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Introduction: This study examined factors that foster or hinder the support of normal birth in two English Na-
tional Health Service Trusts identified for public recognition of their work to normalize birth.
Methods: This interpretative qualitative study was guided by institutional ethnographic and narrative methods.
Purposive sampling was conducted to achieve maximal variation across social, demographic, cultural and eth-
nic groups. In-depth interviews explored clinician’s and women’s views and experiences of normal birth. Eth-
nographic observations of practice, clinical and administrative meetings, educational sessions, and informal
discussions were conducted over 6 months at one of the maternity settings. Antenatal and intrapartum clinical
guidelines were reviewed and analyzed.
Results: Three key strategies supported the normalization of birth: 1) an ‘‘ethos’’ of normality; 2) ‘‘working’’
the evidence; and 3) ‘‘trusting’’ women to make informed choices best for them. Inappropriate use of technol-
ogy, disregarding risk status when assigning women to units, lack of physician preparation in normal birth, and
poor staffing levels were cited as barriers.
Discussion: These strategies should be carefully examined for translation to the United States and future re-
search.
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INTRODUCTION

Current US obstetric practice is becoming increasingly
grounded in technology for all women, even those with
little risk of poor outcomes. Despite mounting interven-
tions, health outcomes in the United States have little to
show for the investment. A midcourse review of the US
Healthy People 2010 goals shows the country is losing
ground in achieving projected targets in cesarean births
for low-risk women, maternal complications during labor
and birth, low birth weight and very low birth weight
infants, and preterm births.1

The World Health Organization states the use of inter-
ventions should be based on evidence that is best for
mother and infant and emphasizes supporting normal,
physiologic processes,2,3 yet the cesarean rate has risen
to 31.8% in the United States.4 In response to this steady
increase, the National Institutes of Health have recommen-
ded ‘‘increased research devoted to strategies to predict
and influence the likelihood of successful vaginal birth,
particularly in the first pregnancy.’’5(p.20) Other countries,
including England, have implemented national policy to
enhance maternity services and decrease cesarean rates.

Recognizing that the National Health Service (NHS)
was not meeting the needs of women, especially those
from vulnerable populations, England’s Department of
Health released Maternity Matters: Choice, Access and
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Continuity of Care in a Safe Service in 2007.6 Reinforced
by a multidisciplinary consensus statement defining and
supporting normal birth,7 this framework assists policy
makers and maternity clinicians in using the health reform
agenda to meet the needs of women and their families
safely and effectively. These efforts were enhanced by
a national examination of hospitals and staff characteris-
tics with low and high cesarean rates, which resulted in
the release of a benchmark guide for assessing institutional
approaches to caring for childbearing women in maternity
care settings.8,9 England’s National Institute of Clinical
Excellence fosters coordinated efforts to implement
evidence-based practices, noting that ‘‘clinical interven-
tion should not be offered or advised where labor is pro-
gressing normally and the woman and infant are
well.’’10(p.7)

England’s initiatives deserve scrutiny to understand
their successes and challenges and explore their relevance
to US settings. This study explored factors that foster or
hinder the support of normal birth in two English NHS
trusts. A NHS trust is an administrative-geographic area
for health care, including hospital and ambulatory care.
METHODS

This interpretative qualitative study combined institutional
ethnographic and narrative methods. Institutional ethnog-
raphy describes social and institutional forces that orga-
nize, shape, and limit people’s worlds.11,12 It exposes the
complex rules, activities, and discourses of people and
organizations as they revolve around specific functions;
in this study, the provision of birth care in complex
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Table 1. 2008 Data for Hospital in Which Observations Were Conducted
(N = 7125)

Characteristic n %

Place of birth
Hospital labor and birth unit (obstetric led) 5615 79
Midwife-led unit (in hospital) 1264 18
Home 169 2
Infant born before arrival 77 1

Births by attendant
Midwife (n = 221) 3778 53
Doctor (in training: n = 61) 2080 29
Obstetrician (consultant: n = 25) 917 13
General practitioner (n = 50) 120 2
Gynecologist (n = 4) 139 2
Other professional (n = 14) 97 1

Analgesia
Nitrous oxide (gas and air/Entonox) 3466 49
None 1862 26
Epidural/patient controlled analgesia 735 10
Other 513 7
Opiate 191 3
Hydrotherapy 170 2
Transcutaneous electrical nerve stimulation 169 2

Type of birth
Breech 59 1
Elective cesarean (repeat and primary) 614 9
Emergency cesarean 1440 20
SVB 4002 56
Forceps 367 5
Vacuum 643 9

VBAC
Total eligible for VBAC 602 9

Elective cesarean 199 33
VBAC chosen/trial of labor 403 67

SVB (2 breech) 152 38
Vacuum 41 10
Forceps 24 6
Total VBAC vaginal birth 207 54
Emergency cesarean 186 46

SVB = spontaneous vaginal birth; VBAC = vaginal birth after cesarean.
institutional settings was examined. Narrative analysis
helps to translate the discourses through the stories told
about the phenomenon under study.13 Combining the
methods provided two robust lenses for the examination
of the normalization of birth in a different culture from
the United States.

The two NHS trusts chosen for the study had been pub-
licly identified for their active work to normalize birth and
thus represented a purposive sample. We received ethical
approval from each of the trusts and the university research
ethics committees. Informed, written consent was ob-
tained from all interview participants. All participant
data were de-identified and electronically password pro-
tected to ensure confidentiality. Interviews were con-
ducted with health professionals from each of the trusts.
However, observations were conducted at only one trust
because of limitations of research funding and time
constraints.

There were numerous maternity care models within
each of the NHS trusts, including tertiary and
community-based services. Purposive sampling was
conducted to achieve maximal variation across social,
demographic, cultural, and ethnic groups.

Formal audio/videotaped interviews were conducted
with 33 maternity clinicians (26 midwives, six obste-
tricians, one anesthesiologist) across both trusts and
a staff member of a consumer advocate organization.
Clinical experience ranged from 1 year to more than
15 years, and half of the interviewees had been em-
ployed in their current setting for more than 5 years.
Roles represented senior administrators of clinical ser-
vices, unit managers, and bedside clinicians (mid-
wifery and obstetric). Each trust operated a tertiary
hospital, with care ranging from homebirth to complex
fetal surgery, and served a variety of patient popula-
tions, from women with marked social deprivation to
those of affluence. One important difference to note
from the US maternity care system is that in England
most women have a midwife caring for them during
childbirth. He/she provides all clinical observations
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and assessments, manages the labor, and attends the
birth, sometimes as the sole clinician in the room.
Consultation is obtained from obstetricians as needed.
There are no obstetric nurses.

Antenatal and intrapartum clinical guidelines were
reviewed and analyzed for each trust. Ethnographic ob-
servations of practice, clinical and administrative meet-
ings, educational sessions, and informal discussions
were conducted over 6 months at only one of the trusts.
Table 1 provides the characteristics of the trust in which
these were conducted. This trust had an obstetric-led unit
with labor/birth rooms serving a range of low- to high-
risk women, a midwifery-led unit for low-risk women,
a clinical team for women with private insurance, and
15 clinical teams who provided continuity of pregnancy
and/or birth care at home and hospital for the women
with NHS insurance. Most of the teams were midwifery
led; two teams provided care for women of obstetric or
263

http://www.jmwh.org


Table 2. Characteristics of Women in the Study (N = 27)a

Characteristic

Age, mean (range), y 33 (19–43)
Ethnicity, n (%)

White (British) 9 (33.3)
White (other) 6 (22.2)
Black (British) 3 (11.1)
Black (African) 5 (18.5)
Asian 2 (7.4)
Other 2 (7.4)

Education, n (%)
Less than high school 2 (7.4)
College degree or higher 25 (92.6)

Parity, n (%)
Nulliparous 14 (52)
Multiparous 13 (48)

Type of birth, n (%)
SVB 15 (55.6)
Operative vaginal birth (vacuum or
forceps)

5 (18.5)

Emergency cesarean 4 (14.8)
Elective cesarean 1 (3.7)
Twins (one SVB/one cesarean) 1 (7.4)
Twins (two SVBs) 1 (7.4)
Singleton 25 (93)
VBAC 3 (11.1)

Place of birth, n (%)
Home 2 (7.4)
Obstetric-led labor/birth unit 16 (59.3)
Midwife-led labor/birth unit 9 (33.3)

SVB = spontaneous vaginal birth; VBAC = vaginal birth after cesarean.
aOne woman did not provide demographic information.
medical risk and were composed of midwives and
obstetricians.

Interviews were conducted with 28 women who gave
birth in the trust, where observations were conducted, 27
of whom provided demographic information (Table 2).

The specific analytic steps we followed are presented
in Table 3.11–13 Measures to assure credibility were
guided by Polit and Beck.14 Researcher credibility re-
flected the expertise of those conducting the study
from the United States and England. Atlas.ti-Version/
5.2 (www.atlas.com) provided robust ability to orga-
nize, manage, and analyze data.

RESULTS

We observed a wide variation of social, medical, and ob-
stetric complexity. Cesarean rates varied from 12% to
15% for one midwifery-led team to 69% in one private
team. Three key areas were identified as consistent strate-
gies to support the normalization of birth across both ser-
vices: 1) an ethos of normality, 2) working the evidence,
and 3) trusting women to make informed choices. Barriers
to the normalization of birth included inappropriate use of
technology, disregarding risk status when assigning
women to units, lack of physician preparation in normal
birth, and poor staffing levels. Examples of barriers are
264
integrated below as contrasts to the strategies supportive
of normal birth.

An Ethos of Normality

A focus on normalizing birth was evident throughout our
observations of clinical practice, review of practice
guidelines, and interviews. This was commonly de-
scribed as an ethos, or a deeply held philosophy. Those
most able to institute these strategies worked in
midwifery-led units and/or attended birth at home.
Both trusts had senior midwives in consultant roles to
foster normal birth practices. These included, but were
not limited to, hiring staff who believed in normal birth,
leading the writing of multidisciplinary clinical guide-
lines, holding monthly multidisciplinary discussions to
support the practice of normal birth, and bringing in
experts for skill development. They were very aware of
the national emphasis on promoting normal birth:
. . . the national drivers have been very useful, par-
ticularly with the Maternity Matters document . . .
it’s been recognized that there are targets attached
to it, and every time you have a target attached to
a service provision it does give you a drive exter-
nally to support people to actually get that through
. . . (consultant midwife).
Defining and supporting normal birth was complex,
challenging, and varied among clinicians and women.
Ultimately, it was the woman’s satisfaction that provided
the strongest support for their definitions of normal birth.
Clinicians’ perspectives emphasized the absence of inter-
ventions, and midwives were more likely to talk about
promoting normal birth as a process that begins antena-
tally. The majority of births were attended by midwives,
even when complications were present. Both obstetri-
cians and midwives saw this as a key factor in normaliz-
ing birth:
What facilitates it here is the availability of mid-
wifery care . . . so that they never see an obstetri-
cian, so that everything remains overtly normal.
And on the obstetric side what facilitates it is
a group of like-minded obstetricians who are try-
ing to keep everything as normal as possible, and
I suppose that means . . . the courage to say, no,
no, that’s normal enough, go off and be normal, in-
stead of feeling they must do something medical
(consultant obstetrician).
When asked to differentiate between normal and opti-
mal birth, clinicians were cognizant of women’s expecta-
tions, desires, and fears, and how things could be judged
when outcomes were not positive. Optimal birth encom-
passed far more than normal for most clinicians:
. . . optimal birth is about achieving the best possi-
ble birth you can for a woman given her
Volume 55, No. 3, May/June 2010
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Table 3. Qualitative Analysisa

Transcription and member checking

After checking for accuracy, the cleaned transcript was sent back to the participant for verification of accuracy, additional comments, and to highlight comments
they would prefer not to be used in publications or reports

Analytic steps

a) Each audio/videotape was listened to for inflections, emphasis, and emotional highlights as the narratives are told.
b) Transcripts were analyzed separately for wholeness and first impressions. Initial reactions were noted in memo form. These were reviewed with the research
team for coherence and consistency.
c) The research team focused on the details of the transcript and narrative and identified codes to describe the major areas of content. All decisions were
documented with detailed interpretive memos to provide an audit trail of the analysis. The researchers carefully attended to their personal biases and past
experiences in memo form.
d) The codes were organized thematically by content and by participant group (clinician or woman).
e) Findings were compared with current knowledge about clinical practice and maternity care delivery, including the NICE Intrapartum Guidelines10 and the
NHS Self-Improvement Toolkit, to reduce cesarean rates.9

NICE = National Institute of Clinical Excellence; NHS = National Health Service.
aNarrative and ethnographic analytic approaches adapted from Riessman13 and Campbell and Gregor.12

Jour
circumstances, and for some women that might not
even be a normal birth . . . because we have a lot of
women here who have got complex medical condi-
tions, for some of them it wouldn’t be appropriate if
we tried to keep the labor as normal as we might
for other people (staff midwife).
One physician however, did not believe normal birth
was all that important; it was the outcome that made the
difference:
Loads of women don’t care whether they have
a normal birth or not, absolutely don’t care . . .
midwives and doctors can go on and on and on
about it, it doesn’t matter a toss to them . . . nobody
ever says, ‘Why did you do that cesarean section?’
But if there’s a disaster people do say, ‘Why didn’t
you do that cesarean section?’ (anesthesiologist).
This view was not overtly prevalent but does represent
an important perception. Observations in morning rounds,
when the medical and midwifery staff changed shifts, of-
ten included a discussion of the cesarean births that had oc-
curred during the night and whether other management
strategies might have been indicated. It was common for
the staff to follow up on difficult labors from the day be-
fore with outbreaks of cheering when a woman achieved
a vaginal birth, and especially so if it happened to be
breech. Intense discussions among the midwives would
ensue when a woman was perceived to have been admitted
before the establishment of active labor.

Facilitators of normal birth included the ability to en-
hance maternal physiology in labor, including skill devel-
opment, especially around intermittent auscultation,
supporting women in coping with pain, and preventing ad-
mission in latent labor. There was no central fetal monitor-
ing, and there were minimal places for staff to sit outside of
the labor rooms; thus midwives spent most of their time in
nal of Midwifery & Women’s Health � www.jmwh.org
the women’s rooms. Supportive and trusting relationships
between clinicians and with women were important. Just
as these were facilitators, they could also be barriers
when not present. Inappropriate use of technology, disre-
garding risk status when assigning women to units, lack
of physician preparation in normal birth, and poor staffing
levels were cited as barriers:
. . . there has been unfortunately in London a 25%
increase in the birth rate and there has not been
a 25% increase in staff . . . it’s not just the women
and the time, it’s all the other bits of the job that
have proliferated . . . a hundred times more paper-
work than when I first became a midwife twenty-
odd years ago . . . (staff midwife).
Women were more likely to define their labor as nor-
mal if the outcome was a vaginal birth and they were
happy. Supportive coping strategies included laboring
and birthing in water, midwifery presence, and nourish-
ment. We also observed this in practice. Clinical guide-
lines presented evidence supportive of oral intake in
labor, and kitchen workers served hot food to laboring
women. Clinical guidelines indicated that women should
be kept out of bed if possible. Beds were kept in the
highest position possible and midwives spread their
charting on it, so it was literally difficult to access.
Rooms had birthing balls, small sofas, and beanbag
chairs. Entonox (nitrous oxide, commonly referred to
as ‘‘gas and air’’) was available for women to use at
will, with access sites in each labor/birth room, bath-
rooms, tub rooms, and ambulances. One woman de-
scribed her experience with hydrotherapy in her first
birth:
. . . we hobbled across the corridor to the water
pool, and it was like a haven . . . I walked in think-
ing, this is definitely where I want to be . . . ooh, I
265
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lay down and it was lovely, it was warm, it was
comforting, the pain was still there but it was just
lovely . . . (woman after first baby).
However, not all women shared the same enthusiasm for
normal birth as perhaps those caring for them. This was
more often cited as a disagreement about the need for
pain relief. Several women believed the midwives did not
listen to them about what they thought was happening
with their labor. Midwives’ rote responses to labor could
be irritating, such as saying ‘‘well done’’ after each contrac-
tion. Being sent home in early labor, especially when travel
was difficult, could be a point of contention.

Developing an ethos of normality required leadership,
especially by senior clinicians. It required attention to
hiring clinicians who could support the ethos:
. . . what I have done is ensured that we advertise
for midwives who actually wish to support women
in normal birth . . . who are passionate about nor-
mal birth (consultant midwife).
It also meant continuous teaching, passing on skill to the
next generation, recognizing it was a learned behavior:
. . . just making sure the juniors understand that
[this] is the expectation here, that women should
have vaginal births and that the role of obstetrician
is to promote that happening, not to step in and
stop it happening, which may have been different
in other units that they’ve come from . . . knowing
how to manage labors to achieve those ends . . . it’s
just being the older and wiser head, you can say,
no, just back off that’ll be all right, leave it alone
(consultant obstetrician).
Working the Evidence

Using evidence to support practice was an expectation for
all clinicians, but they had to make it work for their specific
care situation. Clinical guidelines defined roles, responsi-
bilities, ongoing education, and relationships between ma-
ternity care clinicians. They provided structure, facilitated
evidence-based clinical activities, and described the effect
of women’s experiences with care practices. They also de-
fined the population attended in varied care settings and by
clinician types. For example, high-risk teams reflected
a mix of maternal-fetal medicine specialists and midwives
who worked together to address complex clinical care with
education geared toward normalizing the pregnancy and
birth as much as possible. In addition to site-specific
guidelines, clinicians often referred to National Institute
of Clinical Excellence documents, as did at least one child-
bearing woman who had accessed them via them the
Internet.

Most guidelines were not written as absolute directives,
but used words like ‘‘encourage,’’ ‘‘offer,’’ and ‘‘recom-
mend.’’ Our observations supported that they were not
used rigidly, but were adapted to the individual situation
and to reflect emerging scientific findings. Examples of
evidence translated into practices supportive of normal
birth included discouragement of routine continuous elec-
tronic fetal monitoring and admission monitoring for low-
risk women, permitting nourishment in labor as directed
by the woman, the use of hydrotherapy, and keeping the
laboring mother out of bed. Although the language in
the guidelines indicated flexibility, the actual ability to
be adaptable was not always perceived by the staff. One
example was language around vaginal exams (VEs),
described by one staff midwife as too prescriptive:
. . . to do [VEs] . . . to follow the steps, it’s a bit like
childbirth by numbers, first you do this, then you do
that, then you do the next thing, rather than actu-
ally looking at the woman, the individual, the
whole picture, how she’s contracting . . . you
know, holistic care I think is the word; it’s not
just on what we feel, what we see, it’s what the
woman’s doing (staff midwife).
We specifically compared this comment with this trust’s
guidelines, which we agreed were somewhat prescriptive.
The ability to use a wider variety of assessment strategies
described by the midwife above was more apparent in
guidelines from the other trust (where we interviewed
clinicians but did not conduct observations):
Monitoring the progress of labour, however, re-
quires more than the assessment of cervical
changes and fetal descent . . . midwives should
give weight to their other skills, such as abdominal
palpation and a knowledge of women’s changing
behaviour . . . VEs remain the most accepted
method of measuring progress in labour. These
examinations, however, should not be routine or
prescriptive, but carried out only where there is
clinical necessity and after discussion with the
woman (intrapartum guideline).
Interestingly, our observations of clinical practice
mostly reflected the above guideline. Vaginal exams
were not routinely performed when the midwife could
document maternal behavior indicative of active and
progressive labor.

Guidelines were also seen as one way to implement
change, in particular to institute evidence-based care that
transformed longstanding practices, such as continuous
electronic fetal monitoring. Several obstetricians talked
about the challenges of changing this practice to intermit-
tent auscultation:
Some midwives don’t like it, they find it more com-
forting to have the machine ticking away, and I guess
if I’m being cynical less work as well. Some
Volume 55, No. 3, May/June 2010
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obstetricians don’t like it, and some obstetricians like
me love it, because it’s like, if you don’t keep looking
for things you’re not going to over-react to some-
thing. So yes, different people viewed it as a good
thing or a bad thing (consultant obstetrician).
We did note conflicting interpretations of some guide-
lines, which could result in differing opinions about risk
and thus influenced women’s ability to qualify for certain
kinds of care. The deciding factors in these discussions
were policy, woman’s informed choice, and bed capacity.
Trusting Women to Make Informed Choices

Our observations and interviews strongly supported that
clinicians believed each woman could be trusted to make
an informed choice that was best for her. Women carried
their prenatal record (original, no back-up except comput-
erized lab/ultrasound results) with them throughout the en-
tire pregnancy. When asked if women ever lost the record,
the answer was, ‘‘No, we lost it way more than they do!’’

Each woman was expected to make informed choices
about care. Two examples were support of vaginal birth af-
ter cesarean (VBAC) and discouragement of primary elec-
tive cesareans. All women requesting a cesarean birth were
seen by a consultant midwife, who reviewed her history
and current concerns. If deemed a candidate for vaginal
birth, evidence was presented about the benefits and risks
of labor and birth for mother and the infant. If clinically ap-
propriate, the trust generally recommended VBAC as the
better option.

If a woman continued to request a cesarean birth, she
would be referred to an obstetrician for further consulta-
tion. If she was very afraid of labor, she would be offered
a consultation with a mental health specialist. Eventually
a decision would be made with her about her plan of
care. A consultant midwife explained to us that she be-
lieved many women who were adamant about an elective
cesarean would begin to rethink the issue once given the
permission to have the surgery. We interviewed two
women who eventually chose to labor and birth after hav-
ing first decided to have a cesarean. One had a negative
experience in her previous vaginal birth with a midwife
who discounted her needs and desires. She developed
a plan of care with the midwife for this birth, who commu-
nicated with the labor unit to be sure all were aware of her
needs. In the end, she had a vaginal birth and was delighted
with the experience:
. . . I can’t complain about this birth, this birth was
brilliant. I mean after [my last one], I actually said
I was never going to have no more children be-
cause the birth actually put me off . . .
Another woman articulated the difficulties she had with
the cesarean counseling process, which she believed did
not really support her choice:
nal of Midwifery & Women’s Health � www.jmwh.org
. . . everybody was terribly nice, but I began to get
sick of having to justify what I wanted and what
emotionally and rationally I wanted, really, and
it just made me quite cross, and I just felt, and I still
do feel, that nobody would bat an eyelid if I wanted
a home birth, you know, I’d have midwives dancing
around me, but because I went the other way, and I
know that there are cost implications and so on, but
you know there’s this presentation of choice, isn’t
there . . . and actually there’s only some choices
that you’re allowed to choose . . . (first time mother
on quest for a primary cesarean).
In the end, this woman made a decision to try labor
based on the scientific evidence, even though she was
booked for an elective cesarean. She also worked with
the consultant midwife to develop a birth plan. Although
she had a long and arduous labor with multiple interven-
tions and a vacuum-assisted birth, she indicated that she
was pleased with the experience and her decision.
DISCUSSION

This study revealed the challenges of supporting normal
birth, even in a country where there are national mandates
to decrease the cesarean rate and to provide women with
choice of birth setting. It also highlights some of the differ-
ing definitions of ‘‘normal’’ among clinicians and women.
Translating these finding to US birth settings is complex,
mostly because US midwives work in a health care indus-
try, not a health care system. However, our findings repre-
sent an interesting reflection on the differences between
the approaches of two countries to maternity care.

England has a longstanding history in which midwifery
is the standard of care. Their health care system permits
broad data collection and examination of care practices
and outcomes, and the development of national policies.
Even though there were some differences in interpretation,
by and large there was a multidisciplinary commitment to
using best evidence to support women in birth. This is in
contrast to many US institutions, which often widely over-
use interventions with minimal beneficial effect and
underuse those that are helpful.15

The principal investigator of the study was from the
United States and frequently felt she had stepped through
a looking glass. Used to large tertiary hospitals with staff
members clustering around central monitors, she found
the hallways eerily empty in a hospital that had over
7000 births per year. The lack of central monitoring and
physical design required personnel to be in the room
with women. Some women ate in labor; half used nitrous
oxide (essentially not available in the United States), and
a quarter used no pharmacologic pain relief at all. Do En-
glish women have diminished pain sensitivity? Probably
not. However, most do have continuous labor support by
a midwife, which is associated with positive outcomes.16
267
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Several women commented that they did not believe the
midwife always listened to their pain needs, and this de-
serves further study. However, most of the women we in-
terviewed were satisfied with their care. Similar to the
United States were the demands of staffing, documenta-
tion of care, and bed capacity.

Despite the efforts to normalize birth, the trust in which
we observed had an overall cesarean rate of 29%; the
emergency rate was 20%. This was a large referral center
and thus had a large high-risk service, so it would be an-
ticipated that their rate might be higher than a community
hospital. Their repeat and primary elective cesarean rates
were low and may represent their efforts on counseling
women and commitment to VBAC, with a 54% success
rate. This is a higher success rate than reported in a na-
tional audit of cesarean birth undertaken in England in
2001,17 which found a 33% successful VBAC rate, but
it is lower than that found in other studies, which reported
success rates of 72% to 76%.18–20 Of note was a wide
variation of cesarean rates for the different clinical
teams. These variations deserve further evaluation to
understand reasons for the differences, as does
examining the involvement of midwifery care for high-
risk women.

Our observations revealed efforts to clearly explain ev-
idence to women and then respect their choices. Yet, at
least one woman described feeling that she did not really
have a choice. The counseling process should be carefully
studied from the viewpoints of women and clinicians for
its relationship to outcomes. Practices in the United States
are often very time constrained and may not permit this
level of interaction. It also requires a trust in women to
make the final decision, which is often not the US cultural
norm. A recent analysis of childbirth advice books re-
vealed that agency and authority are frequently abdicated
to medicine and institutions.21

Leadership was a key factor in the ability to institute care
practices to normalize birth. This included collective and mul-
tidisciplinary leadership among midwives and obstetricians.
Approximately 10% of the 4 million US births per year are at-
tended by midwives22; the rest are attended by physicians.4,23

In addition, every woman who gives birth in hospital (97%)
will also have an obstetric nurse in attendance. Of the half
million women who give birth annually in the United
Kingdom, all will be cared for by one of 29,000 midwives,
and 65% will have their birth attended by a midwife.24,25

These statistics suggest that the expertise in normal birth
may be more available to women in England.

The findings from this study cannot be generalized since
it was conducted in just two settings. Other settings might
not reflect the ethos or strategies to support normal birth
that we observed. It is possible that some participants
did not share all aspects of their practice. We were also un-
able to interview any clinicians from the private service
despite numerous invitations, and this may have shed in-
formation about this population of women. The strength
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of the study is in its triangulation of data and cross-
cultural examination of clinical practice.
CONCLUSION

The health of our nation begins at birth and is fostered
through family health. Research must be supported to un-
derstand how to best implement evidence and models of
care to achieve our Healthy People 20101 goals, and be-
yond. Those goals include decreasing cesarean deliveries
for low-risk women and complications of labor and birth.
Future research is essential to examine midwifery-led
practices with low cesarean rates to understand their pro-
cesses of care and women’s perspectives. The counseling
processes for VBAC also deserve further inquiry. In the
end, it is important that mothers and infants are supported
in their innate capacity to birth, yet are safeguarded in the
process.26 In the words of Soo Downe, ‘‘maybe the task is
to avoid the risk of turning the current political support for
‘normal’ birth into just another set of rigid rules for doing
clinical care, and to seize the opportunity to turn it into an
approach that keeps women safe, that delights women by
exceeding their expectations, and that builds social capital
for families and maternity staff for the future.’’27
This study was funded in part by a 2008 Fulbright Distinguished
Fellowship by the UK/US Fulbright Commission and the Burdett Trust for
Nursing (2008: 479/541), London, England.
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