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the philoSophy

Short term Scientific mission
(StSm)
a Short-term scientific mission (STSM) is one of the many COST
Action networking tools.
COST is a european framework supporting
trans-national cooperation among researchers,
engineers and scholars across europe.
an Action is a science and technology network open to researchers
and stakeholders, set up to achieve specific objectives within their
four-year duration, centred around the creation, diﬀusion and
application of knowledge gathered.
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Short Term Scientific Missions are exchange visits
between researchers involved in a coSt action, allowing scientists
to visit an institution or laboratory in another coSt country. They
are aimed at fostering collaboration, sharing new techniques and
infrastructure that may not be available in other participants'
institutions or laboratories. StSms are intended especially for young
researchers. They contribute to the scientific objectives of the
specific action.

The Successful applicant

the applicant

The applicant should normally be engaged in a programme of
research and could be a masters or a phd student, someone
who already has a masters or a doctorate, or a staﬀ member in
a public or private institution. They need to be located in a
coSt country that is participating in the action . They must
be planning to undertake the StSm in a host institution
based in a coSt country that is taking part in the action
(and not in their home country).
however, it is possible for an applicant to undertake the
StSm proposed by him in a host country that is outside
europe and in this case the remote Short term Scientific
mission (RSTSM) has to be approved by the central oﬃces
of coSt.

previous STSM grantees may make a second application for
funding. StSm grantees must make their own arrangements
for all health, social, personal security and pension matters.
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the frame

The home & the host institution
They can be organisations in either the public or private sector. an StSm may
only be approved from a home institution in a coSt country of the action to
a host institution in a diﬀerent coSt county of the action.
The applicant must obtain the agreement of the host institution,
before submitting the StSm application.

duration
There is a minimum duration of 5 working days for the proposed StSm. The
maximum is usually up to around three months, always within the time frame
of the operation identified in the proposal and within the period of the
respective action.
for early Stage researchers (less than phd + 8 years) the management
committee may approve an extension to a duration beyond 3 months, but
normally not more than 6 months in total.

financial Support
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The financial support provided by the StSm scheme is intended to cover a
part, but not necessarily all, of the costs of the proposed visit. The financial
contribution for a StSm will be a fixed grant based on the applicant’s budget
request and the evaluation of the application by the StSm assessment
committee. however, the total amount requested per StSm can not exceed a
certain amount based on a set daily allowance and travel cost. advance
payment is not normally possible but made in exceptional circumstances
which require additional special justification.

The players are

you

The host

The e-cost
System

The StSm
committee

The cost
action
grant holder
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the propoSal
The proposal
should be no more than 2500 words and be written using
the following headings:
purpose or aim
objectives
background information
data to be collected
Sample or population
gaant chart or timetable
ethical issues (if needed)
presentation of findings
potential publications

12

further collaborative developments arising from the
StSm

registration & deadlines
The applicant must use the on-line registation tool
(https://e-services.cost.eu/w3/index.php?id=91)
according to the schedules stipulated by the StSm
committee of the relevant action.
The following information has to be provided:
applicant’s data; name, work place, address etc.
The planned dates and duration of the StSm.
information about the proposed StSm: title, short
description, etc.
a short cv.
a requested budget.
bank details.
a formal StSm application has also to be downloaded and sent by e-mail to the StSm co-ordinator
of the action .
The applicant must also send:
a full cv
a letter / invitation of support from the home
institute (including any financial support if applicable)
a letter of acceptance from the host institute of the
StSm

the report
StSm Scientific report
within 4 weeks of the completion of the StSm the
grantee is required to submit to the host institution,
and to the StSm coordinator, a short scientific
report (about 4-10 pages) with the following
information:
purpose of the StSm
description of the work carried out during the
StSm
description of the main obtained results
future collaboration with host institute (if applicable)
future publications (if applicable)
confirmation by the host institute of the successful
execution of the StSm
other comments (if any)
13

before the application
Then, you go for it!
you
look

you h
ave a
n

for a

idea

hos
t

you get the approval
before travelling
communicate with
your host
schedule your activities
buy your ticket
arrange accomodation
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during your StSm
network & collaborate
keep notes

take photos
learn & expand

share

after the StSm
send the
share the report
gains in
network
your
country
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StSm data in a nutShell...
NAME Dates

From

To

STSM Topic

Host

bern university of applied Sci- manifestations of bullying across childbirth ans luyben
ences,bern(ch)
cultures

dr wendy 16/5university of ghent (be)
christiaens 10/06/2011

academie verloskunde maas- medicalisation of childbirth in the nether- ms marianne
tricht universiteitssingel 60
lands: a contradiction in terms or inevitable nieuwenhuijze
6229 er maastricht, nl
trend

1st year

dr patricia 23/5/university of ulster,belfast(uk)
gillen
27/5/2011

dr Janine
Stockdale

13/6trinity college dublin/royal college institute of nursing Science,
17/06/2011 of midwives, dublin(ie)
vestfold university college,
tønsberg(no)

motivation to choose midwifery led care elisabeth
Severinsson

ms tine eri 5/7–
vestfold university college, nor15/7/2011 way,tonsberg(no)

university of ulster, ulster(ie) The childbirth Self-eﬃcacy inventory: a
possible approach to research on early
labour?

marlene Sinclair

dr valerie
Smith

16/01 –
trinity college dublin (ie)
20/01/2011

Sahlgrenska university hospi- vaginal birth after caesarean Section: cul- anneli falk
tal, gothenburg (Se)
ture, character and concerns

carina
bresser

30/01 –
hannover medical school, hannover nat uni of ireland galway
04/02/2011 (de)

butylscopolaminiumbromid for the prevention & treatment of delay in 1st stage of
labour.

ms Susanne 14/5hannover medical School, hannover bournemouth university,
a pilot study to develop an instrument to
edwin van teigrylka20/5/2011 (de)
School of health & Social care, study maternity care in europe cross-cultur- jlingen
bournemouth (uk)
ally
baeschlin

dr claudia 14/5 lucerne university for applied sci- School of health, lancashire
meier mag- 19/5/2011 ences and arts, ch-6002 luzern(ch) (uk)
istretti
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best practice framework for maternity care JSoo downe

NAME Dates

From

To

STSM Topic

Host

dr dencker 03/04 institute of health and care Sciences, School of nursing and midanna
03/12/2013 university of gothenburg, gothen- wifery, trinity college,
burg(Se)
dublin(ie)

midwifery-led childbirth care, exchanging cecily begley
education and practice cultures between ireland and Sweden

dr annette 24-30/3
bernloehr

national guidelines on antenatal care in the katrien
eu: a survey of content and methodologi- beeckman
cal rigour

hannover medical School, midwifery universitair Ziekenhuis
research and education unit,30625 brussel,1090 brussels(be)
hannover(de)

dr Johanna 21/1bern university of applied Sciences, bournemouth university,
luyben
26/1/2013 bern(ch)
bournemouth(uk)

design and cultures of antenatal care provi- edwin van
sion
teijlingen

ms ursula
böhme

migrant women

dr bernie
reid

20/5university hospital Zurich
25/5/2013 ,Zurich(ch)

vestfold university
college,tønsberg(no)

10university of ulster,
14/6/2013 londonderry(uk)

university of iceland,reykjavik developing a discrete choice experiment to helga
(iS)
examine women`s antenatal screening
gottfreðsdottir
choices

ms kleopatra 13university hospital larissa greece,
alamantari- 31/5/2013 larissa (el)
otou

School of nursing and midwifery, dublin (ie)

elisabeth
Severinson

creative thinking and innovative knowledge cecily begley
transfer

dr isobel 15university college dublin,dublin(ie) university of ulster Joran exploration of antenatal care guidelines, marlene Sinclair
maria healy 24/4/2013
danstown campus, belfast(uk) the development and culture of mlus in n.
ireland
ms georgia 13chelsea and westminster hospital
kontosorou 24/5/2013 foundation trust, london(uk)
ms Jette
aaroe
clausen

School of nursing and midwifery,dublin(ie)

university college metropol, depart- university of west buhemia,
ment of midwifery, copenhagen 2200 plezen(cZ)
n(dk)

creative thinking and innovative knowledge cecily begley
transfer
homebirth in europe

ema
hresanova

r e m ot e StSm S
ms michaela 15/01hannover medical School, hannover north-west university, potchef- collaboration on completion of Systematic karin minnie
michel31/01/2013 (de)
stroom, 2520 (Za), South
review on knowledge translation strategies
africa
& intervention
Schuldt
ms olga
gouni

15-26
/1/2014

cosmoanelixis/The hellenic union north-west university, potchef- understanding childbirth culture in South karin minnie
for prenatal & perinatal psychology & stroom, 2520 (Za), South
africa & create optimal maternity care for
africa
african mothers
medicine (el)
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NAME Dates

From

To

STSM Topic

dr anastasia 3/3university of crete faculty of medi- uclan, lancashire, School of pilot study: investigating the use of thertopalidou 10/3/2014 cine, department of orthopaedics and health, lancashire(uk)
mography in midwifery applications
traumatology,heraklion(el)

18

Host
Soo downe

ms francesca 11/11trinity college dublin, - School of
wuytack
15/11/2013 nursing & midwifery, dublin(ie)

Sahlgrenska academy university of gothenburg,
gothenburg(Se)

pregnancy-related pelvic girdle pain: core helen elden
outcomes in practice and research

laura
Zinsser

institutionen fvdvetenskap
ochhsa , geborg(Se)

developing interventions - related to
optibirth

7/10hannover medical school,
11/10/2013 kassel(de)

ms maaike 21/10vrije universiteit, brussel (vub)
fobelets
26/10/2013 1090, Jette be

universita degli Studi genova, development of a maternal standard care
16132 genova, (it)
trajectory in the context of a health economic analysis

dr lucy
frith

16/9university of liverpool,
20/9/2013 liverpool(uk)

university of eastern
finland,kuopio(fi)

mr ramon
escuriet
peiro
dr Joanna
white

28/101/11/201

dr mario
Santos

2/28/2/2014

ms emma
Swift
ms margaret
murphy
dr ema
hresanova

ingela lundgren
Sandra morano

maternity services in england and finland: katri vehvian international comparison
lainen Julkunen

department of health,barcelona(eS) university of central lancashire
mercedes perezpreston pr1 2he, School of
botella
health
6/1centre for research in anthropology, department of health,
reviewing evaluation tools and indicators ramon
10/1/2014 (cria-iul), lisbon(pt)
barcelona(eS)
for maternity care and learning and exchange escuriet
from the norm
cieS university institute of
lisbon, lisbon(pt)

metropolitan university college,copenhagen(dk)

home-birth options, practices and organiza- Jette aaroe
tions in denmark
clausen

3/3hannover medical School,
29/3/2014 hannover(de)
14/3university college cork,cork(ie)
23/3/2014

university of iceland,reykjavik(iS)
university of central lancashire,preston(uk)

helga gottfredsdottir
Soo downe

24/3university of west
30/3/2014 bohemia,plzen(cZ)

university of liverpool,
liverpool(uk)

antenatal clinical guidelines - midwives
perspective on eﬀectiveness
childbirth cultures concerns and consequences: creating a dynamic framework for
optimal maternity care
conceptualizing cultures of maternity and
birth care across europe
knowing midwifery led care initiatives

van teijlingen
edwin

lucy frith

dr leon
15/3larios fatima 6/4/2014

university of Seville,Seville(eS)

university of
bournemouth(uk)

dr patricia
healy

5/59/5/2014

national university of ireland, galway,galway(ie)

queens university
complex data management towards the in- mike clarke
belfast,belfast bt12 6bJ(uk) terpretation of cluster randomised trials.

dr francesca
Scott
dr Sarah
church

24/323/5/2014
17/221/2/2014

amsterdam university college, ams- uclan,preston(uk)
terdam(nl)
The university of
Zurich university of applied
Sciences(Zhaw),Zurich(ch)
northampton,northampton(uk)

a medical humanities approach: The intersection of genre and knowledge transfer
exploring the experiences of migrant midwives in Switzerland

marie-clare balaam
valerie
fleming
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participating
countries
ONE COMMON
THEME
belgium
brazil
canada
china
croatia
czech republic
finland
france
germany

34 Short term
Scientific missions
greece
iceland
ireland
italy
Japan
malta
new Zealand
norway
portugal

Serbia
South africa
Spain
Sweden
Switzerland
Sydney
The netherlands
united kingdom
united States of america
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reportS
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from: univerSity of ulSter , belfaSt (uk)
to: bern univerSity of applied ScienceS, bern (ch)
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m

anifeStationS of bullying

acroSS childbirth cultureS
patricia gillen
ans luyben

Purpose of the STSM
The aim of this Short term Scientific mission (StSm) was to explore the nature and manifestations of bullying
across childbirth cultures through the use of a questionnaire (gillen et al 2007, 2008) that was previously validated with student midwives in the united kingdom (uk). This was the first time that bullying as a phenomenon was explored with student midwives in Switzerland. The intended outcome was to contribute to knowledge
of the organisation of culturally sensitive maternity care with regard to the concept of bullying in midwifery. The
longer term impact will be an improvement in maternity care provision and the health of mothers and their children in modern europe. in this way, it links with coSt action iS0907.

Description of the work carried out during the STSM
in preparation for the StSm in bern university of applied Sciences in Switzerland a plan of action and activity
was drawn up well in advance to ensure maximum outputs from the visit. The detail of the plan included:
• agreement by dr ans luyben (co) to facilitate the
visit within the host institution and consent from
dorothée eichenberger, director of midwifery Studies
in bern university of applied Sciences for dr patricia
gillen (ci) to visit and undertake the StSm.

• preparation and submission of the proposal of the
study for ethical review by the university of ulster research ethics filter committee by dr patricia
gillen/dr ans luyben. approval obtained on 27th
april 2011.

• preparation and submission of the proposal of the
study for ethical review by the kantonale ethikkommission bern (kek) by dr patricia gillen/ dr ans
luyben. approval obtained on 5th march 2011.

• The StSm required the administration of the gillen
et al (2007) original questionnaire which was constructed in english to student midwives whose first
language was german.
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preparatory work to ensure the culturally sensitivity and context and
understanding of the language used in
the questionnaire was required. a small number of questions were identified as irrelevant or
required amendment to make their meaning clear
within the Swiss context.

• design of a participant information Sheet (piS) to
outline the nature of the study. The piS was distributed
to the student midwives by the co-investigator during
week beginning 2nd may.

• an invitation was sent to midwifery colleagues in the
host institution to request their assistance with the review of the questionnaire to maximise cultural sensitivity
and minimise any language diﬃculties. copies of the
questionnaire were sent to those who agreed to review it.

• invitation sent to colleagues in host institution for a
seminar presentation of the ci’s phd research study
on 27th may. This was an important opportunity to
share the findings of research undertaken in the uk.

• design of a consent form for potential participants
including permission to tape interviews.

Summary of work carried out during STSM in the Host Institution:
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Monday 23rd May
am: meeting with midwifery colleagues who discuss
cultural sensitivity, appropriateness and understanding
of language in questionnaire. Some minor changes
were agreed.
pm: changes to questionnaire as discussed and agreed.
Tuesday 24th May
am: Scheduled interviews with student midwives.
pm: consent and distribution of questionnaires to stuents.
Wednesday 25th May
am: amendments to SpSS database based on changes
to questions.
pm: entry of data from questionnaires into SpSS database.

Thursday 26th May
am: Scheduled interviews with student midwives.
pm: visit to skills lab; completion of data input from
questionnaires; visit to labour ward of local maternity
hospital and meeting with midwives to discuss provision and culture of maternity care.
attendance at an antenatal education class with an independent midwife provided a powerful insight into
the provision of maternity care in Switzerland.
Friday 27th May
am: presentation of findings from uk Study (gillen
et al 2007) including question and answer session with
student midwives and midwifery lecturers.

pm: meeting with midwifery lecturer who has
responsibility for erasmus to discuss possibility of reciprocal relationship; transfer of digital recordings

onto laptop and commencement of
transcription.

Description of the main results obtained
The sample was a cohort of 42 student midwives who
were in their 3rd year of a 4 year bachelor degree in
midwifery. it is important to note that these students
are the first cohort to undertake the bachelors programme in midwifery. previously, student midwives
completed a placement based education programme to
diploma level. These student midwives’ 4th and final
year is a practice based year during which they complete any remaining practice competencies including
requisite number of normal deliveries and submit a
research dissertation. following successful completion

of the internship year, the students are awarded their
bachelor degree. This research was timely and undertaken during a period of cultural change in midwifery
in Switzerland with a movement of midwifery into
higher education which required students to be fit for
purpose (that is to work as a midwife within eu regulations) and a degree level academic award.
The questionnaire was completed by 18 student midwives and a further 7 student midwives agreed to be
interviewed using the questionnaire as a structure; a
response rate of 59.5% (n=25) overall.

Main findings:
The majority of the students who responded were in
the 18-24 age group with the remaining students indicating that they were in the 25-30 year group.
during their time as a student midwife, six of the students who completed the questionnaire and two of the
students who were interviewed perceived that they had
been bullied. The bully identified by the student midwives was most often their mentor in practice (praxisbegleiterin), although midwives and a ward

sister/manager (Stationsleiterin) were also implicated
in the bullying behaviour.
interestingly, of those students who were bullied five
stated that they believed the reason they were being
bullied was because they were undertaking a new university based education programme for student midwives. as further elucidated by one student who was
bullied:
“my mentor seemed to be critical about our education.

25

She always had to emphasize her
knowledge and to say she is still better,

even when student midwives in the future have a
higher degree than her” (no 4 qb).

Repeated nature of the behaviour:
The student midwives who were bullied clearly indicated the repeated nature of the bullying as daily or as
occurring when working with the bully.
The bullying behaviour experienced was varied including excessive criticism often in front of women,

“when i did something wrong she told me oﬀ in front
of the women” (q1b).
work was also undervalued with unreasonable demands, excessive monitoring of work and malicious
lies.

Diﬃcult to defend against:
interestingly most often the students spoke about the
behaviour to placement colleagues and university
mentors after they had completed their time on practice placement. The students’ clearly evidenced how
the behaviour they experienced was witnessed by a
range of their professional colleagues, including doctors, midwives and their mentors; but no one intervened at the time.
one of the students’ reported how a witness of the bullying behaviour spoke to her afterwards and advised
her “not to believe what they are saying” (3qb). This

was typical of the responses from the witnesses and
was not considered helpful:
“i felt like neither me nor someone else could do anything to make the situation better. i was afraid of working every day and felt like in a jail... nothing would
help” (1qb).
clearly the student felt powerless to defend against the
behaviour and she didn’t believe that anyone else’s intervention would have helped.

Negative eﬀect on the student midwife:
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The students reported the negative impact of the behaviour on them including loss of confidence, depression, anxiety and panic attacks. Some had considered
leaving the course but found support through family

and friends and university and independent counsellors. The eﬀect of the bullying was on going with some
of students’ reporting that they were still receiving
counselling long after the bullying had taken place.

Intention of behaviour:
Some of the students believed that the bully’s behaviour was intentional:
“her behaviour was very ignorant and she let people
know (who she didn’t like) what she thought of them”
(1qb).
conversely, others believed that the behaviour was unintentional:
“when she realised that i was kind of afraid, she

started to empower me and saying
she thinks that i will be a good midwife. .. and telling me about her own bad
experiences during her education” (4qb).
This concurs with gillen et al (2007, 2008) who
also reported lack of consensus of the intention of the
bully as perceived by the victim.

Summary:
This study was undertaken at a time of organisational
and cultural change for midwifery education in
Switzerland and provides evidence of a culture of bullying within midwifery. The questionnaire and interview responses indicate that 32% (n=8) out of the 25
students who took part were bullied during their time
as student midwives.
They perceived that the academic nature of their programme had contributed to them being bullied although other factors including personality clashes and

Future Collaboration with
Host Institution:
dr ans luyben has joined an international team of collaborators on a cochrane Systematic review which is
led by the ci of this StSm.

the students’ age were also thought to be important.
The consequences of the behaviour had both long and
short term consequences for these students aﬀecting
their confidence and self esteem with some of the student midwives requiring ongoing counselling and
support.
The behaviours experienced by these student midwives are similar in nature to those reported by student
midwives in ireland and the united kingdom (begley
1999; gillen et al 2007, 2008).

Future Publications:
The ci and dr ans luyben plan to write and submit
this study for submission to a peer review journal and
professional journals in the uk and in Switzerland.
The authors have already presented their work in concurrent sessions and poster format at european and
international conferences.
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Summary

although they are neighbouring countries sharing the
same language, political system and geography,
belgium and the netherlands are characterised by a
diﬀerent organisation of health care, particularly in
maternity care. in belgium the medical risks of childbirth are emphasised but neutralised by a strong belief
in the merits of the medical model. in line with the
midwifery model of care, in the netherlands childbirth
is defined as a normal physiological process and family
event. These diﬀerent approaches to childbirth are
reflected in the organisation and utilisation of

maternity care facilities. not surprisingly, belgium has
been characterised by higher obstetric intervention
rates compared to the netherlands. however, over
time the obstetric intervention rates of both countries
have been converging and even reversing.
in this paper we give an overview of the trends in
obstetric intervention rates as indicators of medicalisation of childbirth in both flanders and the
netherlands. in addition contextual factors, such as
health care finance, the medical-legal system and
professional guidelines, are taken into account.

Background
although they are neighbouring countries sharing the
same language, political system and geography,
flanders and the netherlands are characterised by a
diﬀerent organisation of health care, particularly in maternity care. in flanders the medical risks of childbirth

are emphasised but neutralised by a strong belief in the
merits of the medical model. in line with the midwifery model of care, in the netherlands childbirth is
defined as a normal physiological process and family
event [46]. These diﬀerent approaches to childbirth
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are reflected in the organisation and
utilisation of maternity care facilities. in
the netherlands, for example, home births
are encouraged by directing women expecting a
normal birth into primary care (devries, 2001),
resulting in a 21.5% home birth rate (Stichting perinatale registratie nederland (Sprn), 2007). The option
of a policlinical birth, or a ‘home birth away from
home’, (11.3%) provides women with the possibility
of having a midwife-led hospital birth with a short stay
after the baby is born. in case of diﬃculties during
pregnancy and labour, women are referred to specialist
care. The relatively high proportion of home births and
the emphasis on normality result in low rates of obstetric interventions. in contrast, in flanders 97.9% of
childbearing women prefer to have their babies in
hospital, finding reassurance in the proximity of obstetric technology (Studiecentrum voor perinatale
epidemiologie (Spe), 2007).
not surprisingly, flanders has been characterised by
higher obstetric intervention rates compared to the
netherlands. however, over time some obstetric
intervention rates of both countries have been
converging and even reversing (see below).
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although the netherlands stand out for their unique
maternity care system characterized by a relatively high
proportion of home births, the emphasis on normality

of childbirth and low intervention rates, there are some
tendencies towards increasing medicalisation.
for example, a trend analysis in referrals during
pregnancy and labour in dutch midwifery care from
1988 to 2004 showed an increase of 14.5%. The main
reasons for referral were medical or obstetrical history,
particularly that of caesarean section, and the growing
demand for pain relief (amelink-verburg et al., 2009).
also the 2007 year report of the “Stichting perinatale
registratie nederland” (Sprn), signals a yearly
increase in the use of epidural analgesia during labour
with one to two percent.
other trends are an increasing number of inductions
(28.8% in 2003 versus 33% in 2007), a decreasing
number of women starting prenatal care in primary
care (83.1% in 2003, versus 77.7% in 2007) and a
decreasing number of births in primary care (36.2% in
2000 versus 32.9% in 2007) (Sprn, 2003; Sprn,
2005; Sprn 2007). in addition, home births are
under increasing pressure of a scientific debate closely
followed by popular media.
The medicalisation of the birth process is not a new
phenomenon, but until recently the netherlands were
known as the country which seemed less influenced by
that trend. now, the global medicalisation trend seems
to aﬀect both the attitude of dutch women in their
demands (pavlova et al., 2009; van der hulst et al.,

2007), and of dutch caregivers (e.g. midwives in their
assessment of normality, obstetricians in their
readiness to intervene) (amelink-verburg et al., 2009).
in this paper we look at childbirth from a
medicalisation perspective, because that theoretical
frame allows us to distinguish between several
motivations to seek medical support.
medical care is not merely the response to health
problems or pathology, as is suggested by the
definition of conrad (1992): “a process by which
nonmedical problems become defined and treated as
medical problems, usually in terms of illnesses or disorder”
(conrad, 1992, p. 209).
other motivations to health care use lay on top of the
primary aim to cure, for example the search for quick
and easy solutions for inconveniences both on the part
of the patient and the physician (e.g. induction of
labour to fit birth into personal schedules or in
function of the hospital organisation), or the optimalisation or enhancement of normal characteristics (e.g.
optimalisation of concentration, energy, or fitness,
suppressing bodily cycles such as menstruation etc.).
pregnancy and childbirth are textbook cases of
medicalisation, because they are, as such, healthy and
normal physiological phenomena, which are defined as
hazardous and a potential pathology under influence

of the biomedical ideology (oakley
& houd, 1990).
consequently childbirth can only be
called “normal” in retrospect (lumley,
1993). Several authors (oakley, 1983;
oakley, 1992; martin, 2001; Johanson et al., 2002)
from diverse academic disciplines have criticised the
extent of, and the manner in which, medical
professionals control the birth process. research into
birth-experiences suggests that the use of medical
technology may result in alienation through the
erosion of women’s control over the birth process
(davis-floyd, 1994; martin, 2001).
The medicalisation critique stands in contrast to the
observation that many women feel comfortable about
medical control and are satisfied with medical
interventions and hospital deliveries (lazarus, 1994;
Sargent & Stark, 1989). many women desire and
actively seek medical control over the unpredictable
process of birth. in the childbirth literature, a growing
number of studies emphasises the active role of
mothers and fathers in the doctor-patient interaction
and in decision-making regarding pregnancy and birth
(vandevusse, 1999; van der hulst et al., 2007; Shorten
et al., 2005). Zadoroznyj (2001) found considerable
evidence to support the notion of childbearing women
as reflexive consumers. She argued that the medical
encounter is a highly complex form of interaction, with
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women taking up the roles of both
consumers and ‘patients’.
to understand why the experiences of
childbearing women diverge from traumatic
in one extreme to empowering in the other extreme,
we need to identify the determinants of the meanings
attached to medical solutions. by contextualizing
childbirth we can gain insight in the diversity of
meanings driving the medicalisation of childbirth.

applied to the flemish and dutch case, this means
that the comparison of trends over time, embedded in
their social and political context, should allow us to
map the medicalisation of childbirth and gain insight
in the diversity of driving and counteracting forces.
The aim of this paper is to compare the medicalisation
of childbirth in flanders and the netherlands and
search for determinants.

Methods
The perinatal statistics in this paper are collected by
the national perinatal database of the netherlands
(prn, perinatale registratie nederland) and flanders
(Spe, Studiecentrum voor perinatale epidemiologie).
what concerns the netherlands the registration of
data takes place in the practices of the participating
midwives (lvr1) and obstetricians (lvr2). a form
or an automated system is used for registration. The
data to be recorded are to a large extent similar for primary and secondary care. The remaining part contains
data that are more specific for the performance of either midwives or obstetricians. for flanders the registration takes place in flemish maternity units and

independent midwifery practices. in 2009, all 67 maternity units in flanders participated, and almost all
flemish home births (n=665) were registered by participating independent midwifes.
in addition, contextual information regarding health
care finance, the medical-legal system and professional
guidelines, are taken into account in order to contextualise the medicalisation trends in flanders and the
netherlands. more specifically in the second part of
this report, the national context is described in function of the argument that childbirth can be considered
as a social problem in the netherlands, while it is not
in flanders.

Results
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1. Trends in obstetrical interventions (1992-2009)
we started the comparison of oﬃcial perinatal statistics for flanders and the netherlands, but encountered
a lot of incompatibilities which hamper cross-national

comparison. in the following we will discuss these difficulties and address two obstetric interventions (induction and epidural analgesia), for which comparison
was methodologically legitimate.

The first cause of lack of comparability originates in the
clear distinction between primary and secondary care
in the netherlands, which is reflected in the national
perinatal registration system. as specified in the
method section, the dutch registration of data takes
place in the practices of the participating midwives
(lvr1) and obstetricians (lvr2).
rates of obstetric interventions specific for secondary
care (e.g. caesarean section) are calculated on the total
number of hospital births, not on the total number of
hospital and home births. in belgium however,
percentages are calculated on the total including primary and secondary care.
Since the number of home births is low in flanders,
only around 1%, the cross-national comparison is
mainly based on hospital births, which seems not that
problematic. however, if dutch home births would be
taken into account in the denominator, the dutch
obstetric intervention rates would be lower and hence
provide a more optimistic image.
There is a second problem with the denominators in
both countries: in the prn data the denominator
refers to all children born dead or alive after a
pregnancy of at least 22 weeks. in the Spe data,
however, they are calculated on the total number of
deliveries.
a delivery is not specified in terms of length of preg-

nancy, but as the birth of one or
more children with a birth weight of
minimum 500 g. Since one delivery
can result in more than one child, the
dutch denominator is more inclusive. in
2007 prn reports 3182 (1.9%) multiples in the
netherlands, in 2009 Spe counted 2466 (3.6%)
multiples in flanders.
1.1
Induction rates
induction rates were quite stable during the nineties:
in the netherlands between 27 and 28%, in flanders
around 30%. from 2003 a divergent pattern develops
with an increase for the netherlands and a decrease for
flanders. in 2007 the induction rates of both countries
lay 7.4% apart, with 33% for the netherlands and
25.6% for flanders. in 2004, prof. dr. m. temmerman,
an influential flemish gynecologist, launched a debate
about elective induction in the flemish media.
She argued for the introduction of an informed consent to be signed by mothers who want an induction
for other than medical reasons, a strategy which
reduced the induction rate in the university hospital of
ghent, from 33 to 26%.
an informed consent was integrated in the guidelines
for good clinical practice in low risk deliveries, published in 2010. in addition the guidelines state that an
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elective induction is not
recommended between 39 and 41
weeks of pregnancy. from 37 weeks of
pregnancy an induction is recommended in case
of ruptured membranes and lack of spontaneous
labour during the subsequent 24 hours.
also after 41 weeks of pregnancy it is acceptable to
induce labour (mambourg, gailly and wei-hong,

2010).
it is unclear how the increasing induction rate in the
netherlands can be explained. could it be the impact
of the publication in 2002 of “preventive support of
labour”, a manual for midwives and gynaecologists,
suggesting more active support during labour (reuwer
& bruinse, 2002)?

Graph 1: Flemish and Dutch induction rates for 1991 - 2009
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1.2
Epidural rates
for the netherlands epidural rates are available for
2003 until 2007 only. it is clear from the dutch-flemish comparison that the country statistics are 57 percentage points apart in 2007, with 66.6% in flanders
and 9.6% in the netherlands. it seems that both countries have a completely diﬀerent strategy to manage
labour pain, but this divergence is not reflected in the
clinical guidelines of both countries.
in flanders the clinical guidelines (mambourg, gailly
and wei-hong, 2010) recommend that the choices of
the pregnant woman regarding pain relief, should be
respected. in addition, it is recommended to inform
women during labour about the consequences of
loco-regional analgesia (e.g. more frequent
monitoring, limited movement).
finally, it is recommended to start loco-regional analgesia when labour started and the woman requests it,
regardless of the stage of cervical dilatation.
in the netherlands a guideline regarding pharmaceutical
pain relief during delivery was formulated in 2008
(nva and nvog, 2008).
overall the dutch guidelines converge with the flemish, but goes more into detail. every women in labour
should on her request have access to an adequate form
of pain relief. also she should be informed about
consequences of analgesia, but the list of consequences
is more inclusive: a longer hospital stay, a higher risk of
oxytocin use, an instrumental delivery, hypotension,

locomotive block and urine retention. it is recommended to start
epidural analgesia regardless of the
stage of cervical dilatation. (See table 1,
after references at the end of the report)

recently i published an article on the use of labour
pain medication in belgium and the netherlands
(christiaens et al., 2010). in belgium labour pain is
perceived as a needless inconvenience easily resolved
by means of pain medication, while in the netherlands
it is perceived as an ally in the birth process. we found
that this country diﬀerence cannot be explained by
labour pain acceptance, since dutch and belgian
women giving birth in a hospital setting are characterised by a similar labour pain acceptance. however
personal control in pain relief can partially explain the
country diﬀerences in coping with labour pain. for
dutch women we find that the use of pain medication
is lowest if women experience control over the reception of pain medication and have a positive attitude towards labour pain. in belgium however, not personal
control over the use of pain relief predicts the use of
pain medication, but negative attitudes towards labour.
apart from individual level determinants, such as
length of labour or pain acceptance, our findings suggest that the maternity care context is of major importance in the study of the management of labour pain.
The pain medication use in belgian hospital maternity
care is high and is very sensitive to negative attitudes
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towards labour pain. in the netherlands, on the contrary, pain medication use is already low. This can partially
be explained by a low degree of personal control in pain relief, especially when co-occurring with
positive pain attitudes.
2. Childbirth as a social problem
“(…) Few subjects can evoke as much insane opinion and
inane acrimony as home birth. (…) Any new home birth
study, whether it exposes the hazards or the merits of home
birth, is guaranteed to fuel the fires of controversy, keeping
both opponents and proponents nicely warm while s
hedding more heat than light on the subject. The last few
years have seen renewed interest in starting the home birth
fires, kindled by articles, commentaries, and editorials in
several journals, and fanned by media and a public that,
ever since Roman times, can be relied on to value bread
and circuses more than common sense” (Keirse, M., 2010,
p. 341).
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the above quotation refers to childbirth as a social
problem from an international point of view. in the
remainder of this paper we will focus however on the
contradiction between flanders and the netherlands
in terms of childbirth as a political issue. while the
dutch midwifery care, and especially home birth, is
heavily debated in the media, it is a non-issue in
flanders where childbirth practices are not

questioned, simply because the majority of the
population agrees that secondary or even tertiary care
is the best choice. formulated in sociological terms
this means that childbirth is constructed as a social
problem in the netherlands, while it is not in flanders.
a social problem is “an alleged situation that is
incompatible with the values of a significant number of
people who agree that action is needed to alter the
situation” (rubington and weinberg, 1995, p. 4).
hence, a number of conditions should be fulfilled to
make a social problem. a number of them were already
introduced by the quotation above.
2.1 The construction of a problem
Some of the conditions we consider to be social
problems were not so considered in earlier times or
other places, and the other way round. Thus, social
problems are bounded through time and space. The
object of a social problem is “an alleged situation” (see
definition above). This means that the situation is said
to exist. people talk about it, and it may receive media
coverage, without it actually being true. essentially a
certain situation is perceived and defined as a problem
by a significant number of people. if a situation
becomes defined as a social problem, it does not
necessarily mean that objective conditions have
worsened. So if childbirth is treated as a social problem
in the netherlands, but not in flanders, it says nothing
about the objective quality of care before, during and

after childbirth in the two regions, but about how it is
perceived.
in the netherlands, childbirth and more specifically
place of birth, is a heavily debated subject in the
popular media. on the rhythm of the publication of
(new) scientific evidence, newspapers headlines occur
like “don’t try this at home”, or “baby safer with
obstetrician”.
a content analysis of the newspaper articles over time
is needed
1) to know whether the public debate has intensified over
time and how it varies over time,
2) to learn about the determinants of the fluctuation over
time, the shifts in meanings, the driving forces and claims
making groups.
at times when the dutch debates peaks, the flemish
media pick-up the issue of place of birth. now and
then some results of rare scientific research done on
childbirth in flanders, are covered in the popular
media. Still issues such as home birth are treated as a
life style issue, fancy enough to attract readership for
the magazine or news paper.
generally, the flemish population is homogenous in
attitudes towards childbirth and place of birth in
particular. The majority of the public agrees that

hospital is the safest place to deliver
a baby, hence place of birth is not
questioned, nor is it connected to a
clash between professional groups, as it
is in the netherlands. This brings us to the
incompatibility of underlying values.
2.2 Incompatibility of values
before a situation is defined as problematic, a value
conflict should occur. of course diﬀerent people hold
diﬀerent values and therefore diﬀerent people consider
diﬀerent things to be social problems. This means that
even if we conclude that childbirth is a social problem
in the netherlands, we make a generalization, which
will not hold for all dutch people.
in flanders, as in most other western industrialized
countries, pregnancy and childbirth are medicalised
processes and hospital births have a normative status.
flemish women who desire a home birth, consciously
or unconsciously question the norm (gilleir, 2007).
Safety is of prior importance and inextricably
associated with the authority, competence of, and trust
in the medical profession. in this sense, home birth in
flanders can be considered as the rejection of the
medicalisation of childbirth.
Social problems are the products of a process of
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collective definition (hilgartner and
bosk, 1988). viisainen (2001) claims
that every society produces its own
consensual opinion about birth.
in the western world this opinion is based on
bio-medical knowledge. however, diﬀerent ways of
framing the situation may compete to be accepted as
an authoritative version of reality (hilgartner and
bosk, 1988). in flanders the competition has been
dominated by the bio-medical model of childbirth,
while in the netherlands the competition is still going
on. The end result of a competition between collective
definitions is function of the strength of the
competing definitions of reality and the power of the
professions and institutions carrying them forward.
in flanders the alternative to the bio-medical model is
not supported by a strong claims making group as it is
in the netherlands.
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2.3 A significant number of people
for a social problem to be created a significant number
of people must agree that the situation in question is
problematic for a number of reasons. not so much the
number of claims makers is decisive, but rather how influential they are. Some people are more influential
than others. in general ”the more “significant” people
for defining social problems are those who are more
organized, are in positions of leadership, and/or are

more powerful in economic, social, or political aﬀairs”
(rubington and weinberg, 1995, p. 5).
The authoritative version of the reality of childbirth,
hence the collective definition of childbirth as a social
problem in the netherlands, is related to the interprofessional relationships between the medical
profession and midwives on the one hand, and the role
of the government on the other hand. only with the
support of the state, professions can acquire their
privileged position and autonomy.
The dutch government supported both the
professionalization of medicine and midwifery, while
in flanders only the professionalization of medicine
was supported. in addition midwives in flanders did
not have the power to claim authority over the field of
normal childbirth. until the 1950s the position of the
flemish midwives was comparable to the dutch
midwives: they were organized in independent
practices, attended home births or worked
independently in a maternity ward (gooris &
hingstman, 1985). The introduction of the mandatory
sickness- and invalidity insurance in 1944, 2) shifts in
the education of midwives, 3) the congealing of
midwives’ qualifications, and 4) the limited power of
their professional association, resulted in the loss of
flemish midwives’ independence. The insurance
stimulated hospital deliveries by making them

aﬀordable and the training program of midwives was
reformed into a specialization for nurses, which
changed midwifery into a paramedical profession
(gooris & hingstman, 1985).
in the netherlands however, midwives could safeguard
their position due to
1) the support of the state,
2) the strength of their professional association (Benoit et
al., 2005) and
3) the support of some influential physicians (Gooris &
Hingstman, 1985).
The dutch government stimulated normality of
childbirth by means of legislation, a high quality
independent training program for midwives and the
extension of midwives’ qualifications.
also the hierarchical organization of the dutch health
care system has been an advantage for dutch midwives.
midwives are primary care providers, hence fulfill a
gatekeeping function towards specialists in secondary
care.
both in flanders and the netherlands a professional
profile for midwives has been approved in 2005. in the
netherlands the knov (koninklijke nederlandse
organisatie van verloskundigen) ordered the niZw
(nederlands instituut voor Zorg en welzijn) to
develop the professional profile of the midwife, and to

diﬀerentiate between a community
midwife and a clinical midwife.
in belgium the federal council of
midwifes (federale raad voor
vroedvrouwen) took the initiative. in belgium
midwives in primary and secondary care share the
same profile. by consequence it is strongly oriented
towards a clinical setting. The dutch (liefhebber et al.,
2005) and the belgian (federale raad voor de
vroedvrouwen, 2005) professional profile emphasise
the sense of responsibility of midwives. Their tasks
apply to the whole reproductive cycle, which means
pregnancy, labour, delivery and postpartum. They care
for both mother and child. both documents address
the following tasks: to take preventive as well as
emergency measures, detecting complications, to
educate and inform, giving medical care and assistance.
in the belgian text emergency measures are explicitly
restricted to the absence of a physician. finally the
work settings of a midwife are cited. in the dutch text,
home is the first and hospital the last in row, while the
flemish texts turns the sequence around. in the dutch
text the promotion of normal birth is made explicit,
while this is notably absent from the flemish text.
2.4 The need for action
Social problems call for action to remedy the situation.
in the netherlands those who are critical of the dutch
maternity system, call for a reform. debate about the
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maternity care system and place of
birth in particular, has been initiated
and maintained by the results of several
scientific studies. for example in 1986
hoogendoorn compared the decline in the dutch perinatal mortality with other european countries between 1970 and 1984. he concluded that almost
everywhere the decline was stronger than in the
netherlands, which was not surprising given the leading position of the netherlands.
in 2003 the dutch debate about place of birth was
fanned by a periStat report which showed that the
dutch perinatal mortality rate, no longer represented a
leading position in europe. Since the 80s the decline in
the dutch perinatal mortality figures had slowed down
and other european countries over stabbed the
netherlands.
however, the between country diﬀerences became
small, which made them less significant than before
(garssen and van der meulen, 2004).
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The hoogendoorn and the periStat publication are
only two examples nurturing the dutch discussions.
on the tide of international scientific publications
both against and in favor of home delivery, the quality
of the dutch maternity care system was questioned
and more specifically the home birth practices were

heavily debated. The ongoing debate calls for more
scientific work on this topic and some plea for a
serious reform of the dutch maternity care.
3. Childbirth and the perception of risks
“How extraordinary! The richest, longest lived, best protected, most resourceful civilization, with the highest degree
of insight into its own technology, is on its way to becoming
the most frightened” (Wildavsky, 1979, p. 32).
“fear and loathing in maternity care: imagining,
managing and creating risk in pregnancy and
childbirth” was the title of the symposium organised
for the occasion of the inaugural speech of prof. dr.
raymond de vries at the maastricht university. it
seems in the netherlands that alarming newspaper
headlines have influenced the public’s perception of
the risks accompanying childbirth, and home birth in
particular. another field of sociological research
opens up, once risk, risk perception and risk
management enter the picture.
Sociological and anthropological studies have shown
that perception and acceptance of risk have their roots
in social and cultural factors (Slovic, 1987).
depending on their identification with certain social
groups people downplay certain risks and emphasize
others. risk perception is mediated by social

influences transmitted by friends, family, fellow
workers and media coverage, often voicing experts in
the field. what concerns childbirth, people tend to
question their own authoritative knowledge
(davis-floyd, 1997) and rely on expert knowledge
easily, because of the complexity of the information
assessed and the potential impact of “wrong choices”. if
risk is defined as ‘chance x impact’, in the case of childbirth the perceived potential impact is so large, that the
likelihood that it will occur is no longer taken into
account. everything should be done to avoid even very
small chances of less than optimal outcomes. That’s the
crucial fallacy, which does not take into account 1)
that avoiding some risks leads to others and 2) the cost
of reducing risk (van teijlingen, 2011).
lay people sometimes lack certain information about
hazards. however, their basic conceptualization of risk
is much richer than that of the experts and reflects
legitimate concerns that are typically omitted from
expert risk assessments. each side, expert and public,
has something valid to contribute to discussions about
risk (Slovic, 1987). That means that people tend to
underestimate their own authoritative knowledge,
especially when confronted with divergent expert
knowledge, and even more when experts themselves
do not agree. This collides with one of the
characteristics of the so called risk society as described
by beck (1992): scepticism about expert knowledge

has increased. by consequence,
individuals must constantly make
reflexive choices concerning their daily
live. also as traditional institutions no
longer have a hold over individual lives, they have to
shape their own biographies and be able to define their
own priorities (beck, 1994). nevertheless, rational
beings are assumed to reduce risks by following expert
advice.
non-compliance is seen as irrational or risky
behaviour (Zinn, 2008). even before conception,
women are exposed to a multiplicity of assumptions
about risks, many hotly debated. however, little is
known about how these discourses of risk impact on a
woman’s perception and experience of pregnancy
(mitchell, 2010). pregnant women are perceived as
responsible for the wellbeing of themselves and of
their baby, which links the “risks” she is prepared to
take to our sense of good motherhood. The definition
of good motherhood is a social and ideological
concern which is culturally determined. it would be
interesting to study the dutch-flemish diﬀerences in
the definition of good motherhood.
Slovic (1987) also wrote “Whereas psychometric
research implies that risk debates are not merely about risk
statistics, some sociological and anthropological research
implies that some of these debates may not even be about
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risk. Risk concerns may provide a rationale for actions taken on other grounds
or they may be a surrogate for other social or
ideological concerns” (p. 285). This thought is
also relevant for the dutch childbirth debate, because
the debate cannot be separated from the tension
between physicians and midwives as professions with
their own complementary paradigm’s.
in other western industrialised countries
(e.g. belgium), autonomous midwives attending home
(and hospital) deliveries have disappeared.
by consequence there is no practical basis for a clash
between professions (de vries and nieuwenhuijze,
2011).

4. Conclusion
although this work is more of a starting point, rather
than a completed study, two main insights which give
rise to new questions, can be identified.
first, we find a convergence in the degree to which
medical interventions are used during childbirth.
however, more information about other medical
interventions is needed. we limited our analysis to
induction of labour and pain relief because of a lack of
comparable perinatal statistics. This finding supports
our idea of increasing medicalisation of childbirth in
the netherlands.
44

Second, in scientific and popular discourse childbirth

is treated as a social problem in the netherlands, but
not in flanders. in addition, the dutch risk assessment
of childbirth, and home birth in particular, has
changed.
in the first generation of medicalisation theory,
medicalisation was considered a top down movement
initiated by the medical profession which sought to
extend its control over more and more domains of
daily life. however, in the second generation, it is
recognised that medicalisation is also the response to a
bottom-up demand for medical solutions (christiaens
and van teijlingen, 2009).
medicalization is the net result of forces supporting
and inhibiting a medical approach. driving forces are
both top down and bottom up, but if there is no
willingness or need at the bottom, top down forces
may strand or be slowed down, as has been the case in
dutch maternity care for a long time. once a need or
demand is expressed at the bottom to which medicine
can give a satisfactory answer, medicalisation develops
at a diﬀerent pace. medicalisation seems to accelerate
once it fits the perceived needs of individuals.
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Table 1: Percentage of epidural analgesia in Flanders and the Netherlands (1991-2009)
% of epidural analgesia in vaginal births 7
% of epidural analgesia (sectio's included)
flanders 2
the netherlands 3,4
flanders 1
the netherlands
total
lvr1
lvr2
primiparae multiparae total primiparae multiparae total
1991
32.00
30.8
1992
34.80
33.7
1993
39.00
39.0
1994
43.70
42.4
1995
48.20
46.8
1996
51.60
50.1
62.0
41.4
1997
55.00
53.3
65.4
44.1
1998
58.10
56.5
68.3
47.4
1999
61.30
59.7
68.3
47.9
2000
61.70
60.0
68.7
49.3
2001
62.70
58.0
69.2
49.7
2002
63.20
58.5
5.4
69.7
50.7
2003
64.40
59.3
3.2
1.2
4.4
6.2
66.9
48.4
2004
61.60
57.1
3.7
1.4
5.1
7.0
68.5
50.3
2005
64.70
58.8
4.2
1.6
5.8
8.2
70.7
51.6
2006
66.50
5.0
1.9
6.9
1.8 5
9.6 4
70.9
51.6
2007
66.60
6.0
2.2
8.2
71.5
52.6
2008
67.40
71.0
51.7
2009
66.50
1 Source: Spe, perinatale activiteiten in vlaanderen (year reports 1991 - 2009)
2 Source: Spe, perinatale activiteiten in vlaanderen (year reports 2000, 2005 - 2009)
3 Source: prn, perinatale zorg in nederland (year reports 2003-2007)
4 This figure is restricted to lvr2, hence the denominator counts only deliveries in secondary care.
5 This figure contains only spinal, epidural and anesthesia in primary care deliveries. 7 instumental deliveries included.
year
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otivation to chooSe midwifery led care
Janine Stockdale

Purpose of the STSM
recognising that the up-take of midwife-led care1 in
the uk and particularly ireland remains low in
comparison to many other european countries such as
norway, the purpose of this StSm was to carry out a
motivational scoping exercise as a means of identifying
the key motivational factors that may be associated
with the optimal up-take of mlc. The words ‘may be’
are purposely used at this point of the investigation; for
although motivational theorists recognise the power of
exploring the psychological dynamics of human
performance within one context, as a means of
directing achievement within another, motivation is
known to be both multi-factorial and complex.
in fact, the design and delivery of a motivating system
of care must take into consideration the
complexity of performance and achievement from
multiple perspectives; including the integration of
the culture (people), their internal motivational
characteristics, the instructional environment to
which they are exposed and the strategies within that

environment that specifically influence their
goal-directed eﬀort, persistence and aﬀects (keller
2010). it is only when all these aspects of a
theoretical macro-approach is complete that the
motivational dynamics of one instructional
environment can with confidence be theoretically and
systematically translated to another.
taking a macro-approach to human performance and
motivational systems design therefore presumes that
“adequate explanation of human behaviour cannot be
based solely on behavioural observations or on
inferences about human aﬀect, attitudes and cognition;
rather an adequate explanation must account for the
influences and interactions of both” human motivation
and the instructional environment to which people are
exposed (keller 1999 p375). two theoretically-tested
assumptions therefore support the purpose of this
StSm and future investigation of motivation
related to the optimal up-take of midwifery led
models of care, namely that:

1 The term midwife led care should be interpreted as care that is provided by the midwife and does not include the input of an obstetrician. as the structure and
provision of health service in norway diﬀers from ireland or the uk, the term does not imply birth in a purpose built midwifery-led unit. women who receive all
antenatal, intranatal and postnatal care by a midwife (including postnatal discharge) are considered to be experiencing a midwife-led birth.
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1. motivation although complex and
multi-factorial is stable and predictive
and therefore benefits from a deep and
connected theoretical investigation
2. drawing on the evidence-base surrounding optimal
motivated behaviour, human performance (hd) and
instructional design (id) technologists can
theoretically create environments that will positively
influence people’s motivation to achieve particular
goals.
acknowledging that the dynamics of motivated
behaviour are strongly influenced by the instructional
environments that women are exposed to during
pregnancy, the aim of this StSm was to carry out a
series of motivationally-structured observation studies.
Three main antenatal environments that routinely
cared for women categorised as “low risk’ were observed:
Antenatal interaction at the Family Health Station
in the local community (free service within the norwegian health Service and delivered by a community midwife)
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Antenatal interaction at a hospital-based midwifery
led clinic (abc clinic - free within the norwegian
health Service and delivered by a member of the mlc
team).

Antenatal interaction at a private antenatal session
of a private Midwifery Led Service (client pays
independent midwife for each session delivered)
in line with a macro-approach to investigating motivation to use midwife-led care, the observed
instruction was further contextualised by:
Spending 8 hours at tonsberg maternity care unit:
interacting with midwives and observing the philosophy of care available at the consultant-led unit.
a further 8 hours were spent with the academic staﬀ at
vestfold university college, tonsberg; exploring the
nature of midwifery education within the college and
how it aims to support the observed instruction.
This short summary report focuses on a two-tiered
analysis in relation to
1. The findings of the motivationally
structured observation studies &
2. an outline of the culture that supports it.
in relation to the intended program of study,
confirmation was received from professor Severinsson
(vestfold college university) that ethical approval was
not required.
Description of the work carried out during the STSM
Structured Observation of Motivational Transfer through

Routine Antenatal Instruction - while motivation to
achieve is personal and internal, as already pointed
out, instruction acts as a critical external source of
motivation. Theoretically few theories of human
motivation capture the conceptual dynamics of both
the internal and external sources of motivated
behaviour better than that of goal theories.
by conceptualising human motivation in relation to a
proposed or adopted goal structure has the ability to
incorporate the essential components of both the
internal and external sources of motivation to achieve.
guided by an expectancy-value approach to
motivation and the conceptualisation of goal Theory
as proposed by harackiewicz and Sansone (1991), a
simple goal structured was applied that presumed
women were likely to set a personal goal related to
their choice of care if it was related to the satisfaction
of a personal need (influenced by suggested purpose
goals) and they held a positive expectancy for success
(influenced by suggested target goals). using a
purpose/ target goal structure as described below,
routine interaction between the midwife and the
women attending the three antenatal instructional
environments were observed:
Purpose goals – defined as suggested
reasons as to why women should engage in midwife
led care as a catalyst for achieving normal birth
Target goals – defined as suggested activities
that the individual must actually do in order to

achieving the overall arching
purpose goal

method
a total of 24 hours over a 3 day period was spent
observing antenatal care within the 3
antenatal instructional environments described.
two midwives interacting with 27 women were
observed, of which only 5 women had not previously
experienced birth. midwives delivering the
antenatal instruction and the women attending were
oﬀered an explanation in english as to the purpose of
the instructional observation; that is to observe the
interaction related to birth and the choices that women
make about their preferred birth experience. it was emphasised to women and their midwives that should
they feel the need to converse in norwegian (if they
could not eﬀectively translate the meaning of their discussion in english), then they should feel at ease to do
so. verbal permission to observe was received by all
participating midwives and women. all purpose goals,
target goals and additional information related to the
culture of birth and the midwifery led services
observed, was recorded in a field diary. no personal or
identifying information was recorded.
Contextualisation of Midwife Led Care within the
Observed Region of Norway – as already pointed
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out, a macro-approach to
understanding motivation to perform
and achieve requires an integrated
investigation of the culture (people), internal motivational characteristics and the nature of the
instructional environment to which they are exposed.
to establish a baseline understanding of the culture
that supports the up-take of midwife–led birth in
norway, a day was spent in tonsberg maternity care
unit which included:
One hour discussion with a midwife
A guided tour by the assistant director of
midwifery: observing the environments and
discussing the nature of the services oﬀered within the
hospital (midwife-led within the consultant-led
unit)
A one hour discussion with the midwife
Specialist at the fear of birth clinic.
information that supported the observed culture of
‘midwife-led birth’ was noted in the field diary.

Description of the main results obtained
prior to reporting the observed purpose and target
goals related to achieving a midwife-led normal birth,
it is important to first describe a number of important
contextual points that were observed across the
instructional environments:
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An appreciation for the “natural”: within the

instructional environments observed there was an
on-going appreciation for health and being healthy.
for example, the community midwife was based at a
family health Station that served a community of
8,600 people; services oﬀered within this station
included the family nurse team and the mental health
team. as the emphasis was on health and health
promotion, no medical or radiology staﬀ was available
within this or any of the units where the antenatal
instruction was observed. in each case the midwife was
casually dressed, uniforms were not noted in any of the
antenatal instructional environments; this too
served to create a sense of “normality”. a basket of
fresh fruit was freely on oﬀer to women within the
instructional environments and women often snacked
on the same. midwives in all three units, frequently
used the pinnard stethoscope. on discussion with the
midwives, each emphasised the importance of
minimising all technology in preparation for birth.
The emphasis that natural is to be valued, was
particularly evident when observing the instruction
at the independent midwife clinic. This clinic was
located in a community building which was shared
with a practising aromatherapist, a masseur and a
bowen Therapist. women were not referred to these
additional therapists however essential oils were
burning in the waiting room, a plasma screen displayed
relaxing images and music played softly in the

background.
Investing midwifery time: in each instructional
environment, the midwives spent considerable time
simply talking with women about their pregnancy and
birth. each consultation within the family health
Station and the abc clinic lasted approximately 45
minutes (of which 10 minutes were routinely in
relation to clinical examination). consultation time at
the independent midwifery clinic ranged from 50
minutes to 1 hour 10 minutes.
it was noted that the consultations often overran the
scheduled appointment, yet women who were waiting
appeared content with the knowledge that they too
would receive the midwife’s full attention. The value
that women placed on “normal” birth and the role of
their midwife in spending time with them (facilitating
their goal) is illustrated by the following observed case.
(Note: It should be noted that this was observed once and the
midwife confirmed that this is not the normal goal associatedwith
the service she provides).

a woman who had two previous c/sections attended
the independent midwife’s clinic. although already
booked for a 3rd c/section, she spoke of a strong desire
to experience as close to normal birth as possible. She
spends (and pays for) a 50 minute session with the
midwife discussing the areas of normality that together
they feel can be achieved. The woman (who is also a

practicing nurse) returns and pays to
spend a further 50-60 minutes with
the midwife each week; no routine
clinical observations are made as these are
carried out at the consultant-led clinic.
additional contextual information related to the
observed culture is outlined in table one.
Purpose and target goals: the analysis of the
instruction revealed a consistency in the provision
of purpose goals and targets goals across the antenatal
environments observed:
Purpose goals – few reasons were suggested to
women as to why they should choose midwife-led
care as a catalyst for achieving normal birth. instead it
was implied that women already knew and valued
normal birth and that the care provided by the
midwife was synonymous with achieving their goal.
purpose goals observed were therefore restricted to
occasional wall pictures that depicted a couple with
their newborn, relaxing in the birthing pool or
statements in the literature provided:
“The midwife ...is responsible for all normal births. She is
well trained and able to help you during the birth and
during the postpartum period. The midwife is responsible
for checking that everything proceeds normally”.
(Graviditet, fodsel og barseltid i Norge p11).
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interestingly, the strongest
representation of a purpose goal
related to normal birth was depicted
on the walls of the consultant-led delivery
suite at tonsberg hospital. a series of black and
white poster-size photographs told the story of the
progression and emotions associated with a couple’s
water birth; where only the woman, her partner and
eventually their baby appeared in the frames.
while these images did not explicitly connect the
midwife with normality, they implicitly transferred
a sense of value or purpose to women and their
partners, that normal (non-intervention) birth was
the optimal birth within the consultant-led unit.
Target goals – multiple and similar target goals
directed women across the instructional environments
as to how they might achieve their goal of a normal
birth with the help of their midwife. it should be
pointed out that the target goals observed were transferred to women as early as 21 weeks gestation,
although the majority of women attending were between 30 and 37 weeks gestation.
categorising the target goals, three main themes
emerged as central to women’s successful attainment of
a normal midwife-led birth. The following short
summaries describe the emphasis of each category:
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1. Learn to relax and gather your energy – women were

told that “giving birth is fantastic, however it is also
demanding and tiring”; observed target goals provided
by the midwives therefore suggested that women learn
to relax and gather their energy while pregnant.
The target goals related to this category was mainly
associated with receiving acupuncture sessions.
antenatal acupunture was given as a means of reducing
symptoms of antenatal discomfort, sleep deprivation
and to increase pre-birth energy sources. acupuncture
was delivered in all three settings; and was normally
accompanied by a 20 min undisturbed sleep/rest.
music was simultaneously played at the independent
midwifery clinic, but not at the abc clinic or family
health Station sessions. women reported feeling more
relaxed and energised at the end of the session; many
women were observed to fall asleep during the therapy.
other target goals related to further building their
energy reserves included taking a short rest in the
afternoon, eating healthy energising foods and
returning for acupuncture every week in the lead up to
birth.
2. Plan your birth, not a birth plan – women were
encouraged to plan their birth, however they were not
encouraged to write a birth plan (nor did the midwives
ever refer to the term “birth plan”). instead using an
approach reminiscent of a psycho-therapy approach,
the midwife asked the couple (or women when partner
was not in attendance), to talk about birth and what
they thought it was going to be like. picking up on key

points, such as safety, fear and pain, the midwife would
then discuss how the woman or couple would personally plan to manage this aspect of labour. on occasions,
where women were not ready for discussing particular
aspects of birth, they (as a couple normally) were
invited to write down their ideas and to bring them
back to their midwife for discussion at the next
antenatal appointment. This psychological approach,
which might be referred to as “birth goal-setting” was
observed most frequently in the independent midwife
clinic. for example, one couple was asked:
“How do you as a couple plan to manage feeling afraid?
Most couples at some point during the birthing process feel
fearful – what would make you feel in control of that ear”?
on return the midwife then explored with the couple
their personal target goals for dealing with fear;
suggesting additional coping strategies that they could
consider.
The target goals observed related to “planning your
birth”, emphasised the importance of managing the
emotions and expectations surrounding birth including fear, joy, sadness, pain and disappointment. The
more expected target goals such as “be mobile and
change your position” was carefully integrated into the
personal plan or restricted to available literature.
Through this personalised, psychological planning

approach, it appeared that women
(and their partners if attending) had
the opportunity to develop to a strong
sense of autonomy and perceived control
over their own birth. Simultaneously through
exploring the need for a personal target goal structure,
the midwives were able to influence the couple’s
expectations, goal formation and coping strategies for
birth.
3. Be willing to let nature do its thing – this set of
target goals explicitly communicated nature as being in
the driving seat of birth and women and their partners,
as the overseers of the process. for example, women
were encouraged to:
learn what your body and the baby’s body is
doing during birth
let nature start your labour (acupuncture
was observed frequently from 37+weeks as a means of
inducing “spontaneous onset” in all 3 instructional
environments)
be patient, birth takes a long time
do not invite unnecessary intervention

In Conclusion
as demonstrated by the description of the work
carried out and the reported findings, the aim of this
StSm (to carry out a motivational scoping exercise to
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investigate women’s motivation for a
midwife-led birth in norway) has
been met. in summary, the observed
target goal structure served as an indication
of the critical role that the midwife as a pre-birth counsellor plays in empowering women to psychologically
prepare and own their birthing experience (expectancy
for success). a weaker purpose goal structure was
observed, suggesting that the value of the midwife as a
catalyst for “normality” was already integrated into the
culture of childbirth in norway.
while we might make the assumption that the same
purpose/target goal structure observed in norway
would achieve similar outcomes in countries such as
ireland or the uk, the following points related to the
reported findings must be taken into consideration:
The purpose of this StSm was to carry out a
motivational scoping exercise as a starting point for
understanding motivation to achieve midwife-led birth
in norway
as motivation is complex and multi-factorial,
a deeper and connected investigation that reflects a
macro-approach to understanding the phenomenon is
required across cultures.
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in addition, to the methodological limitations associated with a simple motivational scoping exercise,
theoretical limitations should be recognised:

within the timeframe of the StSm, it was
only possible to investigate the application of a simple
purpose/target goal structure. The level of congruency
between and mediation of the observed goal structuring was on this occasion, not explored.
Future Collaboration with Host Institution
although this summary report concentrates on the
observed similarities of the overall applied purpose/
target goal structure, subtle, but motivationally
important goal diﬀerences were noted across the three
instructional environments. it might be concluded that
these diﬀerences were the result of the instructional
and communicative styles of the particular midwives,
however this was unlikely as the same midwife was
observed working within the two instructional
environments where the goal structuring diﬀerences
were most apparent. while “normal birth” may still be
achieved through the goal structures outlined above,
understanding and influencing women’s motivation to
achieve an “optimal birth” it seems, is still a
multinational challenge. further collaborative work
with the host institution related to motivation to
achieve an “optimal birth” is therefore planned.
Future Publications
as ethical approval was not obtained for the completion of this StSm, one peer-reviewed publication is
planned that will concentrate on the theoretical and
methodological advantages of a motivational Scoping
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Strengthening women for
the firSt birth:
identifying and enhancing Self-efficacy for
tine eri

Background for the study:
evidence demonstrates that management of early
labour has an impact on maternal and neonatal
outcomes. research findings show that women who
are admitted in the active phase of labour (4cms
cervical dilatation and regular contractions),
experience less interventions and complications than
those admitted in the latent phase of labour (3cms
cervical dilatation or less) [1, 2]. while the advantages
of delayed-admission to hospital during the latent
phase of labour are documented, the eﬃcacy of
strategies designed to achieve the same remains at best
equivocal. for example assessment and midwife
support at home versus support by telephone reduced
the amount of visits to hospital in latent labour but did
not impact upon caesarean section rates [3].
likewise, there were no diﬀerences in time of
admission or caesarean section rates when comparing
home visits with standard care in early labour [4]. use
of an algorithm to assist midwives with the diagnosis
of active labour showed no reduction in the rate of

intranatal interventions in relation to spontaneous
labour [5]. women who received an intervention of
structured care for minimum one hour on admission
were no less likely to have a spontaneous vaginal birth
than those receiving standard care [6].
The eﬀorts to keep women home in early labour do not
seem to have proved eﬀective in reducing the numbers
of interventions women experience when they are
admitted. in addition, care in early labour may not
meet women’s needs; many women want to be
admitted during the early phase of labour while the institutions may be want them to stay home longer [7,
8]. The results of these studies indicate the importance
of developing a women-centred approach to the
management of the early phase of labour.
midwives’ overall priorities and strategies when communicating with first-time mothers in early labour are
to empower them to remain at home as long as possible [9]. in a Swedish study, women who wanted to be
admitted in the latent phase of labour mainly did so because they sought reassurance or wished to hand over
responsibility for the labour to care takers [10].
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women who remained at home until the
active phase of labour had an experience
of maintaining power [11]. The authors
concluded that women’s power was constituted
by a driving force towards a particular goal; namely
birth and motherhood. it is indicated that the
women’s level of self-eﬃcacy was high in this specific
situation. Self-eﬃcacy involves an individual’s evaluation of their capability to cope and perform required
behaviour within a specific situation [12]. Self-eﬃcacy
Theory diﬀerentiates between two components; selfeﬃcacy expectations and outcome expectations. They
are diﬀerentiated because individuals can believe that a
certain behaviour will result in a specific outcome;
however, they may not believe that they are capable of
performing the behaviour required for the outcome to
occur. The childbirth Self-eﬃcacy inventory (cbSei)
measures both outcome expectancies and self-eﬃcacy
expectancies for coping with an approaching childbirth [13, 14], and can be used to evaluate women’s
level of confidence for labour prior to birth. The
cbSei is validated and has shown internal consistency
in diﬀerent cultures [13, 15-17].
an important feature of the self-eﬃcacy theory is the
assumption that exposure to diﬀerent conditions can
result in behavioural change by altering an individual’s
level and strength of self-eﬃcacy. in the aforementioned Swedish study, the authors indicate that the
women who remained at home until the active phase

of labour seem to have high levels of self-eﬃcacy [11].
consequently, we may infer that the women who
wanted to be admitted in the latent phase had lower
levels of self-eﬃcacy in the specific situation [10].
however, we do not know their levels of self-eﬃcacy
before the onset of labour (late pregnancy), or if it
changed due to the perception of the latent phase of
labour. This indicates that one way for women to have
the confidence to stay home in the early phase of
labour is by strengthening self-eﬃcacy for labour.
defined as an expectancy-value theory of human motivation, Self-eﬃcacy Theory by bandura (1977) recognises that there are two significant determinants of
motivated behaviour:
• the subjective value that the person places on the
behaviour .
• their perception concerning the probability they will
succeed – referred to as ‘expectancy for success’
(keller 1986) .
if a “motivational balance” exists between the amount
of value and expectancy for success then behaviourally
persistence and eﬀort to perform will also be positively
influenced [18]. This resonates with a study from
new-Zealand, were stronger self-eﬃcacy in primiparous women did predict increased birth satisfaction,
regardless of obstetric interventions during labour and
birth [19]. Strong self-eﬃcacy beliefs prior to birth
was furthermore found to predict reduced pain experi-

ences and distress in labour, but did not predict obstetric interventions.
although many practitioners recognise the advantages
of strong maternal confidence (self-eﬃcacy) achieving
the same through routine antenatal education is not
straightforward.
The arcS model of motivational instructional design
is a widely applied model that is both simple and powerful in its approach [20]. The conceptual foundation
for the model is based primarily on an expectancyvalue approach to motivation. because an individual’s
level of self-eﬃcacy for a specific situation can be subject to change, an intervention in pregnancy based on
the arcS model could be a way to intervene prior to
the onset of labour. a structured antenatal training
program has been tested in a trial in denmark [21].
The primiparous women who attended ‘The ready for
child’ program arrived more often at the labour ward
in active labour compared with those in the reference
group. There were no diﬀerences in in the women’s
ability to cope with fear on arrival, and this may indicate that the women who attended the structured antenatal training program were better able to cope in early
labour at home. The women in the intervention group
used less epidural analgesia during labour, but not less
pain relief overall. medical interventions and the
women’s self-reported birth experiences were similar in

the two groups. This study did
not focus explicitly on self-eﬃcacy
though, the described intervention
provided information on pregnancy, the
birth process, infant care and early parenthood.
The program was given by midwives who were specifically instructed for this purpose. an educational intervention to improve first-tome mother’s ability to cope
with childbirth was performed in china [22]. The intervention was based on bandura’s self-eﬃcacy theory
and comprised two 90-minute interactive educational
sessions between the 33rd and 35th pregnancy weeks,
although not based on the arcS model. The experimental group was significantly more likely than the
control group to demonstrate higher levels of self-eﬃcacy for childbirth after the intervention. twenty-four
to 48 hours postnatally the experimental group reported lower perceived anxiety and pain in the early
and middle stages of labour than the control group.
Secondary outcome measures such as rates of interventions or mode of labour are unfortunately not
reported from this study.

Objectives of the study:
• to describe levels of self-eﬃcacy in primiparous
women in late pregnancy and in the latent phase of
labour.
• to identify relationships among levels of self-eﬃcacy
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in late pregnancy and in the latent
phase, cervical dilatation on arrival,
interventions, mode of labour,
women’s satisfaction with childbirth and
postnatal well-being.
• to develop and test a structured antenatal training
program specifically aimed at strengthening self-eﬃcacy for childbirth.
research questions:
• are levels of self-eﬃcacy for childbirth in primiparous women persistent from late pregnancy to the latent phase of labour?
• do levels of self-eﬃcacy for childbirth in primiparous
women in late pregnancy (Se 1) predict hospital admission status, interventions, mode of labour, satisfaction with childbirth and post-natal well-being?
• do levels of self-eﬃcacy for childbirth in primiparous
women in the latent phase of labour (Se 2) predict
hospital admission status, interventions, mode of
labour, satisfaction with childbirth and post-natal wellbeing?
• do possible relations between Se 1 and Se 2 in primiparous women predict hospital admission status, interventions, mode of labour, satisfaction with
childbirth and post-natal well-being?
• can an intervention in pregnancy based on the
arcS model enhance self-eﬃcacy for childbirth in
primiparous women?
• can an intervention in pregnancy based on the

arcS model have impact on cervical dilatation on arrival at the maternity ward, medical interventions,
mode of labour, satisfaction with childbirth and postnatal well-being in primiparous women?

Design:
The study will have two phases: the first will be observational and the second phase will be experimental.
in phase one, women who are expecting a first child
will be asked to complete the cbSei in 34th to 36th
week of pregnancy and 2 to 4 hours after subjective
onset of labour. postpartum measures of satisfaction
will include the maternal perceptions of Support and
control in birth questionnaire (Scib) [23] and the
women’s views of birth labour Satisfaction questionnaire (womblSq) [24]. maternal well-being will be
measured by the mother-generated index (mgi) [25,
26]. information about cervical dilatation on arrival,
interventions and mode of labour will be collected
from the women’s hospital records.
based on the results form phase one, a structured antenatal training program will be developed in line with
the arcS model of motivational instructional design
[20]. in phase two, the program will be tested through
a randomised controlled trial with levels of self-eﬃcacy
for childbirth as the main outcome. Secondary outcomes will be cervical dilatation on arrival at the maternity ward, medical interventions, mode of labour,
satisfaction with childbirth and postnatal well-being.
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d eSigning and tranSlating
queStionnaireS: the Student’S perSpective
and leSSonS learnt
Susanne grylka-baeschlin,
edwin van teijlingen,
mechthild m. gross

1. Planning a cross-cultural survey
having high-quality questionnaires for use in diﬀerent
languages is a prerequisite for successful cross-national
research collaboration. The coSt action iSo 907:
“childbirth cultures, concerns, and consequences:
creating a dynamic eu framework for optimal maternity care” discussed to use the mother-generated
index (mgi) (Symon et al. 2002) for a cross-cultural
survey. The mgi is an instrument which was developed to assess postnatal quality of life. using the mgi
in cross-cultural research involves its application alongside other instruments (Symon 2012). Thus additional
questions and/or questionnaires had to be designed.
time and resources can be saved by using questions
from relevant published surveys. This approach allows
for comparison of the findings with other studies

(boynton & greenhalgh 2004). however, it is important to decide what information should be collected.
variations in constraining factors across nations such
as spoken language, or laws and regulations which restrict aspect of survey practice must also be considered
(lynn 2003). not to include cultural aspects into the
questionnaires, however investigate them separately, is
sometimes advisable – even in a cross cultural setting.
to identify lack of clarity and inadequate questions, a
pilot test should be conducted (rattray & Jones 2007).
The “postnatal care in grampian” survey by glazener
and colleagues (1993) and the “national Survey of
women’s experience of maternity care” reported by
redshaw and heikkila (2010) oﬀered useful validated
additional questions.
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Several questions from
the “postnatal care in
grampian” survey
corresponded to scales.
one was the postnatal
morbidity index (pmi)
which was developed by glazener
and colleagues (1993, 1995) and used for
the validation of the original english version of the
mgi. Three components were included in the pmi:
maternal physical morbidity, infantile physical
morbidity and a descriptive list of baby adjectives
(glazener et al. 1995, glazener et al. 2005, Symon et
al. 2003).
The second, more general instrument was the hospital
anxiety and depression Scale (hadS). The hadS
was developed by Zigmond and Snaith (1983) and is a
self-assessment tool consisting of 14 items which can
be subdivided into an anxiety and into a depression
subscale. The hadS has been translated into several
languages, including german (Zigmond & Snaith
1983, hermann & buss 1994).
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The aim of the study, which was inspired by the
coSt action iSo 907, was to pilot the mgi for
cross-cultural comparison conducting a survey in
germany and in Switzerland among german-speaking
women.

2. Setting the frame for an STSM to
contribute to an MSc
The idea for this Short term Scientific mission
(StSm) emerged during the coSt meeting in
finland which took place during the planning phase of
the master thesis of the visitor. The StSm made it
possible to determine the development process of the
questionnaires and to design these tools for the study,
what corresponded to the stated aims of the StSm.
host of the StSm was professor edwin van teijlingen,
a medical sociologist at bournemouth university, uk.
The visitor was a student from the european master of
Science in midwifery programme, studying at
hannover medical School in germany and living in
the north of Switzerland in the region bordering
germany.
The general approach of the master thesis was
determined in conjunction with the StSm. in this
process the following factors were considered: the two
hospitals should be near the border, situated not too
far apart in the same geographical area, have comparable
birth rates and not be influenced by the work of the
master student. two small hospitals in the north of
Switzerland and the south of germany were ideally
placed. it was accepted that the small sizes of only 500600 births per year in both hospitals required a longer

data collection time span, what had to be considered
for the planning of the study. determining the sample
frame for the study, a sample size calculation with the
freely available computer programme pS showed that
approximately 50 participants for each hospital were
required to detect a true diﬀerence of one point in the
means of the primary scores of the mgi (Symon 2012,
personal communication, vanderbildt university
online). ten to twelve weeks were estimated to
be necessary for the data collection directly after birth
of women with enough german knowledge. it was
planned to administer the mg during the first days
after birth and again six weeks postpartum.

3. Designing the questionnaires
due to the follow-up, two slightly diﬀerent
questionnaires were required. The development
process of the questionnaires included the following
four steps:
First, searching for published maternity surveys
previously administered to larger samples.
Secondly, analysing these surveys for questions which
are relevant for the current study and composing drafts
of the questionnaires.
Thirdly, distributing draft questionnaires to diﬀerent
professionals for review and collecting their
suggestions.
Fourthly, finding consensus with the host of the
StSm, who supervised the development process of

the questionnaires and a
supervisor of the master
thesis, deciding which
suggestions should be
considered in order to
complete the english version of
the two questionnaires. during the
StSm steps one to three were achieved.
The “postnatal care in grampian” survey (glazener et
al. 1993) and the “national Survey of women’s
experience of maternity care” (redshaw & heikkila
2010) were analysed guided by the following criteria
for the item selection: The questions should cover all
three maternity phases, pregnancy, birth and the
postpartum period. There should be mental and physical health-related questions in order to examine correlations between these measurements and the scores of
the mgi. further questions should cover individual
data; course of pregnancy; birth and postpartum; use
of maternity services; birth experience; satisfaction
with maternity care; information and support during
the hospital stay as well as at home. finally, the questions should be understandable and easy to answer and
had to be relevant to postpartum women.

4. Forward and back translation of
the instruments
acquadro and colleagues (2008) found no
standardised translation method and no evidence that
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one method is superior
to another. The guidelines from the world
health organization
(who, www.who.int)
and the international
Society for pharmacoeconomics
and outcomes research iSpor task
force (wild et al. 2005) were used to inform the
translation of the mgi and the accompanying surveys.
These guidelines diﬀer in the number of required
translators and in the reconciliation and harmonisation
processes. The world health organization (who,
www.who.int) proposes only one forward-translation,
preferably by a health professional, followed by an
expert-panel back-translation. however, there is no
report of the underlying evidence for this approach.
wild and colleagues (2005) recommend more than
one forward translator who must be native speakers of
the target language. a reconciliation process is
envisaged between the translation steps.
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back-translation can be done by one translator or a
panel and should be followed by a review and
harmonisation process, cognitive debriefing and final
proofreading. The defined multistep translation
method with two independent forward translations
and back translation of both versions by one back
translator followed by a harmonisation and

reconciliation process as well as pretesting in the target
population was decided to oﬀer a most rigorous, transparent and accurate translation (grylka-baeschlin et al. 2015).
The harmonisation and reconciliation process was performed with special attention. a main concern of this
process was to avoid the need for further german
translation of the mgi in the future. contacts between
the host and the visitor of the StSm during the translation period led to the requirement that the translated
instrument should be suitable for administration in
germany, Switzerland and austria. as both forward
translators were Swiss, a german and an austrian
expert were involved to evaluate linguistic and cultural
comprehension of the german version of the mgi for
childbearing women from their respective countries.
This expert panel resulted in several minor phrasing
and spelling adaptations. The austrian expert identified the need to address women with more courtesy.
to this end, two sentences were reworded. however
the length of the final text remained shorter than the
revisions suggested by the expert because of limited
space and the need for simple phrases.
both questionnaires including the mgi were pretested
with a small group of german-speaking mothers. The
mgi and the additional questions were completed by
five mothers during their hospital stay in a Swiss

hospital and five mothers four to eleven weeks after
birth. The women were asked to complete the
questionnaires, note the time needed to fill out the
surveys, and highlight any diﬃculties with filling out
the questionnaires, such as incomprehensible words
and sentences. afterwards, according to the cognitive
debriefing method used by de grahl and colleagues
(2012), the participants, either alone or together with
the principal investigator, filled out a form to evaluate
language and content comprehension. This method
allowed for further examination of problematic items.
This step led to diﬀerent phrasing changes and raised
the issue that all women during the main study should
receive detailed verbal explanations on how to
compete the mgi in order to enhance response rates.

pate. in total 129 surveys
were returned an average
of three days after birth
and 83 after seven weeks.
parametric and
non-parametric tests were
computed using SpSS version 20.
beside the comparison of mgi scores
between german and Swiss women and the search of
associations between mgi scores and antenatal,
intrapartum and postpartum care related variables,
convergent validity of the translated mgi was
investigated. This was not planned during the StSm,
however was possible because suitable scales were
included in the instrument.

5. An unexpected discovery:
Applying a self-translated version of
the HADS while recognizing that
there is an existing version

convergent validity is a subtype of construct validity
and looks for correlations between theoretically
related constructs (de vellis 2003). Thus, correlations
between the mgi and the pmi as well as between the
mgi and the hadS were investigated, because
postnatal quality of life is associated with physical and
mental health (da costa et al. 2006, darcy et al. 2011,
glazener et al. 1993, woolhouse et al. 2013).

The prospective, cross-cultural, two-stage paper and
pencil survey took place in the determined two small
hospitals in the south of germany and in the north of
Switzerland (grylka-baeschlin et al. 2015). 226
women giving birth in either hospital between1st october and 15th december 2012, having suﬃcient
knowledge of german and whose babies were not referred to a neonatal care unit were eligible to partici-

after birth, significant weak to moderate negative correlations were found between scores of the translated
mgi and scores of the hadS, significant weak
negative correlations were computed between scores
of the mgi and maternal physical problems and

71

significant very weak to
weak positive correlations between the scores
of the mgi and the baby
adjective score. (grylkabaeschlin et al. 2015) only
after data collection had started
was it discovered that the hadS had already been translated and validated in german (hermann & buss 1994). Thus, despite the transparent and
rigorous translation process leading to the self-translated hadS, it cannot be ruled out that the calculations of the convergent validity of the mgi may have
been diﬀerent using the original german version of the
instrument. Thus, the use of the self-translated hadS
emerged as a limitation of the study.
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one benefit of using a self-translated version of the
hadS instead of the original german hadS from
hermann and buss (1994) provided the opportunity
to compare these german versions of the instrument
(grylka-baeschlin et al. 2015). cronbach’s alpha for
the original german version of the instrument was
0.80 for the anxiety subscale and 0.82 for the depression subscale (herrmann & buss 1994). cronbach’s
alpha for the self-translated german hadS during the
first week after birth (n=128) was 0.75 for the anxiety
subscale and 0.73 for the depression subscale. Seven
weeks after birth, with a relatively small sample

(n=82), cronbach’s alpha was computed at 0.76 for
the anxiety subscale and 0.65 for the depression subscale. internal consistency of the self-translated german hadS was therefore lower than the one of the
original german version of the hadS. however, taking into consideration the smaller size of the current
sample (129 versus 3603 participants), the results were
acceptable. The linguistic comparison of the self-translated and the original german version of the hadS
showed that the meaning of most items were very similar, however, minor formulation diﬀerences were found
in most of the items and four items diﬀered more considerably.

6. Outputs and learning outcomes of
the STSM
as a student of the european master of Science in
midwifery programme, the visitor could profit from
the coSt action to establish international relations.
The contact to a health sociologist in the united kingdom was enriching. The StSm enabled furthermore to
have insight in a diﬀering health care system with a
varying role of the midwives. This will stimulate the
future work of the visitor.
during the StSm, the master thesis was planned in detail and was conducted afterwards according these defined corner stones. The learning outcomes of the
StSm and the subsequently conducted study were

therefore considerable and diverse. Some of the corner
stones were challenging to implement completely. first
of all, the forward and back translation of two complete questionnaires needed a lot of time, was
expensive, because the translators had to be paid and
led to pages of german and english versions for
comparison. however, it was a big advantage that the
self-translated german hadS was the result of a
multistep translation process because this gave a
justification for its use for the assessment of
convergent validity of the german mgi. a further
challenging aspect was the planned long data
collection. even if data collection was started the first
day of the master semester, it was not possible to submit the thesis after six month, because the last questionnaires returned four and a half month after the
start of the data collection. an additional month was
needed to compute the final analysis of the second
questionnaire, to interpret the results and to finish the
writing and revision processes. it was also challenging
that the elaborated questionnaires led to a big amount
of variables that could be analysed. limitations regarding the analysis were not easy to define and therefore,
too much variables were compared between the hospitals and too much associations between mgi scores
and socio-demographic and perinatal care related variables were computed. in the end, the master thesis was
therefore excessively based on numbers and was
diﬃcult to structure well because many diﬀerent as-

pects were included.
The discovery of an existing german-translation of
the hadS came initially as
shock, after some discussion it
was agree that translating an instrument which was already translated and validated in the target
language was, retrospectively seen, a very instructive
experience. it had the eﬀect for the future work of the
visitor to be attentive, to recognise scales, to look for
validated scales and to use these whenever possible.
from the point of the
supervisors it meant that mSc supervisor and StSm
instructor have to plan in more detail their work
beforehand and discuss each single step. due to the
fact that the hadS was more or less “hidden” in the
Scottish survey the main mSc supervisor did not
realise that already existing tools were in use.
after the StSm, the host and the visitor remained in
contact. it was agreed to write two articles about parts
of the master thesis. both papers were successfully
published (grylka-baeschlin et al. 2014, grylkabaeschlin et al. 2015). further outputs of the master
thesis were: two posters (normal labour and birth
conference 2013 in grange over Sands, uk; 2. Symposium for midwifery 2014 (dghwi) in kassel, ger-
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many) and three presentations (introductory week of the
european master of Science in midwifery programme 2013 in lausanne,
Switzerland; optimising childbirth across europe 2014 (coSt) in brussel belgium; 3. Symposium for midwives in
winterthur, Switzerland). The StSm had therefore
valuable consequences for both, the host and the visitor.The StSm had therefore valuable consequences for
both, the host and the visitor.
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aginal birth after caeSarean Section:

culture, chara cter and concernS
valerie Smith

Background

caesarean birth.

The rate of caesarean section (cS) in many highincome countries has increased and continues to
increase beyond the world health organisation’s
recommended level of 15%. in ireland, the
department of health and children, in 1992, reported
a cS rate of 13%. by 1999, the next year for which data
were available, the rate had increased to 20.5%,
representing a 57.2% increase over a 7 year period. at
present, cS rates for first time mothers are reported to
be at around 30%, although large variations (from 22%
to 43%) exist between units. a number of reasons are
oﬀered for the continuing increase in caesarean births
and these include medico-legal issues, the increasing
use of electronic fetal heart rate monitoring, and
reduced training in operative vaginal and vaginal
breech births. a further and perhaps most common
primary reason for repeat cS is previous caesarean
birth. at present, in ireland, the vaginal birth after
caesarean (vbac) rate averages at 35% indicating a
65% repeat cS rate in women who have had a previous

The old adage ‘once a caesarean always a caesarean’ no
longer rings true for all women who have undergone
previous caesarean birth.
vbac has become acceptable in clinical practice and
is viewed as a safe option for most women undergoing
subsequent pregnancy and birth. it is associated with
lower maternal mortality than repeat caesarean birth,
less overall morbidity for mothers and babies and is
the preferred option for the majority of women. vbac
rates, however, have declined in recent years and
current international figures indicate that between
10%-33% of women will attempt vbac. in europe,
large variations in vbac rates exist between and
within countries. for example, vbac rates in ireland,
germany, italy and portugal (29-36%) are significantly
lower than those in the netherlands, norway, Sweden
and finland (45-55%). These variations in vbac rates
are likely to reflect national and individual clinician’s
approaches to clinical decision-making, individual
women’s preferences for planned subsequent mode of
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birth, an absence of
evidence based information on
resultant benefits
and harms associated
with repeat elective cS
and/or an absence of
joint decision- making
between maternity service users
and healthcare professionals.
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considering the increasing cS rate alongside a
declining vbac rate, it is reasonable to assume that we
will continue to witness increasing associated maternal
and neonatal mortality and morbidity. to address this
significant and growing concern, a planned project,
(titled ‘optibirth’), coordinated by prof begley,
tcd, and involving 12 partners from 8 countries, is
being developed and will be proposed. The project
concerns the development of an innovative, complex
programme of antenatal interventions, based on
enhancing women-centred care and women’s
involvement in their care which is aimed at increasing
the rate of vaginal birth after caesarean section. as a
post-doctoral researcher, this StSm provided a
valuable opportunity for me, to explore the cultural
issues, characters, influencing factors and consequences
associated with vbac in a european country with a
high vbac rate (Sweden) and compare these to a
country with a low vbac rate (ireland). This StSm

supported exploratory fieldwork on international variations in maternity care provision with respect to
vbac.

Purpose of the STSM
The specific purpose of the StSm was to conduct
exploratory fieldwork in a european partner country
(Sweden) on the cultural issues, characters, concerns
and influencing factors associated with vbac.
This preliminary fieldwork was aimed at determining
possible insight into some of the reasons for high
vbac rates in some european countries, when
compared to that of countries with low vbac rates,
enabling the investigator to ‘learn from the best’ on
this topic.

Description of activities performed
during the STSM
Day 1: policy and education: met with childbirth
educators (prof lundgren and dr berg) at The
Sahlgrenska academy, university of gothenburg to
discuss and ascertain any educational frameworks or
activities related to vbac promotion. met with a
midwifery manager (ingrid carlgren), normal labour
ward, at Sahlgrenska university hospital, to discuss
and ascertain any clinical policy/guideline frameworks
related to vbac (at national and local level). met with
a lead midwife (katarina knutsson, at the hospital
antenatal clinic, to discuss the midwife’s role in vbac

promotional activities. met with one woman, at the
hospital antenatal clinic, who recently had had a
vbac, to discuss the issues pertinent to her
decision-making regarding mode of birth in this
pregnancy.
Day 2-4: hospital based care: met and observed
hospital-based maternity care (inclusive of visits to 2
hospitals in the gothenburg region, one that facilitated
all women, and one that facilitated only women
considered to be low risk for obstetric complications)
to explore the antenatal and intrapartum services and
support structures for vbac. open discussions with
midwifery staﬀ (facilitated by midwives anna dencker,
anna wessberg and ida lyckestram) took place to
ascertain views and opinions towards vbac and to
ascertain aspects of professional maternity care provision for promoting vbac. met with hospital-based
obstetricians (prof lars ladfors and dr annika
Jeppson) to discuss and ascertain opinion on role
(inclusive of decision-making approaches) and views
of vbac and vbac promotion.
Day 5: maternity Service users: met with the chair
and group members of ‘födelsehuset’, a maternity
service users’ group, (including 2 doulas), to ascertain
views, influencing factors and decision-making
approaches towards planned vbac from the
perspectives of women (3 women attending had had a
vbac).

Findings of the
STSM
The StSm revealed strong
evidence that vbac, in
Sweden, is accepted, promoted and very much considered
a clinical practice and cultural norm.
The host hospital (Sahlgrenska university hospital)
achieved a vbac rate of 53% in 2010. a major reason
for this high rate is a strongly held (and promoted) belief that vbac is safer, in the absence of medical or
obstetric indications, than repeat elective cS. a number of practice-based initiatives, all of which would appear to be transferable to maternity care settings in
other eu countries, including ireland, enhance this belief, contribute to vbac promotion and contribute to
promoting normality in childbirth. These include:
1. VBAC promotion following primary CS:
irrespective of reason for cS: midwives and
obstetricians strongly advocate labour and birth
‘debriefing’ conversations prior to women going home
after birth. if birth is by cS, this debriefing will include
a positive discussion on the potential for vbac in any
future pregnancy, thereby commencing the process of
vbac promotion as early as possible. midwifery staﬀ
at the hospital indicate that ‘debriefing’, prior to going
home following birth, happens for approximately 50%
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of women. remaining
women are provided
the opportunity for
labour and birth
debriefing either by
telephone conversation, if
appropriate, or at their 6-8 week
postnatal check-up visit.
2. Counseling intervention: all women who request
cS, in the absence of medical or obstetric indications,
attend a specialised antenatal clinic (called ‘aurora’) to
discuss the underlying reasons for the cS request. a
collaborative process towards shared-decision making
for mode of birth is commenced. women who request
cS due to a fear of childbirth or fear of loss of control
during labour and birth are provided with an
opportunity to attend individually-tailored, face-toface counseling sessions, with midwives and
obstetricians, to address this fear and the underlying
reasons for it. This has proven very successful in
reducing/altering maternal request for cS
(information provided by the lead midwife indicated
that over 50% of women change their request for
elective cS following attendance at this clinic).

82

3. Peer review and second opinion: obstetricians
working at the host hospital meet every week to review
individual cases of maternal request for cS. as well as

the reasons of physiological benefits, obstetricians
expressed a preference for vbac because it is financially more cost-eﬀective than repeat cS (hospital figures indicate that cS costs double that of normal
vaginal birth). This, for them, has implications for
budget spreading across their entire maternity care
health s ector. doctors, during their training, are
socialised into a maternity care culture where vbac is
promoted as the norm. Specific educational guidelines
on vbac and clinical based guidelines (either at local
or national level), however, do not exist at present;
midwives and physicians, however, expressed
consideration for developing guidelines although given
that vbac is very much a cultural and practice-based
norm, the question was simultaneously raised as to a
need for such guidelines.
4. Daily peer review: daily morning meetings, at ward
level, between obstetricians and midwives take place to
discuss births in the previous 24 hours, especially any
emergency cS births and the reasons for them. This is
considered very important for learning and increasing
normality in childbirth. what went well, what did not go
well, and what could be improved are central to these
discussions. both midwives and obstetricians indicated a
strong approval for these meetings as a support structure
and as a means of improving clinical care.
5. Clinician support during labour: midwives and

obstetricians are extremely comfortable in their role in
caring for women with vbac. women undergoing
vbac are very much viewed, by staﬀ, in the same light
as women who did not have a previous cS. in this
sense, there is no ‘risk label’ attached to women with
vbac and midwives positively promote and support
the potential for normal birth with this group of
women. furthermore, in promoting normality in
childbirth, midwives have placed great emphasis on
one-to-one care during labour and have implemented
change to ensure they work together as a team,
supporting both themselves and women and their
families.
The information obtained during this STSM was
sourced through one-to-one and group meetings with
midwives, obstetricians and women.
in a group meeting (approx. 25 midwives in
attendance), midwives were asked their opinion on
what they thought best promotes and influences
successful vbac. They unanimously agreed that
normal childbirth is best achieved through positive,
reinforced support for vbac and open
communication with women on this topic. midwives
also acknowledged that change cannot (and did not)
happen overnight. although vbac, as the norm, has a
long clinical and cultural history in Sweden, many
other changes, such as peer support, one-to-one care
and team work, took time to implement from previous

approaches to care.
midwives and
obstetricians, working in
collaboration and with a
dedicated eﬀort, instituted
change over a period of time.
with respect to cS, the robson’s
classification and its use is strongly
advocated in the host hospital. This has possibly led to
an emphasis on eﬀorts to ‘getting the birth process
right’ for first-time mothers. a reduction in cS rates,
for first time mothers who present in spontaneous
labour, is evident in birth statistics in the ‘low-risk’
maternity hospital. maternal satisfaction is additionally
high on the maternity care agenda; all women, who
give birth in the ‘low-risk’ maternity hospital, are
administered a 3-month postnatal questionnaire
seeking information on issues such as support, comfort
and satisfaction with their birth experience. The
outcomes of the questionnaires are evaluated regularly
to identify areas of practice that might be improved.
The meeting with the maternity service users’ group
(födelsehuset) was a very informative and insightful
meeting. födelsehuset, established in 2007 in response
to a call, from women, for improvements in maternity
care, provide a variety of support services for women
which include; birth preparation classes, yoga, ‘tricks
of the trade’ classes and classes on the use of alternative
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therapies (e.g. aromatherapy). They also provide
midwife-led home birth
services and contacts for
doula support during labour.
The chair of this group and
group members did indicate, however, that maternity care consumer lobbying is not, at
present, very strong in their country, and needs further
encouragement. informed choice appears to be a ‘hot
topic’ for consideration at the present time. Three
women, who had had a vbac, were in attendance at
this meeting. during discussions, these women (and
one woman whom i had met at the hospital) were
asked their opinion on the use of information
communication technology (ict) solutions for
providing information on and for promoting vbac.
women unanimously expressed support for ict
intervention and indicated that they used the internet
as a source of additional information to that provided
by their healthcare providers, at the time of their
pregnancies. women also indicated a preference for
peer support and indicated that listening to birth
stories from other women who successfully achieved
vbac was important, as this, they felt, would
encourage vbac and empower belief in the potential
for achieving vbac. during the one-to-one meeting
with one woman in the antenatal clinic and during the
group meeting, women were also asked their opinion

on the implementation of antenatal classes designed
specifically to inform, support and engage women on
the topic of vbac. Some diﬀerences of opinion were
expressed. one woman indicated that the classes
should be for women only as she believed women
would engage in stronger peer support and open
dialogue if partners were not present; however, the
remaining women disagreed with this. one woman
also felt that classes should commence at around 32
weeks gestation, whereas another woman believed
they should start much earlier. in considering
improving vbac rates in a country with a high cS rate
and a low vbac rate, this information provides strong
evidence for the need to engage women and their
opinions on and preferences for how best to design an
intervention, to meet their needs, with respect to
decision-making on the topic of vbac.

Conclusion
The StSm provided valuable insight into the culture,
character and concerns related to the topic of vbac in
a country with a high vbac rate, and have demonstrated the feasibility for any maternity unit to achieve
a vbac rate of 53%. many practice based initiatives,
identified during this StSm, as promotional activities
for increasing vbac rates, appear very amenable to
other eu countries.
The StSm fieldwork has demonstrated the feasibility
and usefulness of interviews with women, midwives

and obstetricians for gathering information on issues
related to vbac. The information collected during
this StSm will be discussed and presented to
childbirth healthcare providers in the investigators
home country (ireland). furthermore, this
information will be used to develop the optibirth
project application, to ensure that successful activities
which promote and improve vbac are emulated and
implemented, in as far as is possible, in countries with
low vbac rates.

high vbac countries) for
the optibirth project
should it be successful in its
funding bid.

Future Collaboration

2. midwives at the host hospital
have expressed an interest in visiting
ireland to explore diﬀering maternity care practices
that are working well in this country (such as the
domino schemes and midwifery led care). contact and collaboration to establish and implement such
visits will be ensured.

a number of collaborations and potential future
collaborations have arisen as a result of this StSm as
follows:
1. prof lars ladfors has agreed to become a member of
a european advisory group (based on members from

3. opportunities for midwifery student-exchange visits
were also discussed. further discussions will take place
to ensure development and prospect of such
exchanges.
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eSt practice for maternity care

claudia meier magistretti

1. Purpose of the STSM
to further improve salutogenic quality in maternity
care and respect its complexity, the reciprocal development of scientific and experiential knowledge needs to
be elaborated and described. while being guided by
the best practice framework (developed by the centre
for health promotion at toronto university and by
health promotion Switzerland), in the StSm study, a
model of best practice in maternity care will be developed to connect practical, experiential, empirical, and
theoretical knowledge. This model will integrate complexity and salutogenic theories and will serve as a tool
to bridge the gap between the theoretical framework of
coSt action and the everyday practice in maternity
care. it will provide a framework for understanding, reflecting on and for developing practice based on
knowledge, context and value, while aiming for including scientific evidence as well as expert, patient and lay
knowledge. The best practice framework has been
chosen, since it allows eliciting experience-based
knowledge in order to render it visible and to make it
fruitful for research. it was to be tested in a case study

and applied to further research, education and practice
in the coSt action and in the field of maternity care.
The proposed study is strongly linked to coSt action,
mainly to workgroup 4, (complex systems), where it
will contribute to the underpinning model of best
practice.

2. Description of the work carried
out during the STSM
Preparation work
1) in preparation for the StSm at the School of
health, uclan university, preston, a plan of action
and activity was drawn up in november 2011.
The details of the plan included:
agreement by prof Soo downe to facilitate
the visit within the host institution for claudia meier
magistretti
writing a draft paper to outline the study and
to link the best practice framework with maternity care
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2) a detailed working
plan was elaborated on
the occasion of the
coSt-meeting in
lucerne, april 23rd – 26th
.
3) an outline of the proposal for
the study to be pretested in preston was
sent to Soo downe, who reviewed and discussed it in
detail at the coSt-meeting in lucerne with cm
4) preparation and submission of the proposal of the
study for ethical review by uclan university was
undertaken in may.
Soo downe carefully prepared the interviews, She
choose the interview partners, contacted them and obtained consent from all four midwives. She scheduled
the interviews for cm.
Summary of work carried out during STSM in the
Host Institution:
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Monday 14th May
am: technical equipment tom work in the uclan
oﬃce was provided. Theoretical readings underpinning the interviewing methodology were undertaken,
including the references mentioned at the end of this
document. Submission criteria for the Journal of

qualitative research were studied.
pm: meeting with Soo downe to refine the weekly
work plan, followed by the attempt to write a model
integration of best practice and salutogenesis. based on
this, an open narrative approach was chosen and the
idea of an underpinning theory was rejected for the
pretest. The final interview guidelines including the
narrative approaches, the evoking and the reflecting
questionnaire were definitely designed and written.
Tuesday 15th May
am: Theoretical study for interviewing techniques and
interview transcriptions following Schütze were
deepened. cue questions of the interviews were
learned by heart.
two storytelling interviews with retired midwives
were conducted face to face at the homes of the midwives.
pm: transcription of the second interview was started,
additional technical equipment was provided.
Wednesday 16th May
am: cm participated at the uclan midwifery postgraduate Seminar.
pm: cm participated at the uclan midwifery postgraduate Seminar and did a face to face interview with
a third midwife at uclan university. memory notes
were taken. a fourth interview was scheduled for
Thursday.

Thursday 17th May
am: transcription was continued. Theoretical reading
about narrative analysis following Schütze and rosenthal was undertaken. narrative data analysis following
bothe was read.
pm: cm followed a lecture of tim Thornton on tacit
knowledge at the midwifery postgraduate workshop
on ethnography and scheduled a meeting with him for
friday. The scientific report of coSt meeting in
lucerne was written, calculation form was completed.
The StSm report was drafted.
Friday 18th May
am: transcriptions finished. meeting with tim
Thornton: we discussed the choice of an underpinning
theory about tacit knowledge.
pm: meeting with Soo downe. we discussed the
forthcomings of the international study to be applied
for at the national research found of Switzerland.

3. Description of the main results
obtained
“Values are the key that unlocks changes”
The most striking outcomes of the pretest interviews
are
- the dynamics of interaction between values,
context and knowledge

- values and
feelings as cue elements
of the narratives.
interactions of change confirm the vide research and the
known results out of it, that leadership and values are crucial for change. we think that
there is no need to confirm this for maternity care
again. but although we know so much about the
dynamics of change, we still are not able to find the cue
to initiate it. however, there was a strong connection
of emotions and values in midwives’ narratives in the
pretest.
to understand this connection of emotions, values and
change processes is an important challenge to focus
on: psychological theorists confirm that within this
area, “aﬀective processes have not received systematic
attention” (eccles & winfield 2002, p.127) due to an
overemphasis of cognitive processes in most of the
psychological concepts and research about emotions,
values, goals and motivation. eccles & winfield also
underline the importance of context in the area of motivational research se psychological processes.
in conclusion, the pre-test interviews in the StSm, the
discussions with gill Thompson, tim Thornton and
Soo downe and the comprehensive literature study led
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to a study design with
three leading questions:
- what kind of feelings and
emotions are been expressed?
- how do midwives link them to values in the
narratives?
- and how are they linked to change in birth or organizational culture?
one hypothesis could be that salutogenic birth places
are driven by values, whereas technocratic or toxic
environments might be driven by general explicit
knowledge. The role emotions play within this has not
yet been explored neither has the interaction of values,
emotions and actions been claryfied. yet, there are
some preliminary findings out of leadership-research
(michie & gooty 2005)
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Theory:
when we reveal values, we will put them into
connection to the aristotelian view of martha
nussbaum and “the good life” as well as with
amaryntha Sen’s work about capabilities. emotions
and values could be understood as two of the
transforming factors in the capability approach. we

still don’t know how we can design clear interventions
to transform capabilites into functionings and achievements. we do know that transformational factors are
crucial, but we don’t know how they are to be transformed. analysing emotions will be a step towards this
analysis. other theories (husserl, gadamer, critical
theory) are previously going to be considered as well
in planning the ongoing research work.
Methodology:
before a decision in data analysis methodology is
going to be made diﬀerent methodological approaches
are going to be tested: phenomenological analysis, narrative analysis, critical hermeneutics.
Sampling and link to COST survey:
diﬀerent professional groups are going to be interviewed by the storytelling approach used in the
pre-test including midwives, obstetricians, doulas and
others. The context criteria probably being used for the
coSt survey are being underpinned:
- rates of normal births
- staﬀ satisfaction
- client’s satisfaction
Proceedings:
based on the pre-test interviews diﬀerent forms of data
–analysis are going to be tested and linked to theory
interested members from communities of practice are

going to be invited to act as an advisory board for the
study helping to:
identify cue criteria for organisations
with “good care”
- naming possible organisations to
participate in the study
- creating hypothesis and telling examples of the interaction of values and
emotions in maternity care
professionals

Preliminary
design:
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4. Comments
a special note of thanks
goes to prof. Soo downe,
who undertook a lot of
preparatory work at the host institution and gave great support during
the stay in preston, establishing contacts, accompanying cm to the interview places, giving advice and the
opportunity to discuss to her as well as to other staﬀ
members.
Thank you to coSt for providing the opportunity and
funding to bring this post doctoral research one step
further.
Special thanks to the midwives who spent the time to
tell me their stories. Thank you for your openness!
Thanks to professor Jürgen Stremlow from lucerne
university for applied arts and sciences for his ongoing support for the whole project.
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utylScopolaminiumbromid for the

prevention and treatment of delay in the
firSt Stage of labour :
a SyStematic review and meta-analySiS
carina benstoem

Purpose of the STSM
butylscopolaminiumbromid (buscopan®) has a
significant influence on the duration of the first stage of
labour in absence of severe maternal or neonatal
adverse outcomes (Samuels et al. 2007). in germany
buscopan® is administered to accelerate the birth
process until the cervix is fully dilated when experiencing delay in the first stage of labour. it is used routinely
to accelerate and/or to augment cervix eﬀacement.
usually, oxytocin augmentation, amniotomy or epidurals are accompanying the use of buscopan®.
indications are a prolonged birth progress, impending
dystocia of labour and/ or a rigid cervix during the first
stage. This can occur with suﬃcient or insuﬃcient
contractions.
delay during first stage of labour is diagnosed
commonly by assessing cervical dilatation through

vaginal examination. it is most frequent in nulliparous
women and is associated with increased pain levels and
negative birth experiences (nystedt et al. 2006). delay
during labour leads to increased maternal and neonatal
morbidity (bugg et al. 2011). women with a longer
first stage of labour have experienced a higher rate of
postpartum haemorrhage, chorioamnionitis and
neonatal admission to the intensive care unit (cheng
et al. 2009). a prolonged latent first stage of labour is
independently associated with an increased incidence
of subsequent labour abnormalities, thick meconium,
depressed apgar scores, and the need for newborn resuscitation (maghoma, buchmann 2002). other risk
factors associated with prolonged labour include high
maternal age, induction of labour, pre-labour rupture
of the membranes, early admission to the delivery unit,
epidural analgesia and high levels of maternal stress
hormones (dencker et al. 2009) and is also frequently
cited as an indication for an emergency caesarean
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section (bugg et al.
2011, florica et al.
2006). The institut für
angewandte qualitätsförderung und forschung
im gesundheitswesen
(aqua 2010) states that 24% of all
secondary caesarean sections are performed because of
delay in the first stage of labour.
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however, the definition of delay during the first stage
remains controversial. back in 1969 o’driscoll (1969)
suggests that any nulliparous women with a rate of cervical dilatation of less than 1 cm per hour should require treatment for delay. This approach has developed
over time. more recently a rate below 2 cm in 4 hours
for first labours is regarded as threshold for treatment
(nice 2008), whereas Zhang et al. (2010) highlight
that a 2-hour threshold for diagnosing labour arrest
may be too short before 6 cm of dilation, whereas a 4hour limit may be too long after 6 cm. moreover, it also
has to be taken into account that defining the condition of delay in labour is complicated by the fact that
the terminology is not clear; certain terms (e.g. slow
progress of labour, delay in labour, prolonged labour or
dystocia) are often used simultaneously and interrelated and are not explicitly defined.
length of first stage of labour varies in nulliparous
women presenting a noteworthy range of variations. a

recently published systematic review on labour duration and cervical dilatation rates among low-risk nulliparous women (neal et al. 2010) presenting data of 18
clinical trials (n= 7.009) conclude, that the weighted
mean duration of active labour is 6.0 hours and the calculated dilation rate is 1.2 cm per hour with a mean
standard deviation of 3.5 hours. furthermore incerti et
al. (2011) point out, that duration of labour at each
centimetre of cervical dilation can show a broad distribution (e.g., at 4 cm: median = 5.5 hours, range: 0.8 12.5 hours). given that cervical dilation accelerates
nonlinearly, a graduated approach based on levels of
cervical dilation to diagnose labour protraction and
delay is proposed (Zhang et al. 2010). nowadays, the
slowest yet normal rate of cervical dilatation still remains unclear; repeatedly not physiological extremes
but thresholds for interventions determine intrapartum care. neal et al. (2010) emphasize on the importance of a “better understanding of the norms and
slowest acceptable limits of labor duration and rates of
cervical dilation (…) because this knowledge is the
backbone of clinical decision-making in the intrapartum setting“. This knowledge would assure necessary therapeutic interventions when experiencing
delay in labour and preventing unnecessary common
interventions in all labouring women. Therefore, this
study is not only going to focus on the eﬀectiveness of
butylscopolaminiumbromid (buscopan®) for prevention of delay in labour but will especially concentrate

on the treatment aspect of delay in the first stage.
administering antispasmodics during labour could
lead to faster and more eﬀective dilatation of the cervix
(Samuels 2009). antispasmodics are drugs that relieve
spasms of smooth muscle tissue and have either
musculotropic or neurotropic eﬀects.
butylscopolaminiumbromid (international non-proprietary name) is a quaternary ammonium derivative,
which buscopan® has been developed by boehringer
ingelheim pharma in 1951. butylscopolaminiumbromid exerts a spasmolytic action on the smooth muscle
of the gastrointestinal, biliary and genitourinary tracts,
but the exact mechanism of action on cervical dilatation remains still unclear. The cervix consists of connective tissue and smooth muscle parasympathically
innervated with the smooth muscle constituting
approximately 10-15% of the cervix with this proportion increasing with gestational age (leppert 1995).
Thus and the tissue of the cervix being elastic during
labour (leppert 1995) might be an approach to
explain the exact mechanism when taking into account
that buscopan® blocks the action of acetylcholine at
parasympathetic sites (both muscarinic and nicotinic
receptors) in smooth muscles and in secretory glands
(Samuels 2009).
after intravenous administration, buscopan is distributed rapidly (t= 4 minutes) into the tissues. The active

pharmaceutical ingredient (api) hyoscine-nbutylbromide does not
pass the blood–brain barrier and plasma protein binding is low; approximately half the
clearance is renal, and the main
metabolites found in urine have no significant clinical
action. The maximum dosage of buscopan® is 100 mg
per day for adults (boehringer ingelheim pharma
2008). at therapeutic dosages adverse eﬀects are rare
and can be assigned to the anticholinergic properties
of the drug and include xerostomia (dry mouth),
dyshidrosis eczema, visual accommodation disorders,
tachycardia, dyspnoea, dizziness, flushing, blood pressure decrease and urinary retention. one ampule (20
mg) costs approximately 0,15 € and one suppository
(10mg) about 0,45 €.
in germany buscopan® is commonly administered
during labour to decrease pain and to accelerate
and/or to augment cervix eﬀacement. usually, intrapartum interventions such as oxytocin augmentation,
amniotomy or epidurals are accompanying the use of
buscopan®. indications, if any, are a prolonged birth
progress, impending dystocia of labour and/ or a rigid
cervix during the first stage. This can occur with suﬃcient or insuﬃcient contractions. whereas it's analgesic properties might be negligible in this context, the
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value of buscopan®
seems to lay in the reduced time spent in the
first stage and consequently the reduced overall
time spent in pain by the
labouring mother in absence of maternal or foetal adverse outcomes (Samuels et al.
2007).
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in the federal republic of germany each labour requires by law midwifery care (hebg 1985, §4). generally, midwifery care is governed by law by the federal
government and the “hebammengesetz” (hebg
1985), which rules overall matters of interest for midwives: education and training, professional accreditation, reserved areas of practice. in contrast, the
professional codes of conduct for midwives are
governed at federal state level by the 16 german
federal lands. it is described in detail, which rights,
duties and areas of profession midwives have, e.g.
assessing cooperation with other health professions,
professional secrecy, use of pharmaceuticals,
documentation, quality assurance and continuing
education. with regard to buscopan® it has to be taken
into account that 14 of the 16 federal lands explicitly
entitle midwives to the independent use of
spasmolytic and analgesic agents during labour. but an
initial investigation in the german speaking area

suggests, that the use of buscopan® is grounded on individual preference and experience, rather than on research evidence. no guideline of any german
obstetrical society (e.g. deutsche gesellschaft für
gynäkologie und geburtshilfe (dggg)) on the use
of buscopan® during childbirth is available, no systematic review concerning the topic has been published.
no recommendations on indication, mode of application, required doses or best timing for application
exists. So far no patient related data on the use of
buscopan® is recorded in perinatal auditing. Therefore,
a systematic review including meta-analysis and
summary of findings table will have a major impact on
daily practice at german labour wards: away from
experience based practice towards evidence-based
care.
in preparation of the StSm professor devane already
reviewed the research proposal for the systematic
review and supported its development. criteria such as
types of studies, types of participants, types of interventions, types of comparison, types of outcome
measures, search methods and search strategy were
discussed prior to the StSm. professor devane was
also involved in data collection processes in preparation for the StSm. The selection of studies to be
included in the review, the developed data extraction
sheet in excel format, the data to be extracted as well
as risk of bias assessment was conferred in detail. as a

systematic review in preparation. first, for all 16 included studies characteristics tables such as the example given were prepared:result, selection of studies and
data extraction was to a degree completed before the
short-term scientific
mission started.

Work carried out during STSM
to begin, outstanding questions of the data collection
process were discussed. each included study was
reviewed briefly and the comparability of the studies/
the data in a meta-analysis was confirmed once more.
in total, 16 studies were finally included in the
systematic review.
The first working step carried out was transferring data
in a comparable format wherever necessary. professor
devane explained statistical methods and this work
was carried out during the StSm. one focus within
this working step was on one included study, which
was performed as a factorial design; professor devane
explained statistical methods to combine results across
the study groups of the factorial trial and to present it
in an accessible format for the systematic review. This
work was also completed during the visit in galway.
The major focus during StSm was working with
revman- a program provided by the cochrane
collaboration for performing meta-analyses. professor

devane explained all
available features and required working steps in
detail, especially as the applicant was not familiar with
revman before. This and entering the data into revman
required most of the time during StSm and this working step was also completed for 14 of the 16 included
studies. here, the characteristics tables of included
studies as well as the risk of bias tables were
completed. moreover, continuous data and dichotomous data for the four comparisons and all pre-defined
outcomes under investigation were entered into
revman. for the two remaining studies the authors of
the trials had agreed to provide further data necessary
for the meta-analysis, but had not completed this task
before the end of the StSm.
to end, professor devane explained meta-analyses and
the interpretation of forest plots in general terms. The
diﬀerence of random eﬀects versus fixed eﬀects models
was discussed in great detail. professor devane
explained clinical, methodological and statistical
heterogeneity vivid, extensively and easy to understand.
to conclude, we allied the above-mentioned topics
than finally to the systematic review in preparation.
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Main results
The main results obtained via the StSm are
related to working with

revman and the metaanalysis of the systematic review
in preparation. first, for all 16 included studies characteristics tables such as the example given were
prepared:

Characteristics of Studies
characteristics of included Studies (accinelli 1978)

Methods
Participants
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Study design: randomised controlled trial
duration of Study: not described
Setting: department of obstetrics & gynaecology, ospeciale generale provinciale, treviglio, italy
unit of randomisation: women in labour
total number of participants randomised:210
inclusion criteria: primipara & multipara, aged 17-42 years, for whom normal labour was
expected
exclusion criteria: not described

Interventions

intervention: da 3177 (spasmolytic agent scopolamine-n-(cyclopropylmethyl)bromide),
10mg - 30 mg, intramuscular or intravenous injection given at the end of latent phase (2-3
cm) (n=70, randomised)
control: hyoscine-n-butyl bramide 20 mg-60 mg intramuscular or
intravenous injection (n=70, randomised or placebo, 1-3 times (n=70
randomised)

Outcomes

outcomes of interest reported in the study: reciprocal of duration of dilation period (1000
min - 1), duration of expulsive period (min), blood loss during 4th stage (ml)

Notes

ethical considerations: not addressed
route od administration not provided, not described how often women received the
treatmenet (1-3 times)
routine administration of oxytocin

Risk of Bias Table
Bias
Random Sequence
Generation
(selection bias)

author’s Judgement
unclear risk

Support for
Judgement
not described

Allocation concealment (selection bias)

low risk

“The vials, all containing 2 ml, were indistinguishable visually”

Binding of participants and Personnel
(performance bias)

low risk

“ ... studied in a double-blind trial...”
participants: blinded
personnel: blinded

Binding of
Outcome
assessment
(detection bias)
Incomplete
Outcome Data
(attrition Bias)

unclear risk

insuﬃcient information on which to base a
judgement

low risk

loss to follow up: 1da group (0,7%), 5
hyoscine-n-butyl bromide group (3,5%), 6
placebo group (4.2).

review manager 5.1

as data is still missing for two included studies the
meta-analysis is not yet completed and the forest plot
cannot be interpreted yet.

professor devane has kindly agreed to support this
work further on and it is expected that the meta-analysis will be completed no later than march 12.
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Articles
Resulting from
the STSM
it is intended to submit this
systematic review at the british
Journal of obstetrics and gynaecology
(bJog) for publication. This systematic review will
feed directly into the work of the coSt action as part
of the systematic reviews of workgroup 2 focussing on
intrapartum interventions.

Other comments
a special note of thanks goes to professor devane who
took a lot of preliminary and closing work for this
StSm and the systematic review on buscopan in general. it was my greatest pleasure to work with and be
thought by such an expert in the field of systemic reviews and meta-analysis.
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idwifery-led childbirth care, exchanging
education and practice cultureS
between ireland and Sweden
anna dencker

Background
The background for this StSm is an interest in
alternative childbirth care. many healthy women with
an uncomplicated pregnancy may be interested in
choosing a childbirth care with a low risk of
interventions (e.g. amniotomy, oxytocin
augmentation, epidural analgesia) that is provided
within an alternative or midwifery-led unit. midwiferyled maternity and childbirth care is shown to be a safe
alternative for women with low-risk during pregnancy.
in Sweden most small units have been closed down
during the last decades and there are very few options
left for women who would like to have their baby in an
alternative or a small home-like unit.
in ireland a project to start midwifery-led units
(mlus) has been carried out in collaboration between
trinity college dublin (tcd) and the health Service
executive north-east region (hSe-ne). two mlus
started up in 2004 when a randomised controlled trial
(the midu study) took place to compare mlu care

with consultant-led care. following study completion
the two mlus have remained as a maternity care
options in ireland, in cavan and in drogheda.

Purpose of the STSM
1) to visit the midwifery-led unit (mlu) in our lady
of lourdes hospital, drogheda, ireland, to observe
practices and interview the midwifery staﬀ.
2) to join the research team in the School of nursing
& midwifery in trinity college dublin (tcd),
ireland and take part in a retrospective study of the
outcomes of the mlu and present them in a scientific
paper.

Description of activities performed
during the STSM
Day 1
i met with prof cecily begley at School of nursing and
midwifery, tcd, and discussed midwifery practices
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during pregnancy,
labour and birth in
ireland and Sweden. we
also planned a retrospective study of the
outcomes from 5 years of the
mlu in drogheda. we set up a workplace with access to computer and internet and i
exported mlu data from 2008-2012, from an excelfile into SpSS (Statistical package for the Social Sciences).
met with kathryn muldoon, head of midwifery in
tcd, and discussed midwifery education in ireland
and Sweden. of especial interest is the direct entry 4year midwifery programme, including a bachelor in
Science in midwifery that started at tcd in 2006. The
students in the direct midwifery programme will not
get a license as a nurse but they get trained in certain
nursing skills (e.g. venous puncture, bladder
catheterisation) but within the context of women’s
health. The students also get the same practice in
midwifery as in the higher diploma programme that
requires a nursing education, similar to the Swedish
midwifery education.
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Day 2
attended the midwifery forum meeting in tcd, and
participated in the midwifery education team

discussing maternity care issues. on the agenda were
development of undergraduate curriculum and
discussion about service user group meetings. to
spread information about the 2-year master
programme the teachers decided to go out to the
maternity units at the surrounding hospitals and have
information meetings. i also attended the maternity
care research group meeting about on-going research
projects. There were updates on on-going projects and
information on future conferences. in the afternoon i
worked with the project and recoded variables and
made new dichotomous variables to more easily identify all transfers from mlu to clu (consultant-led
unit) care; antenatally, intrapartum and postnatally in
the SpSS-file.

from: www.facebook.com/pages/midwifery-led-unit-drogheda

Day 3
visit to the mlu at our lady of lourdes hospital in
drogheda and met colette mccann, director of the
maternity unit, and anne keating who works with development and staﬀ education. The mlu is a small
unit, within the maternity department at the hospital,
managed by midwives who provide antenatal, intrapartum and postnatal care. They also organise antenatal education classes for the parents. mlu has two
home-like delivery rooms equipped with bath tubs,
birthing stools, lavender oil lamps, mattresses and
pilates balls. mairead martin, a practising midwife at
the mlu showed me the unit, answered all my
questions and we had a lively discussion of how to
promote normal labour and birth and management of
pregnancy and childbirth care. Since two years ago,
mairead belongs to a small group of specialist trained
midwives in ireland, and she is the only one in
drogheda, who can examine and discharge healthy
newborn babies. one week after birth the midwives
also do home visits and give daily telephone guidance
to the parents.
Day 4
worked at tcd with notes from the mlu visit.
decided with prof begley to write an abstract on the
mlu data and submit it to icm 2014.
we also discussed a scientific paper on the outcomes
from mlu 2008-2012.

Day 5-7
worked on the mlu datafile and calculated
frequencies of maternal and
neonatal outcomes in
diﬀerent groups, both those transferred and those
staying within the mlu care. between work-days i
enjoyed the very nice city of dublin. i also prepared
further questions to take to the mlu.
Day 8
visited the mlu again. unfortunately i could not have
the planned meeting with one of the hospital-based
consultants because she was ill. all other consultants
and doctors were occupied with clinic and delivery
ward work. instead i talked with colette mccann
about risk assessment, which mothers to monitor with
ctg, referral
routines and we had a discussion about the cooperation between units and between professions. The rest
of the day i joined the midwives at the mlu, had tea at
their oﬃce and talked about midwifery and about
mlu guidelines.
Day 9
last day of StSm visit and i attended the phd seminar
day at the School of nursing and midwifery at trinity
college. it was a day with interesting lectures on
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diﬀerent methodological methods and also involved possibilities to
meet and discuss with
phd-students and researchers.

Findings of the STSM
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during this StSm i visited the mlu in drogheda and
observed practices and interviewed the midwifery
staﬀ. The mlu in drogheda provides pregnancy and
childbirth care to low-risk women.
The unit is independent but close to the consultant-led
delivery unit. at the mlu the midwives, as a group,
give the woman a continuity of care from the 24th
gestational week until one week after the birth. They
have strict criteria for transfer of the woman if any kind
of complication should occur and most transfers take
place during pregnancy. The delivery rooms are homelike and cosily furnished. birthing pools and mattresses
on the floor are used during labour and birth. equipment for child resuscitation is concealed in a cabinet.
The mlu has low rates of complications during and
after childbirth. both parents (alternatively another
family member) are allowed to stay after the birth. one
of the mlu midwives has the competence to examine
and discharge healthy newborn babies. The mlu midwives do home-visits within the first week post-partum
and provide advice to the patients on a 24-hour basis.

The StSm visit also gave me an opportunity to visit
teachers and researchers in trinity college dublin.
Since 2006 the School of nursing & midwifery in
tcd oﬀers a direct entry 4-year midwifery
programme, including a bachelor in Science in
midwifery (http://www.nursing-midwifery.tcd.ie/
undergraduate/pre-registration/undergrad-bsc-midwifery.php). The students will not get a license as a
nurse but they get trained in nursing skills within the
context of women’s health. from the 3rd week they
have practice together with a teacher fromtcd. The
direct-entry midwifery programme is highly appreciated by both students and the health care services.

Conclusion
The idea to visit tcd and mlu started to form when
dr valerie Smith visited our clinic during an StSm
2012. This visit the mlu in drogheda gave me many
useful impressions and ideas to carry forward in my
work as a practice development midwife at Sahlgrenska university hospital and as a teacher at the midwifery programme in gothenburg. The StSm has also
enabled valuable collaboration in order to write a scientific paper on five years of results of the mlu after
the midu trial.

Future Collaboration
further collaboration is planned as a result of this
StSm:

1. an abstract is submitted to icm 2014. “midwiferyled childbirth care in ireland – five years of experience
after the midu trial”, authors: a. dencker, v. Smith, c.
mccann and c. begley.
2. write a scientific paper reporting of the results from
2008-2012 from mlu in drogheda, ireland.
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Personal Achievements
The provision of midwife-led care (mlc) in northern
ireland has interested me for a number of years,
particularly as i grew up there. i later moved to the
republic of ireland, where i worked within the
maternity care services and currently as a lecturer in
midwifery education. in comparison to n. ireland, the
republic of ireland has a diﬀerent model of maternity
care provision, with no national community midwifery
service, small pockets of midwife-led care and primarily obstetric-led maternity care services. This is
despite the increasing evidence highlighting the
benefits and the socioeconomic value of midwife-led
models of care for low risk women (Sandall, 2013;
devane et al., 2010; hatem et al, 2008). while
undertaking a professional development project with a
team of midwives who provide a domino and home
birth service in the republic of ireland, an objective
was to review the criteria for admission and/or
exclusion of women into or out of the service.

i thereby seen the Short term Scientific mission
(StSm) scheme as a valuable opportunity to enable
me to visit midwife-led units (mlus) and converse
with senior midwives providing mlc in n. ireland.
The aim of the StSm was to gain a deeper insight into
the culture and organisation of midwife-led care
throughout n. ireland and in particular explore the admission and/or transfer criteria applied when women
access midwife-led care. in addition, my objective was
to establish the evidence supporting the criteria
utilised and to learn from the experienced midwives
how they interpret the mlus antenatal care guidelines
in their practice. ultimately, my objective was to use
this learning to inform other midwife-led care teams.
within northern ireland, the provision of midwife-led
care has progressed significantly since the first midwife-led unit opened in 2001 and oﬀers choice of place
of birth for low risk women. The most recent mlu
opened on the 29th april 2013 with further imminent
plans to open additional units. government policy
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first supported the initiative in 2004, when the
health minister announced her decision to
allow community midwifery
units in ni, following an extensive
consultation exercise to gauge public and professional
opinion (4ni.co.uk 2004). This development has provided a significant change in the overall landscape of
maternity care services in northern ireland which is
strongly supported by the department of health, Social Services and public Safety in their publication ‘a
strategy for maternity care in northern ireland 20122018’ (dhSSpS 2012). currently there are seven
midwife-led units (mlus), four which are adjacent to
or alongside obstetric-led units (amu) and three
which are freestanding (fmu) mlus. The majority of
these mlus are proposed built, with the rest being redesigned and refurbished units from previous maternity or primary care facilities. an adjacent to or
alongside obstetric-led units (amu) and freestanding
mlus (fmu) are defined as follows:
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freestanding midwifery unit (fmu): is an nhS clinical location oﬀering care to women with straight forward pregnancies during labour and birth in which
midwives take primary professional responsibility for
care. general practitioners may also be involved in
care. during labour and birth diagnostic and treatment

medical services including obstetric, neonatal and
anaesthetic care, are not immediately available but are
located on a separate site should they be needed.
transfer will normally involve ambulance (national
childbirth trust 2011).
alongside midwifery unit (amu): an nhS clinical location oﬀering care to women with straightforward
pregnancies during labour and birth in which midwives take primary professional responsibility for care.
during labour and birth diagnostic and treatment
medical services, including obstetric, neonatal and
anaesthetic care are available, should they be needed,
in the same building, or in a separate building on the
same site. transfer will normally be on foot, by trolley,
bed or wheelchair (national childbirth trust 2011).
This provision of midwife-led services is in stark contrast to only two mlus in the republic of ireland,
where there is a population of 4.6 million in comparison to 1.8 million in n. ireland.
arrangement of StSm and work undertaken
i contacted dr marlene Sinclair, professor of midwifery research at the university of ulster,
n.
ireland to seek her advice and support for my StSm
application. professor Sinclair is the chair of the
working group 1, coSt action iSo907, which focuses on antenatal care and she agreed to undertake
the role of coSt host institution. dr Sinclair valued

my proposal as having the potential to improve
maternity provision and supported my StSm
application with a letter. i met the deadline for
submission of StSm applications on the 16th
november 2012 and i was notified on the 14th
december 2012 that i was successfully awarded the
StSm. The financial support provided by the StSm
scheme in 2012 was €1000 and this enabled me to
cover my expenses.
i commenced my work by oﬃcially contacting the
heads of midwifery in four out of the five health and
Social care trusts in northern ireland, (within the
fifth trust there is no mlus currently operating,
although midwife-led care is practiced). permission
was sought to visit the mlus for a guided tour and to
interact with experienced midwives providing the

service. Three heads of
midwifery permitted access
while one advised that i
could visit the mlu later in
the year. in total i visited six
mlus in northern ireland, five
situated in an urban location and one located
in a rural setting.
i travelled by car, covering approximately 604kms.
i was warmly welcomed on arrival to each of the units
and spent between 1.5 and 2.5 hours conversing with
the midwives, reading the policy documents and being
guided around the midwife-led units.
in summary, the findings of the StSm include: the
historical development of the mlus in northern
ireland, mlus which provide an extremely conducive
and competent environment for women to labour and
give birth and notably, a variation in the criteria for admission into, and transfer from mlc from one mlu
to another. for example, a low risk woman may gain
access to one mlu having had one pessary for
induction of labour while the same woman could be
declined entry into another mlu. This key finding
may have evolved because of several factors for
example: the status of the unit, whether adjacent to, or
freestanding; the length of time the unit was opened;
the competence and experience of the midwives; the
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leadership of the midwifery management and
support and ultimately the
working relationships
between the midwives and the
obstetricians. nevertheless an
inequality of midwife-led service provision
became apparent due to inconsistent criteria across all
the mlus.

Professional Achievements
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from a professional perspective, undertaking the
StSm has been invaluable for my own professional
development in particular, leadership skills and
learning relating to the organisation and provision of
midwife-led services. i am currently leading the
development of a national guideline entitled ‘guidelines for admission to and transfer from midwife-led
care’. This is a direct output from this StSm which has
the potential to further develop midwife-led services
within northern ireland and internationally. This
initiative commenced following identification of the
inconsistent criteria for admission into, and transfer
from mlc from one mlu to another. a colleague,
dr patricia gillen and i applied to the guideline audit
implementation network (gain) and were successfully awarded funding to develop a national guideline
in december 2013. The development of the mlc
guideline is ongoing, with completion proposed for

mlu
in ireland

July 2015. There is a large number of multidisciplinary
key stakeholders involved in both the working and
steering group these include heads of
midwifery/deputy from each trust, midwife managers
of the mlus, representations from users groups and
other maternity health care professionals (obstetricians, neonatologists, anaesthetists), general practitioners, dh chief midwife oﬃcer, lSamo for n.
ireland and representation from health promotion
agency. The main objective is to provide up to date
evidenced based guidelines so that low risk women

with an uncomplicated pregnancy are not excluded from
mlc and avoid often unnecessary intervention in an obstetric-led maternity hospital
(dahlen et al., 2012).

Academic
Achievements
as an earlier researcher, having
applied for, awarded and undertaken the StSm has
legan valey mlu
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enabled me to
develop my postdoctoral
research agenda. it
has also provided me
with
experience in applying for
research funding and invaluable networking
opportunities to undertake
future midwifery research.
to date i have disseminated my StSm research
findings via an oral presentation at the ‘optimising childbirth across europe’ conference
in brussels, 9th-10th april 2014, with a paper
planned for publication. i continue leading on
the gain midwife-led care guideline development project with projected outcomes
which have a clear impact for women, babies
1st anniversaryof mlu
and their families and midwife-led care interfor advice and support in advance of the deadline.
nationally.

Top tips
for potential STSM applicants
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This is an invaluable opportunity, i advise applicants to
carefully plan and proof read their StSm application
before submitting it and to contact the host institute
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xchanging innovative knowledge
tranSfer between ireland and greece
kleopatra alamantariotou
georgia kontossorou

Background
The background of this StSm is an interesting integration of innovative knowledge transfer, survey
development and open innovation and communities
of practices.
today’s health system needs a better way to obtain
access to the latest good quality research as a
mechanism to improve the quality of healthcare across
all levels of healthcare. research over the past two
decades indicates that it is impossible for individual
health professionals to keep up to date with the latest
research findings.
within maternal-child health and the health system in
general health professionals, scientists and policy
makers are concerned about the increasing gap/divide
between the best available evidence on eﬀective care
and what is actually happening in practice and policy.
more recent figures indicate that it might take up to
two decades for original research to be incorporated
into routine practice. unfortunately this means that

patients are not receiving the best possible care and
valuable resources might be wasted on ineﬃcient
ineﬀective and even harmful care (harrington et al.
2008).
Therefore one of the first steps in the coSt iS0907
project of childbirth cultures, and consequences:
creating a dynamic eu framework for optimal
maternity care was to proposes methodologies such as
realist research and to investigate action research based
on appreciative inquiry, with service user collaboration
(downe et al 2007).
The action is launched to advice scientific knowledge
of how to design sustainable maternity care systems by
understanding what works, for who in what
circumstances, and by identifying and learning from
the best with the aim of improving maternity services
for all key stakeholders.
The action iSo907 iresearch4birth will actively
engage service users in the development of scientific
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plan, and in the on-going
knowledge transfer
process, and will audit the
impact on those involved
(downe 2007).
moreover promoting and creating communities of practice or networks of people that identify
issues, and share approaches or make their solutions
to problems available to others thus making data
available, are activities that promote knowledge
translation. according to kothari (2011), knowledge
translation researchers and community based
organizations and their practitioners tend to value the
process of knowledge and collaboration. in details
knowledge translation, between communities,
decision makers, researchers, is beneficial when
ensuring that the evidence meet the needs of all users
stakeholders, and that the decisions are based on both
research and community needs.

it is looking at these deep intersections or interstices
and seeing something that nobody else saw before, and
that becomes the innovation. innovation is not only
great technical breakthrough but any significant
improvement in a product or a process that generates
value or reduces waste.
open innovation initiatives can be broadly categorized
as universities collaborations, commercial partnerships and government–led programmes. in practice,
open innovation initiatives often span across all three
of these areas as they include partners from
universities, business and government agencies
(chesbrough 2003).
open innovation works in partnership with industry,
government and academia worldwide in order to
engage the brightest minds, to share knowledge and
ideas, and to advance a common technology vision.

Purpose of STSM
within information technology industry, innovation
has traditionally been defined by the process of invention discovery, and driven by investments in research
and development.
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innovation in the 21st century, however, is broader and
it needs to be. Sometimes innovation is not an
invention, a creation or a discovery.

a)to visit open innovation conference , organized by
european commission and trinity college dublin .
b)to join the research team in trinity college dublin,
exchange knowledge about survey development tools
of open innovation and communities of practice.

Description of activities
performed during STSM
1st week
an additional aim was to search and design useful
knowledge transfer tools for the coSt action, which
can be used to identify best practices in maternity care.
also during StSm i search and obtain knowledge
about survey development for working group 5
innovative knowledge transfer and open innovation in
communities of practice.
we have the opportunity to search and find also
existing research surveys and learn the process of the
development of the questionnaires. today health
systems need better way to exchange knowledge and to
have access to the latest high quality research as a
mechanism to improve the quality of health care across
all levels of health care.
Some of our key areas were to:
•design and test the survey, to identify and learn from
the best.
•how does the organisation of maternity care in european countries impact on positively focused outcomes
in the short, medium and longer term for women
•identify sites with diﬀerent organisational characteristics that do a good job in terms of our chosen
outcomes in each of the three topic areas (in one or

more eu countries)
• find out what they do
diﬀerently from similar sites
with less good outcomes
• Spread this good practice/ethos
and etc to other sites through the
knowledge transfer plan
we identify tools and web sites about surveys creation
and guidelines
•refine the knowledge transfer tool
•determine the eventual users of the survey data
determine the needs of the eventual users against the
tool, and action
for the wg5.1 stakeholder engagement, our activities
were to identify practitioners police makers service
user networks cops . especially identify those with an
interest in maternity care and link them into stakeholder network .
2nd week
during the second week, we had the opportunity to
continue searching in the library for useful survey
tools, links and learning research ways , about how to
develop a survey.
also there was an opportunity to participate in global
conference about open innovation.
on 20th to 21st of may 2013 participate in open
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innovation conference.
open innovation 2.0 Sustainable economy and
Society dublin castle

This conference was organized as a part of the “european commission”. it presented the main initiatives
and realizations in health technologies and tried to
identify the main key implementation factors on a
legal, economic and human level.

The main
purpose of this conference is to present a « state of the
art » of the open innovation
concept applied to health care
and digital age with social
impact in europe.
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The health technologies domain
is an interesting candidate for
this new approach that is open
innovation. one of the main
challenges of this industry is
indeed to integrate at the earliest
stage possible every stakeholder
of the health ecosystem in order
to anticipate the regulatory and
normative context, to provide a
more eﬃcient medical or
socio-medical service, to ensure
that users (professionals and
patients) will adopt the solutions, and therefore find the keys to a sustainable
economic model carried out by all of the stakeholders.

open innovation is the use of internal and other
companies' ideas to develop new businesses.

open innovation is one of the important components
of the foreseen european innovation System, where all
stakeholders need to be involved in a quadruple helix
innovation model. This model
outlines user-oriented
innovation models.
in addition,
open innovation can create the
seamless
interaction
and mash-up
for ideas
needed in such
innovation
ecosystems
(chesbrough 2003).
There are 5 key elements in the new
innovation process:
•networking
•collaboration involving partners, universities, and
users
•corporate entrepreneurship, especially through corporate venturing, start-ups and spin-oﬀs
•proactive intellectual property management: to buy
and sell intellectual property and so create markets for
technology
•research and development (r&d): to obtain com-

petitive advantage on the
marketplace.
This conference added knowledge to working group 5.1
communities of practice and knowledge
transfer and gave knowledge of how to create partnerships with organizations, universities, industries and
government organizations.

Findings of the STSM
during the StSm we identified some tools guides and
examples of surveys research in knowledge transfer
and health .
The professional bodies listed below, among many
others, provide guidance on the ethical conduct of
research and surveys.
•american psychological association:
http://www.apa.org
•british psychological Society: http://www.bps.org.uk
•british medical association: http://www.bma.org.uk.
•uk general medical council: http://www.gmcuk.org
•american medical association: http://www.amaassn.org
•uk royal college of nursing: http://www.rcn.org.uk
•uk department of health: http://www.doh.gov
http://www.slideshare.net/jtneill/introduction-tosurvey-research
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in addition below there
are more examples of surveys studies, successful
survey tools and links , or
organizations .
australian longitudinal study on women's
health: www.alswh.org.au

Best tools for survey development
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http://ccsg.isr.umich.edu/ethics.cfm
cross cultural survey guidelines
www.advancedsurvey.com
www.keysurvey.com
www.survey-online.com
http://www.pollograph.com/
Survey Research
http://www.socialresearchmethods.net/kb/survey.php
http://writing.colostate.edu/guides/guide.cfm?guideid=68
http://www.stanford.edu/dept/presprovost/irds/ir/survey_research/survey_research.ht
ml
https://iriss.stanford.edu/Survey_software
https://iriss.stanford.edu/tools
https://ojs.ub.uni-konstanz.de/srm/ ( survey research
methods)
Internet sites related to survey Research
http://www.psra.com/links.shtml ( princeton survey
research associate )

http://www.srl.uic.edu/srllink/srllink.htm
https://www.ischool.utexas.edu/~palmquis/courses/
survey.html
http://www.socialresearchmethods.net/kb/survey.php
http://www.icpsr.umich.edu/icpsrweb/instructors/se
tups/nes.jsp
http://rdinfo.leeds.ac.uk/newsletter/handout.pdf
Articles on Survey research
http://www.biomedcentral.com/1472-6963/11/286/
http://www.ncbi.nlm.nih.gov/pubmed/1949887
http://www.implementationscience.com/content/3/
1/54 ( survey for organization that support evidence
based )
http://www.publichealthreviews.eu/upload/pdf_files
/12/00_morris.pdf
http://www.cisco.com/web/about/ac79/docs/hc/he
alth_of_nations_execSumm.pdf
http://www.human-resourceshealth.com/content/7/1/22 ( survey comparison of 6
countries)
http://www.tropika.net/specials/hrsa-toolkit/documents/7-hrSa-individual-module1000.pdf
http://www.linkedin.com/company/healthcare-survey-metrics (health care survey metrics
http://microsites.oii.ox.ac.uk/oxis/ ( oxford internet
survey)
Journal
http://jssam.oxfordjournals.org/( Journal of Survey
new 2013)

http://jssam.oxfordjournals.org/content/current
http://www.rand.org/topics/survey-research-methodology.html
Fundamentals of survey research methodology
http://www.mitre.org/work/tech_papers/tech_papers_05/05_0638/05_0638.pdf
Reporting on Survey
http://intqhc.oxfordjournals.org/content/15/3/261.a
bstract

today’s scientific advances
and their applications
between what we know and
what is actually being done
(w.h.o. 2005).

Future Collaboration

The iresearch4birth project will be catalytic for the development design and test innovative knowledge
transfer strategies in order to enable all countries to
learn from the best with specific reference to service
user engagement.

•The finding of this StSm adds knowledge in working
group 5 innovative knowledge transfer and working
group 5.1 communities of practices. our plan is to
help survey team to develop a cross cultural survey and
investigate what works for whom in what ways in national and international level to participate in future
work survey technical working group in translation,
final structure, find new methods of survey administration and in data storage and management.

cross cultural survey development will help to answer
all these questions in national or international level
(downe et al 2007).

•also write a scientific paper reporting the importance
of social networks and communities of practice in
health systems.

The gap between knowledge creation within the
healthcare research communities and health care practice communities cause a gap between generating research knowledge and the time this knowledge is used
in real practice (lomas 2006).
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once you have an innovation culture, even those who are
not scientists or engineers - poets, actors, journalists they, as communities, embrace the meaning of what it is to
be scientifically literate. They embrace the concept of an
innovation culture. They vote in ways that promote it.
They don't fight science and they don't fight technology.
neil degrasse tyson
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eSign and cultureS of antenatal

care proviSion
ans luyben
edwin van teijlingen

Background
The origins for this Short term Scientific mission
(StSm) can be traced back to my phd research
(luyben, 2008), which focused on determining
important (“eﬀective”) content of care during
pregnancy in three european countries from women’s
points of view. in order to write the literature review
for my thesis, i had carried out an extensive study of
multiple previous studies on the concept of eﬀectiveness, (clinical) eﬀectiveness of content of antenatal
care as well as surveys on european health systems,
with a focus on antenatal care provision (who 1985;
heringa & huisjes 1988; lüschen et al. 1994; delvaux
et al. 1999; hemminki et al. 2001). whereas all these
studies had resulted in a large knowledge base on european maternity care provision, a relationship between
the designs of the formal systems and outcome of
formally provided care (both described in terms of
existing indicators) could not be established. during
my phd study, i had interviewed 32 women in the
netherlands, Switzerland and Scotland. in line with
the grounded theory design, one single model was

build that reflected women’s needs from care in
pregnancy against their experiences of becoming a
mother (luyben et al. 2011). These results also highlighted how women’s ultimate experiences of care provision in pregnancy were influenced by the
eﬀectiveness or non-eﬀectiveness of maternity care
systems, and they pointed out that there was a need for
new, yet unknown, indicators to assess their designs
and cultures. latter was one of the reasons why i had
joined working group (wg) 1; “organisational
System design and culture”.
during the five-day StSm at bournemouth university,
i aimed to develop indicators of organisational system
design and culture, with a focus on the provision of antenatal care. These indicators should add to the work of
working group 1, in which they should become part
of the content of an overall survey that was planned to
take place as a final result of coSt action iS 0907 in
its fourth year 2013/2014. whereas i had knowledge
of several previous studies of my host (van teijlingen
et al., 2003; wrede et al., 2006) through doing my
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phd, i was introduced to
prof. dr. edwin van
teijlingen through english
colleagues in the coSt action.

Preparation
in order to prepare for this StSm there was a lot of
information that both edwin and i collected, in order
to make most of our “working time” at bournemouth
university, such as;
a) the previous work of wg1, particularly on organisational culture and antenatal care (for example frith et
al. 2014)
b) an overview of instruments for surveying maternity
care provision on macro- meso-micro level (created by
helen crafter in 2012) that had been appraised by
members of wg1
c) my own previous work, including updates on the
topic
d) previous work of my host and co-investigator, in
particular surveys and cross-cultural studies involving
european health care systems and women’s views, for
example the edited collection birth by design (devries et al. 2001)
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i had created a dropbox folder so that both edwin and
i had an overview of the material that we could use
(and share) for developing our work. The work that i
was going to do did not need an ethical approval, but

would feedback into the work of working group 1, in
which i would create a format to report on our next
wg 1 meeting in novi Sad, Serbia, end of June 2014.
good preparation was essential so that i got most out
of my five-day stay, but was not all of it... although i
tried to set up an eﬃcient system to base further work
on, and collect all the information needed i could
think of, i met a lot of further issues that i had not
thought of during the process of developing a future
study.

Personal
Through the coSt StSm i had the opportunity to
travel to another european country and develop lasting
friendships with other research and midwifery
colleagues as well as some other wonderful persons. i
had the opportunity to spend time with edwin and his
family, and gained insight into multicultural family life
in england and the South-english culture. time was
also time with a phd student at the university and
learnt more about the nepalese culture.

Professional
i am working in a country, in which i am a pioneer in
both my research field and topic and my professional
(academic) culture. it therefore was an overwhelming
experience to be able to work with an experienced
research mentor for some time, even if it was only for

five days, and to go home again with the energy
resulting from this. edwin really took time for
continuing the scientific discourse almost every day,
which almost made me feel guilty, if i had no concrete
questions or problems. i am still looking back with
gratitude at the valuable time we had for scientific
discourses, blue sky-thinking and the exchange of
cross-cultural experiences, and then i smile.
at the end, they all became part of the process for gaining more insight in what we did and what we wanted to
do, and, based on this, developing an idea for a new
study. it had been so much fun to develop it in this way.
prof. edwin van teijlingen was my initial professional
contact at bournemouth university, and he ensured
that i met other staﬀ and lecturers. i met with the mid-

wifery team on two occasions, in which i discussed a
possible collaboration between bournemouth university
and my former university as well as
research topics that they were currently
working on.
next to this, edwin and i have been discussing an
on-going collaboration in order to develop projects
and publications on our common themes, like crosscultural studies, consumers’ experiences and organisational culture. a first collaborative presentation has
resulted from this (see academic output).

Academic output from
the STSM
luyben, a., forster fink, r., brailey,
S, fink,, S., & van teijlingen, e.
(2014) mather-ch.ch: piloting the
maternal experiences Survey (meS)
questionnaire for surveying women’s
experiences of maternity care in
Switzerland. poster presentation at
optimising childbirth across europe, 9-10 april 2014, brussels.
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combination of both time
for relaxation and thinking
(and new ideas) and intense
work.

Conclusion

Key points
-“long-term journey”; See your StSm as part of a long
research journey; chose an expert in your own research
topic to be your mentor

i experienced the StmS as a very valuable opportunity
of academic exchange, which has influenced both my
professional and personal life. Through this exchange i
have been able to develop my main research topic, and
thus, also, create a valuable input for the work in our
coSt working group. This StSm also has provided
me with a reference as well as energy to continue my
pioneering work in Switzerland. next to this, we have
been able to create a basis for an on-going academic relationship and collaborative work in our common field.

-“everything is related”; make sure that you can contact other important experts related to the topic you
work on during your StSm, , if needed
-“meeting of minds”; use the possibilities of scientific
discourse through reflecting with an expert in your
topic, which can add great creative dimensions to
developing your work
-“relax and create”; a full programme only does not
work; realise that the greatest ideas result from a good
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ational guidelineS on antenatal care in

the eu: a Survey of content and
methodological rigour
annette bernloehr
katrien beeckman
Short term scientific mission StSm-iS0907-240313026369 (StSm) was a mission with a clear focus on
establishing a close and persistent international collaboration with a research focus on antenatal care in the
european union (eu). annette bernloehr from
hanover (ab) investigates into guidelines for antenatal
care in the member states of the eu, whereas katrien
beeckman from brussels (kb) is interested in care trajectories and the applicability of the content and timing of care in pregnancy tool across europe. both
topics were reinforced in a common survey focusing
on guidelines on antenatal care in the european
union.

portunity for networking as several researchers involved in projects related to the coSt network were
met. previous research (2004) documented and compared the content of national guidelines on antenatal
care (1, 2). This earlier study found a marked diﬀerence between guidelines from states with a gross national product above average and those states with a
more restricted national budged. diﬀerences were also
observed between the ‘older’ member states and those
which had just joined the european union. until today
little is known about the methodological rigour of the
national guidelines, and how national guidelines develop their content further over time.

The StSm was used to develop and launch the
survey.The mission took place at the universitair
Ziekenhuis brussel, department of nursing and midwifery, between april 1 and april 6 2013.besides advancements with regard to the development and
launch of the survey, the StSm was an excellent op-

These findings were the basis for the current survey
that aims at improving knowledge about antenatal care
in europe and the evolution of national guidelines by
detailing the current content of national guidelines on
antenatal care in the member states of the eu,
analysing the changes in each national guideline over
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the past nine years, identifying patterns of care according
to diﬀerent geographical, financial, or other patterns of the member states, and by appraising the
development processes of the national guidelines. furthermore this survey leads to the opportunity
to evaluate if a recently developed tool to measure content and timing of care in pregnancy (ctp) is applicable across europe (4).
The basis for the new survey was the previously developed questionnaire by ab, used in 2004. The survey
from 2004 was used to develop the new electronic survey entitled “national guidelines on antenatal care in
the european union: a survey of content and methodological rigour”. questions indicating the quality of the
surveyed guidelines were amended, furthermore questions reflecting the content and timing of care in pregnancy were included to measure congruence between
the member states enabling us to define the applicability of the ctp tool across europe. furthermore questions on foetal down syndrome screening were
included to create synergies with the work of helga
gottfreðsdóttir from reykjavik, also member of the
coSt network, (hg).
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during the StSm, the questionnaire was finalised and
consented, transferred into an electronic survey tool

(question pro®), and sent oﬀ for piloting to two german, two belgian, and one icelandic midwife for its applicability and the cleanliness of formulations. on the
basis of this, the survey tool was adapted and finalised.
to get responses from each of the current eu member
states, a plan for distributing the survey was developed.
following this, the link to the electronic questionnaire
was sent out on 3 october 2013 the scientific committee members of the euro-periStat project, to the
european midwives organisation and the european
board and college of obstetricians and gynaecologists. The chairs of the latter two organisations had
agreed to distribute the e-mail invitation to the survey
to their members, which are the national organisations
of midwives, or obstetricians respectively. however, as
national experts on antenatal care are not necessarily
identical with the chairs and deputies of these organisations, the recipients of the invitation were encouraged to forward the invitation to a suitable expert on
antenatal care in their country. This snowball method
of inviting experts to the survey worked out eﬀective,
with responses from 21 countries by 21 november
2013. however, it made it impossible to determine the
number of persons addressed. in addition to member
states of the european union, professionals from norway and iceland volunteered to take part in the survey,
which was received positively. however, as it was
planned to cover the entire european union with all
28 member states, on 21 november reminders were

sent to the nine countries from which no response was
obtained yet. after 9 december, the deadline for the
reminder, invitations were sent to contact persons of
the missing countries, who are members of the coSt
action “i research 4 birth”. finally, on 28 January 2014,
a total of 73 responses was obtained. These covered all
28 member states of the european union, plus norway
and iceland.
between february and June 2014, all responses were
checked for completeness. incomplete responses were
removed from the dataset. following this, the remaining responses for each individual country were compared. in case of inconsistencies, the diﬀerences in the
answers were compiled by the four members of the research team (ab, kb, hg and lf) and sent to the national contact persons for clarification. after this
process, a complete and approved dataset was available
for all but one eu country by 15 June. for the last
missing country, a deadline was set for 30 June 2014. if
there is no response until then, the missing country
will not be represented in the survey.
within the next months, data analysis will be carried
out. each of the three researchers will provide an answer to the research question(s) related to their expertise. The team will ensure validation of the analysis. for
data analysis, the content of each national guideline
will be compared to the content of its predecessor
from 2004 (1-3). moreover, comparisons will be made

between the content of
the current guidelines of
member states with a gross
national product below, and
above the eu average. The same
analysis will be made for states in eastern and western
europe, as well as for states, which joined the union
before and after 2004. in order to make the results
available to coSt and the public, a publication plan
has been devised:
• national guidelines on antenatal care: a survey and
comparison of the 28 member states of the european
union. This publication is focused on the current state
of the art and the quality of the guidelines. leading author: ab
• antenatal care in the european union: changes in national guidelines between 2004 and 2014. leading author: ab
• applicability of the content and timing of care in
pregnancy tool across europe. leading author: kb
• fetal screening for down syndrome across europe,
how congruent are national guidelines. leading author: hg
to ensure highest possible quality and control, all publications will be shared with regard to drafting and authorship.
overall, the StSm was of crucial importance for the
international project. during the one week StSm it
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was possible to finalise the survey instrument, and to
prepare the online data collection. The StSm will contribute to reach the aims of coSt work group 1, but
first and foremost has served to establishing a promising international research co-operation with a focus on
antenatal care and screening in the long run. furthermore, seen all eu countries are covered, results can be
useful for other international agencies that focus on
guideline development, e.g. the antenatal guidelines
development group of the world health organization.
The study will contribute to map the landscape on maternity care in europe, appraising consistently the content and quality of currently available national
guidelines on antenatal care for the first time. in addition to this, knowledge will be added about patterns in
the further development of guideline content over
time.
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h

ome birth in portugal and denmark :

a tale of health inequalitieS, productive
coincidenceS and unintended conSequenceS
of a SucceSSful StSm
mário Santos
Jette aaroe clausen

in march 2014, mário Santos, a portuguese management committee (mc) substitute member who is
developing specialised knowledge about the home
birth situation in portugal, went on a short term
Scientific mission (StSm) to denmark to visit
metropolitan university college in copenhagen. his
visit was organised by Jette aaroe clausen, danish mc
member and a senior lecturer in midwifery. Jette is
There is a multitude of factors to look at when engaged in work
an StSm candidate chooses the host. in this that aims to encase, besides having done research on home hance women’s acbirth she also had a wide network linking her cess to home birth
to practitioners, researchers and scholars in
services. She is one
denmark. Their involvement in the StSm
gave it wider amplitude, and made it possible of the authors of
to learn from other danish experts and to the cochrane remeet diﬀerent contexts within the country, be- view planned hosyond the host institution.

pital birth versus planned home birth that she wrote
together with ole olsen, a senior researcher and epidemiologist. This review gave an important evidencebased support to the option of home birth, concluding
that observational studies of increasingly better quality
and in diﬀerent settings show how planned home
births can be as safe as planned hospital births, but
with less intervention and fewer complications (olsen
& clausen, 2012). Jette also engages with human
rights in childbirth (hric) and was present at the
first conference on human rights in childbirth in
The hague, in 2012, organised by this international
non-governmental organisation. She is connected with
childbirth activists across europe, i.e. czech republic,
hungary and Slovakia, where user groups, health professionals and human rights lawyers work to enhance
women’s right in childbirth, in and out of hospital settings.
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mário is a general nurse
in a maternity ward of a
private hospital and, in
postgraduate studies in
sociology, he has been
developing research on
portuguese home birth experiences and
services. his work is aligned with other contributions
of health sociologist in the analysis of medicalisation
and technology consumption, and particularly
identified a range of factors providing hindrance for
women in exercising their right to choose the place of
birth, a situation very similar to other countries where
home birth services are not readily available. The cited
caption from Ágnes géreb, found in the end of this
chapter, illustrates well the point of departure for this
StSm, focusing on access to home birth services,
practices and organisations in both countries. how is
the institutional support of home birth promoted and
sustained in denmark? which particular dynamics are
found in the contexts of practice of midwives that
assist home births? what are the public and scientific
outcomes of the public support and visibility of such
an option? what could portugal and denmark learn
from each other, in order to improve the quality of
maternity care in each national context? This StSm
provided a framework where questions like these
could be explored in a comparative perspective.
in fact, an StSm does not only provide distance in

geography, it also provides a space and time to stop
everyday activities and focus on one specific issue, in
this case inequalities in maternity care services. The
StSm candidate leaves his home and travels to a
location where he is defined as a guest and visitor.
being a visitor allows him to escape trivial everyday
routines both at home and at work. he can engage
with local people without any further commitment.
This fully focused experience triggers formal and
informal interactions and provides a space for centering on the topic at hand. furthermore, being a guest
underlines a role as an outsider which seems to open
opportunities of deconstruction of taken-for-granted
knowledge and
institutionalised practices, both for the visieffect ive comm unicat ion betwe en
host and visito r before the StSm ,
tor and the local
even if not knowi ng each other in adinformants.
vance , seems to be crucia l to its sucduring this
cess. in our case, the StSm was
particular visit mário
organ ised before we perso nally met.
and Jette shared an
Sharin g ideas and questi ons like these,
oﬃce, and this proinstead of assum ing the host will know
vided a space where
what is best, helped plann ing a meanunplanned and creingful experi ence.
ative discussions
could occur. Such a setting was more productive than
it could be originally predicted and made way to a
sequence of very positive unintended outcomes. and
though the involved individuals were well informed

about the topic, this could still reveal surprising
information. distance and diﬀerences in legal framework, health care organisation, midwifery education
and professional history provides an opportunity to
reflect on well-known practices, and to explore and
widen the conceptual framework on the consequences
of diﬀerent organisational designs in a health care system. The StSm makes way for a true mutualism, a
win-win
relationship and indeed is not only the candidate who
benefits from these engaging discussions – the local
informants also
do become
realbe
to
ber
remem
al,
propos
a
writing
when
more aware of
istic but to focus on what visitor and host can
some of the
benefi t from the StSm, things that would be
strengths
and
ing
otherw ise imposs ible to establi sh. observ
home
of
ics
weaknesses in
some of the real contex t’s dynam
birth service s, i.e. observ ing a home birth café
their local orwith midwi ves and user, and visitin g a home
ganisations.
hospit al, was someth ing only
birth team at a
possib le on site and brough t invalua ble contribution s. yet, they were a kind of practic e that
could be planne d, and the same does not go for
home birth itself, for examp le.

Taking the
first steps
in the
STSM

The process of writing and submitting the StSm
proposal was an opportunity for reflecting about
theory and practices, which could make it even more
valuable. more than learning, mário and Jette could

dynamically exchange
knowledge otherwise unavailable, due to language
barriers or distance, as is the
case of unpublished material.
additionally some knowledge was
indeed available, but only became significant in the
encounter of both visitor and host’s diﬀerent points of
view and experiences. The background for this StSm
was built progressively and by four hands.
when mário applied for this StSm he was mainly
focusing on organisational diﬀerences, but cooperating
with Jette strengthened the emphasis on human rights,
and learning about the situation in other countries
promoted an awareness of a wider european context.
This cooperation raised interesting and relevant issues,
as the “concern about the iatrogenic eﬀects of obstetric
intervention in women who do not have a clinical need
for it has put «normal» birth firmly on the agenda for
the 21st century” (euro-peristat, 2008, p. 63).
euro- peristat’s work around normal birth is closely
related to the monitoring of interventions in childbirth, home birth, and other out-of-hospital settings as
a way to escape unnecessary medical interventions
(olsen & clausen, 2012).
portugal is one of several european countries, i.e.
czech republic, Slovakia, finland, bulgaria, italy,
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Sweden, belgium, and
greece, to mention a few,
that do not provide
women’s access to home
birth services. nevertheless,
women and families in all european countries keep giving birth at home
with or without professional assistance, despite the fact
that they might encounter hindrances both antenatal,
during birth and in the postpartum period. women
who defy the norm of an institutionalised birth will, at
times, meet prejudice and moral condemnation
(Santos, 2012; viisainen, 2000), and there is a high
likelihood of their peers and communities to ignore
the fact that research and health care institutions in
other countries do support their judgement.
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The national institute for clinical excellence in
england (nice) is such an example. in a recent guideline, health care professionals are recommended to explain to women “who are at low risk of complications
that giving birth is generally very safe for both the
woman and her baby”, and that “she may choose any
birth setting (home, freestanding midwifery unit,
alongside midwifery unit or obstetric unit), and support her in her choice of setting wherever she chooses
to give birth” (nice, 2014, pp. 169–170). This nice
guideline for normal birth draws on evidence from
high quality evidence, like the one provided by the

birthplace in england research program
(https://www.npeu.ox.ac.uk/birthplace ) and by
several studies from other countries. according to this
evidence, home birth carries little risk for healthy
women at term with uncomplicated pregnancies,
especially if they have access to the services of properly
trained midwives who work in collaboration with the
health care system.
nevertheless, in countries where there are barriers to
less medicalised birth options, women still search for
alternatives. in Sweden, 20% of home births occur
without a midwife present (lindgren, rådestad,
christensson, & hildingsson, 2008). in Slovakia,
women travel to austria to escape hospitals with high
episiotomy rates (cut in the perineum) and the
kristeller maneuver (pushing, sometimes forcefully,
on the belly before the baby is born) a potentially risky
procedure with no documented positive eﬀects.
whereas in portugal, some women try to plan a
hospital birth without unnecessary interventions, but
due to institutional resistance decide to choose a
midwife to assist their birth at home (Santos, 2012).
Sometimes, midwives can be at a travel distance of two
hours, leading some births to happen with no
professional assistance. There are plenty of other
examples across europe.
in fact, portugal has high intervention rates and, at the

same time, the national health System does not
provide its citizens with home birth services. birth in
denmark is also being increasingly medicalised; the
rice in labour induction went from 9% in 1997 to 25%
in 2014 (Sundhedsstyrelsen, 2014). women can opt
for home birth, as denmark has integrated home birth
into its publicly financed health care system. however,
these services are only used by 1-2% of danish
pregnant women as the majority of them give birth in
highly specialised obstetric units. on the other hand,
in portugal birth is organised around private and public hospitals that vary in size, and families who want to
give birth at home have to identify home birth services
through informal and somewhat hidden networks.

as a consequence of unclear legislation, anna ternovszky, a hungarian
pregnant woman who had her
first child at home with géreb,
decided to submit a case to The european court of human rights (echr), arguing that ambiguous legislation on home birth
dissuaded health professional from assisting her when
giving birth at home, which amounted to a discriminatory interference with her right to respect for her private life. The government contested that argument,
but the court held that “the right concerning the decision to become a parent includes the right of choosing
the circumstances of becoming a parent” (ternovszky
recently hungary has acted as an example of a country v. hungary, 2011). The court further stated that the
that puts extreme limitations on women’s right to
human right to privacy incontestably included the
choose where to give birth, opportunistically
right to meaningful choice about how and where to
condemning and arresting Ágnes géreb who is widely give birth. The hungarian government was forced to
known for her defence of home births in
apply changes in the legislation,
hungary.
and included new legislation on
ness of this StSm was
rich
The
midwifery in hungary, but also in other
home births but, similarly to
highly rought by the diversity of
other
european countries, there
countries with
contexts observed. despite speakis still a great risk of litigation
restricted home birth services, is heavily ing diﬀerent languages, the fact that
n
mo
for professionals in the event of
influenced by the power of medicine.
most informants spoke a com
this
in
tor,
visi
an
adverse outcome – a higher
The lack of legislation regarding midthe
h
wit
ge
langua
ting
exis
the
d
lifte
risk for home birth professionals
wifery care at home framed home birth
case english,
than for hospital professionals
as a practice outside of the independent language barriers.
prevails.
midwifery scope of practice.
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Productive
coincidences: the
local organization of
the STSM
informal meetings are very important in a coSt action. Such meetings provide an opportunity for coSt action members to
strengthen their professional network and to be informed about work of interest that occurs in other
countries and institutions. it creates opportunities to
engage in further work, conferences and initiatives and
creates links to individuals in and outside the coSt
action.
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This particular StSm was initiated partly by what
could be called productive coincidences. Jette and
Joanna white, a coSt action mc member from
portugal, met informally during a coSt meeting and
talked about research on home birth. furthermore, in
the conference “normal birth: experiences from
portugal and beyond” held in lisbon and co-organised
by Joanna white, all coSt members were invited and
Jette took this as an opportunity to inform the
audience of the hric initiatives and the ternovszky v.
hungary ruling, as the first ruling on women’s right in
childbirth passed by the ehrc and thus of interest to
everyone engaged with home birth in europe. This
combination of events strengthened the links between

portuguese and danish members. when mário
entered the coSt action, months after all this has
happened, his interest in home birth interconnected
him immediately with Jette’s expertise.
when Jette started to organise the StSm, mário’s first
key informants were home birth midwives from the
western region of denmark. The majority of danish
home birth takes place in this region and it is highly
recognised for excellent results. Jette knew of the
potentialities of this region’s regular meetings between
women who had already used their services and future
home birthing women, which could provide an
opportunity to meet users and service providers at the
same time, and to observe interaction.
however, to overcome language limitations, she linked
mário to ole olsen, who had also expressed a wish to
meet the home birth midwives from the Zealand regions.
although almost by chance, this added great value to
the Zealand visit, as besides observing and interacting
with users and providers, mário could interview ole
olsen and learn from the researchers point of view
during their train ride to the meeting.
in fact, the local organisation of the StSm was somewhat natural, following the tracks of existing
connections and relying on a good dose of serendipity.

Writing the STSM report
in this StSm, a great amount of data was produced
through the interviews and notes from observations
and meetings. The first challenge was to roughly
analyse and reduce the information, trying to answer
the initial aims and choosing which main topics will
figure on the report. The report presented to coSt is
partially reproduced, focusing on the diﬀerences and
similarities of each country’s home birth formal regulation and organisation.
limitations to home birth in portugal are quite
obvious. a woman opting for home birth faces diﬃculty as it is not obvious where to locate midwives or
doctors who provide such services. There are however
informal networks of families and health professionals
(mainly nurse-midwives and doulas, but also doctors)
that connect across the country, building subjective
and sometimes diﬃcult ways of access for women and
couples who opt for a home birth. The referral system
during birth is also inexistent. a hospital transfer can
be seen as one of the most relevant risks when
planning and experiencing a home birth (Santos,
2012). The rarity of home births and the professional
interventionist model of care in most hospitals
transformed some normal situations and minor
problems into reasons for intervention. in this
context, having a hospital transfer during or after a

planned home birth can be
highly condemned and
there is a great fear of
reprisal.
as home birth is not part of the
public health system, midwives and
doctors providing such services need to be
paid privately by clients. particularly regarding the
payment, it is not always transparent what the
consequences might be
of a transfer during
birth, as it was also
disseminating the StSm outcomes and
sometimes unclear what
findings is important. besides the mandahappened if the
tory report, each StSm can be the base
professional arrived
for several papers which, of course, deafter birth. even if only
mands time. however, by investing some
to a small extent, one
extra time and effort in writing the report
has to question the
from the beginning, with a solid theoreeventual influence this
tical support and a good argument, it becomes
interesting to a broader audience.
payment has in deciding
this
avoids
duplication of work and ina transfer. it became obcreases the chances of being published.
vious that this general
invisibility of practices,
networks and health
outcomes specifically related to home birth raises inequalities between women who plan a home birth and
the ones that plan a hospital birth. The access, the validation of practices and the backup support is oﬀered
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diﬀerently: for women who choose to have a hospital

birth there is better access to health care, with
fewer barriers and fewer
constraints; wider discussions and centralized regulation concerning practices; and
more eﬃcient and adequate backup support.
in denmark, on the other hand, women have the right
to choose to give birth at home. according to The
danish health act (lbk nr 913 af 13/07/2010) each
regional council provides preventive health
consultations for pregnant women and home birth
services. and according to the legal framework for
midwives (veJ nr 151 af 08/08/2001), their practice
is legally autonomous, like in portugal, but in denmark
this legal framework has been implemented in practice
in relation to home birth. formal competences of
midwives in both countries are quite similar, but in
denmark midwives are not only allowed to prescribe
and administrate medication in the case of emergent
complications, but they are also allowed to
independently acquire some medication from a
pharmacy for the practice of home births, including
oxytocin for the treatment of post-partum
haemorrhage, carbocain for a perineum anaesthesia,
and vitamin k for the new-born.
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home birth is often described as an option restricted

to low risk pregnant women. however, legally all
women who opt for a home birth have the right to
have midwifery assistance, even in the case of
complicated pregnancies (veJ nr 151 af 08/08/2001).
in this case, midwives have to inform about possible
adverse outcomes and complications, and have to recommend hospital birth, but still need to provide midwifery care at home according to the woman’s
decision, without the risk of litigation in the case of a
severe complication that clearly could not be appropriately solved due to the limitations of the home birth
setting. This approach is a consequence of the patient’s
right to informed consent and the fact that no one is
allowed to force health care interventions. Still, very
few women with complicated pregnancies give birth at
home.
The existence of a legal obligation for each region to
provide public midwifery care at home sets the ground
for better access, more formal practices, and more
visible networks and health outcomes for this minority
option. Several home birth services have a wide
amount of information available online for everyone.
There are no evident inequalities in the legal
framework between women who choose home births
and the ones who plan a hospital birth. There are
established practices and guidelines, formal networks
both in practice and research. besides the cited
cochrane review, several publications address the

safety of planned home births for low risk pregnancies
and the diﬃculties of accurately compare planned
home births with planned hospital birth.
according to perinatal indicators in europe, health
outcomes in denmark are good, compared with other
european contexts (euro-peristat, 2013).
from informal interviews conducted with couples and
professionals, despite some of the concerns mentioned
above, there seems to be a feeling of general
satisfaction with the way the system of home birth
assistance is organized. at the same time, there is a
critical belief that services where there are no assigned
teams dedicated to home birth assistance need to be
improved, as well as the recognition of an increasing
pressure laid on home birth midwives and a tentative
of narrowing the definition on normal labour, in recent
years.
private home births, in portugal, and public home
births, in denmark show interesting similarities when
looking at the individual experience of choosing and
planning a birth at home. however, exploring
organisational diﬀerences between these two countries
reveals important inequalities. despite the decision of
the european court of human rights on the woman’s
right to choose the circumstances of birth, the adverse
iatrogenic eﬀects of unnecessary obstetric
interventions and the evidence discussing the safety of

home births in singleton
low-risk pregnancies, home
birth is an option only available for a limited group of families in portugal. while being
private raises financial barriers, the inexistence of regulation and institutionalised
networks of practice and research restricts the quality
of care provided in home births.
home births have always happened and will continue
to happen. These inequalities and the thus emerging
ethical issues should be discussed not only at an
academic level, but also at a broader social and political
level. examples of successful practices and
organisations, like the ones described in the danish
context, could be used as ground for the discussion
and the change of policies in portugal, promoting
ethical and evidence-based practice among
professionals and the improvement of health outcomes
for families who rationally and reflexively plan a home
birth. only by providing high quality home birth
services women will be able to exercise their human
right to choose place of birth.

From the STSM and beyond
one of the main features of an StSm is its brevity.
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obviously, the constant
sharing of ideas, experiences and knowledge in
the same time and space
during a short period brings
immediate
outcomes both for visitor and host, but
the «future harvest» can be much more than what was
«initially planted». There were many other unintended
outcomes only realised and achieved after the end of
the mission. in fact, this StSm continued to be productive after mário returned to portugal, as the links
generated were not broken, despite the distance.
Shortly after the StSm, some of the reflections on the
access inequalities in portugal caused by the absence of
public support were presented at an international
conference in lisbon and received very positive
feedback. mário has also translated the abstract of the
cochrane review “planned hospital birth vs. planned
home birth” into portuguese and thus provided an
opportunity to spread its message widely in
portuguese-speaking countries, like portugal and
brazil, where there are very high intervention rates at
birth.
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home birth and the consequences of high interventions are two sides of the same coin. mário’s knowl-

edge about hospital practices in portugal has also
helped Jette to acquire knowledge in issues
beyond home birth. Jette is engaged in research on
misoprostol, a drug used oﬀ-label to induce labour in
many european countries. although a current practice
internationally and even part of institutional guidelines, there is a grey area of uncertainty and deregulation of practices related with the use of misoprostol in
labour, and with the notification and monitoring of its
adverse outcomes. for example, often misoprostol is
not available in the recommended doses for induction
and has to be manually cut and divided on site, as it is
the case in many hospitals in portugal. The discussions
around this practice raised by the StSm uncovered
issues of safety, stability, and professional responsibility yet to explore and develop in the future.
The international links Jette established, especially
regarding hric and home birth, recently connected
mário to one of the authors of a petition send from
hungary to the european union, demanding the full
and eﬀective implementation of midwifery
competences in the hungarian health care system and
the respect of the women’s right to choose where and
with whom to give birth. The similarities between
portugal and hungary in this field and the significance
of a subsequent petition from a diﬀerent country set
the aim of mobilising diﬀerent social actors in order to
submit a similar petition from portugal.

once set in motion this StSm travelled predicted and
unpredictable ways. Scientific production is often
described as a very ordered and systematic process
and, in many ways, it is. however, research is also
about taking changes and following opportunities. will
this particular StSm help bringing some of the much
needed changes into maternity care? or will it result in
cooperative research and actions to come?
only the future will tell.
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The freedom in a country can be measured
by the freedom of birth.
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regnancy-related pelvic girdle pain:

core outcomeS in
practice & reSearch
francesca wuytack

Background
Since the publication of the european guidelines on
pelvic girdle pain (pgp), the terminology used to
describe pain arising from the pelvic girdle structures
has become more consistent in the literature. These
guidelines propose the term pelvic girdle pain (pgp)
for pelvic musculoskeletal pain, excluding gynecological and/or urological disorders, and define it as ‘pain
experienced between the posterior iliac crest and the
gluteal fold, particularly in the vicinity of the sacroiliac
joints’. in addition, pain may radiate in the posterior
thigh and can also occur in conjunction with/or
separately in the symphysis pubis. moreover, a reduced
endurance of walking, sitting, standing is present
(vleeming et al. 2008).
pgp is particularly linked to pregnancy aﬀecting approximately a third of pregnant women daily (albert et
al. 2001) and commonly results in reduced mobility
and sleep disturbance (mens et al. 2012, van den pol
et al. 2007). The high prevalence of pregnancy-related
pelvic girdle pain (ppgp) and significant impact on

women’s lives has led to an increase in randomised
controlled trials in the past decade investigating the
eﬀectiveness of several treatment strategies including
pelvic belts, acupuncture and stabilising exercises,
however, the significant variety in outcomes used in
existing clinical trials for ppgp makes pulling data
from diﬀerent studies together diﬃcult (liddle &
pennick 2013).
The european and subsequently emerging national
guidelines have been an important step in increasing
clarity and comparability of emerging studies regarding pgp as well as providing guidance for clinicians.
however, core outcomes defined as an outcome set
that represents the minimum that should be measured
and reported in all clinical trials of a specific condition
and is also suitable for use in clinical audit or research
other than randomised trials (clark 2007), had not
been proposed. The benefit of clearly defined core outcomes for research is evident, but this is not its only
valuable use; record keeping in clinical practice and
audit is another area that calls for consistent
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measurement of relevant
outcomes as part of
good practice. The growing
awareness of a need for standardised core outcome
measures is reflected by the start of the
comet (core outcome measures for eﬀectiveness
trials) initiative, launched in 2010, which aims to
encourage the development and application of agreed
core outcome measures.
aiming to move forward the development of core
outcomes for ppgp, exploratory, informal discussions
were held during this StSm with several experts in the
field, including researchers, clinicians and patients.

Purpose of the STSM
The aim of this Short-term Scientific mission (StSm)
was to conduct exploratory work to progress the
development of core outcomes sets for pelvic girdle
pain during pregnancy and in the postnatal period.
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gunilla kjellby- wendt) discussing core outcomes for
ppgp. we particularly discussed the findings and
methods of the recent delphi study on core outcomes
for pgp that was conducted by a network of
researchers in norway and Sweden which includes dr.
gutke.
Day 2
meeting with dr. helen elden discussing core outcome measures for pgp during pregnancy and postpartum, particularly with regard to her experience of
conducting clinical trials on ppgp and the outcomes
that were used in these studies. meeting with dean of
the institute of health and care Science at the
Sahlgrenska academy, university of gothenburg
(prof. ingela lundgren), discussing the role of midwives in Sweden.

Description of activities performed
during the STSM

Day 3
meeting with physiotherapist tove culshaw who has
extensive experience in the management of pgp in
pregnant women and in the postpartum period. we
discussed outcome measures she uses in practice. i also
observed her in practice and talked to women
experiencing ppgp.

Day 1
meeting with researchers in the field of pgp at the
university of gothenburg (helen elden, annelie
gutke, h.c. ostgaard, monika fagevik olsen and

Day 4
meeting with dr. monika fagevik olsen at the
physiotherapy department of the Salhgrenska

hospital. we discussed the management of ppgp in
Sweden and how it has changed the past years.
writing of the findings/reflections of this StSm.

Diagnostic criteria
for PPGP

The european guidelines
suggest that to reach a diagnosis
Day 5
of pelvic girdle pain (pgp) lumbar
visit to the maternity hospital (Sahlgrenska university
causes have to be excluded and the pain or
east hospital).
functional disturbances in relation to pgp must be
further discussions with dr. helen elden concerning
reproducible by specific clinical tests. moreover they
potential future developments in terms of core
state that pain arising from the pelvic girdle structures
outcomes for ppgp. continuing to write the StSm
generally occurs in relation to pregnancy, trauma,
report.
arthritis and osteoarthritis (vleeming et al. 2008).
This raises the question whether pgp suﬃces as a
Findings of the STSM
diagnosis, what it really means and when the term
when considering core outcomes for pregnancy-reshould be used. pain provocation and functional tests
lated pelvic girdle pain (ppgp), it is important to put may assist in identifying the source of a patient’s area
the role of core outcome measures in the broader con- of complaint i.e. the pelvic girdle, but do not
text of the process of diagnosing and monitoring a con- diﬀerentiate between potential diﬀerent mechanisms
dition (see fig. 1). clear diagnostic criteria for ppgp
to which the complaint is related. it seems that the
need to anticipate core outcome development.
term pgp is used when referring to mechanical pelvic
furthermore, defining outcomes is not suﬃcient and
girdle pain comparable to how the term ‘non-specific
appropriate measurement methods for such outcomes low back pain’ for lumbar pain has been used (van tulare required.
der et al. 2006).
using the term
‘pelvic girdle
pain’ in this way
more clearly describes its scope
and allows then
figure 1: overview of process of diagnosis and monitoring of pgp
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for further subgrouping.
pregnancy-related pelvic
girdle pain (ppgp) denotes
pgp, i.e. mechanical pain arising from the pelvic girdle, that occurs in relation to pregnancy and
should be distinguished from specific pathologies aﬀecting the pelvic girdle such as infective arthritis, osteitis pubis, osteitis condensans ilii, arthritis
related to systemic conditions e.g. ankylosing spondylitis etc.
This diﬀerentiation may subsequently also influence
what outcome measures are relevant.

Core Outcomes
defining the meaning and boundaries of pgp and
indeed ppgp as a diagnosis thus precedes the identification of outcomes. pregnancy-related pelvic girdle
pain(ppgp) is the most common presentation of pgp
but it is unclear whether and to what extent core
outcomes overlap for ppgp during pregnancy or postpartum and pgp that is not linked to pregnancy. The
diﬀerent context during and after pregnancy warrants
study of outcomes in a comparative and diﬀerentiating
manner.

Outcome measurement
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methods to measure identified core outcomes should

be assessed in terms of validity, reliability, responsiveness as well as feasibility. in other words, they need to
be able to consistently detect the severity of and
pregnancy-related pelvic girdle pain (ppgp) that
persists postpartum has been measured using the same
outcomes and outcome measurement instruments as
ppgp during pregnancy (gutke et al. 2008, albert et
al. 2001). although this is a logical assumption, the
changing context of becoming a mother could change
the emphasis of the meaning of their symptoms,
potentially shifting the focus on diﬀerent outcomes.
The need to advance diagnostic criteria and core
outcomes for pgp was responded to by a network of
researchers in Sweden and norway (gutke et al. 2013)
who recently presented their findings of a delphi study
to identify a core set that defines pgp and core
outcomes for pgp at the world congress on low
back and pelvic pain 2013 (table 1 and 2). This was a
key finding that shaped this StSm. as a result of this
study having been conducted, a protocol for a delphi
study was not developed during this StSm as it was no
longer timely to do so, however, areas for further
development of core outcomes for pgp in future were
explored and the findings and suggestions are
presented below and are summarised in table 3.

The role of women with PPGP
The meaning of a condition and how it impacts on

one’s life can best be described by those who experience it. hence, when identifying core outcomes for
ppgp the involvement of women is recommended. involvement of all relevant stakeholders is also considered an important element to ensure methodological
quality when using the delphi method in order for the
findings to translate to practice and future research
(williamson et al. 2012) as researchers might not select outcomes that are most important to the other
stakeholders (gandhi et al. 2008; guyatt et al. 1997).
only involving researchers is likely to lead to
consensus outcome measures that have been used in
past studies without challenging the possibility of
other aspects of ppgp being important outcome
measures. future work on core outcomes for ppgp
could thus involve multiple panels of experts including
researchers, patients, clinicians and policy-makers.

International context
although the european guidelines on pgp have
resulted in increasing consistency in the terminology
and diagnosis of pgp, the extent to which this has
penetrated internationally is unclear. This may
complicate involvement of international experts in
further development of diagnostic criteria and core outcome measures. nevertheless, eﬀorts to include global
experts’ perspectives is important and may thus need
to be preceded by increased dissemination of existing

literature.
in the delphi study by
gutke et al. (2013) only experts in norway and Sweden
formed part of the panel, potentially limiting its geographical applicabi-lity. The preliminary core outcome set was
however sent in the form of a questionnaire to international
external experts who had published in the area of
lumbopelvic pain but only in the fifth (final) round of
the study with 9 of 24 responding.
a final aspect that could be important to consider in
future work on core outcome measures for pgp is
exploring and comparing pgp during pregnancy, postpartum and non-pregnancy-related in terms of
potential diﬀerences in appropriate outcomes and
measurement tools.
core Sets for definition of pgp
pain location by a pain drawing
posterior pain provocation by the posterior pelvic
pain provocation test (4p test)
anterior pain provocation by palpation of the symphysis
Severity scored by the active straight leg raise
(aSlpr) test
Table 1: Core set of test for definition of PGP (Gutke et al. 2013)
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outcome

measurement

pain intensity

Conclusion

numerical rating Scale (nrS) for “worst pain” and
“mean pain” during the latest 48 hours
disability
pelvic girdle questionnaire (pgq) and/or
ostwestry disability index (odi)
health-related quality of life wellbeing nrS

active Straight leg raise (aSlr) test
The aim of this StSm was functional test
to progress the develop- work ability
one question from the workability index i.e. “current
ment of core outcomes for
work ability campared with the lifetime best”
ppgp through exploratory
discussions with experts global impression of change global perceived eﬀect scale
and women to subsequently develop a protocol
Table 2: Core outcomes and their measurement (Gutke et al. 2013)
for a delphi study. however,
a delphi study on core outcomes for pgp has been already conducted recently (gutke et al. 2013).

Suggestions for further development of core outcomes for PPGP:
1. involvement of international experts
2. multiple stakeholder involvement including researchers, clinicians, patients and policy-makers for identifying
core outcomes
3. inclusion and comparison of multiple patient groups for comparison: women with ppgp during pregnancy
and postpartum as well as patients with pgp not related to pregnancy
4. Strategies for international dissemination and implementation
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Table 3: Suggestions for further development of core outcomes for PPGP

further steps could include closer involvement of
patients with ppgp to ensure relevance of core
outcomes to these key stakeholders, as well as international involvement to explore and ascertain global
applicability of core outcomes sets.

Future Collaboration
a delphi study will not be conducted at present. we
will stay in contact and may collaborate in future.
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aeSarean Section & older motherS: trendS,

cauSeS & conSequenceS
lucy frith

Purpose of the STSM
This StSm examined the literature in the area of
maternal age and caesarean delivery and developed
plans for a future project to analyse data on this from
england and finland.

Description of the
Work Carried Out
Introduction
The postponement of motherhood is, alongside
obesity, seen as a particularly 21st century health
problem. delaying childbirth is not viewed as a
legitimate life choice, but as a foolish and possible
dangerous course of action that could lead to infertility, risks to the baby and mother and increased health
costs (tromp et al, 2011). a special issue of the journal
reproductive biomedicine online, ‘cassandra’s
prophecy, focussed on the issues raised by delaying
motherhood and considered ways to encourage
women to have their children earlier, when they are at
optimal fertility (everywoman, 2013). another

public health issue is the rising rate of births by
caesarean delivery (peristat, 2013) and the variation
between both countries (who) and institutions
(bragg et al, 2010). These two issues are linked as
older mothers are more likely to have a caesarean
delivery than younger women and the increasing age of
mothers at childbirth is often pointed to as one of the
reasons for the increasing caesarean rate.

Background
Demographics of childbearing
The definition of ‘older mother’ or ‘advanced maternal
age’ is something that is open to debate and there is no
agreed point when one becomes ‘an older mother’.
cooke et al (2010) in their meta-synthesis of
qualitative studies on women’s experiences of older
motherhood found a range of cut oﬀ points in the
literature with some studies defining it as 30≤, some 32
≤ and one 37 ≥. in the literature most authors define it
as 35≤ and with very advanced maternal age defined as
45≤ (carolan et al, 2013).
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in the england and wales
(1) the age of first time
motherhood is rising: in 2012
the average age of women
having their first baby was 28.1
years compared to 26.8 in 2002 and the
average age of all mothers was 29.8. numbers of births
to women over 35 have been increasing since the
mid-1970s: in 2012 19.8% of births were to those over
35 (35-39 = 15.7%; 40-44 = 3.8; 45 and over 0.3%),
slightly less than 2011 – 20% of births to those 35≥.
while this may seem high, it is interesting to note that
in 1938 (the first year included in the national
Statistics) the figure was 16.7% rising to 19.7% in
1945. after the war this percentage decreased steadily
until the mid-1970s (where the percentage was at its
lowest, 5.5, in 1977), after this it began to rise to reach
current levels (that are not that dissimilar from those
in the mid 20th century) (uk national oﬃce of
Statistics, 2013). There are regional diﬀerences in
maternal age in england: ‘london accounted for the
greatest number of deliveries according to population
size at 19.1 per 1,000 of the population for mothers
aged 40 to 44 and 1.5 per 1,000 of the population for
mothers aged 45 to 49. one in twenty of all deliveries

(5.1 per cent) in this region were to mothers aged 40
to 49 - the highest percentage of any region. london
also recorded the greatest actual number of deliveries
for this age group - at 6,260.’ (nhS maternity
Statistics, press release, 2012) in finland (2) the
demographics of maternal age are very similar to england and wales. The mean age for first birth was 28.4 in
2011 and births to those over 35 was 18.7% (35-39 =
15.1%; 40-44 = 3.4; 45 and over 0.2%) compared to
13.3% in 1987.
There is a growing literature on the problems encountered by having children later. The risks of pregnancy
and childbirth are higher for women over 35 (Jolly et
al, 2000) and these increase sharply for the over 40 age
group (carolan et al, 2013. favilli et al. 2012).
potential risks can be put in the following groups:
pregnancy complications (increased levels of gestational diabetes etc); poor outcomes for the baby (low
birth weight etc); increased interventions in birth –
induction, caesarean (both elective and emergency)
and operative vaginal delivery; and poor outcomes for
the mother (postpartum haemorrhage) (see balashch
& gratacos, 2012 for an overview of these risks).
This project will focus on one aspect of this, caesarean
delivery.

(1) In this paper figures will be used for England predominately, except where English statistics are included with other countries (such
as in the case of the National Oﬃce of Statistics - Wales).
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(2.)This is the 2011 Report, the latest one has just been released (in September 2013) but the English translation has not been. So this version will be
used in this Report.

Demographics of caesarean deliveries
while the demographics of maternal age maybe
similar between finland and england, the caesarean
rates diﬀer. in finland 16.3% births are by caesarean,
with 6.2% planned. in england the caesarean rate has
been steadily rising from 9.1% in 1980 to 25% of all
births in 2011-12, with less elective than emergency
caesareans (10.2% elective and 14.8% emergency in
2011-12) (nhS maternity Statistics, 2011). This puts
finland among the lower end of caesarean rates (under
20%) with england almost on the eu median of 25.2%
3
(peristat, 2013). There is international concern over
the rising levels of caesarean deliveries (declercq, et al,
2011) that are generally over the who recommended
range of 10-15% (even finland with a relatively low
rate is above this). caesarean deliveries have increased
morbidity than vaginal deliveries and therefore high
levels of such deliveries are a cause for concern (paranjothy et al, 2005).
There is a dual concern that caesarean rates are rising
(although in finland they have fallen slightly) and that
there is unwarranted variation in practice both
between countries and between birth settings within
countries. internationally, cyprus has the highest rate,
52.2% with iceland having the lowest, 14.8% (peristat,
2013). There has been a significant amount of discus-

sion over whether such
variation is warranted. bragg
et al, (2010) compared
caesarean rates between english
trusts found that after adjusting
for the characteristics of women who
gave birth there was still a considerable variation in
caesarean rates. essex et al, (2013) found that the
socio-demographic characteristics of women predicted
mode of birth (after adjustment). for example women
from lower occupational status households were more
likely to have a planned caesarean and gareen et al,
(2003) found afro-american were more likely to deliver in this way. carolan et al, (2011) found, in australia, that women giving birth in private hospitals
were more likely to deliver by caesarean than those in
public hospitals. a finnish study (pallasmaa et al,
2013) found that the variation between unit’s caesarean rates was not related to maternal complications.

STSM Project Development
The first stage of the StSm was to consider the
demographic information and then to do a literature
review of the area, an initial scoping review, to see what
had been written on this topic and gaps in the
literature.

(3 ) This is comparing figures for England in 2011-12 with the earlier Peristat 2010 figures.
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Scoping review
to get a sense of the current
literature in the area i conducted a preliminary review
using the search terms that bayrampour & heaman (2010) developed in
their systematic review of the relationship between advanced maternal age (defined as 35 and over) and caesarean section among nulliparous and multiprous
women.
This review was conducted on articles published between 1995 and march 2008, so i searched from 2008
onwards to capture more recently published work.
Scopus and psycinfo were searched using the terms
“advanced maternal age”; and “older maternal age”
and caesarean or caesarean. This produced 138 articles (removing for duplicates). articles were selected
by bayrampour & heaman’s inclusion and exclusion
criteria: they excluded studies from developing countries (due to complexities in comparing caesarean
rates); those not in english; and those that did not take
advanced maternal age to be over 35 or produced that
as a category and did not present the number of participants and number of caesareans for each group.
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The search produced 7 studies that fulfilled the criteria
set by bayrampour & heaman (carolan et al, 2011.
kenny et al, 2013. klemetti et al, 2013. ludford et al,

2012. roos et al, 2010. waldenstrom et al, 2012. wang
et al, 2011). bayrampour & heaman note that it was
not possible to conduct a meta-analysis in their review
due to the heterogeneity of the studies and such an
analysis was not conducted in this review as this was
only a preliminary review. a possible direction for further research would be to replicate bayrampour &
heaman’s review in full: both to appraise the literature
in a systematic way and to compare the rates of caesarean section across a 20 year period to detect possible changes (i.e. the rise in births to women 40≤), for
example, waldenstrom et al (2012) study shows that
caesareans have fallen in the age groups 35-39 and 40≥
but increased in 30-34 age group between 1973 and
2008 in Sweden and norway.
all the studies in the scoping review found that caesarean rates increased with maternal age and therefore
age is a key risk factor for caesarean delivery, with significantly higher rates in the over 40 group (carolan et
al, 2011. kenny et al, 2013. klemetti et al, 2013. ludford et al, 2012. roos et al, 2010. waldenstrom et al,
2012. wang et al, 2011). carolan et al’s (2011) australian study, for example, compared birth intervention
rates in women 35-44 years (divided these into 35-39
and 40-44) and 25-29 in australia and found that the
caesarean rate was nearly twice as high for women aged
40-44 than for women aged 25-29. 4
4 These are figures for public hospitals, the rates were higher for
those delivering in private hospitals.

bayrampour & heaman’s (2010) original review also
found a correlation between caesarean rates and advanced material age and in an earlier english study
Jolly et al (2000) found that women 35 and over were
at greater risk of having both an emergency and elective caesarean.
figures for caesarean rates in england also support the
research found in the scoping review – that rates increase with maternal age. in the accompanying press
release (2012) of the 2011-12 nhS maternity Statistics the data on age and caesarean deliveries is summarised as follows:
‘Just over one in three mothers aged 35 and over had a
caesarean (35.3 per cent, or 44,700), compared to one
in four women aged 25 to 34 (24.7 per cent, or

91,100) and just under one
in six of women aged under
25 (16.6 per cent, or 25,700).
These rates have changed little
in recent years. 5
Just under one in five of women aged 35 and over
(17.6 per cent, or 22,300) had an elective caesarean
compared to one in 10 women aged 25 to 34 (9.8 per
cent, or 36,300) and one in 20 of under 25s (4.6 per
cent, or 7,100).
by region of treatment the highest overall caesarean
rate was in london at 28.5 per cent (36,100), while
the lowest was in yorkshire and the humber at 22.6
per cent (14,800).’ 5
5 possibly related to the larger numbers of older mothers in london
(see earlier discussion).
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hoSpital deliverieS by age and number
of caeSareanS, 2011-12:
measure 2006-07
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2007-08

2008-09

2009-10

2010-11

2011-12

total number of deliveries

629,207

649,837

652,638

652,377

668,195

668,936

deliveries for women
aged 19 and under

43,063

42,671

42,084

40,010

37,112

33,621

deliveries for women
aged 20 - 24

121,300

124,789

126,328

125,924

126,922

124,213

deliveries for women
aged 25 - 29

163,333

172,650

178,333

179,522

183,912

185,549

deliveries for women
aged 30 - 34

175,660

176,789

175,436

176,780

187,284

190,910

deliveries for women
aged 35 - 39
deliveries for women
aged 40 - 44

102,335

105,918

103,770

103,635

105,289

102,950

21,202

22,045

22,651

22,970

23,740

24,285

deliveries for women
aged 45 - 49

977

1,043

1,157

1,231

1,314

1,348

total number of caesareans

145,051

153,406

154,814

157,356

162,512

163,859

(nhS maternity Statistics, 2011-12)

Discussion
There seems little doubt that high maternal age is an indication for caesarean delivery but why this might be
so is less understood. This is an important question for
health care providers as unless mechanisms for such
levels are understood it is not possible to determine if
they are too high and if so, how to reduce them. while
the link between age and caesarean rates are now well
documented in the literature, the reasons for this are
not well understood and most articles simply speculate
on why there might be such a link. bayrampour &
heaman (2010) in their systematic review concluded
that although the link is there, the reasons for this are
not clear and more research is needed on the physiological and anatomical determinants and on doctors’
and women’s perceptions of risk.carolan et al (2011)
argue that advanced maternal age can be conceptualised as either a predictor of adverse maternal and
fetal outcome or as a predictor of risk.
‘what is clear from the literature is that increasing intervention among women aged 35 years or older is a
complex problem without a single satisfactory explanation….interventions in labor and birth increased with
maternal age, and this eﬀect was seen particularly for
caesarean section among women admitted privately.
These findings were not fully explained by the complications we considered (preeclampsia, gestational diabetes, placenta previa, multiple birth, nonvertex

presentation, and extremes
of birth-weight) which raises
concerns for maternal health
and for future service provision.’ (carolan et al, 2011:28)
Suggestions for why increasing age results in more caesarean deliveries are both socio-cultural and physiological. Jolly et al (2000) speculate that obstetricians may
have ‘a lower threshold for intervention’ in older
women, but also advance a physiological explanation
that caesareans might be needed due to the decrease in
myometrial function with age. Smith et al (2008) considered this and argued, ‘increasing maternal age was
associated with reduced spontaneous activity and increased likelihood of multiphasic spontaneous
myometrial contractions.’ and conclude that the
increase in caesarean for older women has a biological
basis. however arrowsmith et al (2012) argue that
there is little evidence of a decrease in contractibility in
older pregnant women and oxytocin responses might
be more aﬀected by age.
bragg et al (2010) found there was a higher level of
variance in emergency than elective caesareans and
suggest that this might be due to lack of precise definitions for fetal distress and dystocia resulting in diﬀerential practice. in their study of the link between
maternal age and caesareans, gareen et al (2003),
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highlighted the importance
of the subjective nature of
the diagnosis of dystocia and
argue that doctors might not let
the older mother labour as long
and they are more cautious in their
management strategies for this group. They conclude
that there is room for reducing caesarean rates for
older mothers,
as the higher rate is not solely a result of clinical
indicators.
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Thus the social context and perceptions of mothers,
obstetricians and midwives can play a part in elevating
caesarean levels (monari et al, 2008).
previous studies have shown that labelling as a ‘highrisk pregnancy’ and maternal
anxiety may influence clinician decisions and advice
regarding mode of delivery and interventions. increased rates of intervention in labour and caesarean
birth could also be explained by increased risk (or perception of risk) of intrapartum fetal compromise with
advancing age. (mills & lavender, 2011:110)
as has been found in other studies (kennedy et al,
2013), the ‘need’ for a caesarean is a made up of a complex coming together of ‘biological’ signs, socialized interpretation of potential indicators by the mother,
obstetrician and midwife these indicators can be misunderstood (tully et al, 2013).

Future Collaborations
This StSm was designed to scope and develop the
possibility of doing an analysis on publically available
data on the caesarean deliveries and maternal age in
england and finland. finland is a country that has a
lower rate of caesarean deliveries than england, as maternal age is seen as an indication for caesarean delivery we want to compare the levels in the older age
group across the two countries.
The research question is:
does this diﬀerence in caesarean delivery rates remain
the same across the diﬀerent age groups in the two
countries?
a preliminary search of the available data has found
publically available data sets for both countries. in finland the national institute for health and welfare produces annual maternity statistics that include maternal
age and caesarean rates (this data has been used in
publications on this and other issues, see klemetti et
al, 2013). in england, the hospital episode Statistics
includes data on maternity. This has been used in
bragg et al’s paper (2010) to compare the rates of caesarean deliveries across diﬀerent english trusts. issues
raised by using these data sets provided by the nhS
and the possible concerns over quality
have been discussed by knight et al (2013). The mode
of delivery is recorded in two places: in the procedure

fields and what had been called be called the ‘maternity
tail’ that includes data specifically on maternity care
and there is no indication as to what is the preferred
set and how the two sets related to each other. knight
et al provide a useful overview of how the two sets can
be compared and this will be used to inform our analysis of the data. They found that there were discrepancies between the two data sets in elective and
emergency caesareans; however they conclude that although there might be inconsistencies between individual trusts, nationally these had a small eﬀect on the
overall statistics.
projects
we will investigate ways of taking the following projects forward by finding collaborators and possibly
funding.
1. collaborate with a statistician to conduct the statistical analysis of the two country’s data sets and from
this produce a peer reviewed journal article.
2. conduct a systematic review that would build on
and up data bayrampour & heaman’s (2010) review;
this could be used to track trends in caesarean levels
for older mothers.
3. consider the qualitative literature on women’s experiences and those of midwives and obstetricians on
older motherhood and risk.
4. projects 1-3 could form the basis of a proposal for
research funding to conduct the statistical analysis, the
systematic reviews and conduct some comparative

qualitative research.
5. lf will collaborate on a
paper on bmi and childbirth
with kv-J and colleagues.
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d

evelopment of a maternal Standard care traJectory in the context of a health
economic analySiS.
Background
over the last decade, health economic evaluations
became more important in health policy. The same is
true in obstetrics. in most studies, the focus is usually
on one aspect of care during pregnancy e.g. ultrasounds, induction of labour, alternative modes of
delivery etc. The majority of these health economic
evaluations are performed from the perspective of the
health care provider. Societal costs (costs to health
insurance, out-of-pocket payments) are much less considered in these evaluations.1 The latter however, is crucial in conducting a full health economic evaluation
and essential in the decision-making process of
approving services/interventions to be deployed.
one of the explanations why societal costs are not
commonly included in the analyses is that data on various cost categories are fragmented.
mapping-out a standard care trajectory can be a
guidance through health economic modeling as well as
an important tool for organisational and financial

maaike fobelets
comparisons of ante-, peri- and postnatal care between
countries. The standard care trajectories can be used as
a framework for the evaluations of interventions in the
future. in the context of this call, our purpose is to
develop such a framework and demonstrate this for
one country, i.e. italy. This finally allows examining the
costs of the complete trajectory of women, starting
from the initiation of antenatal care until three months
postnatal, from a societal perspective.
The proposed StSm fits within the context of the
health economic analysis (hea) of a large european
randomized controlled trial called ‘optibirth`
(european 7th framework program, fp7-health2012-innovation-1, pi: prof. dr. c begley (tcd,
ire)). The purpose of optibirth is to improve the
organisation of maternal health service delivery, and
optimising childbirth, by increasing vaginal birth after
cesarean Section (vbac) through enhanced womencentered care.2The cesarean section rates have
increased over the last decade and the who recommended that cesarean section rates should be not less
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than 5% and under 15% for
any region.3
cesarean sections have a
severe impact on the morbidity
and mortality of women.4,5
nowadays, many eﬀorts are made to
decrease the number of cesarean sections. These
eﬀorts include encouraging countries to motivate
women to deliver vaginally, also after a previous
caesarian section, called vbac.
optibirth is a multicenter trial in three european
countries namely italy, ireland and germany. The
interuniversity centre for health economics research
(i-cher) of the vrije universiteit brussel is assigned
to perform a hea of the trial.
The purpose is to evaluate the diﬀerentiation of costs
categories between the participating countries and to
determine the cost-eﬀectiveness of the intervention.
when performing a hea, a health economic model
need to be designed, including the standard care trajectories. health care utilisation within a standard trajectory can be multiplied by their respective unit costs to
determine the total cost from a societal perspective.
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in the end, comparative analyses of the variation in
ante-/postnatal care costs between the three participating countries will be possible.

Purpose of the STSM
The purpose of the StSm is to develop a standard care
trajectory for pregnant women in italy on both organisational and financial level. additionally, we will examine the determinants of care trajectories and sources
on costs of care. we will collect data by performing interviews with national and local experts. These experts
include employees of the national and regional ministries of health, health economists as well as clinicians. This StSm will enable us to have a clear view on
both the healthcare organisation and costs of ante-,
peri- and postnatal care in italy. These elements will
serve as keystones in mapping a standard care trajectory for italy.

Description of activities during the
STSM
Interviews
in order to obtain more insight in the complexity of
the italian healthcare system, semi-structured interviews were performed with the following experts:
•Regional Ministries of Health
liguria: dr. claudio montaldo, dr. mauro
occhi and dr. enrica orsi
toscany: dr. cecilia berni and dr.valerio
mari
•Clinicians:
prof. dr. Sandra morano, dr. Jane nicoletti,

dr. lucia arata
•Health economists of the Università degli Studi Genova:
prof. dr. marcello montefiori and
dr. francesco copello
The focus of the interviews was the organisation and
financing of italian health care system on federal,
regional and local level in general and how this aﬀects
the financing of pregnancy care in particular.
Visit
while visiting one of the experts, i took the opportunity to visit the centre for alternative birth of the San
martino hospital in genova was visited. This was
interesting as it give me a more clear insight on the
organisation of perinatal care in practice.

Findings of the STSM
A. Italian healthcare system on organisational and
financial level
The italian healthcare system disposes of a national
healthcare service (Servizio Sanitario nazionale
(SSn)) based on the principle of universal coverage
for all italian residents.6
diﬀerent organisational levels with individual responsibilities can be recognised within the italian healthcare system. The responsibility of the federal level is to
ensure the ‘essential levels of care’ (livelli essenziali di

assistenza-leas) and work
out principles of the national
healthcare system.
The second level is the regional
level, which is responsible for the
healthcare organisation and administration of the local public healthcare services..
Specialist ambulatory care is organised by public as
well as by private providers. hospital care is delivered
by either public or private accredited hospitals. 7
residents are free to opt for an additional private
healthcare insurance for covering ambulatory specialist
care and private hospital care for obstetrics and minor
surgery. private healthcare is financed through private
insurances and patient out-of-pocket expenditures,
whereas public healthcare is financed through general
and regional taxation and patient co-payments. The latter varies according services attended. regional variation is recognised and there are some discrepancies
between the north and south of italy in terms of demography, economic development, health care facilities and services provided to the population and health
expenditures. 7
B. Standard care trajectory of antenatal care
The ‘essential levels of care’ for pregnancy care is
organised by laws and guidelines through the national
maternity guideline (Snlg linea guide gravidanza fi-
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siologica), a ministerial decree of 10 September 1998
and 29 november 2001.
furthermore a maternal care
pathway (progetto obiettivo
materno infantile, pomi) based on the
ministerial decree of 24 april 2000, was developed to
organise antenatal care in public services. regions are
responsible for the administration and organisation of
publically finances healthcare7 and this is where regional variations appear in service delivery.
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antenatal care is predominantly provided by obstetricians. women are free to choose a healthcare provider
for antenatal care. They can either opt for public,
private or a mix of public and private antenatal care.
most women choose for public healthcare. women
opting for public care, receive antenatal care free of
charge at point of access since maternity care falls
under the ‘essential levels of care’and organised by the
regions. women receive a number of tickets, free of
charge for visits with the healthcare provider and a
number of diagnostic tests. public antenatal care is
universally accessible in italy. additionally, women
book private visits to receive for example extra antenatal diagnostic tests such as ultrasounds. These services
are provided at a fee for service basis. healthcare
providers are paid according regional ambulatory tariﬀ
lists. These lists can be consulted on regional websites

of the regional ministries of health.
The number of antenatal visits varies between the regions. in general, a frequency of every 4-6 weeks is
advised. around 84% of all women have four or more
antenatal visits during their pregnancy.8
The number of antenatal diagnostic tests is described
in detail by the italian guidelines and recommendations. antenatal classes are oﬀered to pregnant women.
it is a regional responsibility to organise the financial
contributions for these classes.
C. Standard care trajectory of perinatal care
in italy, most women deliver in public hospitals. The
hospital care for a delivery is free of charge for women.
hospitals are funded by the healthcare system through
drg’s. The drg-system is organised on two levels,
nationally and regionally and is lump compensation
based.9. The national drg tariﬀ is determined by the
federal government however, every region is free to
choose a tariﬀ per drg, below or above the national
drg compensation. The drg’s do not cover all
healthcare system costs. Therefore a soft budget
constraint is applied for public hospitals. in order to
have a clear view on the full healthcare system costs
per drg, the cost per drg category should be calculated by the hospitals using a bottom-up approach.

D. Standard care trajectory of postnatal care
postnatal care for both women and children is oﬀered
at an outpatient clinic. a postnatal check-up for the
women is usually performed 30-40 days after discharge
from the hospital. The postnatal check-up of the baby
depends on the duration of the postnatal stay of the
baby at the hospital. if the baby is discharged within 72
hours, a check-up 2-3 days after discharge is recommended. if the baby is discharged after 72 hours, the
postnatal check-up must be performed 7 days after
birth. postnatal check-up is usually performed by a
neonatologist. for children younger than 6 years, ambulatory care is oﬀered free of charge without a ticket.
a postnatal check-up for women is usually free of
charge with a ticket in the public hospitals or health
centres.

Conclusion
This StSm enabled us to gain more insight in to the
organisation and financing of the italian prenatal and
postnatal health care. The experts explained more in
detail the variation between the regions, on both
organisation and financial level. The costs of ante- and
postnatal care of ambulatory care from healthcare
system perspective were obtained. The collection of
the full cost of perinatal care will be more challenging.
This StSm has led to the development of a standard
care trajectory for ante-, peri- and postnatal care. The

structure of this trajectory
will be used as a guidance
for mapping-out standard
care trajectories of belgium,
germany and ireland in the near
future.
The results of this StSm were presented at 14th
healthcare interdisciplinary research conference &
Student colloquium, trinity college, dublin (nov 5,
2013) as an oral presentation titled: comparison of
antenatal care utilisation in the context of a health economic analysis across europe.

Further collaboration
This StSm will lead to the following collaboration:
•dr. francesco copello will perform a cost analysis of
the healthcare system costs of the drg’s related to
pregnancy and childbirth based on the database of the
San martino hospital in genova. results are expected
for february-march 2014;
•dr. valerio mari will perform the same analysis of
four hospitals in toscany;
•prof. dr. marcello montefiori showed lots of interest
in this study and is willing to support us with contacts
and advice if needed;
•dr. lucia arata is interested in health economics of
childbirth. further collaboration is ensured.
•dr. claudio montaldo , dr. mauro occhi and
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dr. enrica orsi are willing
to support us with information about the organisation of
pregnancy and childbirth care
in the liguria region.

Publications/articles resulting or to
result from the STSM
The results of this StSm were presented at 14th
healthcare interdisciplinary research conference &
Student colloquium, trinity college, dublin (nov 5,
2013) as an oral presentation titled: comparison of
antenatal care utilisation in the context of a health economic analysis across europe.
The aim is to write a scientific paper about standard
care trajectories in europe both on organisational and
financial level.
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a

ntenatal clinical guidelineS in iceland -

midwiveS’ perSpective on itS effectiveneSS in
promoting the midwifery model of care
emma marie Swift

Purpose of the STSM
The purpose of this Short term Scientific mission
(StSm) was to strengthen the relationship between
me, a european master of Science student at hannover
medical School, and the midwifery department of the
university of iceland and to serve as a basis for further
collaborative research projects. furthermore, to
strengthen my knowledge base about midwifery in
iceland and my understanding of qualitative research
methods needed to complete the study.

Description of the work carried out
during the STSM
1. The work started with creating a connection to the
midwifery community in iceland. helga gottfreðsdóttir invited me to participate in a meeting with graduate
students at the university of iceland where students
discussed and presented their ongoing research.
i attended an annual meeting with the icelandic

midwifery association and was invited to speak about
my midwifery practice in madison, wi (uSa) as well
as learn about midwifery policies, hindering and promoting factors within the association as well as current
aﬀairs on practical and policy levels. furthermore,
i attended a local workshop with midwives in the
reykjavik area, as well as a lecture on promoting normal birth at the university of iceland. These meetings
provided opportunities to learn about midwifery practice in iceland, create a connection with midwives in
practice as well as midwives involved in academic research.
2. to strengthen my understanding of qualitative
research methods, i enrolled in a graduate level course
on qualitative methods at the university of iceland
(8 ectS). This class provided knowledge of qualitative methods used in health and social sciences in relation to their philosophical foundations, characteristics
and use in clinical practice. Special emphasis was
placed on research utilization. This information was
used to write a research proposal for StSm study. The
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course also provided detailing of the icelandic
ethical approval
process, which will be
used when writing a research proposal for my
master thesis.
3. to gain insight into the research topic antenatal clinical guidelines
in iceland - midwives‘ perspective on its eﬀectiveness
in promoting the midwifery model of care a pilot
study with a focus group of midwives as the primary
mode of data gathering and grounded theory for data
analysis was conducted. to focus the discussion, i narrowed the conversation to the topic “preparing women
for childbirth antenatally - a midwife’s perspective”
which enabled me to ask specific questions about clinical guidelines, antenatal care and education within antenatal care.

Description of the main obtained
results
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The two study participants met once with the author
and the hour-long conversation was transcribed and
analysed by the author. The author used unstructured
questions although not all of the questions were asked,

but were used to stimulate group discussions when
needed. The participants have provided antenatal care
and in rural and urban settings in iceland but are
currently working in reykjavik, iceland.
The core category a need for guidance was identified
as the central part of the studied phenomena.
The participants explained how birth preparation is a
complex task and not a priority in current guidelines
and practice. They also elaborated on how the roles of
responsibilities are not clear.
The findings show the complexity of the task that midwives face when preparing women for childbirth. Their
task is made even harder without a framework in terms
of guidelines or infrastructure in terms of continuity of
care. The clinical guidelines are eﬀective with clinical
tasks, but guidance on other important, yet more subtle parts of midwifery is lacking. The midwives substitute for this with their own initiative, but it reflects a
system that neither places emphasis on education nor
has a specific framework for responsibilities. a system
that prides itself on continuity of care is continuous
throughout antenatal care, but not continuous
throughout the childbearing cycle and this may be part
of the problem.
This pilot study indicates that further studies on the
subject are needed, and that focus groups with midwives are an eﬀective way to gather data on their per-

spective on promoting and hindering factors within
antenatal care. The pilot studye indicates furthermore
that creating a framework for antenatal education
within regular antenatal care, as well as increasing continuity of care between antenatal and intrapartum midwives would increase satisfaction, comfort and
competence among midwives.

Future collaboration with host
institute
within the StSm time period further research

questions were formed, as well as
connections with midwives and
professors strengthened that will
aid in future collaboration. helga
gottfreðsdóttir will be a member
of my master thesis committee,
serving as an invaluable connection
to the icelandic midwifery community
as well as providing guidance and feedback
throughout the research development and study.
furthermore, collaboration on further research on antenatal care has been proposed, involving crosscultural comparison.
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o

ne birth, multiple choiceS
fátima león larios
Jilly ireland
as part of the coSt action iSo907 childbirth cultures, concerns, and consequences: creating a dynamic eu framework for optimal
maternity care, i have had a short term scientific
mission at bournemouth university. my aim was
to explore a way of providing midwifery led care
services successfully in united kingdom. i was
hosted by prof. edwin van teijlingen
(bournemouth university) and practical visits
coordinated by Jilly ireland at St mary´s maternity hospital, poole.
had opportunity to make visits to several birthing
centres in dorset and hampshire including the
haven birthing centre, poole (alongside unit),
bournemouth midwife-led birth unit (stand
alone) and new forest birth centre (stand
alone) and yeovil. besides, home visits with midwife/ supervisor of midwives; attend prompt
training and see a consultant midwife clinic.
to have a baby is an important decision in a couple´s life but here in united kingdom is much
more. choosing where to have your baby involve
some very important decisions. This is the issue

that impressed me from this national health System. during pregnancy women have to think
about the environment that wants to give birth:
homebirth, birth centres (freestanding or alongside) or hospital.
i am midwife qualified in Spain, and there i have
been working as a midwife for 8 years. in my
country, women do not choose how they want
their birth to be because there is just one option:
a hospital. very often, many Spanish women
when they come to the hospital because they are
in labour and are asking about how they want give
birth, the response is simple, they have not think
about that at all. it was not necessary. The most
common response: “it is up to you, you are the
professional”.
however, here from the very beginning women
are empowered choosing among a wide range of
possibilities: homebirth, midwifery-led birth
centres or labour ward in hospitals. Three options but just the last one is available for Spanish
women in my country. homebirth is not an available option for women in our national health
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Service. if a couple chose a
homebirth, she would have
to pay by themselves so many
women do not consider that
idea. actually we do not have national guidelines or protocols about
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homebirth. however, it is recognized as a safe option
by the health ministery. There is not statistics from the
government about homebirth in Spain, but around
1.000 women per year choose to give birth at home
(educer report, 2012). The prevalence is around
0,17%. around 1 in 50 babies in the uk are born at

home. Source: educer, 2012
The unique option to give birth is at hospital. our rate
of cesarean sections is around 22%, normal births
around 63% and instrumental birth 15% (government
statistics). The 80% normal births are at public hospital and 20% at private hospitals. at some places, rates
of cesarean section are up to 50% in private hospitals.
here most women use a variety of methods to help
them cope with pain during labour: comfortable

birthing aids, tenS machine, birthing pool, gas and
air (entonox), pethidine,
remifentanil or epidural. once
again, women would have to make
a choice. while Spanish women use
epidural analgesia or nothing, so our rates of
epidural are up to 90%, depending on the hospital.
Some new hospitals are introducing some changes but
slowly.
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it is possible to find some
birthing pools and birthing
aids like birthing balls, but
not at everywhere. Same happens with pain relief methods,
not all hospitals have available
entonox. as reports from government
revealed, practices are very diﬀerent across country depending on the region or hospital (health ministry,
2008). we know that epidural analgesia have eﬀects on
births increasing the second stage of labor and likelihood of instrumental vaginal birth (liu, 2004). Some
people have also been concerned about whether the
use of epidural analgesia in early labour increases the
risk of cesarean delivery. Three randomized, controlled
trials showed that early initiation of epidural analgesia
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does not increase the rate of cesarean delivery among
women with spontaneous or induced labour, as compared with early initiation of analgesia with parenteral
opioids. (halpern, 2004; wong, 2005; ohel, 2006)on
the other hand, midwives trained every year may influence to cover all these services. around 400 midwives
are qualified in Spain. despite of this, many of them
are unemployed because nurses cover their positions,
ie puerperal wards. The only service where there are
just midwives are delivery room but we are trained to
care in diﬀerent stages in women´s life.
midwives are in health primary centre carrying out
pregnancy follow up. however, home visits are not so
often like here. communities midwives arrange antenatal appointments; generally once a month. in most
cases the midwife schedule women for a scan (per-

formed by obstetricians) once month up until 32nd
week of pregnancy, at which point the frequency of appointments will increase to once every two weeks.
midwives carry out antenatal classes at primary health
centre. around six sessions, which include physical
and emotional changes during pregnancy, nutrition for
pregnants, exercises for pregnants, breastfeeding,
caring for the baby, relaxation techniques, perineal
preparation, doubts about the moment of giving birth,
etc. despite of all, women are very happy with the maternities services and the assistance provided. Satisfaction rates are up to 95%. otherwise, they do not know
other alternatives.

sobre la atención al parto
normal. plan de calidad
para el Sistema nacional de
Salud del ministerio de
Sanidad y política Social.
agencia de evaluación de tecnologías Sanitarias del país vasco
(oSteba). agencia de evaluación de tecnologías
Sanitarias de galicia (avalia-t) (2010)
• halpern Sh, muir h, breen tw et al (2004). a multicenter randomized controlled trial comparing patient- controlled epidural with intravenous analgesia
for pain relief in labor. anesth analg 99 (5): 1532-1538.
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am

edical humanitieS approach:

the interSection of genre and knowledge
tra nSfer
francesca m. Scott
Purpose of the STSM

The purpose of the StSm was to encourage scholars in
a number of diﬀerent disciplines to work in open dialogue in the context of the medical humanities, to explore the ways in which their research—and the
relationship between the sciences, social science, arts
and humanities—can be seen to be mutually beneficial. it came as a result of a roundtable discussion at a
childbirth cultures, concerns and consequences
coSt meeting in Serbia (2013), and sought to encourage those operating and researching in the social
sciences, the broad field of obstetrics and midwifery, to
discover in the processes of the arts and humanities the
sustenance for contemporary scientific exploration,
and, as such, advance science and acquire new knowledge by exploring causes and reasons, and recognising
and explaining patterns (such as in practice or behaviour), so as to provide a way of overcoming, or at least
understanding, the complexities contained therein.
a new series, literature, Science and medicine, with
palgrave macmillan, has been identified as an interesting vehicle for this research, and a call for papers was

sent out requesting participants from the action to
participate in a workshop at the university of central
lancashire, to identify relevant themes and to brainstorm (for details of participants see below), and to
begin sketching out a proposal for this series, as well as
continue discussions about future collaboration. contact has been made with the series’ editor Sharon ruston and the commissioning editor at palgrave
macmillan, who are expecting the proposal.

Description of the work carried out
during the STSM
The first two days of the StSm were spent researching
at the british library (alongside corresponding with
participants), gathering data/information so as to supplement the women writers in history (former coSt
action) database. This database can be used by participants as a way to quickly identify (mainly female) writers writing in the field of history of midwifery and
obstetrics from the early modern period to the early
twentieth century, in a variety of genres, and use this
information to supplement their own knowledge in
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this field and consider the
wider context of their research. Such a resource is essential for those who may not
be entirely aware of the use-value
of, for instance, fiction (rather than just
medical treatises) or have only limited experience researching in the field of literary history. further materials were gathered for the introduction and publication
proposal.

members to be crucial, and the historical basis of this
should be examined. further topics included the
progress of education and training in midwifery, and
the eﬀect of training in a clinical setting as opposed to a
homebirth setting; the leadership and authority of
midwives; birth medicalization and the evolution of
the decision-making process; the relationship between
natural birth and bioethics; fear and childbirth; and
managing the experience or “intuition” of
midwives/mothers.

for the workshop itself, twelve members of the action
contacted the organiser expressing interest and support for the project, and those who could not attend
sent materials and useful information, either corresponding by email or by telephone. The themes that
were identified by the participants included genre and
knowledge transfer—an analysis of the way in which
narrative models were used in the past, and are still
employed in the profession today. contributors noted
that the consequences of certain modes of dissemination, which can, at times, be seen to create a tension
between the public and the personal, might explain
why some models have been side-lined, and why certain evidence and data is misinterpreted and sometimes rejected by the public sphere. indeed, an
interrogation of reception—knowing why and how the
voices of women, midwives, and other care professionals are presented and received— is considered by

besides collecting/identifying this information from
participants, the rest of the StSm was spent brainstorming and sketching the framework for the publication, and as a foundation for further research, as well as
writing an introduction for the publication (requested
as part of proposal by editors of literature, Science and
medicine series).

Work Plan of STSM week:
Monday
• research at the british library: gathering materials
to supplement wwih database
• emailing participants
Tuesday
• research at the british library: gathering materials
to supplement wwih database.
• emailing participants

Wednesday
• meeting with participants at uclan
• brainstorming approach to book
• planning timeline for book
Thursday
• meetings/corresponding with participants at
uclan
• writing introduction
• research sources: historiography,
Friday
• meetings/corresponding with participants at
uclan
• researching and sketching out framework: discussing and exploring the framework
• emailing participants with information (those who
could not attend workshop)

Description of results
a large part of the StSm was spent brainstorming, designing and writing up an approach to the project, an
appropriate model or framework that could encompass
the varying disciplinary backgrounds, as well as the
contrasting research interests, tools, and theories that
this entails, without these clashing or conflicting.
complexity theory, a theory that has already been extensively explored by the cccc, was considered to be
one such useful theory. initially used as a scientific

theory, complexity theory
has also been adopted by the
social sciences and, increasingly, the humanities—each
with their own interpretation and
approach. of those, two of the most
invested, in terms of childbirth and midwifery, are
literary theory and the social sciences. as such,
complexity theory oﬀers a useful bridge between the
two— a neutral space—that is open and flexible
enough to allow for fuzziness, subtleties and imprecise
elements and interpretations to be considered, and for
meaningful results to be extracted. further information about this can be found in the supplementary
material/appendix below.
The outcome of the StSm was that this framework
was carefully defined, a draft introduction for the publication was written (see appendix below), and future
collaboration was sketched out.
Since then, these participants have been invited to submit an abstract and title for the publication, and a timeline for publication is under construction. The first
chapter, on genre and knowledge transfer, is also being
researched. further contributors will be contacted and
there are plans to meet for other workshops and to discuss specific ideas in July 2014.
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Transferable
Aspects
recently, there has been a
movement to integrate the
sciences and the humanities, and by
so doing promote consilience. while many
now recognise that the humanities can be shaped and
galvanized by scientific enquiry, only very recently
have scholars considered that the humanities can also
be of benefit to the sciences, and that it too can energise and even advance the disciplines with which it
interacts.
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The humanities has, for instance, the tools to consider
scientific progress non-sequentially, via routes that are
more indirect, thus oﬀering more flexibility in the
acquisition of knowledge; frequently, this involves
examining sources which have been overlooked or
discarded by the sciences. These alternative perspectives are important in a variety of scientific fields, but
particularly in obstetrics and midwifery, the professionals of which must bring together evolving, multifaceted complexities. The network has, therefore,
sought to combine the range of technologies and
methodologies that come from both the humanities
and sciences, and provide an holistic approach to the
study of obstetrics and midwifery from the early modern period to today. it has, moreover, specifically
allowed participants to network, not just within the

action and the narrow scope of their fields of research,
but also beyond, forging new, interdisciplinary connections.

Future collaboration planned
uclan: continuous
manchester (Sarah church): June-July 2014
Sheﬃeld university: continuous

Future publications
collection of essays with literature, Science and medicine (palgrave macmillan). editors: Sharon ruston,
alice Jenkins and catherine belling
commissioning editor at palgrave: benjamin doyle
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despite diversity
mothers are the
same everywhere!
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onceptualiZing cultureS of maternity and
birth care acroSS europe
ema hrešanová

Purpose of the STSM
This StSm aimed to explore conceptual tools to enable better descriptions, comparison and analysis of
cultural aspects of diﬀerent maternity care systems in
europe, and extend the range of such conceptual tools
by gaining inspiring insights from the social science
disciplines, namely cultural and social anthropology
and sociology.
my particular goals were to: 1) review anthropological
and sociological concepts of organizational cultures to
examine whether they could oﬀer more suitable and
enriching ways of analyzing and comparing cultural aspects of maternity and birth care; and 2) identify key
cultural markers of diﬀerent maternity and birth care
settings and to develop an analytical matrix which
could serve for cross-cultural description and comparison of maternity and birth care cultures in europe.

Background
in europe most childbirth take place in organizational
settings that are often part of large bureaucratic institutions with their own cultural norms. Such organizational cultures may then significantly influence care

provided to women and their newborns
and in this way aﬀect their health as well [hrešanová
2008]. Therefore any eﬀort to improve maternity care
needs to take into account such cultural aspects of organizations in which childbirth predominantly takes
place and explore this empirically.
This StSm builds on work done by the wg1 on cultural aspects of maternity and birth care organizations.
frith et al. [2014] conducted a scoping review of studies in maternity care which investigated aspects of organizational culture, and examined how researchers
defined and subsequently operationalised this concept
while identifying key themes, topics and professional
groups covered in the analysed studies. They found
many inconsistencies in the ways researchers applied
and operationalised this concept noticing substantial
vagueness in how organizational culture was used in
the examined empirical studies. The authors note that
‘organisational culture in maternity care is complex
and diﬃcult to define and conceptualise’
[frith et al. 2014: 21].
in this text i argue that we need to engage in a more
theoretical discussion to make this conceptual tool
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sound and suitable for empirical comparative research
in maternity care across europe. in particular i take inspiration from theoretical debates
about organizational culture/s in sociology and anthropology, two disciplines in the social
sciences which particularly deal with the subject of
organizations and their cultures.

Description of the work carried out
during the STSM
This StSm was conducted from 20 - 28th march 2014
at the university of liverpool, great britain. i followed
the tentative schedule which included several steps.
first, i searched scholarly databases available at the
university of liverpool and university libraries to
identify and obtain relevant anthropological and sociological studies that applied the concept of organizational culture and key anthropological and sociological
studies of cultural aspects of giving birth. Second, i
went through these studies, examined them (given the
time frame available) and categorised them according
to the relevance to this StSm’s goals. in the next
step dr frith and i debated the findings and worked on
the outline of future publications.
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Description of the main obtained
results
The concept of organizational culture is part of wider a
‘cultural turn’ spreading across various disciplines from
humanities, social and health sciences (such as midwifery and nursing) and organizational studies from
cultural anthropology and becoming especially
popular since the 1980s. for most of the 20th century
culture represented a principal subject of anthropological investigations referring generally to ‘learned and
shared ways of living and thinking’ [miller, wood
2006: 10] and more specifically to sets of shared
norms, beliefs, customs, rituals, language, ways of
dressing etc. anthropology was widely understood as a
science about culture which constituted its main object of inquiry [see e.g. parsons 1964: 553; kuper
2000: 53; brumann 1999: 5]. however, the so-called
‘afterological’ approaches, i.e.g postmodern, poststructuralist and postcolonial thoughts [Sahlins 1999: 407],
paradoxically aroused severe disputes over the usefulness of this concept in anthropology around the same
1
time.
culture was ‘attacked’ by a number of anthropologists
for being conceptualised as an essentialised, too
bounded, coherent and homogenising entity and for
not being able to adequately capture substantial diﬀer-

1 particularly cliﬀord and marcus’s writing culture: The poetics and politics of ethnography published in 1986 is considered to launch this
new era.

ences and divergences among members of the same
community etc. The subsequent debate – labelled as
‘against culture’- stimulated conceptual shifts and its
essential re-conceptualisations. The anthropological
debate on culture has pointed to important imperfections of the term, and because researchers investigating
health care organizations often apply such classical
definitions against which many of the objections
raised in the field of anthropology may hold true, i
believe that we need to deal with them and reflect the
explanatory benefits and weaknesses of culture in
order to arrive to a sound and applicable definition of
this concept. The subsequent section therefore
summarises this debate on culture in cultural anthropology and highlights especially those points that may
enrich its application in organizational settings. in the
next section i provide an overview of various
perspectives on the organizational culture in the field
of organizational studies.

Anthropological arguments
‘against culture’ 2
The criticism ‘against culture’ can be summarised into
several points. first, criticism focussed on culture’s
conceptualisation as a stable system of beliefs, norms,
values, actions and manners shared among its
members which seems to be too ‘bounded’, coherent
2. This part builds on hresanova [2008], chapter 2.

and homogenised [keesing
1994: 301; ingold 1994:
330; brumann 1999: 1;
rapport, overing 2000;
abu-lughod 1991: 146; 1997;
121-122; Sewel 1999: 52-55]. instead
its critics highlighted that social reality is actually not
so homogeneous and coherent but full of conflicts
among various actors. people experience it in a rather
fragmented and disparate way and all its members definitely do not necessarily share the same view of the
world. There are no clear boundaries
between various cultures, as pictured in structural
(functionalist) theories of culture [e.g. rosaldo 1989:
28, 28n2; see also rapport, overing 2000: 94] but also
in other theoretical perspectives, such as in geertz’s
symbolic approach which dominated anthropology in
the 1970s. according to Sewell [1999: 47] geertz and
his followers primarily focussed on those meanings
and symbols that showed high level of coherence while
they ignored those that were fragmented and incoherent.
Second, rosaldo [1989: 31-32] pointed to yet another
problematic issue. anthropologists aim to provide
holistic representations of studied cultures which,
however, often result in dichotomous interpretations
and descriptions that seems to be ‘frozen’ in time and
space [see also rapport, overing 2000: 100], ignoring
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shifts being under way.
Third, critics also find dominant anthropological definitions
of culture as inevitably essentialising and reified. for instance, keesing
[1994: 302-303] reproaches these dominant conceptualisations for depicting culture as a kind of ‘essence’,
a thing or even a ‘living being’ that takes actions. brumann [1999] similarly observes that in many anthropological studies culture is mistakenly perceived as
identical to ethnicity, community, locality or identity.
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e.g. lewallen 2010].
The next objection is directed at a political misuse of
culture in public discourses in which culture manipulates ‘the others’ (who are often ethnically distinct)
and legitimises misleading representations of marginalised groups in the society while those groups and
individuals usually do not have means to intervene in
ways how they are described [brumann 1999:11].

keesing [1994] further argues that such conceptualisations are functional and profitable for the anthropological discipline, as they constitute a clearly defined
‘object’ of this scientific inquiry and consequently an
unequal relation between the ‘scientist’ conducting ‘research’ on one hand and ‘the others’ with their distinct
culture on the other. Thus this is also a criticism of
power relations constituted by scientific inquiry and
their consequences, e.g. a potential exploitation of the
others.

in this regard abu-lughod [1997: 14] especially
denounces social and political implications of this term
in a public discourse, which show that culture is used
to establish hegemony over marginalised groups in the
society. while this criticism applies to the societal
context, especially to ways how (ethnic, religious and
other) minorities are treated in the society, researchers
studying cultures in health care organizations may
draw a lesson from it by paying more attention to ways
they describe their informants and give them
opportunities to influence their representations in the
study, and to carefully consider implications of their
research for these people.

but keesing and brumann’s criticims would apply to
many studies in health research, too, as
researchers in this field frequently use highly reified
and essentialised concepts of culture and confuse it
with other concepts, especially ethnicity or place [see

in view of the above mentioned imperfections of the
classical conceptualisations of the term, many anthropologists proposed to ‘delete’ the term from the social
science terminology and replace it by a more appropriate one that would not bear negative implications.

Some proposed to use it as a verb ‘to culture’ or an
adjective ‘cultural’ or ‘culturing’ that would better
reflect its interconnectedness with human actions
[rapport, overing 2000: 97]. other authors prefer its
reconceptualisations and more process-based interpretations of the term that emphasize interconnections
between particular parts of culture (such as language,
commodities, political ideologies etc.) [kuper 1999:
245], and mutual relations among particular parts and
people (societies) creating a form of nets [wolf 1997:
384-391]. authors like gonzalez [1999: 433], abulughod [1991], wax [1993] or walcott [1991] and
others proposed to merge the term culture with other
conceptual tools such as discourse, action, ‘ecumene’,
‘propriospect’, ‘habitus’ or hegemony while others prefer ‘identity’ as a concept that is best able to capture
multiplicity and variability.
‘cultural approach’ in organizational studies hancock
and tyler [2001: 102] mention two key events that
evoked an increased interest in the so-called ‘cultural
approach’ and related concept of organizational culture
in organizational studies. first, it was a conference on
organizational culture organized at the university of
campaign-urbana in 1979; and second, pettigrew’s
paper on studies of organizational culture published in
the same year. emphasizing subjectivity, emotionality,
ambiguity and sexuality, the cultural approach brought
a refreshing view of organizations, as it highlighted

characteristics perceived as
the opposite to the onesided and dominant emphasis on rationality in
organizations [gherardi 1995]. in
the context of an increased international competitiveness among various corporations
(especially the american vs Japanese), the
concept of organizational culture or the so called ‘
corporate culture’ promised to increase chances for
increased profits [e.g. alvesson 2002: 7, turner 1986:
102,103; hancock, tyler 2001: 102-103].
organizational studies and organizational theory drew
substantial inspiration from various theories in the
social sciences and diﬀerent understandings of what
organizational culture means reflect these diverse intellectual sources.. There are many classifications of these
approaches in the field of organizational studies, nevertheless, most theorists distinguish two basic streams:
functionalist and symbolic-interpretative. according to
Smircich’s review essay [1983], the functionalist
perspective sees organizational culture as an ‘independent variable’ and organizations as adaptive mechanism and purpose-built instruments. in this view
organizational culture is something to be manipulated
with to increase the organization’s eﬀectiveness and
improve its performance [hancock, tyler 2001: 106108; see hunt et al.’ s review in health care organiza-
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tions, 2012]. in comparison,
the symbolic- interpretative
approach does not define
culture as something that the
organization has but as something that the organization is; the
organizational culture constitutes a root
metaphor. researchers approach it as a social
construct providing a form of context in which people
understand the world around them instead of taking it
as a particular tool to achieve given goals [Smircich
1983].
according to Schultz [1994: 161] both of these
perspectives interpret culture as a set of certain
patterns – either basic presuppositions or sites of
meanings which relate to regularly repeating aspects of
organizational life instead of accidental and irregular
features. The functionalists however approach organizational culture as a kind of universal frame applicable
to all organizations and consisting of various cultural
layers [Schultz 1994: 25-26].
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functionalist researchers then compare various layers
of culture among particular organizations [Schultz
1994; wilson 2001; hancock, tyler 2001]. in comparison, interpretative researchers usually understand culture as a pattern of symbolic discourses that need to be
interpreted and ‘deciphered’ [Smircich 1983: 350] and

focus on repeating themes.
culture is rather a matter of intersubjective experience
with everyday life in organizations [hancock, tyler
2001: 108].
besides of these two perspectives, some authors [e.g.
hatch 1997; martin 1992; Schultz 1992]distinguish
yet another one which they call ‘postmodern’. hancock
and tyler [2001: 111] argue that the postmodern
approach evolved as a criticism of symbolic-interpretative theories of culture and their shortcomings, as
more generally of dual thinking that is seen as
simplifying and misleading. instead postmodern
researchers pay a special attention to diversity and fragmentation of human experience and its insecurity and
flexibility. They emphasize a constantly changing nature of institutions, processes changing the organizational reality, the multiplicity of members’ identities
and ambiguity of cultural systems while they
contradict the idea of homogeneity and sharebility
among organizational members [hatch 1997: 229231; Schultz 1992: 16; Schultz, hatch 1996: 539-542].
postmodern researchers criticize both functionalist
and symbolic-interpretative interpretations of organizational cultures as privileging certain voices and readings of organizational reality. however, hancock and
tyler [2001: 115] note that this approach is still rather

marginal while the field of organizational studies is still
dominated by the functionalist paradigm. The same
holds true for the nursing research. Scott-findlay and
estabrooks [2006] show that most studies on organizational culture in this field work with its functionalist
interpretation and quantitative research methods. This
contrasts with the research on organizational culture in
midwifery and maternity care dominated by qualitative research methods [frith et al 2014: 20].
qualitative research methods, especially participatory
research, are inherently linked to the symbolic-interpretative paradigm, as researchers try to understand
what is going on in the organization and how its members perceive and interpret its world. They focus on
diﬀerent meanings and interpretations of various social
situations in which organizational members are
involved. in organizational studies symbolic-interpretative paradigm is most visible in the approach of organizational symbolism, which includes various
theoretical approaches related to the verstehen sociology [see e.g. Schultz 1994: 76] and other disciplines
(such as semiotics, literary criticism, communication
studies, folkloristics etc.). interpretative researchers
study various rituals, myths and stories [Schultz 1994:
81] that help to maintain certain presentations and interpretations of the organization, and investigate how
they are reproduced during the interactions among
members, how people make sense of themselves and

their organization [Jones
1996: 62; Schultz 1994: 76].

Conclusion
This text could provide only a brief
description of debates on the concept of
organizational culture in anthropological and organizational studies. in the next step we intend to continue in
reviewing the extensive anthropological literature on
childbirth (especially in diﬀerent cultural contexts) to
identify key cultural features. we also to plan to review
and critically reexamine concepts of organizational
culture in the area of health care. The already existing
studies reviewing relevant literature on the subject usually deal with highly specific issues, such as the link
between organizational culture, burnout and quality of
care [montgomery et al. 2013] or they re-examine the
relation between the organizational culture in health
care organizations and their performance in terms of
activity and outcomes [hunt et al: 2012]. we will aim
to show how organizational culture is conceptualised
in social studies of health and illness and birth care
more specifically.

Future publications
we plan to elaborate our work conducted during this
StSm into two publications: 1) an academic paper
reviewing the concept of organizational cultures in
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health/birth care from the
social science perspective
which we intend to submit to
a peer-reviewed (preferably
impacted) journal in the field of
medical sociology/social sciences;
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2) and a book chapter introducing the ‘childbirth culture’ concept and providing descriptions of particular
childbirth cultures across europe (to be published in a
‘state-of-the-arts’ book based on this coSt
action by routledge).
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rganiSation reSearch in childbirth and
health of midwife-led care unitS
ramón escuriet
mercedes perez-botella

Background
normal childbirth initiative in catalonia focus on improving intrapartum care was initiated in 2008
(ministry of health and consumers’ aﬀairs, 2008)
and was then extended to pregnancy and the postnatal
period (ministry of health, Social Services and equality, 2012). with the aim to assess the impact that these
initiatives have had in catalonia, work is currently
underway to evaluate childbirth care provision in public hospitals. This evaluation hopes to identify some
improvements but it is likely that it will also highlight
some aspects of care that need improving.
after this evaluation some recommendations will be
made to better approach a women’s focused model of
care and how health services organisation in the catalan context should incorporate lessons learned from
midwife-led care units.
after the evaluation is completed, and through the
lessons learned from midwifery-led models of care in

the uk, recommendations will be made on how to
improve maternity services provision in catalonia and
how to develop models of care which are truly womancentred

Current situation in Catalonia
The majority of births (70%) are attended in highly
technological obstetric units within the public hospitals and there are clear variations in the obstetric interventions performed in diﬀerent hospitals which is a
cause of concern. to combat this, , several recommendations have been made in recent years which have
higlighted the importance of supporting the physiology of the childbirth progress and work has been carried out to implement evidence-based practices for
care provision and reduce unnecessary interventions.
The normal birth initiative in catalonia has resulted in
infrastructure improvements in public hospitals, protocols and clinical guidelines have been updated and
practice recommendations have been made. health
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professionals have been
oﬀered training and information for women and families has been been improved.
The evaluation of normal childbirth
care in our public health system has included visits to
32 hospitals (out of 44) and also the analysis of existing data from hospital oﬃcial discharge reports. main
findings from this work provides an overview of the
current situation and some areas of service organisation and outcomes that may be improved.
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when looking at service organisation it is clear that
there is a hierarchical structure of professionals in the
ou even though some of these hospitals have made
eﬀorts to adapt their environment and create homelike rooms and thus enhance the role midwives play in
caring for women intrapartum promote midwives’
autonomy. other important finding is that, overall
professional staﬀ in hospitals is composed by a 1/1 obstetricians and midwives ratio. we also found that the
coordination between hospital and community health
care services show important variations in some of the
areas, which may aﬀect the continuity of care during
the maternity process. birth plans are made according
to available existing resources in each hospital and
some diﬀerences have been found when exploring how
and when these documents are oﬀered to women.

The evaluation has shown wide variations in obstetric
interventions, and hospitals with the lower volume of
attended births have the highest rates on c-sections
and obstetric interventions. but when comparing obstetric interventions among all hospitals in catalonia
we found that these 32 hospitals that are involved in
the normal birth initiative are performing less c-sections, and instrumental vaginal deliveries than their
counterparts in the region.
when looking at the episiotomy rate, a decreasing
trend is evident in all hospitals from 2007, with very
slim diﬀerences among all the public hospitals
(signalling good practice). This is an especially interesting fact, as we know that midwives in public hospitals attend to most of the spontaneous vaginal births.
women’s satisfaction with maternity care has also been
explored, and it shows an average of 8.23 for global satisfaction in these 32 public hospitals (8.19 for all hospitals in catalonia)

Exploring organisational best
practices. STSM
during the evaluation period, re joined the coSt
action 907 and had the opportunity to learn about
midwifery-led units organisation and how maternity

care is provided for low risk women within these units
in the uk.
The work during this StSm was focused on identifying relevant aspects of the organisation of the mlus,
and also to know health professional’s experiences and
opinions of working in these settings.
for this purpose, some visits were organised by the
host to the lancashire women and newborn centre
(east lancashire hospitals) including the burnley
birth centre and the blackburn birth centre, and
meet with midwifery team leaders, clinical midwives
and obstetricians. The reach unit of the university
of central lancashire was also visited and meetings
with the academic team and midwifery students
provided the opportunity to understand how research
in maternity care and midwifery training also plays an
important part in the way care is provided in these settings.
The StSm contributed to increase knowledge around
some relevant aspects that may be important and
transferable to the current maternity care context in
catalonia.
Two main areas were identified:
• Organisation and structure of maternity services
maternity care for low risk women is provided in
diﬀerent locations with specific and adequate infra-

structure. The birth centre
may be located in a separated area within the hospital
and close to the obstetric unit
(alongside midwifery unit) or
may be located in a separate geographical area away from the hospital setting (freestanding
midwifery unit). both birth centres provide childbirth care in a homelike atmosphere. escalation of care
when and if necessary and transfers are available 24 h
a day.
care is always provided by midwives and the staﬃng
aims to provide one-to-one care during childbirth. The
midwives’ experience in every shift is taken into
account when planning rota allocation and there is a
head of midwifery in a senior management position
within the trust. midwives working in the birth
centres follow a community model of care, providing
antenatal, childbirth and postpartum care (i.e. working
in all those areas within a given working week).
protocols for the proper functioning of these units
have been elaborated and agreed upon by all health
professionals involved in maternity care, including
midwives, paediatricians and obstetricians. protocols
are well integrated and followed by all health professionals working in the birth centres and the obstetric
unit.
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• Model of care
The philosophy of the birth
centres is focused on women
and families, and intends to
provide continuity of care during
pregnancy, childbirth and he postnatal
period. The same team of midwives follow women
through the entire process. information provision by
all professionals the woman encounters through her
pregnancy is homogeneous and consistent because all
health professionals follow the same clinical guidelines
and share the same philosophy of care. There is also respect for the work each other does as they all understand and support the idea that women with low risk
pregnancies benefit from care in the mlus as opposed
to the ou. women are given all the necessary information to decide by themselves which is the best place for
them to give birth

Lessons learned
The professional role of the midwife is widely
upported and represented in this nhS trust and they
provide low risk care in diﬀerent settings other than
obstetric units.
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women in the community using these services are
receiving homogeneous and positive information
about maternity health care in this trust, in particular
care provided in low risk environments like the birth

units. This contributes to improving service user’s perception of quality and confidence in health professionals
admission criteria and obstetric risk identification are
key points to achieve good outcomes. The rate of transfer in labour accounts for 10% of all the labours
attended in the birth centres and include a range of
reasons.
Some of the organisational and structural factors
currently governing maternity care provision at east
lancashire hospitals and the model of care in use are
transferable or may be adapted to the maternity model
of care proposed by the department of health of
catalonia and may contribute to optimise maternity
care provision in the public health system.
Some of these aspects could be transferred or adapted
in a short term period, such as increasing the ratio of
midwives per obstetrician, the philosophy of care,
elaborating and updating protocols to be followed by
all health professionals and facilitating the possibility
of women’s choice of birth place.
Some others will require an adaptation process and
could be implemented on a more long term period,
such as establishing a midwifery head position in all
hospitals, and increasing staﬃng (midwives) to provide one-to-one care.
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xploring the experienceS of
migrant midwiveS in SwitZerland
Sarah church

Purpose of the STSM
against the background of a changing european landscape, the movement of professional migrants has
resulted in an increased interest in global healthcare
mobility. recent european workforce studies namely
mobility of health professionals (mohprof) (tjadens
et.al 2012); the health professional mobility in the
european union study (prometheuS) (wisner
et.al 2011), have attempted to address questions in
relation to the magnitude and impact of mobility in
terms of workforce issues across european countries.
however, neither of these extensive studies considered
migration in relation to midwives. furthermore, whilst
midwives have a long history of international and
european migration, discussions in relation to
midwives are often informed by the literature on nurse
migration.
The lack of data on the mobility of midwives therefore,
raises a number of issues, especially in relation to their
experiences of migration; their adjustment to diﬀerences in the structure and organisation of maternity
services and the subsequent challenges to practice

within diﬀerent models of midwifery are.
The impact of the challenges and experiences of migration on midwives practice is a key concern, in relation
to the wider implications for the provision of safe midwifery care for women and their babies. for these reasons, the need to explore the mobility of midwives and
their experiences of migration are areas that require
further exploration.
This Short term Scientific mission (StSm) oﬀered
the opportunity to explore the issue of migration with
a small number of migrant midwives in Switzerland.
This StSm was therefore focused on a visit to the
Zurich university of applied Sciences, in which exploratory conversations with migrant midwives were
undertaken together with academic discussions regarding migration. This work was considered to be
vital to form the basis of further research in this area.

Objectives of the STSM
1. to visit the Zurich university of applied Sciences in
order to explore midwives’ experiences of migration
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2. to discuss the issue of
midwives’ knowledge and
skills development in the context of essential competencies.

Description of work
carried out during the STSM
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Day 1:
meetings with members of the institute of midwifery andrea Stiefel and karin brendel midwifery lecturers
and migrant midwives.
meeting with midwifery research team - claudia
könig, Jessica pehlke-milde and franziska parpan
Day 2:
meeting to discuss ‘migration and reproductive
health in Switzerland’ with franziska parpan
meeting with migrant midwife and tour of winterthur
maternity unit.
Day 3:
project meeting midwifery research team
meeting with Jessica pehlke-milde to discuss research
activity
Day 4:
meetings with migrant midwives
meeting with dr elizabeth kurth, ‘family Start
project’ in basel.
Day 5:
cultural tour of Zurich

Findings of the STSM
midwives presented interesting and positive personal
accounts of how they came to work in Switzerland,
which resonate with the general migration literature.
Three key areas merit further discussion and constitute
the key findings of this StSm; these include language,
competency and support.
1. The first key finding relates to the challenges which
surround the linguistic aspects of migration. midwives
accounts focused on the diﬀerences between the use of
high german and Swizz german. midwives who had
migrated from countries outside the eu discussed
their experiences of learning german as a new
language. They discussed the initial diﬃculties in
adjusting to Swiss german dialects and the understanding of colloquialisms. They expressed the importance of adjusting to the diﬀerences in pronunciation
and expression which they considered to be important
in communication with women and with professional
colleagues. language issues were also a consideration
for midwives who had moved to Switzerland from
germany. midwives suggested that more could be
done to support migrant healthcare professionals in
relation to the use and interpretation of Swizz
german; for example additional training sessions.
They also identified the diﬃculties experienced by
doctors migrating from outside the eu who also found
the diﬀerences between the two languages challenging,

especially when they were mastering their own
german language skills.
2. professional competency was considered in terms of
the acceptance of qualifications and the ability to
practice. in some cases midwives were required to gain
experience of the healthcare environment as maternity
assistants and some had short periods of supervised
observation in birth houses, for example. midwives
acknowledged the importance of understanding the
healthcare systems as a measure to ensure competency,
safety and quality in midwifery practice across
countries. however the process of gaining adequate experience and acquiring language skills, could take a
number of years in some individual cases, and this was
considered to be too long.
in terms of midwifery practice, midwives expressed the
importance of learning about the cultural diﬀerences
around childbirth; one specific example was the role of
male partners in the support of women during labour
and birth. adjusting to this cultural change was
described as an opportunity to learn and to exchange
ideas about the cultural diﬀerences between countries.
issues around the use of technology were also noted
and the availability of diﬀerent equipment was also
seen to be an area of diﬀerence in relation to midifery
practice. basic midwifery skills were considered to be
transferable between countries.

3. The importance of support was considered by all
midwives to be an essential
element to their acculturation
and their integration into an established maternity care system. whilst all
midwives discussed the importance of induction programmes oﬀered by hospitals, support from colleagues
and the identification of a good mentor was considered
to be vital to support their understanding of the system, in which familiarity with record keeping systems
and specific procedures were key. in addition, a good
mentor was considered to have a role in the development of professional relationships and friendships.
This was considered important to being accepted as a
validated professional. moreover, the reciprocal-sharing of experiences was considered to be essential to understanding diﬀerences between cultures.

Summary
undertaking this StSm presented the opportunity to
consider midwifery migration from a Swiss perspective
and has oﬀered insights into some of the experiences
of migrant midwives. whilst this StSm was exploratory in nature, findings discussed in this report resonate
to some extent with previous research in relation to
nurse migration (winkelmann-gleed, 2006; dywill
et.el 2013), and interestingly, further support some the
experiences of uk midwives migrating to australia

223

(Sidebotham and ahern,
2011). Therefore, in the light
of limited literature, the findings of this StSm highlight the
need for in-depth research in relation to midwifery migration. Specific
areas include the following;
1. The lived experience of migrant midwives requires
further exploration. This is especially important in
terms of their reasons for migration, expectations, and
the opportunities and challenges of midwifery
practice needs to be on the line above to follow midwifery. The process of acculturation and its impact on
midwifery practice and career progression are areas of
great research interest. a specific focus on language is
important in terms of gaining registration and employment but also in relation to verbal and written expectations within practice. exploring the availability of
support mechanisms is important within this
discussion and the individual experiences of diﬀerent
levels of support and the implications of poor support.
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2. an exploration of the process of registration including the verification of qualifications and competency
checking, are areas which may reveal specific diﬀerences across countries. This is an important area especially in the context of the concepts of ‘brain drain’
where skilled midwives are actively recruited from

poorer resourced countries, and ‘brain waste’ where
experienced midwives may find registration and
subsequent employment diﬃcult (bourgeault et.al
2011). The structure of midwifery education and the
application of the icm global Standards for
midwifery education are important within this discussion, and require further exploration in terms of how
the positioning and mobility of midwives may be
facilitated by changes to midwifery curricula.
3. drawing on the wider literature on the theories and
typologies of migration, a more detailed examination
of the patterns of midwifery mobility is required in
order to understand the global movement of midwives
and its implications for maternity care. for example,
common paths of migration may reveal the geographical relationship between countries and the ‘communities of migration’ which may result. in addition, the
cultural influences of a diverse workforce on the provision of midwifery care and professional working merit
further exploration in relation to women’s experiences
of childbirth.
conversations with midwives within this StSm have
raised interesting issues which do resonate with
aspects of the existing literature in relation to nurses
experiences of migration.

Future Collaboration
further discussions are anticipated with professor

valerie fleming and colleagues at the Zurich university of applied Sciences, in relation to mutual areas of
research interest as detailed above.
interest has also been expressed from colleagues in
other european countries and conversations regarding
research proposals are currently taking place.

australia. midwifery 27(3);
368-375.
dywill S; bonnar a and
o’brien l (2013) why do nurses
migrate? – a review of the literature.
Journal of nursing management 21, 511-520.
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ilot Study to inform a programme of work

on the uSe of thermography in
maternity care applicationS
improvements
“great discoveries and
operation of
invariably involve the co
given credit for
many minds. i may be
but when i
having blazed the trail,
developments i
look at the subsequent
others rather
feel the credit is due to
than to myself “
Alexander Graham Bell

The Cost Action as a Field of Creation
coSt is something more than an intergovernmental
framework for european cooperation in Science and
technology. it is a unique way, under the best
structured conditions, for cooperation on a scientific
field by scientists and researchers from diﬀerent
countries, with diﬀerent backgrounds and ways to
transfer knowledge into practice. it is a common assumption that “two heads are better than one”. but
also, what somebody taught through a coSt action is

anastasia topalidou
Soo downe
that the diversity of people involved and their cultural
and domestic scientific influences act with a magic way
to jointly solve a scientific problem. even the approach
of knowledge between people from diﬀerent countries
varies. however, this peculiarity is the secret material
on the successful formula of these programs.
one of the possibilities oﬀered by a coSt action are
the meetings of the participants at regular intervals in
order to exchange ideas, discuss the hitherto course,
work in separate working groups, according to the
field of interest of each, and set the next objectives.
however, there is another very important feature that a
coSt action oﬀers and this is none other than the
opportunity to engage scientists from diﬀerent
subjects. we must not forget that the interdisciplinary
approach of a scientific field is not only beneficial but
in certain cases can provide answers and solutions to
issues of a science which methods, as such approaches
lead to deadlock. in addition, interdisciplinarity and
cooperation with specialists from a relative area or a
completely diﬀerent research field can generate unique
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ideas and transmute a
research problem in a
comprehensive solution. in a
meeting a participant has the
opportunity to hear information
and gather knowledge from professionals from various scientific fields, which he/she
could never hear or look for as they are part of other
scientific field away from his/her own knowledge. for
a scientist this process feeds his thinking and broadens
the searches.
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biosignal processing and neurophysiological monitoring. already, the nature of this specialization and the
fields of knowledge that someone should have, including the notion of interdisciplinarity. at the same
time, it is well known that engineers are restless and
never stop looking for “unknown countries on the
map”. Therefore, the involvement seems inevitable.

Soo is professor of midwifery Studies in university of
central lancashire and her research is encompassed
by four distinct programmes of work, namely intrapartum phenomenon and techniques, with specific
What relationship a biomechanical attention to physiological processes and consequent
outcomes, midwifery expertise and practice, place and
engineer can have with maternity
mode of birth, and associated interprofessional issues
care issues?
and service user engagement. She currently
biomechanical engineering
chairs the uk royal college of midwives
(as a subset of biomedical
campaign for normal birth steering commits
engineering) is an interdisci“The value of an idea lie
tee, and she co-chairs the icm research
in the using of it“.
plinary field of science that
Standing committee. She is also the principal
Thomas A. Edison
applies the rules and princiinvestigator of coSt action iS0907: childples of mechanical engineerbirth cultures, concerns and consequences:
ing to biological systems. it
creating a dynamic framework for optimal
combines elements of many
maternity care and a person who never ceased
disciplines, such as physics,
to be concerned about several aspects of
engineering and medicine. anastasia is a biomedical
obstetrics, by opening horizons to approach this field.
engineer from greece specialized in the fields of orthopaedic, musculoskeletal and sports biomechanics.
initially, anastasia showed interest in this coSt
She is also working on rehabilitation engineering,
action and participated in the working group 5.1

dealing with knowledge transfer, a topic quite interesting, as often observed the phenomenon that knowledge stays in the “drawer”. The field of obstetrics and
maternity care was completely unknown to anastasia,
beyond the basic knowledge possessed by her studies.
The discovery of the new was the exciting point.

The idea
Soo as a person, who always
seeks the maximum over
maternity care, expressed an
unanswered question which
concerned the dynamic relationship of
the fetus and the mother, especially during childbirth
and how the movements of one aﬀects or are
depended from the movement of the other.

Through the meetings someone has the opportunity to
learn thousands of things in minimum time and even
from the leading scientists in the field. Thousands of
thoughts flooded anastasias’ mind. The notebooks
The main question was whether there is a non-invasive
were filled with take home messages and ideas.
and safe way or a method, with which it would be able
one of the ideas was born, when Soo expressed a ques- to record or having images of fetal and maternal movetioning. The answer came relatively quickly, but there
ments simultaneously.
were pieces in the structure of the answer somewhat
admittedly, on this field of
“blurred”. The main reason is that scientists
research whose ultimate goal is to
from diﬀerent disciplines speak diﬀerent
optimize the perinatal process
“There is one thing
languages. Sometimes the answer to a
many studies have been
stronger than all the
question from a scientific research field
conducted. most of them concernarmies in the world,
may be in the range of knowledge of
ing, the function and the structure
and that is an idea
another researcher from another field.
of the body of pregnant and fetus.
whose time has come”.
Similarly, someone can find new fields for
(berg et al 1988; lou et al 2001;
Victor Hugo
exploration away from his own field, in a
osman and ghazali 2002; Sameni
completely unknown path. what is needed
and cliﬀord 2010; forczek and
is the information of the unknown field to
Staszkiewicz 2012; gilleard
be somehow known. in a way, we are talking again
2013). although the functionality of mothers’ body
about knowledge transfer. So, we are noting that all
and the movements of the fetus have been extensively
these elements, which this coSt action handled, are studied as separate individuals, the dynamic interacinterdependent.
tion of these two units (mother and fetus) has not
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been investigated yet. The
main reason is that so far
there is no non-invasive
method that can be used
during labor, without irritating
the fetus or causing discomfort to it
or to the mother, but at the same time having
the ability of recording or imaging the movements of
both.
That was when anastasia suggested the use of infrared
thermal cameras. Thermography (infrared thermal imaging) is a widely used method, which the last fifty
years (since the early 1960’s) passed from industrial
use to clinical research and practice, for diagnosis and
prevention of various diseases. Some of the biggest advantages of thermal imaging are that it is an easy to use
and objective method, which uses no radiation and no
contact (non-invasive), free from any limitations or
contra-indications, with the ability of real-time monitoring (meknas et al 1960; kopsa et al 1979; holmgren et al 1990; kennedy et al 2009; hildebrandt et al
2010; klamann et al 2012).
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The “new land” which was spread in front of Soo and
anastasia, from the very first days seemed unexplored,
as apart from some applications of the method in the
evaluation of preterm premature rupture of the fetal
membranes (Sheinberg et al 1996), chorioamnionitis

(goodlin and brooks 1987) and peripheral temperature of abdominal wall (goodlin and brooks 1987;
beinder et al 1990), there were no scientific studies to
investigate the use of thermography in pregnant
women. at the beginning, this research gap was
considered by anastasia, as a bad omen. did anyone
try it, but finally it was not practicable or eﬀective? her
first step was to seek from Soo, as much information as
she could, regarding how the childbirth process is and
what restrictions it may has. browsing the web oﬀers a
lot of knowledge, but taking knowledge directly from
the source, by leading professionals, are more reliable,
targeted to specific information and saves time. at this
point, it is worth noting that although the geographical
distance between the StSm participants is a
drawback, however coSt meetings and today's
technology provides important solutions. it was not
long, until anastasia crosscheck the information and
understand that this gap in knowledge existed, simply
because nobody had ever build this question so
specific and targeted, such as Soo.
The way in which this idea could become reality, began
to take shape. when someone sets up a research protocol he/she must follow the steps of the methodology.
once, there was no knowledge of what results and
what data was possible to record and if the whole application model would finally works, the first step that
had to be done is a pilot study in healthy population.

So this pilot study was anastasias’ Short term Scientific mission.

Before writing the STSM proposal
The preparation of a scientific mission and its implementation requires great attention and organizational
skills, especially in setting up the proposal. if the
participants in the research protocol are from the same
scientific field and the subject which they decide to
manage is known to all of them, things are much easier.
but what happens when those who are involved are
from completely diﬀerent fields?
The first task of the researcher who wants to make a
StSm is to read as much as possible about the
discipline of the host professor, since this will be the
axis around which the protocol will set up. it takes
several discussions between the researcher and the
host professor to fill the gaps of the "translation", since
as we have already mentioned, the spoken languages
are diﬀerent. during these discussions many issues
solved as if by magic, since one complement the other
and non-functional approaches that cannot be applied,
immediately clarify. one good tip is to keep notes of
keywords that the host professor says. This can make
the reading more focused and methodical. if there are
specific questions or things you want to read about, ask
the host professor to suggest recommended scientific
articles or sources.

an StSm is a unique opportunity to implement an idea,
in the perfect place, under
the best conditions, with a
leading professor or researcher.
for this reason, before you start to
write a StSm, be as sure as possible that you
had covered all the possible barriers that may come
across. a very powerful asset to any barrier you may
meet is the reading you
have done in the beginning.
The purpose of the study wa
s the
conduct of a pilot study in he
althy
non-pregnant female volun
Writing the STSM
teers in
order to investigate the imag
proposal
ing
ability of thermography and
when writing a protocol
its
implementation, to determi
ne hot
one must take into account
and cold areas and to create
the following parameters:
a
“map” of temperature distri
bution
of the abdomen and the tor
- Duration of action:
so.
The first thing that someone should set and of
course agree with the host professor is the period
when the researcher will go to the StSm venue. also,
the duration and the days that researcher will have
available are a key parameter. The action you choose to
do should be realistically possible to be done within
the time limits.
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- Implementation:
The researcher should answer to the following questions. will the action i've
decided to do, provide me with
extra knowledge? is it important to
carry out the specific research action? what i will
learn? will this StSm foster collaboration? usually
when a researcher decides to make a StSm all answers
to these questions, are positive. even more positive is
to elicit the maximum of them.
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- Equipment and Infrastructure:
if someone is planning to use any instruments/devices
or a laboratory, he/she must be sure that the equipments required for the conduct of the investigation
exist and that they are available during the days of
his/her visit. it is prudent for the visitor researcher to
make a list with all the possible equipment that he/she
may need and ask the host university or laboratory, if
they will be available for use. nothing should be assumed. even the use of a computer or the internet connection. most universities require authorization or an
information letter before using any equipment or
space.
Α proposal must be precise and includes a timeline of
each day actions. if the study requires permission from
the ethics committee or other paperwork, make sure
to arrange all these before your visit.

The experience
possibly someone has to live the experience of a StSm
to understand and appreciate its value. it is not just a
financing. it is a bridge that connects scientists and
multiplies the knowledge. probably anastasia would
never deal with obstetrics issues, if Soo’s guidance and
support were absent. perhaps the potential application
of biomechanical engineering in the field of obstetrics

in
The possibility of using this method
ed
pregnant women may provide advanc
ial
ent
pot
the
imaging of fetal movements and
mother
ability to record the movements of the
a of
and the fetus, simultaneously. The are
the
knowledge of how the movement of
the
pregnant woman during labor aﬀects
versa,
vice
movement-rotation of the fetus and
fetus
for instance how the movement of the
the mothmay trigger the need for a change in
date, has
ers’ body position, is a field that, to
been almost entirely unresearched.

would be limited, if this StSm would never occur.
you can find in details anastasias’ every day schedule
attached in appendix. anastasia had the opportunity
through the StSm to cooperate with biomechanics

from the university of central lancashire (uclan)
and exchange knowledge and experiences. The measurements were made by anastasia and another
researcher from uclan with two cameras, one that
had brought anastasia with her and one which
belonged to the laboratory of biomechanics, in which
the measurements took place. it was a very positive
approach that measurements were made with diﬀerent
equipments and by two diﬀerent biomechanics. The
interaction worked positively for both. The diﬀerent
way that researchers work in various places, opens
someone’s horizons and helps in the collection of the
helpful and more eﬃcient working elements.
also, the StSm is a good opportunity for someone to
experience the diﬀerent way the higher institutions
around the world works. ethics committee, operating
rules, laboratories, restaurants, everything are working
in a unique way. The collection of such several experiences, gives you the ability to save the best examples
and leading practices, contributing significantly to the
personal development of each StSm researcher. in
several cases, the investigator has the opportunity to
attend additional courses, lectures and master classes
at the host university during his/her stay.

Writing the STSM report
an StSm report includes a detailed description of the
protocol and all the activities which were performed

during researchers’ stay at
the host university. in the
appendix you can find the
StSm application form and
report.

From the STSM and beyond
apart from the considerable experience, the
knowledge exchange and the development of new
research fields, this StSm oﬀered many more.
as demonstrated by the results, thermography can
provide imaging record of the abdomen and the torso
with clear thermal zones. This finding gives a solid base
on which further research will be build. The correlation of exported data from infrared cameras with those
from other gold standard methods and the creation of
imaging and motor models, are only some of the next
steps. The greatest success of this StSm is the proof
that the method is applicable. This assumption opens
new major roads in midwifery research.
The results of this StSm presented at an international
conference in brussels. moreover, obtained data were
categorized and will be published in scientific journals.
in conclusion we can say that the StSm have the
ability to connect and bring together scientists from
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diﬀerent disciplines, zeroing the
restriction that distance and diversity sets. it oﬀers the opportunity for young scientists to work
alongside with leading professors and
learn from them.
a researcher has the ability to create in environments
in which he/she may not have had ever the opportunity to go. The most important is that through interdisciplinary StSm, research fields of tomorrow are
created today and ideas convert into reality.
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c

ollaboration on completion of

SyStematic review on knowledge
tranSlation StrategieS & intervention
michaela michel-Schuldt

Background

Purpose of the STSM

maternal and child health care needs theoretical
underpinning from research to implement best
practice. There is, however, a devide between the best
available evidence on eﬀective care and the actual
practice which might result in waste of resources, inefficient, ineﬀective or even harmful care (harrington et
al. 2009).

The aim of the Short term Scientific mission (StSm)
was to collaborate on completion of a systematic
review on knowledge translation strategies and interventions. This was directly linked to the coSt action
working group 5 activity for the first year to „systematically locate, review, and synthesise methodological
studies reporting on tools and techniques for knowledge transfer. The findings will be synthesised into a
knowledge transfer plan. These findings will be published as a formal systematic review“ (coSt 2009).
first, combining search results from searches of diﬀerent data bases as done by working group 5 members
should be completed, followed by a final adjustment of
search strategy and if necessary and re-search.

when research projects are conceptualised, knowledge
translation (kt) strategies should be developed which
involve both researchers and research users. priorities
and methods need to be determined, findings interpreted and disseminations strategies developed collectively (einarson and lockett 2006). Theory is needed
to develop testable and useful kt interventions
(estabrooks et al. 2006). for the studies within coSt
action childbirth cultures, concernes and consequences a theoretical framework was developed to
ground its kt plan. Therefore a literature review was
carried out. a systematic review on eﬀective kt interventions for maternal and child health care followed.

a selection of final articles according to inclusion and
coSt StSm report m.michel-Schuldt exclusion criteria should be done. critical appraisal tools should be
identified. The report of these steps will follow the
priSma statement for reporting systematic reviews
(liberati et al. 2009).
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Description of the
work carried out
and results obtained
during the STSM

Assumptions:
The scope of the Systematic review (Sr) was identifying, appraising and synthesising research evidence on
strategies, packaging interventions and mechanisms to
transfer research evidence to hcps in policy and practice.

1. Methods
1. 1. Eligibility criteria
during the StSm, the research and review question
have been refined and inclusion and exclusion criteria
for the systematic review (Sr) have been adapted.
research question: what are eﬀective strategies, tools,
etc. to transfer research evidence to health care professionals (hcp) in policy and practice of maternity care?

knowledge translation is a more comprehensive term,
including the implementation of research evidence.
for the purpose of this Sr, the emphasis was specifically on the transfer of research knowledge and not the
implementation of it, although it could have been
addressed in some of the studies.

The original review question was ‘what are eﬀective
strategies and tools to transfer research evidence to
hcps in health care?” was changed to “what do eﬀective strategies to transfer research findings/knowledge/evidence to health care professionals entail?”
The review question included “health” instead of “maternity” care.

we acknowledge that health systems are learning
organisations and that educational strategies aimed at
capacitating hcp for the use of research such as Srs,
is a prerequisite for eﬀective knowledge translation.
Studies mainly focussing on interventions to capacitate
hcp to practice in an evidence-based manner have
not been included.

COST STSM Report
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This decision was taken as the review question should
be wider and reviewers might have picked up articles
from the area of health care that could provide findings
applicable to maternity care.
There was no evidence available, that findings from
health care could not be transmitted to maternity care.

in regard to specified study characteristics, the pico
was refined to
p! persons! ! health care professionals
i! intervention! interventions/strategies, tools
(a packaging format/product/communication strategy) to transfer research evidence

c! comparison !not applicable
o! outcome! change in hcp’ knowledge, behaviour,
change in practice and policy, change in patients’
knowledge, behaviour or other outcome
S! Setting! health care setting
included in the search have been papers that contented
primary research such as quantitative and qualitative
studies and systematic reviews of research studies.
papers published between 1990 and 2011 have been
eligible as well as papers published in english, dutch,
german, greek and french.
excluded have been studies that have not been relevant
from the title, abstract or full-text, if related abstracts
have not been clear. duplicate papers have been excluded as well as non research papers such as discussion papers, opinion papers, editorials, literature
reviews, papers on theories, models, frameworks, protocols and guidelines. Studies on research methods
and/or research instrument development have been
excluded as well as studies on education/didactic interventions per se, if these did not primarily focus on
transfer of knowledge from research to practice. Studies of interventions to transfer knowledge to practice,
in which the evidence-based nature of the knowledge
has not been explicitly mentioned have been denied
access into this Sr as well as studies which focused on
barriers and facilitators of research uptake. papers on

knowledge management
or knowledge transfer interventions where knowledge
refers to tacit or in-house
knowledge and not scientific
knowledge. if there wasn‘t any
english abstract available, papers of
foreign languages other than english, dutch, german,
greek or french have been excluded as well.
1.2. Information sources
Several reviewers systematically searched various databases such as cochrane, pubmed, psychinfo,
cinahl, franciS, woS, ahmed and midirs (all
1990 - present). also relevant papers such as implementation Science and midwifery journals have been
searched. The beginning of the search was in coSt
StSm report m.michel-Schuldt.
The last search was run on the 4th of february 2012.
team members already had a number of papers which
did meet the inclusion criteria. if they were picked up
in the ‘oﬃcial’ electronic database searches included
them in our audit trail. additionally we included
papers from team members of unknown origin that
have not been picked up in one of the oﬃcial searches
but matched the inclusion criteria. from the papers
which met the inclusion criteria, the reviewers handsearched the reference list for relevant articles.
There is a follow-up step where experts are invited to
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add other relevant papers that
meet the criteria.
1.3. Search
an example of the search will be
presented. following search terms have
been used: health care provider* or health care professional* or practitioner* or nurse* or doctor* or
medical practitioner* or midwi* and knowledge
or research and transfer or dissemination or
communication or shar* or community of practice
or uptake or reminders or in service training or
social network or development or education or
“diﬀusion of innovation” or journal club or electronic or audiovisual or workshop or symposium
or seminar in database cinahl (karin minnie
1.07.2011).
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1.4. Study selection
eligibility assessment was performed independently
by in an unblinded standardised manner by four
reviewers (figure1). first caroline homer screened
the abstracts and fulltext articles that have been found
in the search or have been provided by the reviewers
from unknown sources. The reviewer sorted articles
and put them in three boxes: in, maybe and out.
articles in the in-box have been listed and commented.
The out-box was further divided into several boxes
regarding the exclusion criteria:

barriers and facilitators, discussion papers, education,
foreign language, health education, leadership, research
methods, not evidence-based practice related, patient
outcomes, protocol or guideline, implementation intervention, duplicates and unknown. after this first
sifting through research articles, michaela michelSchuldt sifted through the preselected articles in all
three folders and resorted them. after this, three
reviewers, karin minnie, christa van der walt and
michaela michel-Schuldt went through the selection
of abstracts and full-text articles again and notes have
been coSt StSm report m.michel-Schuldt taken,
so reasons for the selection or exclusion of articles have
been recorded. disagreements between reviewers were
resolved by consensus. during a meeting of all four reviewers the last changes in the inbox have been carried out.
1.5. Data collection process
in regard to the design of selected studies, critical
appraisal tools have been selected and attached to each
article. The articles have been divided by three and will
be critically appraised by at least two researchers.
disagreements will be resolved by discussion between
the groups of researchers.

Summary
during this StSm, the research and review question
has been refined, in- and exclusion criteria have been
revised. Studies that met the inclusion criteria have

been selected by the researchers and critical appraisal
tools have been identified. The process was documented by the researcher and was prepared for publication according to the priSma statement.

http://w3.cost.eu/fileadmin/
domain_files/iSch/action_iS0907/mou/iS0907e.pdf assessed 16.02.2012

Future Collaboration
a collaborative publication after completion of the
systematic review will follow. The researchers will be
able to provide a kt plan for the working groups of
the coSt action.
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u

nderStand childbirth culture in South

africa & create optimal maternity care for
african motherS
olga gouni
Background
despite the ratification of human rights-based resolutions at non-discrimination, there is still social inequality and access to pre-intra & postpartum care among
migrant women coming to europe from elsewhere.
Through our survey work we already know the following:
migrant women belong to a vulnerable social group
where health risks such as low birth weight and
preterm birth are high.
migrant women experienced deficiencies in healthcare
provision due to inequalities in relation to their health
problems, language barriers, and diﬃculties accessing
health services.
migrant women need to preserve their integrity in the
new country.
migrant women need caring relationships to help them
access maternity care.
migrant women struggle to find meaning in their new

country to be able to cope, communicate, connect, and
achieve a safe pregnancy and childbirth.
healthcare professionals must develop routines that
ensure continuity of care for migrant pregnant women
to reduce the barriers they experience in maternity
care.
monitoring and improving the health of migrant
women are essential for the provision of appropriate
healthcare services.
implementation of strategies to preserve the integrity
of migrant women is of the utmost importance.
we have also seen that birth professionals are challenged to work in multicultural environment having
very little if any background knowledge & support
concerning the culture, ways and attitudes of the
mothers they are to care for. There is an increasing
need for creating educational support for our students
and health/birth professionals as well as guidance so
that maternity care for migrant women and asylum
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seekers can reach the optimal.

Objectives of the
STSM
This StSm collected data to better understand the ways and needs as well as wisdom that South
africans can share with europe in terms of childbirth
and maternity.

Ethical Approval:
all interviews, videotaping, recordings and photos
taken during the StSm data collection had the previous consent of the people involved.

Description of activities performed
during the STSM
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Day 1, Thursday, January 16, 2014
i arrived in Johannesburg very early in the morning
after a one-day full trip from athens, greece. marnus
rudolph, welcomed me at the airport and he was the
first one to introduce me to South african ways and explain about what i was seeing as we were driving towards potchefstroom. Soon after my arrival in
potchesfstroom, i met ingrid van der walt, lecturer at
the nursing School in n-w university and an experi-

enced midwife. ingrid (photo 1) oriented me into the
north west university campus and services and was to
be the kindest, most responsible and reliable person to
escort me during the first part of my visit.
later, the same day, after meeting dr karin minnie and
having a more detailed plan about my StSm work to
be accomplished in South africa, i met esme van
rensburg, School of psycho-Social behavioural
Sciences, north-west university, potchefstroom
campus. we had a quite long discussion –which was
also videotaped. dr van rensburg introduced me into
the structure of the South african family as well as the
South african societal structure and its multi-cultural
aspects including those of ethnical groups, attitudes
concerning marriage, family values and values when
raising a child, schooling and religion. discussion was
also made on her recent research titled “South african
mothers’ coping with an unplanned caesarean Section”. a selection of published articles on the research
was handed out and studied even later that day.
Day 2, Friday, January 17, 2014
in the morning, ingrid van der walt took me to
promosa clinic (photo 2) where pregnant women go
for prenatal tests and support. at the clinic, i had the
opportunity to interview 5 young mothers with their
very young babies about their experience both during
pregnancy and childbirth (photo 3). a video recording
was made with the interviews.

photo 1
ingrid van der walt explained the health system concerning expecting mothers and the kind of support
they are to get from a clinic, both prenatally and postnatally (eg. vaccination). Some clinics can also deal
photo 2

with uncomplicated labor.
after discussing with the
young mothers, on the same
day, i had the opportunity to
meet with two midwifery students celente french and
Jennifer villattores, working at the
clinic and started discovering the details of what it is
like to study midwifery in South africa.
later, the same day, dr. karin minnie, dr. antoinette
du preez, ingrid van der walt and me had a very
friendly discussion on the South african ways, which
added to my understanding.
Day 3, Saturday, January 18, 2014
ingrid van der walt accompanied me to potchefphoto 3
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photo 4

stroom hospital (antenatal
and postnatal ward) where i
had the opportunity to interview 3 mothers who had just
delivered their babies, two that
were still expecting to give birth
to theirs and later the same day i was
present while young lerotu was delivering
her son (photo 4).
on the same day, two more midwifery students (you
see one of them, the male midwife in photo 4 above)
were interviewed to cast more light on the midwifery
education in South africa. a video recording was made
for analysis together with the previous one at promosa
clinic. ingrid van der walt oriented me in the hospital structure and what kind of health services is oﬀered
to both expecting mothers facing complications during
pregnancy as well as birthing mothers.

Day 4, Sunday, January 19, 2014
The whole day was spent on organizing and studying
the collected data. online research was made to better
understand the cultural terms already coming up during the interviews. online research was also made to
find the statistics concerning the maternal and neonatal mortality as well as the most significant causes of infant death. See appendices below.
later on the day, some time was devoted watching the
local tv channels to better understand the everyday
lifestyle as well as the peculiarities of the diﬀerent
ethnic groups as presented on the media.
Day 5, Monday, January 20, 2014
in the morning, a meeting was made with prof abel
pienaar, nursing School n-w university and
discussed my participation in his multi-university,
multi-country project titled: “The integration of
african indigenous health knowledge in the nursing
curriculum in africa”. it is a project that aims to integrate african indigenous knowledge Systems in the
nursing curriculum of african nurses to facilitate the
co-existence between the western health practice and
the african indigenous health practice in order to
bridge and redress the past injustices caused by the
lack of recognition of the african indigenous health
practices which provides meaning and is utilised by
most african patients. a program was made for the
next 5 days starting on tuesday 21 on. his book “men-

tal health care in africa” was oﬀered for study and discussion and an initial orientation in the indigenous
knowledge Systems was made.
later, in the morning, ingrid van der walt took me to
the model nursing and midwifery classroom where
model dolls recreate the hospital ward environment
and initiate the nursing and midwifery students into
the hospital environment. model Suzie (photo 5) the
nursing mannequin can do from the lowest to the

photo 5
high-tech illnesses and a computer screen can oﬀer all
info, while noelle, the high-tech birthing mannequin
(photo 6) can speak, react and give birth to her baby,
both natural birth but complicated birth as well.
later on, a visit was made to the science center in the
university campus and a most interesting conversation
was made with prof JJa Smit about intelligence, creative thinking and indigenous vegetation. The publica-

tion “an introduction to indigenous knowledge and
biological Sciences in South
africa” was oﬀered and became the source of understanding how traditional
herbalists use indigenous plants for
healing purposes.
at noon, i attended the welcome ceremony for new
students (the academic year starts in mid-January not
in September and the lessons in february each year).
The welcome ceremony which was very warm took
place in the “curona” and the new nursing students
were presented the two community based health
projects (vegetable gardens for a local community and
long-drop toilet building).
in the afternoon, we headed for klerksdorp hospital
(antenatal and postnatal ward). ingrid van der walt
photo 6
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oriented me to the services oﬀered in the maternity ward. i
interviewed 4 pregnant
mothers who were there as
they had complications in pregnancy (mostly pro-eclampsia) and 3
mothers who had just delivered their babies. after interviewing the mums, an group of 5 midwifery students working in the hospital were interviewed and
oﬀered even better understanding of what it is like to
be educated to be a midwife in South africa. This interview was also video recorded.

photo 7
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Day 6, Tuesday, January 20, 2014
in the morning, another interview was made with a
very young mother on her
pregnancy and childbirth experience.
later, Janine
Scheepers,
prof. pienaar’s secretary
took me to
dr mada
watson, phd,
gv, gvv, ggv
and a most interesting

discussion was made with her on community based
health (photo 7). The discussion was about transcultural nursing issues, primary health nurse-focused
projects, ethical issues etc and was video recorded for
further analysis. The projects phelophepa health care
train was presented, as well as other community projects now running in the nearby communities with the
participation of the students (photo 8).
Day 7, Wednesday, January 21, 2014
rina buckle, the nursing student and curona active
member, responsible for the new community projects
of vegetable gardens and long-drop toilets drove me to
Syferfontein, a rural area community of 100 members,
where i had the chance to witness the daily life conditions of the unprivileged people and meet the newborns to the family (photos 9
& 10).
rina was a
valuable
source of
information as to
the needs
of her
beloved community people
and her passion for

photo 8

supporting the community in a way that respects their
dignity is contagious.
The rest of the day was spent in the library at northwest university campus studying the traditional healers bibliography and taking notes for further analysis.

photo 9

Day 8, Thursday, January 22, 2014
The day started very early in the morning, actually before dawn, when prof abel pienaar took me to pretoria. during the 2 and a half hour drive, prof. pienaar
was a wonderful source of information as to indigenous knowledge Systems and how the researchers in
the Seboka project plan to advocate for the inclusion of
the african indigenous health systems through a qualitative research process, using appreciative inquiry
technique with nursing educators, clinicians and students. he also spoke to me
about the guidelines
for the inclusion
of african
indigenous
knowledge
Systems in
the nursing
curriculum
so that innovative learning and
teaching could develop

to enhance the achievement of
quality nursing education that is
relevant and credible to the needs
of diversity in health care in africa.
in pretoria, prof. pienaar had arranged
for me to meet with david d. mphuthi,
lecturer at uniSa university. dr mphuthi
(photo 11) was a treasure to explain the indigenous
health Systems and a video recording of him speaking
and explaining was made for further analysis.
later, that day, dr Thudeli makua, lecturer at uniSa
university filled me in with valuable information about
the polygamy in South africa indigenous people.
in the late afternoon hours, time was spent at the
uniSa museum (department of art history, visual
art and musicology), where the curator bongani
mkhonza of the Zulu clan oriented me into the
collective community masterpiece
(photo
11), a
treasure
for the
museum,
that tells the
story of the
everyday community
photo 10
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life and later he filled me in
with valuable information
about the marriage and
wedding ceremony among
the Zulus.
Day 9, Friday, January 23, 2014
Janine Scheepers took me to the n-w
university nursing School where i met dorcas Sefudi
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(photo 12), maria mapofolo maki and rebella nkaki
(photo 13), all traditional healers who with the help of
Thabiso morapedi as a translator i managed to learn
more about the traditional ways of healing the people
and the underlying ancestral beliefs.
in the early afternoon, we met with prof karin minnie
and exchanged views on the StSm visit and the potentiality of it.
late at night, a most interesting debate on “how real-

photo 11

istic is the belief that there is life after death?” was on
Sabc tv in the program “african views”. The guests
were prof david coplan, chair in anthropology witS
university, Sa, the rev. frank makoro and dr mathole
motshega, kara heritage institute. The debate was
very informative and enhanced my understanding on
the belief systems of the african people a lot. an audio
recording of the debate was made for further study.
photo 12

meet lizelle Staats (photo
14), talk about the way the
e-learning works and later attend and participate in the
online class using smart whiteboard technology to reach more
than 800 attendees apart from the

photo 13
Day 10, Saturday, January 24, 2014
ingrid van der walt took me to the distant learning
unit of the university where i had the opportunity to

few decades of students actually being present during
the class (photo 15). ingrid van der walt (photo 16)
gave a wonderful lecture on “professionalism in
health” which was an extra gift to me.
photo 15

photo 16
photo 14
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Day 11, Sunday, January
24, 2014
raldo tromp, an iTT student at norh-west university
who is already working on the
development of a program to facilitate
the marking procedure for educators gave me the last
unoﬃcial “lecture” on South african wildlife as well as
he helped me understand even more some of the social
aspects of life today as he drove me to the airport and
the end of a most wonderful research trip.

Findings of the STSM
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Facts
South africa is a very multicultural and multilingual
society. with a population of around 50 million
people, the big majority of 40 million being black and
only the 5 million to belong to the white race and the
other 5 million to indians and browns, South africa
has 11 languages, english and afrikaan to be spoken
mainly by the whites while the blacks usually speak besides the already mentioned two languages the tribal
languages as well. The Zulu language as well as the
twsana language are more diﬀerent from each other,
with the others to be more similar to one of them.
There are diﬀerent cultures among which we could
distinguish the cultures of Zulu, Sotho , xhoza, the
ndebelle (the artists), the San, the nguni, the buntu...

Lebola
although, marriage in the christian parts of South
africa is the same as in any christian religion, many
indigenous people do not get married in a religious
way but they still do the lebola, their traditional way of
getting married in indigenous cultures. as david
mphuthi, lecturer at uniSa university said, daughters
are considered to be the wallets of the father as when
the time comes, the groom will pay him (the father)
the lebola to get the daughter. This payment which is
mainly in cattle but other livestock such as a horse,
household items or blankets, or any other items on
which the parties might agree. money can also be
given as a thank you to the girl’s family who has raised
such a good daughter. a reasonable lebola, today, as
esme van rensburg, School of psycho-Social behavioural Sciences, north-west university, potchefstroom
says, is up to 140,000 rands (an equivalent of about
14,000 euros) which raises to 200,000 rand for daughters who have higher qualifications.
The arrangements are made between the families of
the prospective spouses, and a girl might in fact not
even know she is about to be married. The arrangements are usually made between the uncles of the families and not the fathers or mothers. as prof abel
pienaar, n-w. university has explained this is so to
avoid unwise decisions if parents get too emotionally
involved.

as bongani mkhonza, curator of the museum in
uniSa, pretoria has said, “the zulu wedding can last
any time between some weeks to even 3 years until the
prerequisites agreed can be met. The negotiations can
be very hectic just to test how serious the man is when
he is asking for a daughter. if he draws back in the face
of hardships this is good as the man was never serious
in front of a lifelong family commitment”. There are
very interesting rituals connected with the wedding
ceremony.
no woman or man wishes to stay single in indigenous
african culture. not because he or she can not survive
alone but because of the loneliness aspect. being married means being respected in the community. There
are many women who are not married and they
survive even better than men but this kind of success is
not all. They lack family life. and the more children
they have the better respected in the community they
are. what most of all makes people happy is peace at
home and be respected by the wife. if the children become disrespectful, then there is no peace at home.
peace at home is also disrupted when the wife has developed friendships with attitudes diﬀerent from those
of the husband. peace at home is when the husband
compromises after discussion with the wife. when the
wife is ready to compromise. both husband and wife
need to compromise to retain peace at home. The husband and wife should also have the same policy to-

wards the child and allow or
forbid the same the things.
Then, there is peace in the
family. The husband and wife
are two diﬀerent people, both genetically and socially. compromise
is seen as necessary to keep peace in the
house.
“when love is drained in monogamy”, Thuledi makua
says , “man can be led to evil decisions of committing
murder to get rid of the woman he does not love any
longer”.
most men are lazy and despise doing housework or
look after the kids or do the cooking. and he does not
seem to notice the diﬀerence between a clean and a
dirty environment. That’s why when a wife is sick, he
asks for another wife to do it. and rural areas are hard
to live in. with no running water, no electricity, with
no comforts at all, housework is a huge, diﬃcult business to be carried by women.
however, esme van rensburg, School of psycho-Social behavioural Sciences, north-west university,
potchefstroom, said that “ a lot of women are suﬀering
today. 99% of women do not wish to remarry. it is also
the black women who suﬀer more.
Polygamy as a cultural aspect
polygamy, as Thuledi makua, lecturer at uniSa university says, should not be seen a sin. There is nowhere
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in the bible that says that
polygamy is a sin. in the
african culture, when a man
is married to a wife and this
wife is not able to respond to
her duties, then, the man can discuss the “problem” with the wife and
ask for her consent to have a second wife. only
when the man has got the consent of the first wife can
he proceed with a second or even more wives.
cases when a wife can not respond to her “duties” are:
a. during menstruation. during this time period, a
woman should not do any kind of job. The menstruation days provide for a short release from her everyday
chores, like the laundry, cooking etc.
b. The woman is sick
c. The woman can not have children.
d. The woman gives birth to only female children.
e. The man has to move to another place to secure a
family income and is away from home, his wife and the
services or support that the family provides.
in all above cases, another woman is approached and
asked to oﬀer her assistance to them.
to be more specific, when a couple gets married, they
have let’s say a period of six months to start a family
with children. if this period of time passes and the
woman does not get pregnant, the elders in the family
talk to the man. Then, the woman can sleep with another man in the community and if she gets pregnant,

the child is considered to be the man’s child as well. all
members of the community empower this in their own
way. They came up with comments like “the nose of
the baby is like the nose of this grandfather or the baby
has the hair of that grand-grandmother. actually, all
members of the community are members of the extended family, so common features can be easily
found. and as the africans say: “it takes a village to
raise a child”. The child is a child of the community.
if the woman –despite her sleeping with another man
in the community- does not get pregnant, then the
man and woman will discuss it as a problem and after
the woman gives her consent, then a 2nd wife will be
asked. Sometimes, it may take quite a long time, even
years for her to give her consent. The 1st wife is the
one who will choose who the 2nd wife will be. if the
2nd wife agrees, then the news are out to the family
and the elders and the 2nd marriage takes place. The
2nd wife lives in the same house and both wives have
intimate relationships with the man/husband. when
the 2nd wife gets pregnant, the 1st baby that she has is
considered to be the baby child of the 1st wife.
The same happens when the 1st wife can not have male
children at all. another wife will be asked to be the
man’s 2nd or 3rd etc wife until the baby son comes. always, the consent of the 1st or existing wives is there.
otherwise, the next wife can not be part of the family.
divorce is inconceivable. it is considered to be very
humiliating for a man to divorce his wife for whatever

reason. in general, africans do not like contraception
either.
perhaps, the polygamy aspect explains why an indigenous african man needs to have a strong sexual capacity. among the traditional medicinal recipes the
aphrodisiacs are highly appreciated.
Values
as dr mada watson, community nursing Science nw university said, the values of the indigenous african
people are:
• collectiveness
• respect
• care
• hope
• family
• creativity
many other people when asked also made it clear that
family is the most important value for them. family is
considered as a big group of decades of people as it
happens in extended families.
Ancestral Beliefs
although christianity is well established in South
africa, most of the indigenous people stick to ancestral beliefs and worship, based on the belief that when
a person dies, he or she will continue to watch over his
or her people from the spiritual world.
The Zulu have a saying that goes like “according to the

power and authority a forefather had in his lifetime, so
it is from the place to which
he has gone.” which means
that a person carries into the
next world the influence that he
had during his lifetime. The ancestral
spirits of a family will care for that family, as well
as their cattle, goats and crops, their wellbeing and
good health.
The ancestral spirits ‘like to be remembered’, and oﬀerings will be made to them to show that they have not
been forgotten. at family festivals it is usually for the
heads of the family to sit beside his cattle byre and
pour a little beer on the ground ‘for his fathers’ before
he himself starts to drink. a woman may take a small
piece of bread and place it under the eaves of the hut
for an old matriarch of the family.
if the ancestors are forgotten, they may show their displeasure by visiting some misfortune on the family.
They may appear in their dreams and ask for something. disease and suﬀering can be the result of a bad
action or a sin that happened in the past.
indigenous or traditional healers are the ones who are
invited and trusted to cleanse the person and protect
him from the misfortune. as all traditional healers i
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interviewed put it “cleansing
is mainly to forgive the past”.
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Maternity Care
mothers who get pregnant refer to
clinics to receive support. in the clinics,
they first get all tests done, including hiv and aidS
tests which are repeated at regular intervals. all pregnant mothers are seen during their pregnancy for complications like hypertension or diabetes or anything.
however, no bonding classes are oﬀered and no parenthood preparation is done. This is especially significant as in big cities young mothers are away from their
indigenous surroundings with the support they provided and feel this loss of family and guidance.
if the clinic diagnoses any complication, they will refer
the mother to the hospital for treatment. all medication and support is oﬀered free of charge in both hospitals and clinics.
Some clinics can also do labor, if uncomplicated, in
the premises but most of them don’t.
The staﬀ and student midwives who work during all
four years of their studies in hospitals and clinics say
that most of the complications are hypertension and
pre-eclampsia, diabetes, or hiv and aidS. The mother
stays in hospital until stabilized, then sent back home
to return for the childbirth.
most if all the times, the mother goes to hospital to
give birth to her child alone or escorted by her mother

or a sister or another female. only the indian fathers or
the white fathers accompany their wives to hospital for
childbirth.
Student midwives have a very active role in both clinics and hospitals and they work as real assistants of the
birthing woman. an obstetrician is very rare to see, unless there is a complication to attend.
most of the times, mothers deliver on a lying position
as this is what is usually taught. other birthing positions are rare, although i witnessed one on the four.
Sometimes you can see birthing balls in the labor
ward. The atmosphere in the labor ward during
birthing is very quiet and there is minimum intervention. The mother is encouraged to trust herself and
that she is doing fine. at the moments of great exhaustion, the birthing mother is supported to go this little
bit further and then she is reassured to relax.
There are lots missing from the labor wards. in summer, with high temperatures and absence of airconditioning, the gentle midwives can use their creativity to
oﬀer some relief to the birthing mother. i witnessed
one of them cooling the neck and face of the birthing
mother using the iced water in the medical glove that
dripped slowly from a little hole.
The midwives also complain that pillows tend to disappear from the labor wards as they seem to steal them.
Security measures are also high with locks everywhere
and bars to protect the labor and maternity wards. as
ingrid van der walt explained, there have been many

cases of newborn that just disappeared. either kidnapped or stolen by other unlucky mothers who had a
still birth or a neonatal death in their experience.
actually, with neonatal and fetal death rates quite high,
it was sad for me to see that most of the pregnant
mothers i interviewed suﬀered from the loss of their
baby or sometimes babies. especially, again, those who
have gone far from their indigenous, ancestral beliefs.
most of the times a mother can leave the clinic or hospital some three hours after she has given birth to her
child unless it is in the middle of the night or there is
an emergency.
The weakest newborns are taken to the traditional
healers who can protect them.
as they believe that the disease can enter from the extremities, hands, feet and head, the newborn after the
cleansing ritual, is given the muthi and there are protective threads –or so they seem to be- round the
wrists and the neck (sometimes they also wear beads)
to protect them from the evil.
multiple births are not welcome. when twins get born,
the younger one –or the weakest one, or the malformed twin- is suﬀocated by the traditional midwives
(babelegisi). triplets or more are all killed. These
deaths are always committed in absence of the mother.
prof abel pienaar when asked, explained that human
beings are not supposed to give birth to more than one
baby.
The umbilical cord is cut immediately and most of the

times community people
do not seem to treat the umbilical cord properly causing
problems.
The placenta is never asked to be
taken by the indigenous people. The
hospital staﬀ follow the same protocols of checking for
problems, and then seal in plastic and keep for the people to take. it is only the indian people who ask to get
the placenta. but if anybody asks for the placenta beforehand, the placenta is given. as ingrid van de walt
puts it “with so high rates of hiv (1 in 3 is hiv positive) taking the placenta that may be hiv positive can
be an issue”.
HIV kills mothers and babies
with 60-above 70% pregnant mothers to be tested
hiv positive, it is not surprising that the mortality statistics are that high for both the mother and the newborn. and although there has been an improvement
over the last six years and there are fewer hiv fatalities
now (there was in the news on the 16th of January,
2014, that there was an improvement 110% in comparison to the numbers 6 years ago), hiv still is a killer.
all pregnant mothers are tested to see if they are hiv
positive when they first go to a clinic for support after
they have learned the pregnancy news. Some of them
already know, some of them refuse. The staﬀ respects
the patient and can not force the patient either to have
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the test or take the medication. yes, there are quite a
few mums who refuse to
take the medication, despite
the fact that they are informed
of the consequences. The side
eﬀects of the hiv medication are so
unpleasant that they'd rather run the risk than suﬀer
from the side eﬀects. in the past, an hiv positive patient used to have 3 pills for full hiv protection. The
new medication consists of 1 pill with combined energy.
getting rid of hiv is not an easy story. men, especially
among the black population, are acknowledged to have
the need to satisfy their sexual drives and it is part of
the culture for a man to have more than one wives. The
now president Zuma has got five wives and twenty
children housed in a specially built for them mansion
that cost the country about 200,000,000 rands,
enough to provide small decent brick houses with
rudimentary hygiene facilities and running water for a
number of villages of people.
as most of the black men also move to a distant city to
find a job and have to stay the whole week or longer
away from their wife and cildren, it is common for
them to have their family in the place of origin and
then another family and children in the work place or
at least a girlfriend with whom they have children too.
even if the man was initially hiv free, if the girlfriend
or the other wife is hiv positive he gets contaminated

and he contaminates his wife back home or the next
girlfriend/wife when he moves to a new work place. a
vicious cycle, diﬃcult to break, unless there is a cultural change, which is also an issue that takes some
generations to fade.
Poverty takes its toll
apart from hiv, there are more social problems in
South africa, poverty being at the top. The minimum
legal wage for a worker is 2000 rands per month which
is critically low. The cost of living on the other hand is
comparatively high, higher than many western, european countries. food is expensive, homes are expensive, lifestyle is expensive. antoinette told me that to
have a fairly good lifestyle you need to make 30,000
rands a month, which only a few can make. The average school teacher salary is about 15,000 rands and
most of the population live on under 3,000 rands if
they are lucky to have a job. which brings about the
unemployment issue which is huge among the blacks.
with minimum comforts and very low hygiene in the
rural areas, it is not surprising that the indigenous population shows a very high mortality rate with an average 51,4 years of age. no running water, no clean water,
no electricity, not enough food, huge distances to
travel to school or the nearest hospital or clinic, many
people die of gastrointestinal problems, tuberculosis,
dehydration, sexually transmitted diseases, bronchitis
and hiv or aidS.

The houses in the Soweto area are shacks, bringing
back images of another era, despite the fact that the
country is full of diamond, platinum and other precious minerals mines exploited by the anglo-american
companies. medical staﬀ is scarce and health services
lie in the hands of nurses.
each one of us should spend some time in these communities to realize what it is like to live in such conditions and still be content.
as a result of poverty, criminality has risen along with
violence. although the apartheid is a thing of the past,
there is anger from the part of the oppressed and guilt
among the whites –especially the young generationfor whatever the first settlers did in the far past.
a rising issue is the indigenous medicinal plants heritage and the big pharmaceutical companies buying the
rights to specific plant cultivations.
a need for political measures of high intelligence
an average family has about 3-5 children. most of the
times, there is one person working in the family who
supports the whole family and is the food provider.
The family bonds are quite strong and this is a way to
cope with the day after day living costs. Some years
ago, the government provided free formula milk to
help the babies especially the ones whose mothers
were hiv positive and refused to breastfeed the baby
despite the encouragement of the medical staﬀ. as
karin explained, due to lack of hygiene, many babies
die because of gastrointestinal problems which could

be avoided if breastfed. The
risks of hiv in comparison of
the gastrointestinal deaths are
not that grave. They gain time
and the baby can be saved if hiv
medicinal drops are given to them.
however, the free milk government measure failed as they saw that the babies were underfed as
the mothers did not use the right ratio of
formula/water to last and feed the other members of
the family. So the measure was withdrawn to be replaced by the new one of the 280 rand grant for every
child in the family, when the mother does not work.
and there are many single mothers.
280 rands is next to nothing as you usually pay 200
rands on nappies to last for a week. but, if you have
four children you obviously get above 1000 rands and
this is considered a substantial something. having babies for the government baby grants is not the option
that leads to civilization. unfortunately, many teenage
or young mothers choose to have a baby for the grant.
The government should reconsider the support measure so that the intention of supporting the family remains but the means to materialize it changes if South
africa wants to see a better future of people who have
high esteem and a country with fewer social issues.

Comments
The richness of the country and the indigenous know-
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ledge is so vast that it takes
more time and a book to
speak about all, which will
happen in the near future.
however, i would like to conclude with the following comments:
Maternity Care Projects to be
considered:
1. as more and more mothers living in urban areas are
alienated from their support systems and their indigenous culture it would be advisable to initiate a motherunborn baby bonding with the cultural values and
beliefs.
2. a project of having mothers supporting other
birthing mothers during labor and postnatally. more
like doulas.
3. Support mothers –esp the ones who are not in their
indigenous support systems- to deal with fetal/neonatal death, so that they do not carry this anxiety, fear
and grief to the next pregnancy with all subsequent
disadvantages for the baby to be.
Nursing/ Midwifery students
1. introduce regular sessions in the nursing/midwifery
curriculum to help students deal with their own grief
when witnessing a fetal/ neonatal death or stillbirth.
health advancement
1. Serious research and study should be made into the
decoding of the indigenous health knowledge sys-

tems and comparison should me made with other indigenous health knowledge Systems like the ones in
the yukatan area, peru, greece, china, india, elsewhere. also, a co-operation with academics or experts
from modern Sciences like modern physics etc could
reveal the scientific background behind the practices.

Future Projects
The data collected during this StSm can lead to a
number of future projects as well as future collaborations.
A. Future Projects:
1. a research paper under the possible title “South
african mothers' voices: a qualitative, phenomenological research in south african mothers'experience of
pregnancy & childbirth.
2. a research paper attempting to compare the similarities and diﬀerences in the educational system of midwifery in South africa and greece.
3. a research paper to investigate the similarities between the indigenous knowledge health Systems between South africa and greece
4. a paper or article about the community based
health projects in South africa.
5. a book (narrative)
6. it will provide good information to be used in the
chapter written with Sarah church titled 'migrant midwives: adapting to a new culture or adding value to a
diﬀerent culture?' for the State of art book.

8.a documentary film on health education and
health Systems in South africa.
B. Future Collaborations:
participation in the Seboka project titled “The integration of african indigenous health knowledge in the
nursing curriculum in africa” already in progress.
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