises issues 

normally acknowledged as limitations of qualitative research. Such as the 

necessity of making an arbitrary selection of material, being impossible to 

present in one final product only the entirety of insights achieved through 

the qualitative enquiry. 

There are several strengths that can be identified in the current research. 

This study contributes to midwifery research, both from a methodological 
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and topical point of view. The use of the case study is increasing in 

midwifery research but is still not frequent, and the current multiple case 

study can be used by authors as another platform to be considered.  

Interesting methodological components of this multiple case study include 

the choice of an issue rather than individuals as cases and the presentation 

of findings in the form of narrative assertions. Given the adoption of a case 

study approach, findings are supported by multiple sources of evidence. 

Moreover, the presence of multiple cases and the performance of a cross 

case analysis gave the opportunity to capture universal features of the 

midwifery approach to SPL, as well as differences related to specific 

contexts.  

This study also shows the relevance of adopting a CR approach as an 

underpinning philosophical approach in midwifery research. The 

exploration of midwives’ approaches to SPL benefitted from the use of a 

critical realist lens, by seeking the possible mechanisms underpinning 

visible empirical phenomena, keeping the researcher’s mind open and 

critical and providing an in-depth knowledge of a complex issue. Another 

strength of the current work is that it offers cross-cultural perspectives, an 

element that is highly suggested but still infrequent across all forms of 

midwifery research.  

7.5 Final reflexive accounts  

This thesis not only narrates an exploration of midwives’ approaches to SPL 

in birth centres but it also represents a passionate doctoral journey. For this 

reason, in concluding this chapter some final reflexive accounts will be 

made by returning to the researcher’s ‘I’ voice, which was also present at 

the beginning of this manuscript. I started the current journey desiring to 

contribute to midwifery knowledge, research and practice on the topic of 

approaches to SPL. What I did not know at the beginning of this path was 

how informative the whole research process would have been to me and 

the impact I would have on the research process itself.  
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This research has given me the opportunity of seeing different contexts, 

models of care and encountering different cultures. I entered familiar places 

as a stranger and stranger places became familiar, I experienced many of 

the dilemmas anticipated for being at the same time an insider and an 

outsider in this research. Given my professional background, avoiding 

judgments on professionals’ decisions and behaviour was hard at times. The 

reflexive attitude and the strong focus on keeping an ethical conduct in this 

research was pivotal. Many times I was amazed and surprised by the 

insights offered by participants; other times I experienced difficult 

interactions with midwives appearing resistant to disclose their 

perspectives. I relied also on my body language to find a way to enter in a 

communicative relationship with participants, for instance making 

attentive choices on my look during the fieldwork or reflecting on where I 

positioned myself during the interactions.  

This study led me to face also several challenges related to language. Several 

times and at different levels I have felt the struggles connected to 

communicating in another language. Often I found equally fascinating and 

frustrating my search for the best ways of communicating what I wanted, 

whether this regarded the interaction with participants, with supervisors 

and peers or the matter of writing. On many occasions I have had to deal 

with the unexpected in several forms, including the death of a dear friend 

during data collection (who manifested how greatly a man can live and die 

when dominated and fulfilled by love). As well as the necessity of going back 

to clinical practice whilst writing the thesis and coping with the changes 

that occurred in my Italian context since I first moved to England to start 

the PhD programme. These challenges have informed me as a person and 

as a researcher, as I had to use all my resilience (and bring it at unexpected 

high levels), manage time more efficiently, keep myself focused on the task, 

seek help. At the end of this doctoral journey not only has my knowledge 

and expertise in the field increased but also the self-awareness of my 

strengths and limitations.  
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I conducted this research to answer a personal curiosity and to offer a 

contribution to the midwifery community for the benefit of women, babies 

and families, and valuing the work of midwives, health care professionals, 

and of all those committed to supporting and providing the best possible 

care in maternity services. I enjoyed conducting this research, I suffered its 

challenges, I appreciated the lessons it provided, became stronger, and 

loved the discoveries it allowed. Concluding, the final result of this doctoral 

work is an original exploration on a complex topic and a research journey 

intensively lived. 



 

244 
 

8 CONCLUSION 

This study offers many original insights into midwives’ approaches to SPL 

in birth centres. It demonstrates the presence of universal midwifery issues, 

as well as of the uniqueness of individual experiences of approaches to SPL 

in birth centres. This insight was possible for having explored midwives’ 

approaches to SPL in two different models of MLUs, embedded in two 

different socio-cultural systems using a multiple case study approach.  

The underpinning critical realist standpoint was crucial in illuminating the 

different levels and facets of the complex phenomenon of interest. The 

knowledge of the midwifery approach to SPL in birth centre gained by 

triangulating information, and seeking to identify the mechanisms behind 

behaviours in this study offered a platform for deeper understanding that 

was lacking in literature.  

The current research confirms what seemed to emerge from the historical 

review conducted, that is, that much of the current problems connected to 

SPL originate from decades of technocratic approaches to childbirth. At a 

certain point in the history, the whole and unique process of labour and 

birth was fragmented into single components, and the woman’s care, at the 

most, became the care of the several aspects of her labour (i.e. the physical, 

the psychological, the social aspect). In the current study midwives adopted 

or attempted to adopt a holistic approach to SPL. This holistic perspective 

appeared to be required by the complexity of the phenomenon of SPL, but 

also by the midwifery model endorsed in the birth centres. However, on 

occasions midwifery paradigms (i.e. holistic ones) appeared to co-exist with 

elements of the technocratic/medical model. Examples included midwives’ 

consideration of their use of intuition as helpful to ‘sense’ a SPL but not as 

reliable as the use of partogram or vaginal examinations for assessing the 

(ab)normality of a woman’s labour progress and achieving a sound 

diagnosis of SPL. This suggests that the strong midwifery ethos advocated 

in birth centres may not necessarily be translated in the midwives’ 
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approaches to SPL. Moreover, it indicates that midwives may have not 

always found within their model of care real alternatives to the medical 

approach.  

This study reveals how SPL can be identified by midwives as a real issue, a 

constructed problem, or an expression of normality. Distinguishing 

whether behind the manifestations of SPL lies either a physiological rest, or 

a pathological arrest of labour appears to be difficult in the light of the 

findings of the current research, although cues can be gained from the 

relationship with the woman, by observing behavioural characteristics. The 

midwife-woman relationship, as well as the relationships with birth 

attendants, colleagues and all actors and factors in the environment appear 

to be crucial not only for the recognition, but the clinical management and 

the decision-making related to SPL. These kind of findings, show midwives’ 

approaches to SPL to reflect a relational or RCC model. Moreover, in 

midwives’ practical management of SPL, factors that could be involved in 

causing SPL appeared to be perceived also as a potential resource for 

solving it, showing midwives’ perception of risk factors being potential 

salutary factors hinting at a salutogenetic perspective.  

In this research, context appears to be an active element through: creating 

as well as solving SPL; empowering and disempowering midwives, women 

and families; and facilitating or inhibiting the delivery of the best possible 

care. These properties showed that environmental aspects can enhance 

labour with their features (i.e. home-like setting) but also create and 

influence relationships between the actors involved in SPL care with their 

configuration.  

Collectively, hence, contextual factors, individual characteristics of actors, 

and the relationships occurring in the environment appear to be crucial 

components at several levels, of the midwifery approach investigated. The 

current study argues the midwives’ approaches to SPL in birth centres to 

form a complex dynamic system. Within this system, the manifestation of 

midwives’ approaches to SPL at an empirical level is informed by the way 
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the above mentioned primary factors interact and locate at an actual and 

real level. A number of key recommendations for practice, education and 

research can be drawn from the current study. The key ones will now be 

outlined.  

8.1 Recommendations for practice, education and further 

research 

8.1.1 Recommendations for practice 

The current work outlines the relevance of the phenomenon of SPL at 

several levels in maternity services and in the specific context of MLUs. 

Multidisciplinary workshops should be conducted regarding the way SPL is 

conceptualised in the specific service and discussions should include the 

notion of SPL, not only as a pathology but also as a possible individual way 

of labouring for a woman. Within these workshops, after recalling the 

debates and recommendations around the routine use of partograms, 

participants might be provided with different models of partograms (i.e. the 

WHO model, Neal et al.’s graph) to be used to record a same labour progress 

scenario, so as to aid reflections on the different paradigms behind different 

tools adopted.  

Managers and leaders of midwives should evaluate whether the midwives 

who will be allocated to MLUs are familiar with alternative ways to vaginal 

examinations to assess labour progress without taking for granted this skill 

in the midwifery staff. Training sessions, as well as the possibility of 

working in partnership with expert midwives in this area (for at least 6 

months) should be guaranteed to midwives whose knowledge on 

alternative means for assessing labour appears to be lacking.  MLUs should 

be provided by an adequate level of staffing in order to ensure the provision 

of one-to-one care and continuous support; attention should be paid to the 

composition and rotation of staff. 



 

247 
 

The rate of transfers from non-hospital settings to hospitals due to SPL 

should be monitored and reports periodically presented to all members of 

staff. Where present, tensions in the interface with the host unit faced and 

addressed. Possible ways to include a rotation of staff that can ensure a 

continuity of practice in each setting for long period, new allocated 

midwives partnered by midwives more integrated in the midwife-led 

model, and multidisciplinary meetings where typical conflictual 

interactions between units are acted before professionals so as to stimulate 

reflections through art.  

A particular attention should be paid to the antenatal preparation of women 

to the birth event and on the care offered in the early labour stage. 

Healthcare professionals should prepare women and their partners to deal 

with natural times of labour that might differ from standards proposed and 

focus on the overall process. In order to help women and partners to 

understand that different rhythms can be just an expression of individual 

uniqueness, antenatal classes could involve dancing to different styles of 

music (so to experience the impact of different rhythms on body), helping 

participants to focus by using examples from daily life. Examples can 

include activities such as baking, colouring one’s hair (covering grey hair), 

and having a relaxing massage.  

8.1.2 Recommendations for education 

Lecturers should consider wisely the textbooks and other didactic material 

to adopt being them vehicles of authoritative knowledge; choices should 

favour material that can help midwives to move from a technocratic model 

of care to a holistic perspective on labour and its progress. Salutogenetic 

principles should be included in the teaching. Teaching sessions could be 

used to present a comparison between different discourses on labour 

progress in different contemporaneous manuals for midwives. Texts that 

can be used for this purpose in England include Mayes and Myles’ textbook, 

McCourt’s ‘Childbirth, Midwifery and concepts of time’, (McCourt, 2009), 

while in the Italian context the traditional ‘Pescetto’ manual (Pescetto et al., 
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2009)42 and the new ‘La fisiologia della nascita’ textbook (Spandrio et al., 

2015a) could be adopted. All student midwives should be invited to read 

‘the labor progress handbook’ of Simkin and Ancheta (2011) and (in 

absence of the Italian version of this book) key contents of this text should 

be translated in Italian language and offered to student midwives in Italy. 

The book ‘the Roar Behind the Silence’ (Byrom and Downe, 2015) could be 

used to support messages around the influence of fears and culture on 

midwifery practice, the importance of compassion and kindness (thus of 

collaborative and positive relationships) in maternity services, the link 

between support and labour progress and the importance of MLUs as 

context to promote and safeguard internationally in order to nurture the 

midwifery philosophy and practice. This text could also provide students 

with several examples of problems turned into solutions, an approach that 

in this study appeared to be relevant for midwives’ care.  

Future midwives should be trained to have a critical approach to guidelines 

and protocols; students could work in groups, compare different protocols 

and guidelines concerning labour progress/SPL identifying the diagnostic 

criteria, the management and other key recommendations offered, and 

highlight differences and similarities within presentations to be performed 

during teaching sessions. Within this exercise, students could specifically 

look at the presence or absence of elements in line with a midwifery model 

of care vs a medical model of care.   

Midwifery schools should ensure that future midwives have access to the 

whole range of different contexts (i.e. hospital, home and MLUs) as 

placement areas prior to their graduation. Assisting in order to see the 

phenomenon of labour progress and SPL under different perspectives. 

Where specific services are not available locally, national and international 

                                                        

42 Elements of the influence played by the Pescetto manual on the Italian culture 
concerning labour have been discussed by Iannuzzi and Borrelli (2014). 
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placements should be considered. Placements should involve a minimum 

period of 2 months per setting.    

8.1.3 Recommendations for further research 

The case study methodology adopted for the current research could be 

employed for conducting a new multiple case study. Study designs could 

include a multiple case study where single episodes of SPL in a context are 

identified as ‘cases’. Information about the case could be gained by 

triangulating the woman and partner’s perspective, the perspective of the 

midwives in charge and of the hospital team, if any, involved in the 

management of that episode of SPL. Clinical records related to the cases and 

observations could be included in the multiple sources to utilise. This kind 

of design could help elicit the different perspectives on a challenging event 

and see areas of divergences and convergences of information.  

Testing the effectiveness of midwives’ approaches to SPL represented not 

an objective of the current research. Therefore, further research is needed 

in order to understand which amongst the possible different approaches 

used by midwives could be more beneficial for women and families. RCTs, 

for instance, could compare the intake of different types of food and drink 

in cases of SPL and evaluate outcomes that should include indicators such 

as the spontaneous increase of uterine activity, vaginal birth in the context 

chosen by the woman and woman’s satisfaction. This kind of study might 

help in identifying whether specific drinks or snacks could be used as part 

of non-pharmacological treatments of SPL.  

Future studies could build on the current knowledge and in deepening the 

understanding of maternal behaviours in relation to labour progress and in 

particular to SPL. Specific surveys involving midwives practising in 

different contexts of care and different countries could investigate the 

behaviour most commonly related by midwives to a rest period and to an 

arrest of labour progress. This could help in improving the knowledge of the 

means for assessing labour progress alternative to vaginal examination, 
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elaborating on the work done by Duff and the insights provided by the 

current research. 

Finally, further research should be conducted to explore the impact of 

organisational and contextual elements such as geography of MLUs, 

configurational layouts, level and models of staffing, or rotational schemes 

between units on approaches to SPL. In particular, different organisations 

should be compared in order to assess which of these components could 

weight more in giving women the best chance of overcoming SPL, 

facilitating collaborative interactions between professionals and limiting 

women’s transfers from MLUs to the host units. As a starting point, MLUs 

with very high and very low rates of women’s transfers for SPL could be 

compared at a national and international level.  

8.2 Concluding comments 

This doctoral work started with the recognition of SPL as a relevant issue 

for maternal, infant and public health and for maternity services including 

MLUs. At the time of its conclusion the relevance of SPL appears even 

greater. The increasing research on the epigenetic related to childbirth, for 

instance, pushed debates on SPL further suggesting the current global 

epidemic of CS and overuse of interventions, such as augmentation of 

labour, to be potential triggers for genome alterations, and in turn, for 

development of chronic diseases and a great impact on Health and Social 

systems (Dahlen et al., 2013, 2014). Finding alternatives to management of 

SPL leading to such consequences has, thus, become extremely urgent.  

This study contributes to the dearth of research concerning alternatives to 

standard medical management by having explored midwives’ approaches 

to SPL in birth centres. This multiple case study enlightens aspects of SPL of 

labour and of midwives’ approaches to it that were previously obscured or 

unknown, such as midwives’ perceptions of the relevance of the issue of 

SPL, the use of midwifery intuition in the context of SPL, or the relational 
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dimension of midwifery practical management and decision-making 

processes.   

According to findings, individual characteristics of women, birth 

attendants, midwives, colleagues and hospital staff, as well as contextual 

elements and the relationships between factors in the environment 

represent the main components of those underpinning mechanisms that 

shape midwives’ practice. Midwives’ approaches to SPL are, thus, 

conceptualised as the result of a complex and dynamic system dependent 

on the interaction of these factors.  What factors act in whose domain of 

reality (empirical, actual or real) -or in other words, the weight of each 

factor in the dynamic- cannot be defined a priori but has to be discovered 

by looking at the interactions in the context. The current exploration has 

provided novel insights concerning the topic of SPL, as well as on the use of 

case study methodology and CR in midwifery research. It represents, hence, 

an important platform for future investigations.   
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APPENDICES 

Appendix 1: Search Strategy  

Databases used:    

• MEDLINE (OVID 1950)  

• AMED  

• MATERNITY AND INFANT CARE  

• EMBASE  

• COCHRANE LIBRARY  

• CINHAL  

• ASSIA   

Limits:   

Humans, English and Italian languages   

Keywords:  

Slow, poor, delayed, stalled, arrest, progress, failure to progress, 

dysfunctional, prolonged, abnormal, labour, dystocia, dynamic, uterine, 

functional, dysfunctional dystocia, obstetric labour complications, inertia, 

uterine, inefficient, hypotonic, weak, inadequate, contractions, 

augmentation, midwifery, midwives, approaches, treatment, management, 

interventions, non-pharmacological, alternative, complementary medicine, 

complementary therapies, decision, decision making, midwives-led units. 
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Example of search strategy within EMBASE and OVID databases: 

Results Generated From: Embase <1980 to 2016 Week 11> 

 

Set   Search                                                       Results 

-------------------------------------------------------------------------- 

001   exp *midwife/ or midwi*.mp.                                     1833 

002   (slow adj5 progress adj5 labo?r).mp. [mp=title, abstract, he       4 

      ading word, drug trade name, original title, device manufact 

      urer, drug manufacturer, device trade name, keyword]         

003   approach*.mp.                                                 135832 

004   (failure adj5 progress).mp. [mp=title, abstract, heading wor     191 

      d, drug trade name, original title, device manufacturer, dru 

      g manufacturer, device trade name, keyword]                  

005   dysfunction* labo?r.mp.                                           17 

006   management*.mp.                                               115241 

007   3 or 6                                                        233469 

008   2 or 4 or 5                                                      211 

009   intervent*.mp.                                                 93773 

010   1 and 2 and 9                                                      0 

011   limit 10 to english language                                       0 

012   1 and 5 and 9                                                      0 

013   limit 12 to english language                                       0 

014   (inefficient adj3 contractions).mp. [mp=title, abstract, hea       2 

      ding word, drug trade name, original title, device manufactu 

      rer, drug manufacturer, device trade name, keyword]          

015   limit 14 to english language                                       2 

016   (inefficient adj3 uterine adj3 contractions).mp. [mp=title,        1 

      abstract, heading word, drug trade name, original title, dev 

      ice manufacturer, drug manufacturer, device trade name, keyw 

      ord]                                                         

017   3 or 6 or 9                                                   301158 

018   1 and 16 and 17                                                    0 

019   1 and 9 and 16                                                     0 

020   dystocia/ or dystocia.mp.                                        608 

021   1 and 17 and 20                                                   18 

022   limit 21 to english language                                      16 

023   uterine inertia.mp.                                               18 

024   1 and 23                                                           0 
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025   homeopathy/ or herbaceous agent/ or alternative medicine/ or    7894 

       acupuncture/ or complementary alternative medicine.mp.      

026   20 and 25                                                          1 

027   20 and 25                                                          1 

028   limit 27 to english language                                       1 

029   maternity ward/ or birth centre*.mp.                             204 

030   midwife-led unit*.mp.                                              7 

031   20 and 29                                                          3 

032   29 or 30                                                         210 

033   20 and 32                                                          3 

034   limit 33 to english language                                       2 

035   5 and 32                                                           0 

036   exp *midwife/ or midwi* care.mp.                                 352 

037   2 and 36                                                           0 

038   limit 37 to updaterange="emed13(20160303161720-2016031014243       0 

      3]"                                                          

 

Your autoalert was checked against the latest changes but no relevant documents were 

found. 

Total documents retrieved: 0 

 

Results Generated From: 

Ovid MEDLINE(R) <1946 to March Week 1 2016> 

        Ovid MEDLINE(R) <2012 to March Week 1 2016> (updates since 2016-03-02) 

 

Set   Search                                                       Results 

-------------------------------------------------------------------------- 

001   dystocia/ or uterine inertia/                                    374 

002   (dystocia and (functional or mechanical)).mp. [mp=title, abs       7 

      tract, original title, name of substance word, subject headi 

      ng word, keyword heading word, protocol supplementary concep 

      t word, rare disease supplementary concept word, unique iden 

      tifier]                                                      

003   slow progress of labo?r.mp. [mp=title, abstract, original ti       7 

      tle, name of substance word, subject heading word, keyword h 

      eading word, protocol supplementary concept word, rare disea 

      se supplementary concept word, unique identifier]            

004   (slow progress and labo?r).mp. [mp=title, abstract, original      11 
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       title, name of substance word, subject heading word, keywor 

      d heading word, protocol supplementary concept word, rare di 

      sease supplementary concept word, unique identifier]         

005   (slow adj5 labo?r).mp. [mp=title, abstract, original title,       36 

      name of substance word, subject heading word, keyword headin 

      g word, protocol supplementary concept word, rare disease su 

      pplementary concept word, unique identifier]                 

006   failure to progress.mp. [mp=title, abstract, original title,     110 

       name of substance word, subject heading word, keyword headi 

      ng word, protocol supplementary concept word, rare disease s 

      upplementary concept word, unique identifier]                

007   (labo?r and failure to progress).mp. [mp=title, abstract, or      49 

      iginal title, name of substance word, subject heading word,  

      keyword heading word, protocol supplementary concept word, r 

      are disease supplementary concept word, unique identifier]   

008   1 or 2 or 3 or 4 or 5 or 6 or 7                                  512 

009   midwi*.mp. [mp=title, abstract, original title, name of subs    4290 

      tance word, subject heading word, keyword heading word, prot 

      ocol supplementary concept word, rare disease supplementary  

      concept word, unique identifier]                             

010   8 and 9                                                           37 

011   intervention*.mp. [mp=title, abstract, original title, name   165113 

      of substance word, subject heading word, keyword heading wor 

      d, protocol supplementary concept word, rare disease supplem 

      entary concept word, unique identifier]                      

012   8 and 11                                                          67 

013   8 and 9 and 11                                                    10 

014   limit 13 to updaterange="medl(20160302121017-20160309115751]       0 

      "                                                            
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Appendix 2: Study Protocol from the University of 

Nottingham 
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Appendix 3: Letter of sponsorship from the University of 

Nottingham 
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Appendix 4: Ethical Approval from the Faculty of Medicine 

and Health Sciences 
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Appendix 5: Research poster for the users of the maternity 

services where the study was conducted (English and 

Italian versions)  
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Appendix 6: English version of the participants’ 

information sheets (for midwives, manager, head of the 

OU) 

Participant Information Sheet for midwives 
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Participant Information Sheet for manager 
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Participant Information Sheet for doctor 
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Appendix 7: Participant’s consent form (English and Italian 

version) 
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Appendix 8: Examples of processes involved in the within 

and cross-case analysis 

Example from the process of coding (English case) 

 

 

 

 

 

 

 



 

343 
 

Examples from the process of grouping codes and categorising (Italian 

case) 
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Examples from the process of the cross-case analysis towards final 

conceptualisation 
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Contribution of each key factor identified to the assertions made regarding the quintain. O= 
organisation; I= individuals’ characteristics; R= relationships; C= contextual features including socio-
cultural aspects. H indicates high relevance, M medium and L low.  

 

 Assertion 

1 

Assertion 

2 

Assertion 

3 

Assertion 

4 

Assertion 

5 

Factors 
IT EN IT EN IT EN IT EN IT EN 

O H H M M H M H H M M 

I M H H H H H H H H M-H 

R H M H M M L H M H H 

C H H H M H M H M H M 


