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Abstract

Learning and Teaching in the Context of Clinical Practice: The
Midwife as Role Model.

The purpose of this study was to develop a theory in order to explain the meaning and process
of learning the role of the midwife from midwives in the clinical setting. To achieve the depth

and detail required in the absence of literature on this topic, the grounded theory approach was
adopted.

The sample consisted of twenty student midwives and seventeen midwives. Data were collected
by means of unstructured interviews which were tape-recorded. Each participant was
interviewed on a minimum of two separate occasions. The constant comparative method was
used to analyse the data. The findings of the research contribute to knowledge by making
explicit how the role of the midwife is interpreted and enacted, the effect this has on what role

students learn, how it is learned and hence how the role is transmitted from one generation of
midwives to the next.

The ‘emic’ perspective facilitated the emergence of a number of theoretical ideas. Central to
these are the rules of practice. When midwives rigidly follow written and unwritten rules they
prescribe midwifery care which corresponds to the medical model. In doing so they act as
obstetric nurses or handmaidens to the doctor. When everything is interpreted as rules to be
followed prescriptive midwives appear to be uncaring and detached from the experience of
childbirth. The individual needs of women are not met and the relationship between midwife
and client i1s superficial. Midwives who rigidly follow the rules inhibit the growth and
development of students providing them with few opportunities to achieve beyond the level of
their role model. Midwives are flexible when they interpret the rules for the benefit of women
and provide a woman-centred model of care. These midwives therefore act as autonomous
practitioners. When rules are interpreted and adapted to meet the needs of women, flexible
midwives demonstrate involvement in women’s experiences and are empathic, supportive and
caring. Midwives who use professional judgement to interpret the rules provide an environment
in which senior students can become autonomous practitioners. When midwives demonstrate
the role of autonomous practitioner, practise a woman-centred model of care and meet the
learning needs of students, they are appropriate role models and teachers. There 1s contlict in
the clinical setting when practitioners who hold opposing attitudes, values and beliets practice
together. Conflict can be avoided when flexible midwives adopt strategies that involve
becoming prescriptive or practising by subterfuge.

In accordance with Bandura’s social learning theory students learn by observing and emulating
the example of their role models. Learning is vicarious when students observe the consequences
of their role models’ actions. When learning the role from a role model 1s interpreted as a
passive process, a behaviourist and pedagogical approach to learning and teaching ensures
perpetuation of the obstetric nurse role that is no longer considered acceptable. Role modelling
serves as a vehicle for transmitting new behaviour when learning 1s perceived to be an active
process. In this case a humanistic, andragogical and cognitive approach to learning and
teaching is adopted giving students the freedom to determine their own role. Practice from a
number of role models is emulated. In this way each midwife acquires a unique identity which
is derived from an abstract role model rather than a particular person. Students are prepared for
the autonomous role of the midwife, and it is this role they wish to emulate.
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Chapter One

Introduction

The aim of this research was to develop a theory to provide insight and
understanding into how students learn the role of the midwife from their
role models. It is known that learning in clinical practice has greater
impact than what is learned in the classroom (Emmons 1993). Role
models are therefore crucial in helping students to learn the role but as a
way of learning this has not previously been made explicit. Since 1989
‘education’ has increasingly replaced ‘training’ of midwives. Links and
subsequent amalgamation of Schools of Nursing and Midwifery into
Universities has facilitated this process enabling students to gain academic
recognition 1n the form of a diploma, advanced diploma or degree in
combination with professional registration. This education has led to the
provision of a balance between theory and practice, thus reducing the
amount of time spent 1n the clinical setting. This makes it more important
to understand and make explicit how the role is learnt from role models so

that time in clinical practice can be used to good ettect.

There 1s an expectation that the midwife will be an autonomous practitioner
(United Kingdom Central Council (UKCC) 1986, Department of Health (
DOH) 1993). In response to the report called Changing Childbirth (DOH
1993) revolutionary changes have taken place in the way the maternity
services are organised. The report advocates woman-centred care in which
women have choice of the care they receive, continuity of carer and control
of their own birth experience. This has provided the impetus for autonomy
to be achieved but raises the issue of whether midwives 1n the clinical
setting can act as role models for an approach to care which meets the
neceds of women and is based on available evidence. Concern has been
expressed that newly qualified midwives who have undertaken a three-year
programme lack some practice skills at the point of professional
registration (Fraser et al 1997). Learning from role models is therefore as
important following professional registration as it is during students’ pre-
registration educational programme. I promote the autonomous role when

teaching in the classroom, but my own observations and feedback from

students during this study suggested that while some midwives do practise



autonomously, many more continue to practise as handmaidens to the
doctor or, in other words, fulfil the role of obstetric nurses. How the role of
the midwife is interpreted therefore differs. This raises the issue of how
students can learn to be autonomous practitioners in the presence of
midwives who lack this attribute and also suggests a gap between what is
taught in the classroom and what is taught in the clinical setting. Students
then work 1n an environment where interpretations of the role and

expectations of students may differ, a situation, which has the potential to

cause conflict.

It 18 possible that the approach to learning and teaching adopted by

midwives also differs. Traditional midwifery courses were associated with

a pedagogical approach to learning and teaching (Turnball 1986). Knowles
(1996:82) defines this as ‘the art and science of teaching children’. Such an

approach does not encourage individuals to become independent but
moulds them to fit in and perpetuate the current system. Emphasis is now
placed on an andragogical approach defined as ‘the art and science of
helping adults to learn’ (Knowles 1996:83). This approach acknowledges
the autonomy of individuals and the value of their prior learning
experiences. Learning 1s a two way process with student and teacher
working in partnership. Chamberlain (1993) found that midwives tend to
teach the way they were once taught. Midwives who do not have their own
experience of an adult approach to midwifery education may therefore still
expect students to conform to their own expectations as I once had to. If
this 1s so, the approach to learning and teaching adopted in the classroom
will not be reinforced in the clinical setting. The approach to learning and

teaching which midwives adopt is an issue for exploration in this study.

Students’ perceptions of the role of the midwife, how they learn the role
and ultimately the professional identity they acquire 1s likely to be
influenced by their role models. What students become at the end of their
educational programme has implications for the care women receive and
the image of the profession they present to other health practitioners and
the lay public. My study contributes to knowledge by revealing how the
role of the midwife is interpreted and enacted, the effect this has on what

and how students learn 1n the clinical setting and thus how the role 1s
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transmitted from one generation of midwives to the next. The provision of
this knowledge base will, it is hoped, stimulate midwives to reflect on their
practice and the influence they might have on students. It may also enable a
programme of preparation for clinical teaching to be developed and
included within the students' curriculum. By making the process by which
individuals learn from their role models explicit, students will have the

opportunity of clarifying the professional role. This, it is hoped, will have a

positive effect on the role model they themselves will become.

The ‘emic’ perspective adopted in this study will facilitate the emergence
of both students’ and midwives’ perspectives on how students learn the
role of the midwife from their role models. Previous experience and
learning outcomes which students need to achieve will influence
perceptions of their role models (Howie 1988). An increasing number of
three and four year midwifery programmes have been initiated for students
with no prior nursing experience. My study includes participants
undertaking these programmes and qualified nurses participating in the
eighteen-month midwifery programme. Any differences between the

experiences of these students are therefore likely to emerge.

Jung (1986) suggests that role modelling raises more questions than
answers. In the absence of any literature to illuminate understanding of
this process in midwifery practice, numerous questions arise. This chapter
will begin to explore the concept of learning a role from role models and
raises some questions and issues which the research study will seek to
answer. The context in which the study takes place will also be considered
as this is likely to influence participants’ perceptions of their role models

and how they help them to learn the role of midwite.

Role Modelling

When midwives are allocated to work alongside students, acting as a role
model is a requirement of their role. Role modelling relates to modelling
behaviour specific to a role (Jung 1986) and is an approach to learning,
based on the belief that individuals learn by observation and imitation
(Miller & Dollard 1962, Bandura & Walters 1963, Bandura 1969,
Bandura 1977, Bandura 1986). Alternatively it can be viewed as teaching
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by example (Ficklin et al 1988). The role model demonstrates a skill and
the learner emulates what has been witnessed. Kemper (1968:33), a
sociologist, defines a role model as an individual who ‘possesses skills
and displays techniques that the individual lacks and from whom, by
observation and comparison with their own performance, the individual
can learn’. Bandura’s perspective of social learning theory emphasises the
importance of role models in helping individuals to learn new behaviours
(Bandura & Walters 1963, Bandura 1969, Bandura 1977, Bandura 1986).
His experiments, however, took place in the late 1960°s and did not occur
in natural settings. They also focused on the influence of adults on
children rather than on the influence of one adult on another. Nevertheless

his 1deas are pertinent to the concept of role modelling in midwifery and

are applied where relevant throughout my study.

A number of studies have specifically explored the issue of role models in
medicine and nursing (Steithl 1977, Gerber 1979, Shuval & Adler 1980,
Gerber 1982, Bellinger et al 1985, Dotan et al 1986, Lublin & Driver
1986, Siegler et al 1987, Green 1988, Lublin 1992, Kelly 1992, Wiseman
1994). These studies were undertaken in America, Australia and Israel
where culture and practices may differ from those in England. Some adopt
a quantitative approach and therefore do not provide the ‘insider’s
perspective. When a qualitative approach has been adopted there 1s a lack
of depth and detail in these studies to provide an understanding of the
process by which practitioners learn a role from their role models. Little

attention has been paid to the poor role model.

Infante et al (1989) believe that role modelling facilitates an understanding
of a role and the expectations associated with 1t. More specifically
learning includes attitudes (Irby 1986, Seigler et al 1987, Lublin 1992,
Emmons 1993, Davies 1993, Campbell et al 1994), values and beliefs
(Emmons 1993, Davies 1993), knowledge (Irby 1986, Lublin 1992,
Campbell et al 1994), skills or behaviour (Irby 1986, Lublin 1992), good
practice (Lublin 1992), interpersonal skills (Lopez 1983) and how to
enhance the quality of care by using knowledge, experience and intuition
to perceive the patient’s situation as a whole (Pyles & Stern 1983). In the

early stages of development role models assist students to develop their
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own professional identity. As students become more experienced these
role models help students to increase their level of competence (Dotan et

al 1986). This is achieved through the process of socialisation.

Setting an example

Students need good role models to ensure they develop the knowledge,
skills and attitudes necessary to become competent to practise, to provide a
high standard of midwifery care and ensure a positive birth experience for
women. An assumption implicit within the definition of a role model 1is
that a good example will be demonstrated for students. What constitutes a
good example may not be an issue on which all midwives would agree.
Each midwife will have developed her own attitudes, values and beliefs,
which influence her style of practice. Individual skills may be performed
in slightly different ways and differing interpretations of knowledge will
influence whether that knowledge 1s applied in practice. Each midwite is
therefore unique and her practice derives from what Stolurow (1972) refers
to as an abstract rather than a concrete model. How the role 1s defined, and
the example which 1s set for students, 1s an area for exploration in my

study.

In the context of this study the term ‘model’ 1s also used to refer to an
approach to care. The expectation that midwives will be autonomous and
provide a woman-centred model of care (DOH 1993) implies that
midwives who adopt this approach set a good example for others to
follow. This model of care 1s based on a philosophy that childbirth 1s a
normal physiological process. Women are therefore the focus of the
midwifery care they receive. Flint (1986) offers a description of what she
calls a ‘sensitive midwife’ whose practice 1s based on this beliet. This
description offers a very good insight into the woman-centred model of
care as well as the example set by the midwife. Flint was arguably ahead
of her time and a pioneer of this model of care. The sensitive midwife
values and respects the women she cares for and is able to make them feel
'special’. She can recognise and respond to women's needs and create the
confidence for women to believe 1n their own ability to give birth. The
midwife listens to what women have to say, shares her knowledge with

each couple so that they know what options are available, and encourages
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them to consider the type of care they would like to receive. Sharing
information with women provides choice and empowers them to make
their own decisions. In this way a mutually participative relationship like
that described by Szasz & Hollender (1956) is achieved and the autonomy
of the client is acknowledged (Siddique 1999). Continuity of carer
facilitates the establishment of this relationship. Personal growth of the

woman 1S therefore an integral part of this model.

During labour the ‘sensitive’ midwife provides a safe and private
environment enabling women’s dignity to be preserved. The relationship
established during pregnancy is based on confidence and trust, and it is
this that helps women to concentrate on their labour and listen and
respond to their own bodies. In this way women are in control of their
own birth experience. According to Flint (1986) flexibility of care enables
the midwite to create a role in which she can intuitively anticipate and
respond to needs. She is able to use her interpersonal skills to
communicate care and encouragement in a relationship, which i1s mutually
rewarding and provides emotional support and comfort at times when it is
most needed. When these skills are combined with a sound knowledge
base the midwite practises both the art and science of midwifery (Magill-
Cuerden 1993). In addition Page (1995) highlights the importance of
decision making based on knowledge and experience and the influence of
the midwitfe 1n providing a positive or negative experience of childbirth.
This woman-centred approach to midwifery care 1s more commonly found
in the community setting (Kirkham 1987, Benoit 1989, Griffith 1996).
Few doctors are available, and it 1s 1n this setting that midwives can

practise autonomously.

Flint’s (1986) description i1s just one midwife's personal view of what
might be perceived to be the 1deal midwite and 1s based on her own beliefs

and not on those of research findings. It does, however, correspond to what
many women want (House of Commons Health Committee 1992, DOH

1993) and an approach to care that many midwives want to give.

A very different example 1s set when midwives base their practice on the

medical model of care. This model i1s associated with a philosophy that
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childbirth is only normal in retrospect’, a view which many midwives have

accepted (Comaroff 1977, Schwarz 1990). Childbirth is perceived to be a
physical illness which necessitates frequent monitoring and interventions
based on an assumption that they avoid complications and ensure health
and wellbeing of mother and baby. Many of these interventions were never
evaluated prior to their implementation (World Health Organisation
(WHO) 1985, Chalmer et al 1989). Medical interventions associated with
this model of care are usually recorded in written policies, which have
mainly been influenced by obstetricians and anaesthetists (Garcia &
Gartorth 1989a, Garcia & Garforth 1991). They determine the care women
will receive. The way in which such care is prescribed implies that health
protessionals know what care is best for women. The relationship between
doctors and women 1is therefore paternalistic and can be likened to what
Szasz & Hollender (1956) call the activity/passivity relationship. This
relationship i1s associated with doctors actively making decisions about
what care women will receive while women are passive recipients of that
care. The medical model of care 1s designed for sick people. Its application
to pregnant women was originally for those classified as ‘high risk’ but has
been applied to all women (Oakley 1993, Tew 1995). As Oakley (1993)
argues, 1llness 1s associated with dependency, and its application promotes
the adoption of the sick role, in other words the pregnant woman becomes a
patient. According to Walker (1976), physical safety was perceived by
obstetricians to take precedence over emotional wellbeing. Oakley (1993)
agrees with this view and argues that social needs are also 1gnored. It 1s the
outcome of childbirth, which 1s perceived to be important, and not the
process. The hospital setting 1s particularly associated with the medical
model of care (Kirkham 1987, Benoit 1989, Griffith 1996), and i1t is this
model which students commonly witness in clinical practice. Walker
(1976) argues that midwives who initially trained as nurses are more likely

to accept this model of care. The attributes and the example, which

midwives set for students, will be investigated in this study.

What model of care and hence the role students learn may depend on
whether a student regularly works with the same midwife. Lack of
continuity may mean that students work with a different midwife on each

work shift. While this 1s sometimes to students' advantage because of the

15



variations in practice they may witness, it can also create confusion.
Students may emulate the practice of one role model only to discover that
this 1S unacceptable when working with another midwife (Emmons 1993,
Chamberlain 1993). How students cope in an environment where
interpretation of the roles differs will be considered. The potential for

conflict between midwives and midwives and students will also be

addressed by my study.

It 1s important to acknowledge that acceptance of the medical model of care
for all women had already begun to be reversed at the time this research
study began. Local initiatives by midwives, such as the 'Know Your
Midwife Scheme' (Flint & Poulengeris1987) had resulted in some changes
in the way midwifery care was organised. An inquiry into the maternity
services had expressed concern that the medical model should no longer be
the predominant model of care provided for women (House of Commons
Health Committee 1992). This was supported by the report called
Changing Childbirth (DOH 1993). What women want 1s flexible care that

focuses on meeting their needs.

Implicit within the definition of a role model (Kemper 1968) 1s an
assumption that the skills the role model possesses are desirable and
appropriate, but this may not be so. Skills may be performed correctly or
incorrectly or the skill correctly demonstrated but the communication
between client and midwife may be inappropriate. In this way the midwite
may set a poor example for students. The skills which students learn and

their appropriateness for practice are considered 1n this study.

The efficacy of role models

If a good example 1s set this might suggest the midwite 1s an etfective role
model. Student midwives in a study by Currie (1999) suggest midwives
are good role models when they are competent and confident.
Characteristics that have a positive effect on student learning include good
communication skills, the ability to empathise with women and remain
calm. According to Rauen (1974), a good role model is a practitioner who
can meet objectives as well as the expectations of a role. It 1s not clear

whose objectives or expectations these are the practitioners’, the clients’ or
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those of the organisation for which the midwife works. It would, however,
be 1nappropriate to say that a midwife providing woman-centred care sets a
good example and is therefore an effective role model. It would equally be
Inappropriate to state that a midwife providing the medical model of care
sets a poor example and 1s therefore an ineffective role model. Raphael-
Lett (1991) has described two types of women whom she places at either
end of a continuum. 'Facilitators' are perceived to be women for whom the
experience of birth i1s as important as the outcome (the baby). These
women want to be 1n control of their own birth experience. ‘Regulators’
are described as women who consider the outcome of birth to be important
while the process of childbirth is something which has to be endured.
These women want health professionals to be in charge of their birth
experience. Midwives who practise the medical model of care may be
good role models for students when caring for women who are
‘regulators’. The application of policies which determine the care these
women will receive, means the midwife will control the “women’s
experience of birth. Midwives who practise the woman-centred model of
care may be good role models for students when caring for women who
are ‘facilitators’. The partnership in care which {facilitates womens’
autonomy will enable women to be 1n control. If, however, women’s needs
are not met midwives are unlikely to be etfective role models regardless ot
the model of care adopted. When women are classified as ‘high risk’
intervention may be essential to ensure the wellbeing of mother and/or
baby. Nevertheless I would argue it is still possible for midwives to

facilitate a fulfilling experience for women within the bounds of such

practice.

[t 1s important at this stage of the study to state my preferences for the type
of care women receive, as this has the potential to influence collection,
analysis and interpretation of data. As a student midwife thirty years ago |
was taught only the medical model of care. I was unaware of any other way
of practising. I still consider this approach to care to be necessary for those
women classified as ‘high risk’. There is, however, a danger that models ot
care become prescriptions or policies for practice to which practitioners
rigidly adhere. In this way pregnant women may receive care dictated by

the model rather, than as Nicoll (1997) recommends, applying the model to
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the situation that the practitioner encounters. Contrary to the belief that
models are dynamic (Nicoll 1997), the medical model of care has remained
relatively unchanged. This may be because the model is not combined with
the midwifery process (Whitfield 1983) and care implemented without
reference to women’s needs, planning or evaluating care. I now know there
are alternative ways of practising and am open to change. I also realise that
not all women wish to have the same type of care. I want women to have
safe care that meets their needs and provides them with a positive

experience of childbirth. Most of all I want women to have a choice in their

care and the opportunity to make their own decisions.

The influence of role models

The literature shows that role models in nursing and medical practice have
an Influence on the students in their care (Steihl 1977, Gerber 1979,
Gerber 1982, Shuval & Adler 1980, Pembury 1980, Marson 1982, Pyles
& Stern 1983, Lopez 1983, Bellinger et al 1983, Lublin & Driver 1986,
Dotan et al 1986, Green 1988, Lublin 1992, Kelly 1992, Davies 1993,
Nelms et al 1993, Parathian & Taylor 1993, Wiseman 1994). Role models
during teacher training for general education schools are also influential
(Steihl 1977). This influence may be demonstrated by following practice
which has been observed, or by displaying some of the characteristics of
the role model (Dotan et al 1986). The decision about what to emulate
lacks clarity. Studies which focus on the role model i1dentity which
characteristics or practice students would like to emulate, but whether they
do so upon qualification is not stated (Steithl 1977, Gerber 1979, Shuval &
Adler 1980, Gerber 1982, Bellinger et al 1985, Dotan et al 1986, Lublin &
Driver 1986, Siegler 1987, Green 1988, Lublin 1992, Kelly 1992,
Wiseman 1994). Only Steihl (1977) considers the length of contact
required for role models to be influential. For this a minimum of six
weeks contact 1s necessary. How frequently within this time span the

student must work alongside the role model is not 1dentified.

Midwives have an influence on student midwives, but there 1s little
evidence to support what that influence might be. It 1s known that student
midwives follow the practice of their role models. Kirkham (1987)

observed students who very quickly learnt to emulate the ‘verbal asepsis’
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or blocks to communication, which their role models adopted when they
interacted with women in labour. Likewise, in an unpublished thesis
which analysed two cultures in midwifery education and practice,
Emmons (1993) observed students communicating with labouring women
using the same words as their role models, although it could be argued that
they used the language associated with midwifery in the absence of any

other.

Some midwives are known to have a negative influence on students.
According to Barclay (1984), Begley (1997) and Montgomery (1998) a
bad day for students is not about workload but the midwife, and the
negative attributes that some midwives demonstrate are known to
contribute to the rate of attrition from the profession (Mander 1983,
Mackeith 1994, Montgomery 1998). In the clinical setting students are
allocated to work alongside a mentor or named midwife. The English
National Board (ENB) has regularly revised the way in which it defines a
mentor but the aim 1s to guide, and support students in their learning (ENB
1989, 1995, 1997). Some midwives are unsuitable to be mentors (Bewley

1995), but I have found students reluctant to request a change of mentor

unless serious problems in their relationship are encountered. That
difficulties arise 1s perhaps not surprising when students have little
influence on the choice of their mentor, and there 1s a philosophy 1n some
instances that 'any mentor 1s better than no mentor (Bewley 1995:132).
This may be because difficulties are encountered in ensuring an adequate
number of suitable midwives are available to be mentors for student
midwives (Kent et al 1994). This suggests no criteria are used when
identifying role models with whom students can work, or when there 1s a
choice of role model the criteria used are not made explicit.

Of importance to me was whether students were aware of the etfect their

role models had on them and equally whether midwives were conscious of

the effect they had on students. It is possible that role models may not be
aware of the effect they have on others. This may be because they do not

consciously think of themselves as role models. Alternatively, as Jung

(1986) suggests, the influence of role models may only be revealed much

later. The long-term effect of the role model on an individual may

theretfore be more important than their intentions (Jung 1986). Jung (1986)
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suggests that accepting similar values is also part of the influence of role
models. This implies that values are internalised and corresponds to the
beliet of Bandura & Walters (1963) that role modelling is a broader
process than just imitating. This classic text suggests it 1s also the process
by which an individual identifies with or tries to become like another
person. However, other factors may influence behaviour and emulation ot
practice does not necessarily indicate internalisation of values and beliefs.
[f students practise alongside role models that implement different models
of care the values and beliefs of two opposing models of care cannot be
internalised. Davies (1988), Chamberlain (1993) and Yearley (1999) did
not identify which version of midwifery students practised upon
qualification, but my own experience suggests that they can be pressurised
to conform to the medical model. Confidence 1s required to establish a
different pattern of care, and this is not encouraged when the system of
active management of childbirth predominates. Kramer (1968) and Green
(1988) have identified that the bureaucratic role which emphasises
adherence to rules and regulations predominates in the clinical setting.
Within three months it is this role that nurses are more likely to have
adopted than the professional role which focuses on standards of care. The
midwifery culture is changing, and the role which is internalised needs to
be challenged. This raises the question of whether there are a sufficient
number of midwives with the vision and qualities necessary to implement
a new philosophy of care and act as effective role models. Individuals now
entering the profession may already have the appropriate values and
beliefs associated with a woman-centred model of care, others may not.
The influence this might have on which role models students choose to
work with, if they have a choice and if so the criteria for making that
choice are all issues for consideration.

If students are to emulate the practice of their role models they must first
learn the necessary skills. It is implied within Kemper’s (1986) definition
that a conscious decision is made by the individual to observe and learn
from the role model. Social learning theory emphasises that if learning is
to take place attention must be given to the role model’s performance and
the learner must be motivated to learn (Miller & Dollard 1962, Bandura
1969, Bandura 1977, Bandura 1986). Observation alone may result in

learning but learners will need to have the ability to retain components of
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the skill in their long-term memory (Bandura 1969, Bandura 1977,
Bandura 1986). This may be dependent on the amount of contact and the
length of contact with their role model (Miller & Dollard 1962). How
Information is coded, stored and retrieved is also likely to be influential
(Bandura 1969, Bandura 1977, Bandura 1986). Bandura (1986) renamed
social learning theory, social cognitive theory in acknowledgement of the
cognitive processes involved. The inclusion of cognitive abilities as an

important part of the learning process suggests that meaning has to be

attached to the observed behaviour and consequences perceived before
actions are imitated. Vicarious learning takes place when the consequences
of others actions are observed (Bandura 1969, Bandura & Walters 1963,
Bandura 1977, Bandura 1986). The ability to perform the skill and
motivation to do so will also determine whether imitation takes place.
Intrinsic and extrinsic factors are all influential motivators (Bandura 1977).
The accuracy with which the skill is emulated will be dependent on the
opportunity to practise it (Bandura 1977) and the proximity of the role
model will influence whether reinforcement is part of the learning process.
Reintorcement 1s not necessary for learning to take place but emulation of

practice 1S dependent on the outcome or consequences of the action

(Bandura 1969, Bandura & Walters 1963, Bandura 1977, Bandura 1986).
The desire of the learner to be liked by the role model and the prestige of

the role model are also important (Miller & Dollard 1962, Bandura 1977).
Behaviour 1s likely to be followed if the outcome of it is valued (Bandura
1977, Bandura 1986). Students need sufficient self-awareness to recognise
their lack of certain skills and the commitment and motivation to compare
their own performance with that of their role models. Students entering a
midwifery educational programme come with varied life experience and
are at differing stages of personal growth. The degree of selt-awareness
and thus the ability to recognise a lack of certain skills may theretore be
more developed in some students than others. Selt-efficacy or the

individual’s belief that they can perform the skill is also 1nfluential

(Bandura 1977, Bandura 1986, Bandura 1997).

What motivates students to emulate practice is an issue for exploration in

my study. So too is the process by which students decide what they will or
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will not incorporate into their own practice as they develop their

knowledge and skills.

Learning and teaching: a passive or active approach

What students learn is likely to be influenced by the model of care adopted
by their role models. It is possible that perceptions of role models may also
be intluenced by their approach to teaching and learning and whether
students feel comfortable in their presence. The definition of a role model
provided by Kemper (1968) implies that learning is a passive process. No
mention 1S made of interaction between role model and learner. Student
midwives do learn by observation and imitation (Davies 1988,
Chamberlain 1993, McCrea et al 1994). This is also an important feature of
student nurse learning (Coles et al 1981, Burnard 1992, Baillie 1993,
Davies 1993, White et al 1993) although senior students perceive it to be
less helpful (White et al 1993). When learning is a passive process this
implies that learning occurs spontaneously. The clinical teacher does not
have to intentionally teach nor the student to consciously learn.
Observation does not, however, provide a guarantee that learning will take
place although some midwives believe that this 1s all that 1s necessary tfor
students to learn (Chamberlain 1993). What 1s observed may not be
understood. With no interaction the student may learn how to perform a
skill but might not be able to justify its use. This corresponds to how
students will learn if observing the role model from a distance. When an

individual responds only to the stimulus of the role model matched

dependent behaviour occurs (Miller & Dollard 1962).

Mentorship can be perceived to facilitate learning through a relationship
between teacher and learner. Learning from a role model can therefore be
viewed as an active process (Bandura 1969, Bandura 1977, Puertz 1985,
Bandura 1986, Rogers 1986). Students interact with their teachers and are
thus able to question the care that is given and receive answers. In this way
the learner can clarify issues of uncertainty and understand the rationale for
their own and their role models’ actions. Mentors therefore actively help
students to learn. Learning becomes a two way process, and how the
clinical teacher acts may be influenced by the observer. Copying rather than

matched dependent behaviour takes place when the imitators respond to
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their own and their role model’s stimulus (Miller & Dollard 1962). This
active participation in the learning process is clearly outlined by Lopez
(1983). She describes how she acts as a role model demonstrating
Interpersonal skills to nursing students. Interaction takes place between role
model and patient. Students then have the opportunity to discuss with the
teacher what they have observed. Critical analysis of the scenario enables
learning to be 1dentified and feedback given. Erickson et al (1983) suggests
that to be an effective role model the person acting as a role model must
first empathise with the client so that the client’s view of the world can be
perceived from the role model’s perspective. The planning and
implementation of care, which promotes well being of individual clients,
combined with knowledge, forms the art and science of role modelling.
This unique understanding of an individual’s perspective enables the
teacher to identify and sensitively demonstrate new skills or present i1deas
for alternative approaches to action without threatening the position of the
learner. To achieve this, individuals must be unconditionally accepted and
nurtured to allow personal growth and development. Implicit within this
perception of role modelling 1s a relationship between teacher and learner,
which facilitates this growth and the skills of communication as a means ot
achieving this. It 1s the interaction and the relationship between role model
and learner which facilitates meaningful learning (Rogers & Freiberg
1994). This humanistic approach values individuals for what they are and
what they bring to the learning experience. Also crucial to the relationship
1s genuineness and trust (Rogers & Freiberg 1994). When learning 1s a two
way process there is the potential for midwives to learn from their students

which may become apparent in my study.

The preferred mentor 1s someone who has a personal interest in the
student and a commitment to promoting the student's personal and
professional growth as well as her own. Some midwives may not have this
commitment or might be committed to one student but not to another. A
lack of commitment to students might result in less interaction and
therefore passive rather than active learning. If an aspect of role modelling
is nurturing the individual (Erickson et al 1983) a lack of commitment
might mean a midwife 1s a poor role model because there is little

interaction with the student. It 1S, however, feasible for the same midwife
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to be a good role model when practice is viewed from a distance.
Emphasis will therefore be on observation of the person’s skills rather
than 1nteraction with the role model. This suggests that both active and
passive approaches to learning and teaching are beneficial. Which of these

approaches midwives adopt will be explored in this study.

A tew studies have focused on role modelling as a method for
demonstrating and teaching how to give nursing care to patients (Davies
1993), aspects of nursing such as ‘caring’ (Hughs 1992, Nelms 1993),
how to give bad news to patients (Parathian & Taylor 1993) and
developing skills in critical care nursing (Pyles & Stern 1983). Parathian
& Taylor (1993) and Nelms et al (1993) achieve this indirectly through the
use of video scenarios. Discussion of what has been observed enables
identification of appropriate and inappropriate role model behaviour.
Deliberate action can then be taken to avoid emulating negative
characteristics (Parathian & Taylor 1993). Additional outcomes that may
be unexpected may also be learned (Nelms et al 1993). A potentially

passive approach to learning then becomes active.

Transmission of a role

A role can be consciously or unconsciously transmitted to others (Odling
et al 1990). An active approach to learning and teaching suggests that the
midwife 1s aware of being a role model although this may not be
consciously considered when fulfilling the role. Jung (1986) points out
that the word role involves an interaction between two or more people and
role modelling 1s usually a deliberate process. When student learning i1s
formally planned and structured, this reinforces the belief that acting as a

role model 1S a conscious act.

Midwives may be unaware that they are being observed, and anything that
students learn will be unplanned. Acting as a role model will theretore be
an unconscious process, although midwives might initially set out to be
role models. If midwives do not consciously consider themselves as role
models, it has to be questioned whether learning from a role model is a
process which happens simply because midwives practise in the presence

of students. Learning by observation and imitation is believed to be

24



enhanced when the demonstration of a skill 1s reinforced with verbal
instruction (Miller & Dollard 1962). Lack of instruction might imply that
the individual who acts as a role model is not consciously aware of the
process. No clear goals may be determined, and there is no pressure on the
part of those who observe to imitate and conform to specific behaviours.
Although community midwives do provide students with instructions,
Chamberlain (1993) claimed that their hospital counterparts rarely do so. I
wanted to know 1if midwives working with students were conscious ot
being role models, the model of care they practised, the effect this had on
students, and whether they were aware of this effect. When the well being
of mother and baby is central to the care which is given, observation and
imitation alone will not always be an appropriate way to learn. In the
setting 1n which student midwives learn it may be difficult to 1magine that
as adults they will learn 1n this way. Passive learning i1s, however,

acknowledged to occur in nursing practice (Marson 1982).

Influential role models

Betz (1985) believes that initially education staff are the most significant

persons for nursing students. This i1s perhaps not unexpected as students are
usually introduced to the classroom environment before entering the
clinical setting. The findings of a quantitative study by Steihl (1977)
support this belief. As experience 1s gained in the clinical setting the impact
of these role models 1s gradually reduced and clinical practitioners become
more important. Green (1988) 1n a quantitative study contradicted this view

when she identified no classroom teachers were chosen as role models.
Findings of this study do, however, need to be viewed with caution as the
sample of twenty-five 1s too small for determining significant results.
According to Rogers (1986:80) educationalists explain, guide, and 'practise
under simulated and often i1deal conditions, for this reason clinicians are
usually chosen as role models because the abstract image 1s made concrete
by observing the work of the practitioner'. Dotan et al (1986) and Green
(1988) confirm this. Bellinger et al (1985) and Green (1988) determined
student nurses’ choice of ideal and actual role models. Clinical instructors
were most frequently chosen by students as their 1deal and also their actual
role models (Bellinger et al 1985). Less frequently chosen was the staft

nurse. This directly contradicts the findings of Green (1988). However,

25



these studies do differ. Bellinger et al (1985) undertook a large study using
a sample of first and second year students. Green (1988) selected students
who were coming to the end of their nursing programme. They therefore
had more experience of working in the clinical setting. A more extensive
questionnaire was also used to include conceptions of the role fulfilled by
their role models. In midwifery practice the role of clinical teacher is
incorporated within the role of the midwife and is not distinct or separate
from 1t. My study does not consider education staff as role models for
students but focuses on midwives who practise on a continuous basis in the
clinical setting. Which midwives are the most significant persons for

student midwives will be addressed.

The context in which learning takes place

Participants’ perceptions of learning and teaching in clinical practice can
only be interpreted in the context in which the study took place. The role
students learn and how they learn it involves interactions with their role
models and their environment, and this is likely to influence their

perceptions of the midwife’s role and the way 1n which care 1s given.

Quinn (1988:395) defines the clinical setting as 'any context where patient
or client groups are provided with services relating to health'. In the clinical
setting 1t 1s anticipated that students will frequently work with the same
midwife or mentor. Assessment of students’ performance has traditionally
been included in this role. In 1996 the ENB introduced the concept of an
assessor, an individual distinct from that of the mentor. Despite the ENB’s
distinction between the two roles, my own experience in clinical practice
suggests these roles are not separated. Students are allocated to work
alongside one midwife who i1s called either a mentor or assessor who
continues to support learning and assess performance. For the purposes of
this study the term mentor will be used to mean mentor and/or assessor

because this is the terminology most frequently encountered 1n the

literature.

The morale of students’ mentors 1S crucial to the atmosphere of the
learning environment and their attitude towards students. Expectations of

midwives are determined locally and nationally. How these are interpreted
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can have a positive or negative influence on how midwives view their role
and the atmosphere, which is created. Unremitting change within the NHS
and an acceleration of change within the midwife’s role has left many
midwives demoralised, unsupported and devalued (Henderson 1995). In
addition women's expectations have increased as have those of the UKCC
(1994) Evidence based practice is now expected and there is a legal
requirement for all midwives to maintain a professional portfolio to
demonstrate how they maintain and update their knowledge and skills and
their relevance to practice. The effects of a clinical regrading exercise in
1988 were of continuing concern to midwives. With students participating
in midwitery diploma, advanced diploma and degree programmes, 1t has
been suggested that there 1s now pressure for qualified midwives to

achieve the same academic level (Sidebotham 1993). All of these factors

have increased demands made on midwives.

All students participating in this study gained clinical experience working
in the hospital environment. Some students acknowledge there are not
enough mentors in the hospital (Pulzer 1996), and it is in this setting that
students often feel unsupported (Kent et al 1994). When Changing
Childbirth was published, the Department of Health (DOH 1993)
acknowledged that 99% of births took place in hospital. The type of
maternity unit in which students worked varied according to the particular
midwifery programme they were undertaking (see page 54). All maternity
units provided students with experience of caring for women and babies
during pregnancy, labour and the postnatal period. Each site was, however,
unique because of its geographical position and the population it catered
tor. The extent to which students were exposed to the medical model ot
care differed. This model was most notable in the Teaching Hospital and
maternity units attached to the District General hospitals. These hospitals
cater for women classified as ‘high’ and ‘low’ risk. The Teaching Hospital
serves not only the local population but is also designated a Regional
referral unit for women 1n other catchment areas with complications
requiring specialised treatment. It 1s also a regional centre for special and
intensive neonatal care and the general hospital sited near by is a centre for

paediatric cardio-thoracic surgery. An extensive range of complications i1s

encountered, more than would otherwise be expected.
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Anforth (1992) suggests a mentor should provide continuity over a period
of time. The more traditional approach of allocating students to different
clinical areas every six weeks meant that students who were based in a
Teaching Hospital were given a new mentor with each move. During the
time span of this study maternity care was fragmented in all units with the
exception of the Midwifery Led Unit. This means women move between
the antenatal ward, labour ward and postnatal ward to receive the relevant
care (Robinson et al 1983) and midwives work in a ward providing only
one aspect of midwifery care (DHSS 1970, Robinson et al 1983, Robinson
1989, WHO 1985, Robinson 1990). Even when wards were combined
antenatal and postnatal, staff still tended to be allocated to provide one
aspect of care according to students. Some midwives, particularly those
with junior status, rotated between departments to consolidate their
midwifery training. Students were therefore allocated to work in hospital
ward areas catering for a specific aspect of care or the community setting
for a number of weeks. Many of these allocations were for no more than
six weeks. Like student nurses in occupational socialisation studies by
Mackay (1989) and Melia (1987) student midwives participating in my

study were just ‘passing through’ the clinical setting.

The Midwifery Led Unit which, as its name implies, was led by midwives
who catered only for women, classified as ‘low’ risk. The philosophy of
this unit was based on childbirth as a normal physiological process.
Students witnessed midwives using all their skills, with doctors only
participating 1n care if invited to do so. There were no paediatricians on
site and so an essential requisite for midwives working in this unit was
regular updating in the skill of resuscitating the newborn infant. The
organisation of the maternity services can influence the length of the
relationship and the number of mentors any one student has. Students
participating in this study who worked in the innovative midwifery led unit
had the continuing support trom one mentor throughout their course, but

worked alongside other midwives when gaining experience elsewhere.

Despite the recommendations of Changing Childbirth (DOH 1993)

minimal changes had occurred within the organisation of the maternity
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services In the geographical sites in which this study took place.
Throughout the data collection period, changes did take place in all units
but according to students appeared to be minimal. Nevertheless there was
considerable pressure to identify and explore new ways of organising care.
The Midwifery Led Unit was innovative and a leader of its kind. A gradual
change in philosophy means that women are encouraged to be ambulant if
they wish and intervention kept to a minimum for women classified as

low risk’, but this is dependent on the midwife giving care.

At the start of this study one maternity unit had established teams of carers
comprising different grades of staff including midwives and an
obstetrician. Each team operated from a ward providing antenatal and
postnatal care. Midwives in the team attended the obstetrician’s antenatal
clinics and, where possible, provided care in labour to women booked for
care under the same obstetrician. On evaluation it became apparent that the
aim of providing continuity of carer for women, if it occurred, was due
more to chance than planned organisation. The large size of the teams was
thought to be responsible for this and the strategy was discontinued. The
Teaching Hospital had also established four teams of midwives who
practised in the community but delivered women in hospital. Towards the
end of data collection further reorganisation took place with the
establishment of two teams of midwives linked to a hospital ward but
working 1n the community setting. Those midwives practising within the
hospital sought to provide women with continuity of carer by organising
themselves each day to work 1n an area of care where women they had

previously cared for were sited.

All students gained experience in the community setting. In this setting
midwives provide care, supervision and advice to women 1n all
socioeconomic groups. A limited amount of experience is available in
providing care to a variety of ethnic minority groups. Students have the
opportunity to participate 1n the full scope of the midwife’s role providing
care for mothers and babies within their own environment. Students may
gain experience in assisting women to give birth at home. The small
percentage of home births does, however, mean that this experience is

minimal and some students did not have this opportunity. In this setting
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students perceive that they ‘learn’ normal midwifery (Pulzer 1996). When
working 1n the community, students lacking in knowledge and skills cannot

be left on their own and therefore work alongside a midwife often achieving

continuity.

Students who were based in the Teaching Hospital had the opportunity of
working 1n one of a number of General Practitioner Units. These units are a
community resource and therefore also associated with a woman-centred
model of care. In this setting students participated in the full scope of the
midwife’s role sometimes alternating between giving care in the unit and in
the women’s home. The units are small with four to eight beds. At the time
of my data collection they were organised by midwives who provided most
of the care 1in conjunction with the woman’s General Practitioner. If mother

or baby experience complications referrals are made to an obstetric unit.

The reality for students appeared to be work carried out mainly by
midwives who practise a medical model of care. Whether this reality has
changed i1s one of the questions of my study. From my own observations
and from listening to students, the woman-centred version of midwitery
continues to be found more often within the community environment
where the restrictions of hospital practice are not 1mposed upon
community midwives. Not all community midwives will, however,
practise in this way. Likewise in the hospital environment students may
encounter the woman-centred version of midwifery, but despite some
changes in organisation of the midwifery services a woman-centred
approach to care may still be difficult to achieve, despite the desire to do

SO.

Summary

The aim of this research 1s to focus on how students learn the role of the
midwife from their role models. In the ensuing chapters the way 1n which
the role of midwife is interpreted and enacted is examined. The approach
to learning and teaching which midwives adopt, the influence this has on
what and how students learn and the professional identity they acquire are
also explored. The midwifery culture until recently supported a medical

model of care. Emphasis 1s now placed on ensuring midwives provide a
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woman-centred approach which meets the needs of all women. Knowledge
generated from this study will provide an increased understanding of how

the culture is transmitted from one generation of midwives to the next and

how over a period of time that culture can change.

Footnote 1

This research study is written in the first person. I concur with Webb's
(1992) view that in qualitative research the researcher interacts with

participants and becomes part of the research study, thus enhancing the

trustworthiness of the data. For this reason, and because the researcher is

the main research tool in qualitative research, I have adopted the use of the

first person when directly referring to my own actions.

Footnote 2

Midwives and students who participated in this study were all female. For
this reason and, because midwifery is a predominantly female profession,
the term ‘she’ is used throughout the text. It 1s acknowledged however, that

there 1s a small minority of men practising within the profession.
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Chapter Two

The Initial Literature Review

Introduction

Glaser & Strauss (1967) and Strauss & Corbin (1998) advise that a review
of the literature, prior to commencement of a grounded theory study
should not be a detailed one. Development of theory may be hindered if
the researcher has preconceived ideas about the phenomenon studied. I
undertook an exploration of the main literature to gain an overview of
issues relevant to my study. In doing so, gaps in knowledge were
ascertained. The literature review was also used to justify the research

approach and attempted to show how the study contributes to existing

knowledge.

Role models in midwifery practice help students to learn the role of the
midwife. For the purpose of this study it was considered appropriate to
brietly explore the scope of the midwife’s practice and the factors which
inhibit full achievement of the role. The way in which the role has
evolved over a period of time and how students come to learn it was also
considered to be relevant. Attention has also been given to the role of the
midwife as a clinical teacher. In doing so I have ‘set the scene’ and
broadened the context in which the study took place. Ultimately an
extensive literature review has been undertaken. This helped me to relate
the literature to the emerging themes and the findings of other studies to

confirm or refute those of my own.

The role of the midwife

The formal definition of the term midwife adopted by the profession’s
statutory body and quoted in the Midwives code of practice (UKCC 1998)
can be found in Appendix 1. The activities required to enable the midwite
to fulfil this role are also clearly stated (UKCC 1998, Appendix 2). Some
midwives will not, however, participate in the full list of activities.
Midwifery practice is governed by legislation and all midwives should be
familiar with the Midwives rules (UKCC 1998) which determine their role

and responsibilities. Within these rules the midwife's level of
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responsibility is clearly stated. Complementary to these rules is the
Midwife's code of practice (UKCC 1998) which outlines a standard of
practice and offers further guidance and more detail on some of the issues
included within the rules. An acceptable standard of practice is that which
1S achieved in the light of current knowledge and clinical developments
(UKCC 1998). In addition the Code of Professional Conduct (UKCC
1992) outlines a national standard of behaviour expected of midwives. The
accountability practitioners have for their own practice 1s also highlighted
by the UKCC (UKCC 1992, 1996, 1998). Supplementary guidance is
given by the UKCC on such aspects as the administration of medicines
(UKCC 2000), professional practice (UKCC 1996) and records and record
keeping (UKCC 1998a). When fulfilling the role of the midwife the
expectations of the UKCC (UKCC 1998) must be met because it 1s a legal
requirement to do so. Infringement of these rules can result in allegations
of misconduct or negligence (UKCC 1998) even if mother and baby come
to no harm. Local Hospital and Community Trusts also determine policies
which influence the way in which midwives fulfil their role. These rules or

policies should be followed although it is not a legal requirement to do so.

The scope of the midwife’s practice

According to Pope et al (1996) the definition of the term midwife fails to
determine the boundaries of the midwife’s responsibilities. This suggests
that the role has no beginning or end and is therefore open to interpretation.
What role students learn will therefore depend on the midwives with whom
they work. The midwife can provide supervision, care and advice to
women during pregnancy, labour and the postnatal period (UKCC 1998).
In the event of deviations from the normal, midwives must legally notify a
doctor or other qualified health professional that has the experience and
skills to help them (UKCC 1998). In these situations the midwite continues
to provide care and support for women in conjunction with other health
professionals. The House of Commons Health Committee (1992) and the
report called Changing Childbirth (DOH 1993) acknowledged childbirth as
a normal physiological process and the midwife as the most suitable person
to provide maternity care for women classified as ‘low risk’ or
experiencing normal childbirth. The concept of normality is, however, not

easy to define. It raises not only the issue of what it is, but also who defines
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1t. Normality can be viewed from different perspectives (Kitzinger et al
1990, Robinson 1990, Hartley 1997), and Downe (1996) acknowledges
that perceptions of normality are not static but evolve over time. The role
of the midwife is therefore not easy to determine, and what is perceived to
be normal will influence the way in which midwives practise. The inability
to define normality inevitably poses dilemmas for midwives. Hartley
(1997), mm exploring this concept suggests that many midwives are
practising outside the bounds of normality. Without a clear definition of
normality there 1s, however, a lack of clarity about when medical assistance
needs to be obtained. In learning the role of the midwife, students must
therefore learn how to use professional judgement, to make decisions
related to care and develop the confidence which will enable them to take
the risks associated with making decisions. Currie (1999) explores some
aspects of the preparation of student midwives for their autonomous role.
How this 1s achieved in an environment associated with many constraints 1s
not, however, clear. My study will focus on the midwife as a role model
with the purpose of making explicit how students are facilitated to learn the

autonomous role.

The way 1n which an individual behaves within the role 1s known as role
performance or role enactment (Ruddock 1969). The DOH (1993)
provided opportunities for midwives to be innovative and flexible 1n
developing their role and in organising the maternity services to provide a
woman-centred approach to care. This model of care supports the belietf
that roles are negotiated and developed 1n response to interactions between
individuals (Mead 1934, Turner 1962) rather than a passive response to a
stimulus. A variety of patterns of care have been developed within the
woman-centred model of care including team midwifery, midwifery
managed delivery units and caseload management (Wraight et al 1993,
Pope et al 1996, DOH 1998). Midwifery group practices, similar to those
of general practitioners have been set up and evaluated (Allen et al, 1997,
Ness 1998) and schemes such as the ‘One to One Midwifery’ (McCourt &
Page 1996) have also been established. In this way midwives provide total

care for women, which meets their needs and expectations.
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These new schemes demonstrate the considerable scope for practice and
the UKCC (1998) does not appear to limit the activities of a midwife.
There will always be legal boundaries within which the midwife must
operate and the UKCC (1998) acknowledges that new skills can become an
integral part of the midwife’s role. It has been suggested that when new
skills are developed the role is extended (Mulholland 1997) or ‘enhanced’
(Pope et al 1996). Many midwives have, for example, become skilled in
interpreting cardiotocographs (CTGs), topping up epidurals, supporting
women requesting waterbirth, performing intravenous cannulation,
episiotomies and suturing perineums (Pope et al 1996). Some skills are

adopted by only a few midwives (UKCC 1998) but nevertheless become

incorporated within their role. These skills, such as ventouse extraction
(Mulholland 1997, Tinsley 1998) and ultrasound scanning (Proud 1992)
are not determined by the UKCC, but the midwife is accountable for
identifying and ensuring the training and experience she needs to perform
such skills 1s acquired (UKCC 1998). It could be argued that in taking on
technical skills previously undertaken by doctors, midwives might have
less time for their caring role (Isherwood 1995). A government decision to
reduce the long working hours of doctors (NHS Management Executive
1991) provides greater opportunities for midwives to acquire new skills.
More recently the midwite’s role has extended to include the development,
maintenance and evaluation of standards, audit of practice and performance
reviews, all of which are included within clinical governance (DOH
1998a). It has also been suggested that midwives should use their
knowledge and skills to make a greater contribution to women’s health
particularly in relation to health promotion (DOH 1999). This has always
been a part of the role but it could be argued that midwives have not made
the most of opportunities available to achieve this. The role of the midwife
is therefore dynamic, and students need role models who can show them
how to be flexible and innovative in developing their own role and cope in
a constantly changing environment. When students work with midwives
involved in new schemes, they learn what it means to be autonomous and
provide total care (Henty & Hartley 1997). The way in which role models
prepare students for this role and create confidence in their ability to do so

will be explored in my study.
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In a Nursing Times Survey 32% of 257 midwives believed their practice
retlected the full scope of the midwife (Reid 1993). Pope et al (1996)
1dentified 14% out of a sample of 771 midwives believed this to be so but
an additional 44% thought their practice generally reflected the full scope
of the midwife’s role. The way in which autonomy is defined can,
however, differ. Some midwives perceive this to mean providing all care
without involvement of a doctor while others interpret autonomy to mean
the provision of all midwitery care whilst at the same time collaborating
with doctors (Pope et al 1996). In exploring how role models help students

to learn the role of an autonomous practitioner the concept of autonomy

and how 1t 1s defined will be addressed.

The restricted role of the midwife

The law acknowledges the midwife’s right to act as an independent and
autonomous practitioner (House of Commons 1979, 1992, UKCC 1998).
Nevertheless studies such as those by Walker (1976), Robinson et al
(1983), Davies (1988), Brooks et al (1987), Emmons (1993), Chamberlain
(1993), McCrea et al (1994), McCrea & Thompson (1995) Askham &
Barbour (1996), have demonstrated that a large proportion of midwives in
the United Kingdom do not practise in this way and the assertion that
midwives are ‘practitioners in their own right’ is mainly rhetoric (Walker
1976, Davies 1988, Emmons 1993, Griffith 1996). Midwives have
generally perceived the amount of responsibility incorporated within their
role to be appropriate (Robinson et al 1983, Brooks et al 1987, Askham &
Barbour 1996). It is, however interesting to note that midwives often
perceive themselves to be autonomous when in reality doctors make

decisions for them (Robinson et al 1983, Henderson 1984, McCrea &
Thompson 1995).

The restricted role of the midwife is associated with the medical model of
care. It 1s important, however, to acknowledge that this role can also be
extended by acquiring new skills. Policies associated with this approach to

care are mainly influenced by doctors (Garcia & Garforth 1989). These

determine how midwives will practice and the care women will receive
(Robinson et al 1983, Garforth & Garcia 1987, Garcia & Garforth 19809,
Garforth & Garcia 1989, Pope et al 1996, Griffith 1996). The doctors’
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position of power in the hierarchy, which Freidson (1975) recognised,
enabled them to exert their authority over midwives. In doing so they

defined what was normal and abnormal childbirth. In this way doctors were

able to control not only the process of childbirth but also the practice of
midwives. The loss of identity and status associated with this subordination
means that midwives practise as obstetric nurses or handmaidens to the
doctor (Robinson et al 1983, Towler & Bramall 1986, Donnison 1988,

Davies 1988, Emmons 1993, Chamberlain 1993, Tew 1995, Hunt &
Symonds 1995, Begley 1997).

The medical model of care and the control of midwives’ practice supports a
functionalist perspective of socialisation which believes that roles are
clearly defined and learnt with rules to imform behaviour. Individuals
therefore enact their role by following directions as though they are reading
from a script (Parsons 1951). This corresponds to the views of Linton
(1969) who argues that the status an individual occupies is associated with
rights and duties. These determine how the individual will behave. Status
and role cannot be separated and when these rights and duties are fulfilled a
role is performed. Roles, which are prescribed and controlled by rules,
ensure everyone behaves in a similar manner. The expectation that
midwives follow a script written by doctors has meant that doctors have
acted as role models for midwives imposing their values and beliefs on
them. The functionalist perspective could also be seen to imply that roles
are static. Acceptance of the attitudes, values and beliefs associated with
the medical model of care have until recently ensured the role ot an
obstetric nurse is perpetuated. Viewed from this perspective role is
interpreted to mean the expectations others apply to the incumbent ot a
particular position (Ruddock 1969). If the expectations of some midwives
are that students learn the restricted role this raises a question about
whether students can also be prepared for the role of an autonomous
practitioner and, if so, which role students will practise when their name 1s

entered onto the professional register.

While some midwives may be happy to fulfil the medical model of care
Ruddock (1969) acknowledges that role may be interpreted to mean the

way individuals actually behave within the role. This perspective might
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imply that some individuals are unhappy with their role and only fulfil it
In a certain way because they consider it is what they should, or have to
do. The medical model of care does not meet the needs of all women
(House of Commons Health Committee 1992, DOH 1993, Oakley 1993)
and 1s 1n direct conflict with what was once the midwife's role in normal
pregnancy, labour and the postnatal period in the early 20" century. Some
midwives opted out of the National Health Service and became self
employed because they perceived this to be the only way of practising an
alternative model of care which met the needs of women (Hunter 1998).
The role set (Conway 1978, Biddle & Thomas 1979, Handy 1993)
comprising of other midwives and members of the health care team may
therefore 1nfluence the way midwives perceive they should practise.
Hunter (1998) points out, that new initiatives in midwifery care resulting
from Changing Childbirth (DOH 1993) now mean the distinction between
the provision of the service and the role fulfilled between NHS and the
small minority of independent midwives has now become blurred. How
the role is defined and enacted is likely to be influenced by the midwite’s

philosophy. When expectations of others differ from those of the role
incumbent conflict may occur (Ruddock 1969, Biddle & Thomas 1979,
Handy 1993). Currie (1999), Emmons (1993) and Griffith (1996) have, for

example, revealed the conflict between midwives when those who
implement the restricted role attempt to restrict the practice of midwives
who want to be autonomous. Prevention of such contlict was not
considered. How students and midwives cope with conflict and whether 1t

can be prevented will be addressed in my study.

The environment in which midwives work is known to influence the way
in which they practise (Benoit 1989, Kirkham 1987, Robinson et al 1933,
Pope et al 1996). In the hospital setting students encounter midwives who
provide routine, task orientated care and follow doctors’ instructions
(Davies 1988, Chamberlain 1993, Emmons 1993, Begley 1997).
Midwives work in a ward providing only one aspect of midwifery care
(Robinson et al 1983, Robinson 1989, Robinson 1990, DHSS 1970, WHO
1985). This fragmentation resulted in the loss of continuity of carer for
women and completion of tasks by the midwife rather than the provision

of total care and fulfilment of the full scope of the role (Robinson et al
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1983). Numerous references have been made to the under utilisation of the
midwite’s skills (DHSS 1980, Maternity Services Advisory Committee
1982, 1984, & 1985, Robinson et al 1983, WHO 1985). Students do not
see the decision-making process of midwives but observe their role
models referring to a doctor (Chamberlain 1993). This suggests that
students cannot learn to be autonomous in the presence of these midwives.
A lack of autonomy means midwives act as role models for the role of an
obstetric nurse. This restricted role 1s a reason why some students believe
they will not remain 1n midwifery practice (McCrea et al 1994). When
midwives have direct access to consultant obstetricians they exercise
greater responsibility (Green et al 1994). The role which students learn
will therefore be influenced by the environment in which they work.
Away from the consultant unit many policies do not apply in the

community setting and the midwife’s role is therefore less restricted

(Benoit 1989, Kirkham 1987, Robinson et al 1983). In this setting students
are more likely to observe the midwife as an autonomous practitioner
providing the woman-centred model of care. Most women, however, give
birth in hospital (DOH 1993). Time spent learning the role from a role

model in the community setting may therefore be limited.

The Role of the Clinical Teacher

The roles of health professionals including midwives are complex, and
while observation and emulation might enable attitudes and skills to be
learned, students need instruction and knowledge to justify their practice
and help them to develop their role. Some midwives are reluctant to fulfil
this aspect of their role (McCrea et al 1994, Chamberlain 1993, Barclay
1984). This may in part be due to lack of preparation for their teaching
role (McCrea et al 1994). Factors such as motivation (Robinson 1991),
staffing levels (McCrea et al 1994, Begley 1997), workload (Robinson
1991, Walker 1990, Bewley 1995), time (Kent et al 1994), interest 1n
teaching (Robinson 1991, Begley 1997) and the need for mothers and
babies to take precedence over students (Robinson 1991, Bewley 1995,
Begley 1997) all influence whether students are taught. Some midwives
have been known to expect senior students to teach junior students when
these senior students feel they lack the experience to do so (Chamberlain

1993). This suggests that students are also role models at a time when they
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may still lack expertise in clinical skills. They may therefore be

Inappropriate role models for junior students.

Clinical teaching is implicit within the role of the midwife. This may
account for the dearth of literature specifically about the midwife as a
clinical teacher. Many midwives complete the ENB 997 Teaching and
Assessing 1n Clinical Practice Course, but how effective this is in
preparing midwives for their teaching role is not known. Student
midwives have been known to receive little clinical teaching
(Chamberlain 1993, McCrea et al 1994, Barclay 1984, Walker 1990), a

deficit not made up by midwifery educationalists (Bewley 1995,
Chamberlain 1993, Robinson 1991). McCrea et al (1994) identified that
quality of clinical teaching influenced students’ self-confidence and their
desire to remain in midwifery practice. A perception of quality and the
amount of clinical teaching students receive may also be affected by how
clinical teaching 1s defined. Bewley (1995) acknowledges that midwives
and students perceive clinical teaching as a formal, teacher led process,
which takes place away from the bedside. When client care is a priority
student learning suffers when the ward is busy (Cavanagh & Snape 1997).
In reality far more learning takes place when students work alongside
midwives and participate in care. Teaching strategies for enhancing

learning from experience are not, however, used (Bewley 1995).

Acting as a role model is an important component of the clinical teacher’s
role (Rauen 1974). The clinical teacher is also a practitioner and a person.
Literature which explores the learning environment (Fretwell 1982, Ogier
1989, Orton 1981), attributes of the effective and ineffective teacher
(Jacobson 1966, Marson 1982, Morgan & Knox 1987, Nehring 1990,
Kotzabassaki 1997), mentoring (Cahill 1996, Earnshaw 1995, Gray &
Smith 2000), socialisation (Campbell et al 1994, Nolan 1998), quality of
nursing care (Redfern & Norman 1999) and role models (Stiehl 1977,
Gerber 1979, Gerber 1982, Dotan et al 1986, Lublin & Driver 1986, Irby
et al 1987, Lublin 1992, Davies 1993) provide evidence of the attributes
necessary to effectively or ineffectively fulfil these roles. What emerges 1s
a profile of competent and knowledgeable practitioners who enjoy their

role and are accountable for their actions. They have the interpersonal and
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teaching skills requisite for giving quality care to clients and helping

students to learn. Cognitive abilities assume greater importance for senior

students although affective attributes remain important throughout the

learning phase (Dotan et al 1986). Also of importance are personal
attributes particularly confidence and enthusiasm. Davies (1993) relates
qualities of the nurse practitioner to the care clients receive, positive
attributes being associated with a humanistic and client-centred approach
and negative attributes to routine care with little interaction between
practitioner and client. How the qualities of practitioners and their
approach to care 1is related to the learning and teaching strategies which
they adopt for students has not been explored. My study will rectify this
situation. Midwives have rated flexibility as the most important attribute
they should demonstrate in their practice (Pope et al 1996). The ability to
work within a team, reflect, be analytical, autonomous, creative and
assertive are also rated highly. Ten percent of the sample of midwives in
this study believed conformity was an attribute they should possess
although whether this is conformity to the rules (UKCC 1998), Trust
policies or doctors’ expectations 1s not clear. Conformity implies a lack of

innovation or ability to adapt the role and the influence of this on what

students learn needs to be addressed.

Students have an expectation that the clinical teacher will be a positive
role model (Rauen 1974). The best’ clinical teachers are known to be
g0od role models. Conversely the ‘worst’ clinical teachers are known to
be poor role models (Morgan & Knox 1987, Nehring 1990, Kotzabassaki

et al 1997). These studies relate to nurses in clinical practice. Whether
this applies to midwives who act as role models for students will be

considered by my study.

Helping students to learn the role

When the midwife acts as role model and teacher she helps students to
learn the role. The process of learning a role is known as socialisation and
is defined by Merton (1949:248) as 'the process by which the appropriate
values, attitudes, interests, skills and knowledge of the cultural group are

learnt’. As a result of socialisation a person is able to function within the

group (Elkin 1960:4). According to Cohen (1981) professional
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socialisation 1s achieved when the professional role identity becomes

Integrated with an individual’s self-concept.

A small number of studies have been undertaken, which explore the
socialisation of student midwives in England (Davies 1988, Chamberlain
1993, Yearley 1999, Currie 1999), Australia (Barclay 1984), Ireland
(McCrea et al 1994, Begley 1997), America (Reid 1986) and
Newtfoundland and Labrador (Benoit 1989). The depth and detail provided
by these studies varies according to the research paradigm which has been
adopted. It is also important to remember that midwifery programmes vary
In content and length according to the country in which they take place, as
do the laws that govern the midwife’s practice. Findings of these studies
therefore cannot be generalised to all midwives and students. Davies
(1988), Chamberlain (1993), Barclay (1984), McCrea et al (1994), Begley
(1997) and Currie (1999) focus on students who undertook a traditional
certificated course designed for those who were first socialised into
nursing. This system corresponds partially to an apprenticeship system
associated with ‘sitting with Nellie’. Reid (1986) and Benoit (1989) have
explored this system and although no longer typical it could be argued that
aspects of apprenticeship are incorporated within midwifery education in
this country today. Reid (1986) believes prolonged contact with the same
role model facilitates learning yet students frequently complain to me that
they never work with the same midwife. Yearley (1999) focuses on one
group of students undertaking a three-year pre-registration programme for
students with no nursing experience. The similarities and differences
between these students’ experiences are outlined later in this chapter.
Yearley (1999) does not clearly determine whether students learn the
restricted role of the midwife or the role of an autonomous practitioner.
While it appears clear that students 1n Ireland learn the role of the obstetric
nurse (Begley 1997) time of data collection might also suggest that this 1s
the role all students learn when undertaking the shortened programme. In

Newfoundland and Labrador (Benoit 1989) this role is associated with a

university programme which students in England now participate 1n.

The functionalist perspective of socialisation perceives the process of

learning a role to be a passive one involving little cognition (Parsons
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1951). This could be because socialisation is viewed at a high level of
abstraction when 1t might better be described as an ‘ideal type’. The
functionalist view of society could be placed at the extreme end of a
continuum where little in that society changes. Well known studies of
socialisation such as Becker et al (1961), Dingwall (1977), Lacey (1977),
Fretwell (1982) and Melia (1987) do not, however, support this view.
Instead they recognise an interactionist approach where students actively

participate 1n their socialisation process identifying, negotiating and

creating their own role.

An assumption 1S made by (Davies 1988) that qualified nurses already
socialised into the nursing profession bring with them the attitudes, values
and beliefs that support the medical model of care implemented for sick
patients. This assumption has not been challenged. It 1s my intention to
rectify this situation. Since these studies were undertaken there has been a
change in culture and Salvage (1990) talks of the ‘new’ nurse. Involving
clients in decision making and being flexible might suggest that qualified
nurses who become student midwives enter the profession with a
philosophy that supports flexible care. My study will identify what values
and beliefs students bring with them when they enter their midwitery

programme and their compatibility with the woman-centred approach to

Carc.

It 1S not easy to make the transition from nurse or lay person to student
midwife (McCrea et al 1994, Chamberlain 1993, Davies 1988, Yearley
1999). The process 1s associated with reverting to the status of a novice
and this creates anxiety. A lack of respect for students demonstrated by
midwives’ failure to recognise past nursing experience contributes to this
anxiety (Davies 1988, Chamberlain 1993). Mature students undertaking
the long midwifery programme experience more anxiety than younger
students and anxiety for all students on these programmes 1s compounded
by the attitude of midwives who believe students cannot become proper
midwives unless they are also a nurse (Yearley 1999). Anxiety is also
generated by the evident gap between what is taught in the classroom and
what is practised in the clinical setting (Davies 1988, Chamberlain 1993).
Davies (1988), Emmons (1993) and Chamberlain (1993) noted that

43



student midwives were introduced to two versions of midwifery which
Davies (1988) refers to as the professional and bureaucratic models
similar to those identified in nursing by Oleson & Whittacker (1968),
Kramer (1974), Bendall (1976), Orton (1981), Ogier (1989), Fretwell
(1982), Alexander (1983), Buckingham & McGrath (1983), Melia (1987),
Smithers & Bircumshaw (1988) and Mackenzie (1992). The professional
version of an independent practitioner who provides holistic care was
taught 1n the classroom, and only when a teacher was challenged did it
become evident that the reality might be different (Davies 1988). This
theory/practice gap 1s known to result in ‘reality shock’ (Kramer 1974)
which may influence qualified midwives to leave the profession (Davies
1988). The threat to leave the profession to reduce anxiety caused by this
gap was acknowledged by Chamberlain (1993) as a coping strategy
adopted by student midwives. It was not my intention to explore the
education students receive in the classroom but this cannot be isolated
from what happens in clinical practice. How students cope with anxiety
generated from working in the clinical setting is a further i1ssue for

exploration in my study.

Fitzpatrick et al (1996) comment that students will be socialised whatever
educational programme they undertake. The social process will, however,
be different depending on the teacher. The purpose of midwitery
education 1s to produce a practitioner who can fulfil the scope of the
midwife’s practice and act autonomously. Shuval & Adler (1980) suggest
that the functionalist perspective of socialisation implies that students
internalise the norms shared by the predominant group. This ignores the
possibility that students are introduced to one set of norms and values by
the school and another set 1n the clinical setting. Nor does such a view
take into account the possibility that in a changing culture a minority
group with power may restrict the way in which others practise. When
student midwives adopt the attitudes, values and beliefs that incorporate
the nursing model, students return to their former role (Emmons 1993,

Davies 1988, Begley 1997) which 1s contrary to expectations.

If students are to learn from their role models they must work alongside

midwives so that their practise can be supervised. The amount of
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supervision students receive may be limited when mothers and babies
have priority (Robinson 1991, Bewley 1995, Begley 1997). In a
quantitative study which explored their experiences as student midwives,
Australian midwives perceived their supervision to be inadequate (Barclay
1984). In a study of the occupational socialisation of nurses (Melia 1987),
student nurses were noted to say they had little opportunity to work with
qualified statf while a similar group of students in a research study by
Jacka & Lewin (1987) made an approximate quantification when they
stated they spent more than half their time in clinical practice working on
their own. A frequent lack of supervision and support often due to statt
shortages (Barclay 1984, McCrea et al 1994, Chamberlain 1993, Begley
1997, Hindley 1999) means that some student midwives are never shown
how to perform a skill. “Thrown in at the deep end’ learning takes place by
trial and error (Chamberlain 1993, McCrea et al 1994) and monitoring
progress to ensure competency 1S then inadequate (Chamberlain 1993).
When unsupported, junior students turn to students who are more senior
for support (Chamberlain 1993, McCrea et al 1994). Anxiety generated
from a lack of supervision and information to give care to women has
adverse effects on student learning. Left to their own devices there may be
little or no control over what students learn in the clinical setting. In the
absence of a role model students cannot learn their role. This raises the
issue of what influence other health care workers have on students and the

effect of this influence on students' conception of the midwife's role.

Learning can be facilitated or inhibited by the environment in which
students work. A number of studies have emphasised student nurses and
midwives as learners of a practitioner’s role and members of a work force
providing client/patient care (Wyatt 1978, Fretwell 1982, Barclay 1984,
Melia 1987, Ogier 1989, Cahill 1996, Chamberlain 1993, McCrea et al
1994, Begley 1997). This can lead to the perception that students are pairs
of hands which enable the work to be done (Mackay 1989, Hunt &
Symonds 1995). More recently supernumerary status means that students
are not counted in the work force, but to fit in with their role models
compromise this status by acting as workers (White et al 1993). In a
climate where service needs have priority, it has been questioned whether

it is possible to create an environment conducive to learning (Marson
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1982). The atmosphere of the ward is crucial to student learning (Ogier
1989, Orton 1981, Fretwell 1982, Jacka & Lewin 1987) and is determined
by the ward sister who acts as a role model (Ogier 1989, Pembury 1980,
Orton 1981, Fretwell 1982). The style of leadership is influential in the

environment created (Ogier 1989). A positive learning environment is

assoclated with an interest in students (Jacka & Lewin 1987, Fretwell
1982, Smith 1992, Marson 1982) and a commitment to teach them.
Teamwork 1s also important (Orton 1981, Fretwell 1982). The findings of
these studies may have relevance to maternity wards but it has to be
remembered that workload, the way in which care is organised and

arrangements for leadership of the ward differ in midwifery practice.

In the absence of role models to demonstrate autonomous practice student
midwives learn routine, task-orientated practice (Davies 1988, McCrea et
al 1994, Emmons 1993) and how to get through the work (Davies 1988).
There 1s an expectation that students will meet the expectations of those
with whom they work (Davies 1988, Hindley 1992, Emmons 1993,
Chamberlain 1993, Hunt & Symonds 1995, Turnball 1995a, Yearley
1999). This has also been demonstrated in nursing practice (Melia 1987).
To help them °fit in’ students have been known to adopt specific strategies
which include carrying out nursing observations (Davies 1988,
Chamberlain 1993, Emmons 1993), keeping a low profile (Emmons 1993,
Oleson & Whittacker 1968) and running errands for midwives and doctors
(Chamberlain 1993). This raises the issue of what students with no
nursing experience do to help them fit in. Yearley (1999:629) identified
that very early on 1n their midwifery programme these students
concentrated on ‘looking busy’ by reading their books when their was
little clinical work to do, making tea and utilising their interpersonal skills
to develop good relationships with the midwives with whom they worked.
My study may confirm this or extend knowledge by identifying alternative
strategies. Despite some community experience students learn how to
work in the hospital setting where technology predominates and lack
confidence to work anywhere else (Chamberlain 1993). By fitting in,
students fulfil the role of student rather than qualified practitioner
(Chamberlain 1993, Melia 1987, Emmons 1993). They are not prepared

for the autonomous role (McCrea et al 1994, Barclay 1984, Emmons
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1993, Chamberlain 1993) and lack confidence. This is also a feature of
nurse socialisation (Melia 1987, Mackay 1989). Failure to ‘fit in’ results
In being labelled a ‘trouble maker’ (Humphries 1997) and fear of failure to
achieve their desired goal (Hindley 1992). When learning opportunities
are not available during the pre-registration midwifery programme,
midwives learn from their own personal and professional experiences.
This type of learning includes the application of care by trial and error
(Mander 1992). According to Bandura (1977) observation of role models

means mistakes associated with trial and error learning can be avoided.

In England midwives now receive an education rather than training. My
study will focus on some of the differences in the way in which students
learn the role of the midwife and the qualities clinical teachers need to

help students become autonomous practitioners.

Summary

Students now work in an environment where some midwives continue to
allow their practice to be restricted while others strive for autonomy.
Learning the role of the midwife therefore involves working alongside
midwives with different sets of values and beliefs. Role models are
influential but studies that have specifically explored the concept ot role
modelling lack the depth and detail necessary to understand the process.
This study explores how students learn the role of midwife at a time when
the midwifery culture and expectations are changing. The process by

which midwives act as role models and facilitate or inhibit learning will be

traced.
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Chapter Three
Methodology

Introduction

The study focused on midwives’ and student midwives’ perceptions of
learning the role of midwife from midwifery role models in the clinical
setting. The ‘emic’ or insider’s perspective was therefore obtained. A
qualitative approach to the research study was adopted because it

facilitates understanding of phenomena in the natural setting (Patton

1990).

Qualitative researchers seek to explore the meaning individuals give to
their experiences or events in their lives, and the way they behave 1n
response to those interpretations (Leininger 1985). The significance of
participants' experiences is then analysed and inferences drawn by the
researcher. To understand the participants’ view of those experiences
necessitates an examination of the context in which the study took place.
Both the participants and the environment are recognised as dynamic and
the way in which individuals interact within their environment influences
their view of the world. A 'holistic' perspective 1s obtained by using
qualitative approaches. Because neither the participants nor the
environment are manipulated, this type of research is also known as

‘naturalistic enquiry’ (Lincoln & Guba 1985).

Perceptions of the midwife as a role model are subjective. They are likely
to be influenced by the midwives students work with, the length of time
they work with them, the type of relationship they have and numerous
other factors. A qualitative research strategy was therefore seen as
appropriate to study the phenomenon of role modelling and learning the

role of midwife from role models.

The qualitative approach used in this study is that of grounded theory
based on the work of Glaser & Strauss (1967). Detailed, practical advice

on how to carry out this process was mainly obtained from Strauss &

Corbin (1990) and more recently Strauss & Corbin (1998). Grounded
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theory according to Strauss & Corbin (1998) is an approach to collecting
and analysing data and is both inductive and deductive. Predetermined
outcomes are not identified. Data collection proceeds from the specific to
the general and the data have primacy. Questions generated by the data
result in working propositions that are subsequently tested or verified by
means of theoretical sampling. For example junior students had a need to
learn the rules of practice to enable them to fit in and meet the
expectations of their role models. The proposition that having learned the
rules students would no longer need to fit in was not proven. Through the
process of collecting and analysing data important issues emerge and
from these a theory is developed which provides an explanation or
understanding of what is happening in the setting. Theory is thus

generated from and grounded in the data (Glaser & Strauss 1967, Strauss

& Corbin 1998). Grounded theory is therefore a creative process
facilitating the development of new theory or modification of existing

theory. When little 1s known about a topic this is an important means of

generating knowledge (Glaser & Strauss 1967, Stern 1980). It 1s also a
suitable means for exploring phenomena that have been investigated by
others but not by one's own discipline (Stern 1980). Role modelling 1s a
concept that has been explored and applied in the disciplines of nursing,
medicine and education. The lack of literature to provide an

understanding of the midwife as a role model suggests this was an

appropriate approach to adopt.

The Relevance of Grounded Theory

Grounded theory is based on symbolic interactionism. Symbolic

interactionism focuses on the belief that interactions between individuals
provide meaning for the experiences those individuals encounter. The way
in which individuals react to these experiences will be influenced by their
interpretation of events (Blumer 1971). Interpretations are based on
symbols that have shared meanings for individuals in specific social
groups. These shared meanings enable individuals to predict the
behaviour of others and respond accordingly. Individuals therefore create
the social environment and in turn are shaped or moulded by 1t as they
interpret and respond to the behaviour of others. Our perceptions of reality

are therefore socially constructed, and the way in which roles are learned
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IS an active rather than a passive process when viewed from this
perspective. Symbolic interactionism, in emphasising the shared nature of
meaning 1S an appropriate perspective to adopt because it facilitates an
understanding of how students come to make sense of the world of

midwifery, learn the behaviour which is expected of them and learn the

role of the midwife.

In recent years i1t has become evident that Strauss and Glaser view
grounded theory from different perspectives (Strauss &Corbin 1998,
Glaser 1992). This may be because their backgrounds differ. Glaser
appears to be less rigid in his approach to analysis of data (Glaser 1992)
while Strauss appears to be very systematic (Strauss & Corbin 1998).
Indeed the process could be perceived to be prescriptive providing little
opportunity for divergence. Following the approach as it i1s prescribed
does not enable 1deas from other methods to be introduced into the study.
Inmitially I thought I had adhered to Strauss and Corbin’s approach. The
reality of applying grounded theory to the exploration of role modelling in
the discipline of midwifery did, however, result in adapting the process to

meet my own needs as it will later be shown 1n chapter eleven.

Sample

A purposive sample of midwives and student midwives was selected who
had knowledge and experience of the topic to be explored. The sample
was mainly one of convenience, because students in one school, and many
midwives sited in the maternity units were unknown to me. 1 was
therefore reliant upon midwifery managers to obtain midwife volunteers
and a Head of Midwifery Education in another school to gain access to
some cohorts of students. Each intake or ‘set’ of student midwives in two
schools of nursing and midwifery were informed of the research by me,
and two or three volunteers sought from each group. Convenience
sampling does not fit comfortably with the grounded theory approach.
Strauss & Corbin (1990, 1998) acknowledge that the researcher can
initially select anyone from whom to gather data. Thereafter analysis of
data guides sample selection and theoretical sampling is most appropriate

(Strauss & Corbin 1998). I was, however, able to remain true to the

grounded theory approach by sampling concepts such as ‘bullying’ as
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they emerged and became important to the developing theory. In this way

theoretical sampling was carried out.

It was not necessary at the outset of this study to state the sample size
because theoretical sampling proceeds throughout the research.
Qualitative research is associated with small numbers of participants but
this 1s compensated for by the 'richness' or complexity and detail of the
phenomenon that is obtained (Strauss & Corbin 1994). It is the number of
1deas that emerge rather than the number in the sample that is important.
This type of research seeks to gain insight and understanding of a
phenomenon rather than findings which can be generalised to other
settings. The sample size of thirty-seven (consisting of both students and
midwives) was determined by the theoretical saturation of each category
(Glaser & Strauss 1967). According to Strauss & Corbin (1990, 1998) this
saturation 1S achieved when each category is conceptually dense,

variations 1n the category have been identified and explained, and no

further data pertinent to the categories emerge during data collection.

Student midwives participating in this study were all women, either single

or married with ages ranging from 18-45 years. They were all

participating in one of several educational programmes:

An eighteen-month pre-registration (shortened) programme leading to

Diploma in Higher Education/Registered Midwite.

A three-year pre-registration (long) programme leading to Diploma in

Higher Education/Registered Midwife.

A three year pre-registration (long) programme leading to Bachelor of

Science (Hons)/Registered Midwife.

A four year pre-registration (long) programme leading to Bachelor of

Midwifery (Hons)/Registered Midwite.

My first participant was 1n the process of completing the last of an

eighteen-month midwifery certificated course. Because of concerns
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related to anonymity and confidentiality the interview, data collected and
the analysis of this data acted as a pilot study. Morse & Field (1996)
suggest a pilot study is not necessary in qualitative research but this did
enable me to practise my interview technique, gain some idea of the data

that might emerge and begin the process of immersing myself in the data.

The data from this interview was not, however, included in the study.

Students undertaking the shortened eighteen-month programme were
registered general nurses. Some had been trained or educated locally
while others came from different parts of the United Kingdom. Their
experience since gaining a professional qualification varied in length and
type. For example while one student had worked in an accident and
emergency department another student had gained experience working 1n
a hospital ward caring for patients who had undergone neurosurgery. A
number of these students had completed the ENB 998 Teaching and
Assessing 1n Clinical Practice Course for Nurses. As 1ts name suggests,
this course prepared qualified nurses for their role in teaching students in
the clinical setting and assessing their performance. Many of the student
midwives had also participated in continuing education study days that

focused on current issues related to practice, management and education.

Students participating in the long programmes had no nursing experience
prior to their entry into midwifery. It is important to remember though,
that some were classified as mature students and had a considerable
amount of life experience which they brought with them to the course.

Some also had their own experiences of childbirth.

Because of the small number of participants in the study and the need to
preserve anonymity, pseudonyms have been used, and students are
referred to in the text as either junior or senior students. This distinction
was based on a cut off point placed exactly half way through each of the
courses. Details of each student who participated in my study can be
found in Appendix 2. Some were married and some single. Ages ranged
from 18-45 years and the amount of life experience varied from one

individual to another.
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Students participating in this study were undertaking one of four
midwifery programmes which on successful completion provided them
with an educational and a professional midwifery qualification. Which
programme they undertook influenced where they gained clinical
experience. Students completing a pre-registration (long) four year
Bachelor of Midwifery Honours degree programme and those on the pre-
registration (short) programme of eighteen months for Registered General
Nurses gained experience in a Teaching Hospital purpose built for
maternity care and care of women with gynaecological problems. All
students were allocated to the community setting for various lengths of
time and 1n addition students who were registered general nurses were
allocated to one of two General Practitioner Units. Students participating
on a three-year Diploma in Higher Education or a three-year Bachelor of
Science degree programme gained experience in one of three maternity
units attached to a district general hospital. Those completing the degree

programme were also allocated for a period of time to a Midwifery Led

Unuit.

Midwives who participated in the study were also all women. Details of
each midwife can be found in Appendix 2. Their ages ranged from 24-55
years. Most of these midwives had received training as opposed to an
education. Younger midwives were gaining clinical experience by
rotating from one ward to another in the hospital setting. Some midwives
worked mainly in the community setting. Older midwives, some of whom
had been qualified for fifteen or more years, had been working in the
same setting such as the labour ward for a considerable number of years.
In settings where midwives where unknown to me I wrote to the Head of
Midwifery Services. I explained my research study and requested
permission to interview an approximate number of midwives who might
be willing to participate in my study. This information was communicated
to midwives in the hospital and community settings and a list of
volunteers whom I could contact was sent to me. Prior to interview I
discovered that one midwife had been told by her manager that she should
participate in the study because she was a good mentor for students. I

expressed my concern that she had been coerced into the study and

emphasised the importance of voluntary participation. When the purpose

53



of the study was discussed this midwife insisted that she wanted to

participate and was therefore included in the study.

It 1s possible that some individuals may feel a sense of obligation to
participate. Sensitivity to the reluctance of an individual to participate 1n
the study 1s therefore important (Ford & Reutter 1990). Two students
gave me the name of a midwife whom they considered to be a good role
model for students. When I approached this midwife she agreed to
participate in order to help me but also verbally expressed discomfort at
the thought of being interviewed. I interpreted this as reluctance to

participate and therefore chose not to include her in my sample.

Data Collection

Data collection which took place between October 1993 and December
1997 was achieved by interviewing participants. The study was explained
to each participant and verbal consent to participate in the study and to
tape record each interview was obtained. Participants were contacted by
phone or 1n person to make arrangements for when and where the
interviews would take place. At the beginning of each interview the
purpose of the study was reiterated. Confidentiality and anonymity were
assured and the right to not answer certain questions or to withdraw from
the study was emphasised. Swanson (1986) considers it appropriate to
convey to participants the value of any responses they might make.
Participants in this study were therefore informed there were no right or
wrong answers to questions, and that I was interested in anything they had
to say; no judgements would be made. These 1ssues are considered more

fully in the section on ethics.

Each interview took approximately one hour. Initially an unstructured
approach to interviewing was adopted. This reflects the need to avoid
preconceived ideas (May 1991). Students were asked one open ended
question ‘how do you learn the role of the midwife in the clinical setting?’
Midwives were asked ‘how do you think students learn the role of the
midwife when they work with you in the clinical setting?’ This open
ended question was designed to enable participants to explore in depth,

and in their own words, the phenomenon of role modelling from their own
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perspective. As the interview proceeded clarification and elaboration
probes (Patton 1990) were used to clarify participants' views and to
stimulate further thoughts. In this way the interviews proceeded rather

like a conversation between two people (Minichiello et al 1990). This
conversational style enables the collection of a greater range and depth of
data because the issues are discussed as they arise. It is an ideal strategy
for facilitating the process of discovery and may result in the emergence
of ideas that the researcher may not have thought of. As important issues
emerged from analysis of the data, data collection became progressively
more focused. These issues were listed on an interview guide. If not
spontaneously included in the conversation by participants, I raised
questions relating to these issues. Topics were excluded from the
Interview when it became apparent that they lacked relevance to the
emerging theory. Unlike many conversations the emphasis on gaining the
participants’ perspective resulted in an unequal relationship (Spradley
1979) between participants and myself. As the study progressed this was
inevitable, but it did allow participants to talk freely while at the same
time helping me to ensure data collection remained focused. Throughout
each interview notes in the form of headings were taken, these acted as

reminders of other questions which needed to be asked.

The quality of data collected during an interview 1s largely dependent on

the interviewer (Patton 1990, Barker 1991) and the relationship that is
established between researcher and participants. During each interview
there 1s an interaction between the researcher and participant that requires
certain skills (Barker 1991) and qualities (Swanson 1986). Some of these
were developed while completing a smaller research study (Blutf 1993,
Bluff & Holloway 1994). The initial rapport had to be achieved quickly as
I had not met, face to face, with many of the participants prior to their
interview. To put participants at their ease, something other than the
research study was first brietly discussed. The topic of this discussion
varied with each participant and may have had the added advantage of
overcoming what Morse & Field (1996) refer to as 'stage fright' associated
with the presence of the tape recorder. Use of the tape recorder avoided

the loss of eye to eye contact associated with note taking and enabled me
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{0 concentrate on maintaining a rapport and observing non verbal

communication.

Some midwives and students who participated in this study knew me.
Seidman (1991) suggests it is inappropriate for teachers to interview their
own students because they may not tell the truth. This raised the issue of
trustworthiness and how I, as the researcher, would know if participants
were telling me the truth as they perceived it. I had no reason to believe
they were anything other than honest in what they told me. Although I
was a personal teacher to two students who participated in the study,
outwardly they appeared at ease when talking to me. Other students knew
me as a teacher in the department but may have felt safe expressing their
views because the opportunity for me to work alongside them 1n the
clinical setting was limited. I knew none of the students from the second
School of Nursing and Midwifery. The story that emerged from the data
collected from students and midwives who knew me corresponded to the
story recounted by those who did not know me. Although participants
might have been tempted to withhold information, neither verbal nor non-
verbal cues gave this impression. It 1s possible that students’ honesty was
associated with a perception that as a teacher I was on ‘their side’. They
might have perceived that in illuminating how they learned 1n the clinical
setting I would in some way be able to help them and other students
through the results of my study. Trust is an essential ingredient 1n a
relationship if individuals are to confide and tell the truth. Midwives are
familiar with working in an environment where information given by
clients to health professionals is confidential and information shared by

health professionals is similarly treated.

Following each interview participants were thanked verbally and 1n
writing, and consent to reinterview at a later date was obtained. This
second interview lasted between thirty and forty five minutes and took
place after a detailed analysis of the first interview. This sometimes took
place within three of four weeks of the first interview. On other occasions
several months went by as I had data to analyse and participants had
holidays, time off sick and pressures of course work to complete. There

were also occasional difficulties making contact with students. This
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second interview provided an opportunity to clarify issues which were
unclear, ask questions which had arisen from the data analysis and to

confirm my interpretation of what they had said.

Data Analysis

To familiarise myself with the data the interview tapes were replayed and
then transcribed verbatim, by me, using a word processor. I chose to do
all the transcribing because as Minichiello et al (1990) suggest it is a
valuable opportunity to become familiar with the data. The vital process

of analysing the data also begins at this stage of the study. Reinterviews

were also transcribed verbatim. Anything which might have altered the

significance of what was said such as pauses, tone of response, laughs and

coughs were indicated in the text.

The data was analysed by means of the constant comparative method.
This method was first described by Glaser & Strauss (1967). Analysis
initially involved conceptualising the data. Each transcript was carefully
examined to identify and code concepts. To give meaning to the data
concepts were labelled using codes developed from my own
understanding of the data. ‘Sticking to the rules’, ‘keeping quiet’ and
‘being 1nnovative’ were all examples of such codes. The term ‘sussing
and sizing’ originated from a study by Davies (1988). 'Sussing and sizing'
1s something all individuals do when encountering new situations. My
interpretation of the term corresponded to that of Davies (1988) and hence
its adoption. Students sought information about the midwives with whom
they worked from their own observations of these midwives. To invent a
new code for something that has the same meaning has the potential to
create confusion for readers. As the study progressed ‘sussing and sizing’
was renamed ‘seeking information’. This was partly to avoid idiomatic
expressions and also because students in this study not only learned
information from the midwives but also from their peers. In vivo' codes
(Strauss & Corbin 1998) originated from the participants’ own words and
reflected the ‘emic’ perspective. These included ‘bending the rules’; and

‘the way its always been’.
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This process of conceptualising the data involved separating words,
sentences and paragraphs and generating questions from the data that
enabled one incident to be compared with another. One interview was also
compared with another. Strauss & Corbin (1998) call this ‘open coding’
within a constant comparative perspective. In this way similarities and
ditferences within the data were identified. The search for meaning
theretore, 1nitially involved expanding the data (Strauss 1987) as answers
to questions were sought, new data collected and further questions raised.
Codes were in turn compared and where similarities existed they were
linked together to form categories. These were named to achieve a higher
level of abstraction. Codes such as ‘telling lies’, ‘withholding
information’ and ‘practising behind closed doors’ were grouped together
to form a category called ‘cheating” which was then labelled ‘being
evasive’. These were all strategies which enabled some midwives to
practise midwifery based on a philosophy which did not correspond to
that of other midwives with whom they worked, and at the same time
avold criticism. The process of categorising data in this way reduces the

data and makes it more manageable (Coffey & Atkinson 1996). This is

therefore an important process.

Categories that were formulated were further developed by identifying
their properties and dimensions (Strauss & Corbin 1998). A property is a
characteristic of the category, while dimension refers to placement of
properties along a continuum. Role modelling for example formed one
category. A property of role modelling was the philosophy of practice
adopted by midwives. The dimension of this property could be placed on
a continuum with the midwite’s philosophy of childbirth ranging from
only normal 1n retrospect to a normal physiological process. Another
property was the model of care midwives adopted. This too could be
placed on a continuum with the medical model of care and the woman-
centred model placed at either end. Midwives whom I named
‘prescriptive’ and ‘tlexible’ represented the extreme ends of this

dimensional range.

‘Axial coding’ took place when categories and sub categories were linked

together by using the paradigm model (Strauss & Corbin 1998). This
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model facilitates the connection or relationship of a category to a sub

category by determining the phenomenon, causal conditions, context,
conditions and consequences (Glaser 1978). A subcategory of role
modelling for example was labelled ‘fitting in’. Making such connections
was not always easy. For example, ‘keeping quiet’ was a passive reaction
or consequence of being criticised. It was also a strategy students adopted
for fitting in with prescriptive midwives. Similarly ‘keeping quiet’ was an
expectation of prescriptive midwives and a characteristic or condition of
submission to authority to those above them in the midwifery hierarchy.

Cheating was a strategy for fitting in but it was also a way of practising in

the hospital environment.

A process of ‘selective coding’ enabled the core category of
‘interpretation and use of the rules’ to integrate the data and provide the
basis on which the theoretical ideas are formulated. It was this category or
basic social psychological process that helped to provide an explanation

of how students learn the role of midwife from their role models.

The collection and analysis of data i1s a parallel process. Each interview
was analysed, and on the basis of this analysis the data provided direction
for further sampling. Analysis of the next interview was then compared
with the first and so on. Further comparisons were made as new ideas
emerged. As the important i1ssues became apparent those ideas which
were irrelevant to the core category were dropped from the content of the
interviews. Interviews therefore do not remain constant in time (May
1991) but continue until all categories are saturated. This process of
adjusting data collection and reducing the data by linking categories with
similar meanings can result in what Lofland & Lofland (1984:138) call
the ‘agony of omission’. It is worth remembering that this ‘dross’ (Patton
1990) although not relevant to the story that emerged from the data was
important to the participants who verbalised it. In particular many
eloquent quotes from participants were not included in this study because
they lacked relevance to the theoretical ideas, or because they expressed

what others had already said. Their inclusion within the study would have

disturbed the balance between the provision of quotes and the theoretical

component of the study.

59



To carry out such an analytic process and develop an integrated and
conceptually dense theory requires sensitivity on the part of the
researcher. By this Glaser (1978) means the researcher must have a feel
for the data, be able to understand it and give meaning to the data. It also

requires an ability to identify and separate those ideas that are important

from those which lack relevance to the study.

Using the Literature

The 1nitial literature review at the beginning of the study was limited to
avold preconceived ideas as suggested by Glaser & Strauss (1967) and
Strauss & Corbin (1998). If allowed to develop these might have resulted
in confirmation of what was already known about role modelling rather
than facilitating the process of discovery. However, as the core category

and theoretical ideas emerged, the literature was extensively reviewed. As
Strauss & Corbin (1998) and Morse & Johnson (1991) recommend, it was
noted when the research findings of this study supported what was already
known. Where disagreement was identified, the reasons for this were
explored. Questions generated by this process were therefore influential in
the subsequent collection of data. When an issue pertinent to the subject
of my study was referred to in the literature but was not recorded in my
data this also raised the question ‘why not?’ For example, Davies (1988)
revealed that student midwives who were already qualified nurses often
resorted to performing the routine observations of maternal physical well

being such as temperature, pulse and blood pressure. This enabled

students to fit in with the midwives with whom they worked at a time
when they lacked knowledge and skills to provide other forms of care.
This aspect of ‘fitting in’ did not emerge spontaneously from my data but
when the subject was introduced to students they readily concurred. This
then raised the issue of how students with no prior nursing experience
were able to fit in during the early weeks of their course. Data collection
was directed towards answering this question. In this way the literature

was incorporated into the data.

In the absence of any literature exploring the concept of the midwite as a

role model, the phenomenon of role modelling was reviewed 1n literature

60



related to other disciplines such as medicine, sociology and psychology.

In this way it was possible to extend my ideas to encompass the

perspective of others.

I'rustworthiness and rigour of the data

Ensuring the 'truth’ of the data is important to the qualitative researcher. If
trustworthiness can be demonstrated the study can be said to have rigour
(Sandelowski 1986). Brown & Sime (1981) refer to 'authenticity' and
attestibility' while Lincoln & Guba (1985) prefer the use of 'credibility’,
transferability’, 'dependability' and 'confirmability'. These are the terms

generally used by qualitative researchers as alternatives to validity and

reliability used by quantitative researchers.

A number of precautions were taken to ensure the credibility of the data
that are presented in this thesis. A detailed description of the context in
which the study took place can be found in chapter one. A clear and
logical account of the research process is provided in this methodology
chapter. This 1s designed to enable readers to draw their own conclusions
as to the accuracy of my interpretation of what the concept of learning a
role from role models means to the participants. Quotes are used within
the text which make explicit how the core category and theoretical ideas
emerged from the data, this also offers readers the opportunity to decide
for themselves whether they agree with my interpretations. Member
checks (Lincoln & Guba 1985) were carried out when I returned to
participants to share the findings of this study. This provided confirmation
of the accuracy of my interpretations when participants recognised my
interpretations of the data as their own. The constant comparison of data
and achievement of theoretical saturation of categories and subcategories
was also a means of verifying the accuracy of my data. The attempt to
identify and minimise researcher bias was enhanced by documenting the
events, thoughts and feelings that were experienced throughout the study.

A record of this ‘reflexivity’ was kept in a diary as recommended by

Fetterman (1998).

Theory generated from the data represents reality as perceived by the

participants. This is not to say that the reality identified in this study 1s
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representative of the reality of all midwives and student midwives. The
individual’s view of reality will vary and will in part be dependent upon
past experiences and the environment in which the work takes place.
Neither the individual nor the environment remains constant. It is
however, likely that all those with knowledge of the midwifery profession
can relate to the findings of this study. If findings could be shown to
apply to other settings where maternity care is given, they would have
transferability. Morse (1994:34) suggests that theory can be developed or

‘recontextualised’ so that it can be applied to other settings. No attempt

has been made to do this but when [ talked to colleagues in different parts

of the country they confirmed a number of ideas which emerged from the

data 1n this study.

A qualitative research study cannot be replicated. As a researcher I am the
research tool and my life experience and knowledge will 1nevitably
influence the collection and interpretation of data. Participants also have
their own unique view of the world. There are thus multiple realities. An
‘audit trail’ (Lincoln & Guba 1985) has, however, been made explicit so

that readers can follow the research process. If another researcher using a
similar sample 1n a similar setting undertook the same study, the

expectation would be that findings would be comparable (Sandelowski

1986).

The data are linked to the participants from whom 1t was derived. So too
are the findings of the study, the interpretations and conclusions. A study

that has been demonstrated to be credible, transferable and dependable

can also be said to be confirmable (Lincoln & Guba 1985).

Ethical Considerations

Qualitative research like quantitative research is associated with a number
of ethical issues, none of which can be ignored. Fowler (1988) suggests
that most of the ethical issues are common to qualitative and quantitative
research but that some aspects of these issues are more likely to be

encountered in qualitative research.
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Seeking ethical approval

T'he research proposal was submitted to the University Degrees
Committee and approval to undertake the study was granted. Any
research study must be designed to ensure that no harm comes to the
participants. As a midwife the principle of doing no harm was not a new
one to me. My study was concerned with professional colleagues as
participants, nevertheless it was considered appropriate to approach the
Ethics Committee for each Hospital Trust in which the research took
place, to inform them of my intentions, and establish whether they
required submission of a research proposal to gain permission to
undertake the study. In all instances approval was given without referral

to the research proposal because clients/patients were not involved. This

did not, however, absolve me from considering the issue of harm.

Colleagues also have a right to expect a certain standard of behaviour

from the researcher.

Gaining access

To carry out the research study it was necessary to gain access to
participants via 'gatekeepers’ who are in a position to grant access to the
setting. The study was designed to take place in the South of England.
Permission to interview qualified midwives was obtained from the

appropriate Directors of Midwifery Services. Students were allocated to

work 1n one or two of a total of seven available hospital sites. In addition
they gained experience in the community setting. Midwives who acted as
role models for students on three hospital sites and the community were
accessed. Midwives on all sites were not interviewed because the very
small sample size from each hospital would have increased the difficulties
of maintaining anonymity. The Head of Midwifery Education for one
midwifery school and the Acting Head of Midwifery Education for the
other school gave their consent to student interviews. Being personally
known to all the ‘gatekeepers’ in my capacity as a midwife teacher may

have facilitated this ease of access.

Confidentiality and anonymity
The issue of confidentiality had to be examined in conjunction with the

concept of anonymity. To ensure confidentiality and anonymity each
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Interview tape was labelled 1, 2, and 3 and so on to indicate the order in
which the interview was carried out. The prefixes S and M were used to
distinguish between student and midwife interviews. The name of the
participant was not included on the tape. A few basic details of each
participant including name and background information was recorded on
an index card and stored separately from the interview tape. Each
transcript was labelled to match the relevant tape recording and was

stored separate from the tape and relevant index card. At the beginning of

cach 1nterview participants were told that all information would be

confidential and how it would be stored.

Qualitative research is usually associated with a small sample size that in
itself poses dilemmas. A small sample size increases the risk of individual
participants being identified. For this reason the research study was based

on three sites in the South of England, a wide geographical area.

Minichiello et al (1991) state that the issues of confidentiality and
anonymity extend to the presentation of the research study. Pseudonyms
have therefore been used when writing up the report and when necessary

details have been altered to disguise individual identities.

Informed consent

Polit & Hungler (1993) emphasise that the participants’ dignity must be
respected and to achieve this the three issues they outline, informed
consent, the right to self-determination and the right to full disclosure
were considered. Participants can only give their informed consent if the
researcher has given them a full explanation of the purpose of the study.
While in theory this may seem perfectly reasonable, in practice, the issue,
when related to qualitative research necessitates some discussion. The
qualitative researcher has an aim to achieve but no specific objectives.
Qualitative research is a creative process of discovery. Unexpected ideas
often emerge and can be followed up, but this means participants cannot
be informed of the exact route the research will take. Detailed attempts to
do so would influence the outcome of the study (Archbold 1986). To
overcome this dilemma I followed Couchman & Dawson's (1990:127)

recommendation and was as 'accurate and honest as possible' in the
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explanation I gave to participants. Participants were informed that I was
exploring how student midwives learned the role of the midwife in the
clinical setting. This was indeed true, although I was specifically looking
at the influence midwives h<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>