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Abstract

Susan Way
Women’s experiences of their perineum following childbirth: expectations, reality
and returning to normality

The aim of the study was to explore the feelings, perceptions and experiences of
women 1n relation to their perineum following childbirth in the early postnatal period.

A grounded theory approach was used for collecting and analysing data from eleven
diaries and seven interviews with broad questions about how the perineum, following a
vaginal birth, affected the way daily living activities were carried out. Initially
purposeful sampling was utilised to recruit women but as important i1ssues emerged
recruitment continued through theoretical sampling.

Following childbirth women expressed a strong desire to get back to normal reflecting
the core theme ‘striving for normality’. Normality in this context meant doing normal
things and feeling like their normal selves. Much of what the women described doing
during the early postnatal period was related to achieving that goal and linked to the
following categories: ‘preparing for the unknown’, ‘experiencing the unexpected’,
“adjusting to reality’, ‘getting back to normal’ and ‘recovery of self’.

The main theoretical 1dea that emerged from this study and derived directly from the
data 1s that:

[f women are able to successfully adjust to their new and often unexpected
reality after the birth of their baby, and begin to reclaim their selves and their
world, then they experience a return to their normality.

The data demonstrates and clarifies three distinct but related aspects. Firstly, coping
with the unexpected consequences of childbirth meant that the women frequently made

adjustments to how they carried out essential activities such as walking, sitting and
passing urine, in order to try and carry on as normal. The second aspect related to daily
activities that were not essential but which women felt necessary to undertake because
of social expectations. These included housework and shopping. The third aspect
related to how the women felt about their body as a result of the perineal trauma they
sustained, and what helped them to feel like their ‘normal selves’ again. These
interrelated stages form a framework that reflects Maslow’s lower order, hierarchy ot

needs, within the humanistic psychology paradigm.

Implications for practice include the need to improve care in areas of preparing women
having their first baby, listening to women as part of the assessment of perineal pain
following birth and the need for continuity of care from the same midwife in order for

women to appropriately manage their perineal experience.
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CHAPTER 1
INTRODUCTION TO THE STUDY

Introduction

During my years as a practising midwife I have become increasingly interested in the
views of women and their experience of childbirth, acknowledging too that I have my
own views and experience as a woman and a mother. Having the privilege to be with
women during such a personal, life-changing event has taught me much about the
complexities of childbirth, a richness that cannot be explained through textbooks or
classroom teaching. I have been continually challenged to change the ways in which I
view midwifery and my approach to practice. My interest in women’s experiences has
intensified since giving birth to my own children, one of whom was born during the life
of this PhD. These aspects are explored in detail in chapter 9 where my personal

experience of the research journey unfolds, but here, it sets the scene for this

introductory chapter.

T'’he motivation for this study arose out of the findings from my Master’s Degree, where
the meaning of episiotomy was explored using a critical literature review (Way 1994;
Way 1998). The aim of the review was to examine the definitions, procedure,
perceptions and outcomes of episiotomy in order to enhance the understanding of those
health professionals who perform the procedure and the women who experience the
procedure during childbirth. I found that the meaning of episiotomy is socially
constructed, that 1s, people construct meanings from their own perspective by defining
problems differently, asking different questions in order to find the same answer and
drawing on their own frame of reference to define particular 1ssues and concerns
(Berger and Luckman 1984; Shilling 1993). The constructs for episiotomy were
influenced by social context, professional background and personal expenience. For
example, one construct was that women viewed episiotomy as a medical intervention
that controlled them, especially 1f they had not been involved in the decision-making
process. In contrast, obstetricians consider childbirth as potentially hazardous and

believe that women should put their trust in doctors allowing them to make what was 1n
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their view, essentially scientific decisions. In this instance obstetricians would not see

involving women in the decision-making process as important, as they knew best.

One of the recommendations from my Master’s Degree was the need for midwives to
understand what an episiotomy meant for women. This would ensure the support
women require following an episiotomy is relevant to their needs and not based on
assumptions by the medical / midwifery profession. In order for midwives to be
eftective 1n their practice, through research, midwives need to develop their own body
of knowledge of childbirth from the viewpoints of those who experience it. My current
research aims to contribute towards this body of knowledge by providing insight and
understanding into the experience women have of a ‘part of their body’ anatomically
described as ‘the perineum’ but may have had little recognition in the personal world

and experience of women.

At the outset of this study several 1ssues were considered as being significant. I wanted
to ensure 1nclusivity in the study by providing the opportunity for women with any
perineal trauma (table 1.0), whatever the cause, to be able to 1dentify the effects 1t had
on them. I wanted to hear the stories that women wanted to tell and I wanted to know
which, i1f any, daily living activities such as passing urine or walking had immediate or

sustained effects as a consequence of perineal trauma.

Perineal trauma is a common outcome of vaginal birth with over 85 percent of women
sustaining some degree of perineal trauma (McCandlish et al 1998), and of these,
approximately two thirds of women per annum will require perineal suturing (Kettle
1998). It is already recognised that the effects of perineal trauma significantly blight
the experiences of motherhood for many women because of the degree of pain and

discomfort experienced, and the consequent effects of this on the activities of daily

living (Glazener et al 1995; McCandlish et al 1998).

Most perineal pain and discomfort is in the immediate postnatal period (Kenyon and
Ford 2004; Soong and Barnes 2005), although as many as 20 percent of women have
problems such as dyspareunea (painful or difficult intercourse) for at least three months

afterwards (Grant 1989; Glazener et al 1995). The long-term effects of such trauma on
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women'’s perceptions and images of their body, their femininity and their sexual
attraction, remain at best uncertain and at worst unknown. Despite the high incidence
of perineal trauma sustained by women during childbirth, there is with notable
exception such as Kitzinger (1985; 1986) and Salmon (1999), little research that takes

Into account the views and experiences of women related to this phenomenon. My

research 1s aimed at bridging this gap.

First degree tear | A tear of the skin only

’|

| (1° tear) |

| . ———— P —— T SN -

' Second degree tear | Involves the skin and the superficial perineal muscles

(2° tear) of the pelvic floor, namely the bulbocavernosus and

| transverse perineal muscle and 1n more severe cases
’ !
| the pubococcygeus muscle. |

— |
| Third degree tear | In addition to the above structures there 1s damage to |
| (3° tear) | the anal sphincter. |
' Fourth degree tear . This classification 1s sometimes used to describe

| (4° tear) trauma that extends 1nto the rectal mucosa.
FE_piEi&O;n)_/_ | Involves similar structures to a second degree tear ,
.

‘Table 1.0 — Medical classification of perineal tears

Maternal morbidity indicators such as severity of pain, presence of healing and absence
of infection, presence of urinary incontinence, timing of resumption of sexual
intercourse following the birth and any dyspareunea, are often used as predictors ot
outcome from perineal frauma. These indicators are usually assessed at recognised
time intervals such as 24 hours, 10 days, 6 weeks and 3 months (Sleep et al 1984;
Johanson et al 1993; McCandlish et al 1998). These criteria have a strong clinical
focus and may not reflect what women themselves regard as being important in relation
to their perineum following childbirth. The criteria retlect expected ‘norms’,
suggesting that within certain time frames women should be sharing similar outcomes
without necessarily taking into account individual factors such as previous experience
and family support. The judgments that have been made to assess the degree ot

maternal morbidity appear to be medically led and clinically based. Inclusion of more

- ___“_. i’ Ay P s T — LR ——
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abstract concepts such as the birth experience and experiences with the mother-baby
relationship are not included. This demonstrates a need for further research and my

study responds to this need.

Currently research that is available about the consequences of perineal trauma, rarely
takes 1nto account the viewpoint and experiences of women. The approach to the
research 1s often experimental in design (Mackrodt et al 1998; Albers et al 1999)
frequently using the randomised controlled trial to frame data collection and analysis of
the findings. Experimental research 1s a process in which various 1deas framed as a
hypothesis i1s tested and the collected data 1s then summarised and manipulated using

statistical tests to produce numerical values.

Available literature which refers to women’s experiences of perineal trauma is often
anecdotal (Kempster 1987), limited by 1ts methodology (Kitzinger 1985; Greenshields
and Hulme 1993) or provides a systematic review of the current literature (Renfrew et
al 1998; Hedayat1 2004). Salmon (1999) currently provides the most informative piece
of research on perineal trauma from the experience of women (see page 17). Kempster
(1987) uses her experience as a midwife to offer a long list of distressing conditions
following perineal trauma including dysuria (pain when passing urine), painful
defaecation, incontinence as well as local imtation. She suggests that excruciating pain
may be experienced, for example when standing, sitting, and wearing close fitting
clothes, inserting tampons into the vagina or performing postnatal exercises. These

anecdotal inferences indicate the importance of this phenomenon and the need for more

in depth, sustained enquiry.

Kempster’s study (1987) inspired the chosen daily living activities, such as passing
urine, walking and sitting, that formed a crucial part of this study. They reflect what
most women normally do with ease on a day-to-day basis without having given birth. 1
wanted to understand how giving birth could affect the ease at which women were able
to continue these activities. This information would be useful in helping women to
understand the impact perineal trauma may have on continuing to carry out daily living

activities, and how to adjust to cope with the experiences.
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Kitzinger (1985), a social anthropologist, was the first to explore women’s experiences
of episiotomy although acknowledging she used a non-representative sample of a cross
section of childbearing women. The study is nonetheless informative about
complications women can experience following this invasive procedure. For example,
women who had an episiotomy with a spontaneous vaginal birth may experience more
pain a week after the birth than those who had perineal tears. Some women were more
likely to find 1t difficult to breastfeed comfortably. Kitzinger (1992a) provides further
data relating to episiotomy, comparing language used by women describing their
experiences of sexual abuse with women describing their traumatic birth experience
and how similar language was used for both experiences. This theme 1s developed
further in chapter 7, ‘getting back to normal’ where I show that some women blamed
themselves for the perineal trauma they sustained. The experience women describe 1n

the study by Kitzinger, indicates once again the necessity of further substantial enquiry.

These studies by Kempster (1987) and Kitzinger (1985) demonstrate the wealth of
descriptive data that may be obtained using a qualitative approach providing access to

different perspectives based on real life experiences.

Introductory literature review

In keeping with the chosen approach of inquiry, that of grounded theory, 1t was not
appropriate to undertake a full literature review at the beginning of the research
process. It is recognised that if a full literature review takes place it might lead the
researcher into a specific direction rather than leave control with the participant (Morse
and Field 1996: Strauss and Corbin 1998). However, a general overview of relevant

literature is important to avoid the possibility of replicating studies.

It is acknowledged that the researcher will already have some background knowledge
regarding the proposed research (Strauss and Corbin 1998). In respect of this study it 1s
recognised that the researcher is a practising midwife and will therefore have

knowledge about the topic being researched. Chapter 9 provides a description of the
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researchers background in order for readers to determine for themselves if this has

influenced the study in any way.

As part of the process for gaining ethics approval to undertake this study, an initial
review of the literature was necessary in order to convince the panel that the research
was appropriate and would contribute knowledge that was relevant to the study under
question. This included a discussion of other researchers’ work to demonstrate the
need for this particular study. For the purpose of receiving ethics approval the review
was relatively short showing how the study would compensate for shortcomings in

previous research, justifying the chosen topic and approach.

The following section discusses some of the major issues pertinent to my research:
e Defining perineal trauma
e Indications of episiotomy

e Rates of perineal trauma

Perineal trauma 1s defined by Kettle (1999:1) as “any damage to the genitalia during

childbirth and occurs either spontaneously or it is made intentionally by surgical

incision (episiotomy)”.

Until recently episiotomy, was cited as the main cause of perineal trauma with a rate of
55-60 percent of all births being achieved in the 1980s (Kitzinger 1985; Graham 1997).
It 1s argued that the high incidence of episiotomy was dictated by the growing
dominance of the obstetric profession, with a knowledge base primarily founded on a
‘medical model’ of care (Anderson and Podkolinski 2000). The medical model is
derived from the viewpoint of the philosopher Descartes, who influenced a change in
philosophical thinking about health during the 17" century. Descartes believed the
Universe to be mechanistic, following predictable laws that could be discovered
through science and manipulated through technology. This view differed significantly
from the previous traditional or religious-based explanations of the world where
members of traditional societies relied largely on folk remedies, treatments and healing

techniques which were passed down from generation to generation (Giddens 2001).
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llinesses were frequently regarded in magical terms (presence of an evil spirit) or

rehigious terms (a sin).

The mechanistic philosophy viewed nature, society and the human body as parts that
could be repaired or replaced (Davis-Floyd 1990; Martin 1987). Disease came to be
identified objectively by recognising symptoms and medical care by ‘experts’ became
the accepted way of treating both physical and mental health. Davis-Floyd, a feminist
birth activist, advocates that the male body became established as the prototype
resulting in the female body being viewed as deviating from the male standard. This
theory stemmed from the Roman Catholic belief that women were inferior to men,
closer to nature and the less intelligent. The female body was then seen as inherently
abnormal, defective and dangerously unpredictable, ideas which have underpinned the
philosophical basis of modern obstetrics. During early medical developments in the
late 19™ century and early 20" century ideas about women’s health were based on the

understanding that the female body and female functions, such as menstruation were
inherently pathological. Childbirth became placed within the medical frame of
reference as a condition for which the advice of doctors was needed and hospitals
became the proper place for birth. One of the assumptions based on the mechanistic
approach 1s that the appropriate arena for treatment 1s the hospital, where medical
technology 1s concentrated and best employed (Giddens 2001). A new specialisation in
medicine developed, namely obstetrics and gynaecology, and the events of childbirth
became best understood in purely physical and pathological terms, separating out social
and emotional aspects of women’s lives (Oakley 1989; Freund and McGuire 1999).
Richards (1975) discusses how obstetrics grew up as a surgical specialty, which tried to

solve problems by active mtervention, and was based on hospital practice.

Martin (1987) explains the ‘body-as-machine’ metaphor in relation to obstetrics. The
woman’s body 1s the machine and the doctor the mechanic or technician who ‘fixes’
the machine. This explanation Martin believes, legitimises the process of intervention
and takes the metaphor one step further by likening labour to a “production-line” where
the doctor i1s the mechanic, the woman is the labourer, and the labourer’s machine
(uterus) produces the product (the baby). With the production-line metaphor Martin
argues that obstetric intervention 1s a way of improving productivity. Rupturing

Women’s experiences of their perineum following childbirth: expectations, reality and returning to normality
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membranes during labour increases the performance of the uterus; accelerating the
labour with oxytocic drugs ensures successful completion of labour by improving the
performance of an ‘exhausted uterus’ and an episiotomy hastens the delivery of the
final product, the baby. The impact of this medical model is developed further in

chapter 3, ‘striving for normality’.

By the 1980s 1t was suggested by Kitzinger and Walters (1981) that episiotomy had
become a normal and almost expected part of childbirth for all women having their first

baby and for the majonty of those having subsequent babies.

The main indicators for episiotomy enshrined within the medical model at this time

included (Hoult 1986):
e prevention of serious vaginal and perineal tears
e prevention of long-term problems such as stress incontinence and vaginal
prolapse
e 1nstrumental or breech delivery
e prolonged delay with the head crowning, obstructed by a tight perineum
o fetal distress where the birth of the baby 1s imminent
e previous episiotomy

e pre-term birth

Few of these indications were based on any research evidence (Sleep et al 1984).

Many studies of perineal trauma focus on episiotomy and have usually been nstigated
and led by obstetricians, therefore having a medical focus. They have primarily been
concerned with the timing of performing the procedure and how to perform it (Carroh
and Belizan 1999), the use of the most appropriate suture material (Mohamed et al
1989; Kettle et al 2002) and techniques to apply when subsequently repairing the
perineum (Grant et al 2001; Kettle and Johanson 2000a; Kettle and Johanson 2000b).
One of the first pieces of research that was led by a midwife and had a significant eftect
on clinical practice was undertaken by Sleep et al (1984). Sleep, a midwife returning to

practice after a gap of several years, found a noticeable increase in the use of
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episiotomy without any evidence to support this practice. She and her colleagues
raised concerns about the routine use of this procedure questioning the indications for
the procedure and noting the short- and long-term morbidity women often experience.
This study used a randomised controlled approach to collect data relating to two
perineal management policies, both intended to minimise trauma during spontaneous
vaginal delivery. The first policy was to restrict episiotomy to fetal indications only,
such as the fetus becoming distressed with the need to deliver the baby quickly. The
second policy was to use episiotomy more liberally to prevent perineal tears. The
consequences of the two policies were compared 1n terms of maternal and infant
morbidity immediately after the birth and at 10 days and three months postpartum.
There were no significant differences in the outcome between the two groups 1n
neonatal state, maternal pain and urinary symptoms. Women allocated to the restricted
policy were more likely to have resumed sexual intercourse within a month after birth.
This work was followed up by a further study by Sleep and Grant (1987a) who
1dentified that episiotomy did not seem to prevent urinary incontinence or decrease
long term dyspareunea. This research therefore effectively challenged the existing
recognised indicators for performing an episiotomy, and provided an evidence base for

changing practice.

Since the completion of the work of Sleep and Grant (1987a) the episiotomy rate has
been dramatically reduced from over 20 percent in the 1990s to 12 percent of births 1n
2003-4 (Government Statistical Service 2005). Following the publication of the study
by Sleep et al (1984) and the follow up study by Sleep and Grant (1987a), the

indications for episiotomy have been reviewed and updated reflecting the use of

evidence to support practice (Downe 2003). Justifiable indications now include:
e prior to an assisted delivery such as forceps or ventouse extraction
e cvidence of fetal compromise

e to reduce the risk of intracranial damage during pre-term and breech delivery

Since the fall in episiotomy rates it has been commented that midwives have lost the

skill of maintaining an intact perineum with a consequential rise in spontaneous

perineal trauma (Enkin et al 2000).

e ey e e S e
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The work of Sleep et al (1984) was therefore influential in changing practice but failed
to take the views of women significantly into account. These views began to be heard
through studies undertaken in non-medical disciplines raising concerns relating to
psychological and emotional factors as well as long-term physiological problems
associated with perineal trauma. Kitzinger (1983, 1985, 1986) questioned the routine
usec of episiotomy in Western obstetrics and voiced concern about long-term
psychosexual problems. From a sociological perspective, Oakley (1980) has written
about the power struggle between women and obstetricians over the increasing use of
medical intervention in childbirth and argues that studies of doctor-patient relationships
have often 1llustrated a gap between what medicine views as legitimate knowledge and
women’s own personal experiences. Lay knowledge has been consistently viewed as
inferior to scientific knowledge, particularly in the area of health. However, lay
opinion 1s also becoming increasingly heard as women’s voices are given a forum
through pressure groups such as the National Childbirth Trust (NCT) and the
Association for the Improvement of Maternity Services (AIMS). Additionally
Government policy has influenced practice by placing women at the centre of care
(Department of Health 1993; Department of Health 2004). With this broader interest in
childbirth, the experience of women 1in health care appears to have become legitimised
as an important area of study. This is echoed by Paterson et al (2005) when justifying
the need for their study to find a vahid measurement for maternal satisfaction. This
view gives credence to my research in wanting to hear the voice of women 1in relation

to their experiences of a particular aspect of childbirth.

More recently, Salmon (1999) provided an account of women’s experiences of perineal
trauma 1n the immediate post-delivery period. A lack of data on the social and
psychological impact of perineal frauma on women was a prime reason for undertaking
her study. Salmon also pointed out that there was no documented account of how
women struggle to make sense of a very changed social identity from that of their pre-
pregnant selves, or an assessment of the degree to which they feel supported by their
carers 1n this process. She wanted to include an approach to her study that encouraged
women to speak for themselves and turned to feminist sociology to achieve this. Using
unstructured interviews with broad questions about experiences of childbirth and

perineal trauma, Salmon concluded that one of the main implications for practice was

L L
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the importance of listening to women as a key to responsive care. A weakness of the
study 1s the reliance on a snowballing technique to recruit the women, which tends to
result in a sample of women with similar experiences and/or views. The study did

however highlight the intense and far reaching effects of bad experiences of care.

T'he process of birth and the perineum

In order to understand women’s experiences of their perineum it is first necessary to

understand the function and the significance of the perineum during birth.

When a baby 1s born, the tissues of the vagina and external genitalia fan out. With each
contraction, the head emerges little by little, acting as a smooth wedge to slowly stretch
the soft tissue. The perineum thins out and the baby’s head emerges over the perineum.
The pelvic floor muscles, vagina and perineum have an important function in
facilitating the process of birth. These structures and their functions are outlined 1n

appendix 1.

Perineal trauma may occur as a result of tearing, cutting or stretching during
spontaneous or assisted vaginal delivery. It is classified according to severity (table
1.0) but this classification does not take into account the perineum that remains intact
but still causes pain due to the stretching and bruising that often occurs within the
vagina and surrounding area. Although there 1s no apparent physical damage there may
be transient pudendal or peripheral nerve injury resulting from prolonged pushing or
pressure exerted by the fetal head on the surrounding structures (Allen et al 1990).
Swelling and inflammation can also occur as a physiological response to the stretching
and bruising of tissue and may exert pressure on nerves and tissue resulting 1n pain and

discomfort. Women may easily notice perineal swelling, as described by Georgina:

“I mean when you are in the shower, I mean normally you can’t actually see
underneath but it’s so much lower, and that’s, that’s a surprise as well, where it’s
so sort of swollen you can actually see it as well.”

O e e e P ey S e e e e e e e e e e e e e S ——— M —
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Georgina had an intact perineum following the birth of her baby, but as described
above, her perineum was noticeably swollen. It is because of the outcome Georgina
describes and the pain and discomfort felt by other women with an intact perineum that

I wanted to include this group of women in my study.

Alm of the research

The mtention of this research was to explore the feelings, perceptions and experiences
of women 1n relation to their perineum following childbirth. It is the knowledge
derived from their accounts that then leads to the emergence of ideas and theories. This
1S a crucial aspect of grounded theory (see chapter 2) where theory built on the
information gained from the data is able to give meaning to the experience women have

of their perineum following childbirth. As Strauss and Corbin (1998:25) note:

A theory enables users to explain and predict events, thereby providing guides to
action .

An 1nvestigation into this area will have relevance as a basis for appropriate
information giving and planning of care during the antenatal and postnatal period. The
contribution to knowledge will help address the needs of women, as i1dentified by the
women themselves, and form an integral part of women-centred care that 1s
fundamental to the philosophy of recent government policy (Department of Health

2004). The findings may also provide a basis for future research.
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CHAPTER 2
METHODOLOGY

An overview of qualitative research

Qualitative research describes a process of inquiry that seeks to explore the meaning of
an individual experience or event recognising every human experience as unique
(Sandelowski 1986; Morse and Field 1996). It is concerned with capturing the
individual’s point of view to obtain in-depth and detailed descriptions, which Denzin
and Lincoln (1998:11) refer to as ‘rich description’. Sinclair (2004) articulates the
importance of qualitative research as a way of contributing to midwifery knowledge as
it describes, maps, analyses and details the patterns of everyday experiences for women
during their childbirth experience. This study captured ‘rich descriptions’ of women’s
experiences of their perineum following childbirth, which led to the development of a

theory grounded in the data.

When little 1s known about a topic and the researcher wants to focus on the
circumstance that may shape the understanding of the phenomenon being studied, then
a qualitative approach 1s appropriate (Glaser and Strauss 1967; Strauss and Corbin
1998). It 1s an exploratory approach that builds a complex, holistic view from the
reports of participants detailing their experiences or phenomenon. The data that is
collected retlects the ‘real life’ or social context and when analysed, explanations are
developed based on complexity, detail and context. I wanted to understand women’s
experiences of a particular phenomenon, of which there 1s little literature available.

The lack of available literature influenced the decision to use a qualitative approach to

explore the experiences of women.

Grounded theory 1s a research approach that has 1ts roots in sociology, particularly in
symbolic interactionism which aims to explain basic patterns common in social hife and
generate theory that 1s relevant to practice and research. Childbirth 1s more than a
biological event, it occurs 1n a social as well as psychological context, which has an

impact on the birth experience. Women gain knowledge and understanding of the birth
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process as they live through it and engage with others. This perspective demonstrates

how psychosocial factors are important to women experiencing pregnancy and birth.

This 1s the methodology for this study:.

Symbolic interactionism

The framework for grounded theory is embedded in symbolic interactionism, which
maintains that, the behaviour of individuals and the roles they play are determined by
how they interpret and give meaning to symbols (Mead 1934). Individuals make sense
of the world through interaction with others and define themselves through a process of
socialisation. An example in this study was that some women would talk to friends
who had recently given birth wanting to know what it was like. For some women this
meant however, that if their friend’s birth was straightforward and they did not sustain

any perineal trauma, they felt their own experience should be similar as they had

‘something to live up to’ (see chapter 4).

Blumer (1969) developed the process of socialisation further by stating that people do
not just respond to a situation but interact with others and so play an active role in
shaping their environment. Symbols can include words, gestures, clothing and objects.
Within a social group, individuals have a shared understanding of what certain symbols
mean to them and 1t 1s this meaning that enables the behaviour of others to be predicted.
Over time the meanings may alter as individual behaviours change. When feedback is
given to individuals about changes in behaviour, they begin to recognise how others see
them informing their perception of ‘self’. The self therefore is socially constructed in
that 1t 1s influenced by expectations of others. Grounded theory explores the social
processes within these interactions, drawing out what 1s important to the individual

within their world, as they perceive it.
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Rationale for using grounded theory

Grounded theory is based on the work of Glaser and Strauss (1967), which emphasises
the importance of developing theory that explains and provides insight into the
phenomenon that is being studied. It is a system for analysing and interpreting research
data, steering the researcher through its simultaneous collection and analysis, with the
purpose of making explicit the theory, which lies within the data (Glaser and Strauss
1967, Strauss and Corbin 1998; Hutchinson 2001). It is appropriate to use when there
1s a lack of knowledge or theory of the topic (Glaser and Strauss 1967, Hutchinson
2001). Strauss (1987) maintains that grounded theory is more structured than other
forms of qualitative research such as phenomenology or ethnography, which generally
seek to describe or explain the phenomenon under question but does not emphasise the
development of a theory. Theory is a grouping of related concepts and proposals with
‘explanatory power’. Grounded theory is the ‘discovery of theory from data

systematically obtained from social research’ (Glaser and Strauss 1967:2).

Glaser (1992) claims that grounded theory methods are not specific to a particular
discipline or type of data collection. It is an orderly and systematic method equally
applicable to many fields including health, business studies or psychology. Interview
transcripts, observation or documents and diaries can all be appropriately utilised. My
study 1s related to the discipline of midwifery and used diaries and one-to-one
interviews. Backman and Kyngas (1999) identify that grounded theory has been used
1n nursing since the 1970s. Bluff (2000) acknowledges this approach is also gaining
popularity amongst midwives such as claimed by Levy (1999), Spendlove (2005) and

Williams et al (2005).

The ‘Straussian’ and ‘Glaserian’ Grounded theory

Grounded theory emerged from the collaboration of two scholars, Barney Glaser and
Anselm Strauss (Glaser and Strauss 1967). Since the 1nitial development of grounded
theory some consider Glaser and Strauss to have taken divergent paths in its application

and evolution (Glaser 1992; Melia 1996; Melia 1997; Boychuk Duchscher and Morgan
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2004). The differences are essentially related to the nature of the research question and
initial coding and discovery or verification. Strauss and Corbin (1998) state that the
research question is a statement about the phenomenon to be studied. Glaser (1992)
argues that the question only emerges through the process of open coding, theoretical
sampling and constant comparative analysis. Glaser is critical of Strauss and Corbin’s
approach arguing it is a process of verification and not discovery. Strauss and Corbin
analyse data systematically which Glaser believes is too rigid. He argues that Strauss
and Corbin, 1n breaking down and pulling apart all paragraphs and sentences and
naming them, forces the data, that is, by making it fit into predetermined codes and

categories. Glaser emphasises the need to look for patterns and relationships within the

data allowing the data to tell their own story (Melia 1996).

Key to Strauss and Corbin’s (1998) version of grounded theory is the emphasis placed
on breaking down, comparing and categorising data using a set of procedures known as
axial coding. These procedures focus on specific consequences, strategies and
conditions that allow the researcher to put back the data in a new way. It is this process
that 1s the most contentious between Glaser and Strauss (Kendall 1999). I decided to
use the Straussian approach as i1t offered the structure I thought appropriate for

someone who was fairly new to the research method (see chapter 9).

Data collection and analysis

Data were collected using diaries and interviews and the following section considers
the relevant literature. Structured versus unstructured diaries will be explored as well
as considering how participant diaries were used 1n the research and the rationale for
doing so. The use of interviews to complement the data collected from diaries 1s also
discussed 1n detail. The progression of data collection was unintentionally a lengthy
one and that to aid clarity a timescale and overview of the process has been included at

the end of the chapter.

Ross et al (1994) and Jacelon and Imperio (2005) explore the use of structured diaries

with participants typically asked to record specific information in relation to some
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aspect of an event or experience. Alternatively the diary may be completely
unstructured where detail thoughts and feelings in relation to a particular phenomenon
can be expressed. Richardson (1994) argues that formally structured documentation is
not a true diary as it pushes the subject into a narrow view of their life events, and
decreases spontaneity. I did not want to guide the women, which is consistent with the
views of Richardson (1994) and Pittman et al (1997). Ross et al (1994), have evaluated
diaries as being a reliable, user-friendly and a productive tool, but may demand more
time and effort on the part of the women than, for example, a single interview. Pitman
et al (1997), 1n preparation for their study to evaluate maternity care, also had concerns
about asking women to keep a diary because of the commitment required. However,
anecdotal evidence from local midwives that mothers, especially first time mothers,
often kept their own diaries, was helpful in deciding this to be an appropriate means of
collecting data. There was a 50 percent response rate with diaries being returned from

across the range of social classes and age groups.

Initially I gathered data through individual diaries (sample appendix 2). After
analysing four diaries it became apparent that greater depth and clarity could be
achieved by using interviews as an additional research tool (sample appendix 3). For
example where further clarification would have been helpful can be demonstrated by

reference to the following extracts taken from Anne and Brenda’s diary entries:

Anne:
“Worried that going for a wee (passing urine) would still sting and be

uncomfortable, but to my surprise it didn’t sting at all.”

Brenda:
“I feel surprisingly well today. ”

Both of these entries appear to suggest that Anne and Brenda had expected something
different and were surprised when 1t did not happen. Exploration of what it was they
were expecting to happen and why was important but this was unable to be done by
using diaries alone. A disadvantage of using diaries as a method of data collection is
the difficulty for the researcher to explore further any questions that arise from reading

the content (Zimmerman and Wieder 1977; Gibson 1995). This method of data
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collection was new to me I had not appreciated the benefit of including interviews from
the beginning of the process. Following further ethics approval, future women
recruited were interviewed within two weeks of the diary being collected. This
combined approach is referred to as the ‘diary: dairy-interview method’ (Zimmerman
and Wieder 1977). By using interviews with subsequent women the above example
informed the category ‘preparing for the unknown’ and is investigated in detail in

chapter 4.

Other disadvantages of diaries include deciphering handwriting (Gibson 1995), which
interviews after completion of the diary allow for clarification. Diaries are also time
consuming to complete and instructions about how to complete the diary may be

difficult to understand (Meth 2003). Both of these issues were acknowledged.

1 wanted to ensure that keeping a diary was not onerous, so careful consideration was
given to the style of the diary used. It was attractive and the chosen colour green, not
pink or blue which is often connected to the gender of the baby. Before meeting the
women I did not know whether they had a boy or girl and did not want to give them a
diary that could be perceived as the wrong colour. It was AS in size to make it easier to
handle but was large enough to ensure good print size and spacing for instructions. The
diary was an instrument to obtain the women’s views about their perineum following
birth, but also for returning to them after the content had been analysed. Therefore,
crucially 1t was seen as being owned by the women. This was i keeping with other
studies such as Podkolinski (1996) and Pittman et al (1997). Freer (1980) also believed
that 1f accurate and comprehensive information 1s to be collected, then 1t 1s essential the
diary is as patient centred as possible. Patients should therefore be encouraged to see
the diary as their own, recording their own problems in their own words and 1s why

Podkolinski returned them after the data was analysed.

Care was taken to ensure that the mstructions in the diary were clear (appendix 4).
Freer (1980) and Richardson (1994) argue 1t 1s crucial to the quality of the recorded
diary information that the instructions to the women should be carefully prepared.
Initially, I found it difficult to write the instructions to give a minimal amount of

information whilst using a ‘reader-friendly’ language not loaded with professional
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jargon (see chapter 9). Personal contact was made with each woman to explain the use
of the diary. It was also hoped that this contact would encourage women to complete it
once started. A number of factors influencing response rates are cited in the literature
related to diaries. Best response rates are achieved by personal recruitment and
delivery of the diary, and regular follow-up and personal collection. This ensures good

1nitial acceptance rates, and ensures the diary is returned (Corti 1993, Gibson 1995).

The women kept the diary for 10 days following the birth of their baby, which matched
the minimum number of days a midwife must attend women 1n the postnatal period
(Nursing and Midwifery Council 2004a). This time frame met the parameters of my
study, to provide a basis for appropriate information giving and planning of care for
women 1n the postnatal period. Although women might experience difficulties beyond
10 days 1t was an appropriate cut off point. Richardson (1994) identifies that whilst
health diaries can be maintained from one to two weeks to over one year, and initial
completion 1s high amongst participants, there 1s a consistent drop in the reporting of
incidents with time. The 10 days 1n this study captured sufficiently the behaviour or
events of interest without jeopardising successful completion by imposing an overly

burdensome task. All women recruited to the study completed their diary.

Diaries, according to Gibson (1995), provide the researcher with an unobtrusive way of
tapping into intimate areas of people’s lives that may otherwise be closed. This was
evident in the diaries written by the women 1n this study, where examples of intimate
experiences such as sex and femininity were included. This is noted in Amanda’s diary
where having sexual intercourse was something that concerned her and 1s considered

further 1n chapter 8:

“Still not sure about sex before my six week check though.”

Unstructured diaries were used, except for a brief introduction at the beginning
reminding women how to use it (appendix 4). This approach was used to enable
women to record in their own words, descriptions and perceptions of events and
feelings over time. Richardson (1994) verifies that this 1s consistent with Allport’s

original classification of diaries, which includes an intimate journal that gives account
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of thoughts and feelings. The diary provided an opportunity for women to write about
their thoughts and feelings as near to an event as possible, so they did not have to rely
on memory to recall past experiences (Mateo 1991). Rakowski et al (1988) argue that
participants may recall past experiences as being more serious or not so serious
depending on what long-term effects remain, rather than based on the discomfort or
disruption of routine that occurred at the time of the event. This was relevant to my
study enabling exploration of events that were experienced by the women at the time

rather than recalling an event that may have lost significance several months later.

The women were encouraged to record whatever was important to them, even if they
felt 1t might not be what was wanted. When analysing the diaries, it was clear the
women were not inhibited in their writing, as shown by Sarah’s entry describing events
leading up to the birth of James. The progress of Sarah’s labour was taking longer than
normally expected, due to the position that her baby’s head was lying in the birth canal.

This made 1t more difficult for the natural progress of labour to take place:

“Baby James was born at 9.42pm last night and I had a forceps delivery, which
involved an episiotomy and obviously stitches. 1 feel I suffered an ordeal I would
very much like to forget...my waters broke at 5am yesterday morning and within
72 hr I was having contractions every 3 minutes. Made our way to the hospital at
about 9am and used TENS (transcutaneous electrical nerve stimulation) machine
until I got in the pool at around 1pm when I started using gas and air. 1 spent
approximately 8 hours labouring in the water. However James’s head was at an
awkward angle and as such, despite me pushing really well — it really was taking
such a long time and I was absolutely shattered. They called the Registrar who
performed a forceps delivery. Despite having injected local anaesthetic to the
area — I was not numb and felt everything (Sarah’s emphasis) — my husband had
to pin me down onto the bed using some force. I was told to push on the next
contraction once the forceps were inserted but I really was in so much pain from
her having inserted them I couldn’t tell if  was having a contraction or not!!! So
[ just pushed anyway and his head was born on the 2" pull/push. I actually felt

her cut me and then stitch me.”

This and similar entries in other diaries, has powerfully informed part of the discussion

chapter where 1 explore and consider how perineal issues cannot be separated from the

birth story.
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Diary: diary-interview

The diary: diary-interview offered a number of advantages. Clarity was sought from
entries 1n the diary (Zimmerman and Wieder 1977) and expanded into themes during

the interview. To illustrate this Fran wrote in her diary soon after the birth of her

daughter, Abby:

“the bath felf nice to be clean.”

Reference to bathing and being clean occurred several times in the diary. When
explored further mn the interview Fran explained that bathing so early after giving birth
had not happened following the birth of her previous two children. This enabled Fran
to talk about her experience of feeling considerably more normal compared to when she
went home previously. Being clean and feeling normal were explored in further
Interviews as well literature related to the cultural significance of being clean. Scott
and Henley (1996a) for example identify that washing extends beyond being just a
physical task but 1s a means of ensuring social acceptability and the person being
comfortable with the way they present themselves. This led to the coding of ‘wanting

to be myself again’ (see chapter 8).

The interview supplemented data collected from the diary. The diary acted as an ‘aide
memoir’ for events that were difficult to recall accurately or were forgotten. It was
recognised in this study that women could be pre-occupied much of the time with
caring for their newborn baby and that recall could be coloured by the new role and
responsibilities women had. Corti (1993) argues the diary: diary-interview is the most
reliable method of obtaining information and 1s the closest to direct observation. The
interview provided a rich source of information related to the women’s behaviour and
experiences on a daily basis. The diary: diary-interview also provided an opportunity
for discussing more intimate details contained within the diary that might have

remained ‘silent’ 1f the interview alone was used.

Initially an unstructured approach to the interview was adopted, enabling flexibility and

encouraging the interests and thoughts of the women to be expressed and heard. The
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Interview started with a general question, ‘Tell me about...” An ‘aide memoir’ was
available during the interview to prompt questions from the diary if they were not
spontaneously covered. Wimpenny and Gass (2000) indicate that in grounded theory
the ongoing analysis will influence the questions asked, resulting in the direction and
questioning in the interviews becoming driven by the emerging theory. This indeed did
bring a sharper focus to subsequent interviews, which resulted in their format becoming
more semi-structured in nature. For instance, as the analysis progressed there was an
Interest to understand further the idea of ‘returning to normal’, and so some of the

questions were related to this if it was not raised spontaneously by the women.

SW:

“What sorts of things were normal to you? Can you explain what normal was?”’
Hannabh:

“Yeah (um), well I think I mean (um, laughs), well I put some washing on er
making some dinner..."”

Each interview took place within two weeks of collecting the diary. It was hoped that
this limited interval would enable women to recall, (with prompting from the diary if
necessary), events that would be useful to explore in more depth. Early transcribing of
the interview allowed for preliminary analyses of the data, identifying initial codes.
These then formed the basis of the meeting with subsequent women, asking them to

expand on 1ssues, further enriching the data.

Interview dates were agreed with the women when collecting their diary. All agreed
for the interview to take place in their home, at a time that was convenient to them.
Before arriving for the interview the women would be telephoned to check that the time
was still suitable, recognising that the needs of the baby may require adjustments to the
initial time agreed. When I met with Janet the timing was rearranged for later in the

day. She had been up for most of the night with Thomas, and was going to bed for

some sleep.

Interviewing in the women’s homes meant there might be unavoidable distractions as
the need to provide care for the baby was a priority. I believed it was important that 1f

the women wished, they should have their baby with them to reduce any anxiety that
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may arise in trying to find someone else to baby-sit. My experience during the
Interviews was, that it was not the baby that caused the distraction, but the telephone.

On several occasions the tape machine was turned off while a telephone call was

answered.

In all but one instance the women had their baby with them, the exception was where
the father provided care away from the interview area at the woman’s request. At the
commencement of the interview it was emphasised to the women to feel free to stop at
anytime if they needed to tend to their baby. On several occasions women would be
breastfeeding at the start of the interview, or would be cuddling and settling the baby
ready to put them down to sleep. This was an important approach in helping to

facilitate an environment where women felt comfortable to talk.

All mmterviews were audio taped and transcribed verbatim soon after the meeting. The
transcribing was done by the researcher, which was helpful in stimulating the analysis

of data. Data collection took place between September 1998 and May 2004.

Coding and categorising

Constant comparative method of analysing and theoretical sampling underpin the
process of data collection (Glaser and Strauss 1967; Strauss and Corbin 1998) and

serve to facilitate the generation of theoretical ideas that are rich in both conceptual and

theoretical terms.

The constant comparative method of analysing involves simultaneously collecting,
coding and analysing the data 1n order to decide what data needs to be collected next.
Data collection and analysis are therefore linked from the beginning of the research and
interact simultaneously. According to Glaser and Strauss (1967), this constant
comparative method focuses on generating and plausibly suggesting numerous

categories, properties and hypotheses from within the data.

Women’s experiences of their perineum following childbirth: expectations, reality and returning to normality

30



Analysing the data involved examining words, phrases, lines and paragraphs of the
diaries and transcripts to discover and name concepts expressed by the women in the
study. Early in the research process codes were 1dentified. Strauss and Corbin (1998)
refer to these as substantive codes, so called because they come from the substance of

the data. Codes were 1nitially labelled with words used by the women (in vivo) for

example, to ensure their meanings were closely captured. Words also identified by the

researcher were used.

Each code was compared to all others for similanties, differences and general patterns
(Strauss and Corbin 1998). Similar codes were then linked together to form categories.
This forming of categories moves the data to a more abstract level generating further
categories (appendix 5) to explore in preparation for the next interview. Thus,
questions were generated from the data and one event was compared with another.
Each diary and interview was compared and as new ideas emerged further comparisons
were made, this being an ongoing process rather than a one off event. Theretfore the
data were modified as directed by the advancing theory (Streubert and Carpenter 2001;
Holloway and Wheeler 2002). For example, the instructions in the diary were updated
after 6 women had completed them (appendix 6). This was to reflect the emergence of
the category that some experiences the women were describing had not been expected.
Instructions in subsequent diaries asked the women to comment if the experiences they
were writing about had been expected. The category, ‘preparing for the unknown’ (see

chapter 4) resulted from further abstraction of the data.

Formulating a definition based on the properties inherent in categories was the next
step. Axial coding (Strauss and Corbin 1998) enables data broken down in open codes
to be connected and reassembled again into categories. An example of the descriptions
related to bathing or having a shower and how connections were made in preparation to
reassemble into the sub-categories, ‘coping with the body’ and ‘achieving

independence’ are given in appendix 7.

-
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Literature search strategy

After the introductory literature review (see chapter 1), the next formal stage of
considering the literature was guided by the emerging categories (Glaser and Strauss
1967; Strauss and Corbin 1998). At this point the literature became another source of
data that was incorporated into the main body of the study. Reference to the literature
continued throughout the research study, which means ultimately the literature is

extensively reviewed. In the context of this research, further literature was not

accessed until the first four diaries were analysed.

Following the analysis of the first four diaries a number of themes were emerging. For
example, women having their second or subsequent baby identified that previous
experiences of perineal pain appeared to be important in preparing them for the
impending birth. This was different from those women who had not experienced
perineal pain before. The apparent difference in preparation led to exploring the
literature related to antenatal preparation classes and asking women in further
interviews if attending preparation classes were helpful in preparing them for any
perineal pain and discomfort that may be experienced. The use of the literature at this
point enabled the researcher to compare and contrast findings with those of other

studies. This led to the development of the category, ‘preparing for the unknown’ (see
chapter 4).

Searching the literature involved two methods, the incremental approach and broad-
brush approach (Burnard 1993). The incremental approach tracks back one or two key
papers that are read and then key references that the author cites are again traced and so

the process continues. In this way a systematic search of the literature is undertaken
exploring one aspect at a time. An 1llustration of using this approach is the article by
Small et al (2000), who explored midwite-led debriefing to reduce maternal depression
at operative childbirth. A number of other papers related to ‘debriefing’ were traced

from the reference list.

The broad-brush approach to searching the literature involves the researcher amassing

as many reference about a particular topic as possible and then filtering through the
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references and choosing the ones that are particularly pertinent to the study. Data-bases
that were accessed when searching the literature included the British Nursing Index,
CINHAL, MEDLINE, Cochrane and MIDIRS. The information had to be written In, or
translated into English. Key words used for example, when searching the literature
related to perineal trauma included ‘perine* tear’, ‘perine* trauma’, ‘genital tract
trauma’, ‘perine* repair’ and ‘birth trauma’. Further references were retrieved from

Journal articles and books and through personal contact with experts in the field.

The literature can also be used to validate the researcher’s categories. Available
evidence may support the researcher’s findings but may also identify disagreement.
Where the literature challenges the researcher’s findings the reasons for this are
explored. An example of where the findings in this study challenge the literature relate
to the work of Holloway and Bluff (1994) where it is argued that women believe the
midwite ‘knows best’ what care to give during labour. This view is not upheld in my
study as demonstrated by Amanda for instance, who questions the ability of the

midwife (see chapter 7).

It 1s acknowledged that ultimately the researcher has to choose which literature is
relevant to the study under question and follow-up, and which to reject, making a

decision about what 1s and what 1s not appropnate to the study.

Sampling strategy

Morse (1991) advises that sampling be both appropriate and adequate. That means that
the method of sampling must fit the aim of the study as well as help the understanding
of the research problem. A sampling strategy 1s adequate if 1t generates sufficient and
relevant information and satisfactory quality data (Holloway and Wheeler 2002). A
purposeful sample was initially used. That 1s women were ‘purposefully’ selected to
provide information about the area under study (Patton 2002). Individuals are selected
based on the researcher’s first-hand experience of a culture, social interaction, or
phenomenon of interest (Streubert and Carpenter 1999). Porter (1996) identifies that

the initial decision regarding sampling is the only one that can be pre-planned, since the

. P L
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selection of all other data sources is controlled by the emerging theory. As important
issues emerge, theoretical sampling takes priority (Glaser and Strauss 1967; Coyne
1997). This type of sampling facilitates the development of theory by enabling new
participants to be sought in response to analysis of the data. This provides the greatest

opportunity to gather the most relevant data about the phenomenon under investigation

(Strauss and Corbin 1998).

The aim of this research (see page 19) was to explore the feelings, perceptions and
experiences of women in relation to their perineum following childbirth. The
researcher was aware that individuals needed to be selected with the likelihood they
were to experience a vaginal birth, and not intending to birth their baby by caesarean
section. Initially, women were selected on the basis that they were planning to have a
vaginal birth, regardless of them experiencing a straightforward pregnancy or one
where they had complex needs. A local, midwife-led antenatal clinic in the South of
England was used as a base for the recruitment, which began following ethics approval
in 1998. The characteristics of the women, relevant to the phenomenon being studied

are given 1n appendix 8.

After recruiting four women to the study and analysing their diary entries, several
1ssues began to emerge. Women who already had children described their experience
as better than before. It was also noted that although all the women had been classified
as having ‘minimal’ perineal trauma by the record of the birth written by midwives, the
pain the women experienced was variable. These emerging 1ssues led to sampling
women who were having their first baby, and women who sustained a greater degree of

trauma to see 1if their experiences differed. A personal field note entry reflects this

decision:

“It is evident that the first four diaries are from women who have only sustained
grazes and no stitches. Although this is ‘minimal’ trauma they write about
varying degrees of pain. Those who have had babies before refer to the pain
being better than before. I need to sample some women who have had a ‘greater
degree’ of trauma to see if their experience is different. This is difficult to sample
for until after the birth because I don’t know who will tear / need at episiotomy
until after the birth. This will need to be handled sensitively because I don’t want
to say to the women, ‘sorry, but your tear wasn't big enough!” July 1999
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The next two women recruited to the study each sustained 2° perineal tears. The
analysis of their diaries and interviews highlighted that the perineal pain and discomfort
they each experienced differed in severity despite their perineal trauma being classified
as similar. This led to the sub-category ‘the experience and assessment of perineal
pain’, (see chapter 5). Georgina was the next woman to be recruited. She already had
three children and her experience of giving birth to a subsequent baby had similarities

with the experiences of Anne, Clare and Debbie which informed the sub-category,

‘preparing second time round’, (see chapter 4).

The first seven women recruited to the study all had a spontaneous vaginal birth.
Issues of control over the birth process and feeling guilty about not being able to
prevent the perineal trauma sustained began to emerge. In view of this the next three
women recruited, Janet, Hannah and Sarah all had an assisted vaginal birth. Their
views and experiences added a different dimension to the phenomenon being studied
and informed the categories ‘getting back to normal’ and ‘recovery of self’. In total, 11
women participated in my study. Justification for this number is explored further on

page 36 where sample size 1s discussed 1in more detail.

Lincoln and Guba (1985) and Leminger (1994) suggest sampling continues until
saturation has been achieved, that 1s, until no new information 1s generated, there 1s
repetition of information and previously collected data are confirmed. Saturation
therefore occurs when further theoretical sampling does not uncover new 1deas when
additional participants are included that are important for the developing theory.
Saturation extends beyond concepts mentioned frequently and described similarly by
many people, or when the same 1deas arise repeatedly, but are obtained when the theory
fully explains variation in the data (Strauss and Corbin 1998). Morse (1989) argues
that saturation is complete by the quality of the theory that has been developed for that
specific culture, warning that saturation may not be absolute as 1t depends on timing,
the group of participants and the context in which the study 1s taking place. She
believes that if another group of individuals were observed or interviewed at another
time, new data may be revealed. In my study the collection of data stopped when the

same ideas were repeated and no new information was being heard.

e e e e S
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T'he inclusion of negative cases or the views of participants that differ from others
provide a balanced perspective (Morse and Field 1996). This was evident from the
category "getting back to normal’, where it is identified that part of the process of
regaining independence was the move from being dependent on family and friends for
help to being able to do things more independently. However, Hannah found her

relatives most unhelpful and ended up taking on the role of hostess when they came to

visit rather than her family doing things for her.

Sample size

Sample size is determined by theoretical saturation of categories so tends to be small
but the data are full and detailed. Qualitative research allows for greater flexibility in
sample size than does quantitative methods. For example, in quantitative research
particular rules are observed to ensure representativeness and generalisability. These
include the random selection of subjects, random assignment to experimental and
control groups and predetermined sample sizes to ensure the proper use of statistical
tests of inference (Sandelowski 1986). This 1s shown clearly in the study by
McCandlish et al (1998) where the primary hypothesis to be tested was that a policy in
which the midwife keeps her ‘hand poised’ at the time of delivery reduces the
occurrence of perineal pain in the previous 24 hours reported by the mother ten days
after the birth when compared with a policy of ‘hands off’. There sample size was
based on an estimate of 23 percent of women reporting perineal pain at 10 days after
birth meaning 8,500 women would need to be randomised to detect a reduction in
reported pain to 20.5 percent. The randomisation of women took place at the end of the

second stage of labour when the midwife considered a vaginal birth was imminent.

Women were either allocated to the ‘hands on’ or the ‘hands poised’ group.

In contrast Patton (2002) argues that no guidelines exist for sample size in qualitative
research, which may be large or small. It 1s generally accepted that qualitative
sampling can consist of small sampling units studied in depth. Qualitative research
does not produce generalisable findings but the sample groups are typically

representative of a class or group of the phenomenon being studied. Spendlove (2005)
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included seven midwives in her study to gain an understanding of the process by which
midwives make professional decisions regarding management of perineal trauma
following spontaneous childbirth. Midwives were recruited from a multi-sited NHS
Trust in middle England with data being collected through tape-recorded, semi-
structured interviews. Data collection and analysis were led by the constant
comparative method. The decision making process of the midwives with regard to the
management of perineal trauma following spontaneous childbirth was found to be a
two-stage process. The two stages were identified and named as the ‘assessing phase’
and the ‘contemplating phase’ with the outcomes of these two stages being a clinical
decision. Implications for practice included the need for midwives to reflect on their
practice 1n this area and be comfortable with their evidence base and skill. Particular
strengths of this study included midwives having recent intrapartum care experience
enabling easier recall of the knowledge and skills required to assess perineal trauma
and the subsequent necessary action to suture the perineum or to leave to heal naturally.
Theoretical saturation is identified as having been achieved after seven interviews,
despite 12 midwives being recruited to the study. Spendlove was clear from the outset
of her study that 1t was neither expected nor intended to produce findings generalisable
to midwifery, but rather to identify i1ssues that may provide focus for future research
and to raise professional awareness of midwifery decision-making regarding

management of perineal trauma. Spendlove concludes that the study contributes to the

published research on this subject

In my study a small group of fairly homogeneous participants were accessed (appendix
8). All women were of British, Caucasian origin living in one particular area in
England, aged between 20 years and 42 years, and except for one woman, living 1n
detached or semi-detached accommodation. All women appeared to be 1n a supportive
relationship. Six women gave birth to their first baby; two women to their second baby
and one each to their third and fourth baby respectively. Other groups of women were
not purposefully excluded from the study, they just did not happen to be around when
the sampling was undertaken. No claims are made as to the wider generalisability of
the findings, but it 1s nevertheless anticipated that, related to a wider context, at least

some of the category description may ‘ring true’ to midwives and others. Chapter 9

explores further issues related to limitations of the study.
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Ethical considerations

Ethical principles are important in relation to protecting the participant from harm and
risk and are necessary to consider for all types of research, not just grounded theory.
Research 1s considered to be ethical if it satisfies the demands of beneficence (always
do good), justice and respect for those involved (Beauchamp and Childress 2001).
Ethics approval for the research was sought through the Local NHS Research Ethics

Committee.

Gaining approval

The completed ‘request for ethics approval’ form was approved at the first submission.
One condition of gaining ethics approval was consent from the Clinical Directorate
who 1n this instance was a Consultant Obstetrician. I also needed to write to all the
Obstetricians within the Trust where I was hoping to recruit the women from.
Although not a pre-requisite of the ethics approval, I also sought agreement from the
Head of Midwifery, who was a ‘gatekeeper’ to the women whom I wished to access.
She gave me the support to speak to midwives within the Trust who were willing to
initially talk to the women about the research, so helping 1n the recruitment. This

support proved 1invaluable.

Polit and Beck (2004) state the rights of any individual involved 1n a research study
include confidentiality, anonymity, voluntary participation, informed consent and to do

no harm. Each of these aspects has been considered.

Confidentiality and anonymity

Confidentiality was explained at the initial contact and several steps were taken to
ensure this. Anonymity was maintained as far as ethics approval allowed and was
explained to the women that a condition of ethics approval was that the General

Practitioner and / or Consultant Obstetrician were to be informed of their participation
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(appendix 9). This I did once I had received the completed consent form. All diaries,
audio and transcribing materials were kept secure with restricted access. Each woman
participating was given a pseudonym in the transcript, along with a name for her baby.
1 the partner contributed or was named in either the diary or interview, he also was
given a different name. The use of names reflects the importance of giving each
woman an identity and acknowledging their contribution (Donnell Connors 1988). No
1dentifiable information was kept on computer and the paper work that linked their

name with the pseudonym used in this research was kept locked away with only myself

having access.

At the mitial contact it was explained to the women that if they agreed to take part, the
midwife who was present at the birth would need to make contact with me, giving brief
details about the birth. When informed of the birth I met the women within 24 hours
and gave them the diary. This was another way of confirming they still wished to take
part. This process altered slightly as the study progressed due to a change 1n
circumstances of the researcher. Part way through the study I changed jobs, which
meant not being able to meet with the women within 24 hours of the birth of their baby.
A new process was developed which meant when the consent forms from the women
were received, their diary was sent out by return of post. When the midwives informed
me the women had given birth I rang them on their return home and reminded them
about the diary. This change is circumstance is discussed further in chapter 9. Prior to
commencing the interviews, 1t was further clarified with the women that they agreed to
the interview being tape-recorded. It was also confirmed they could stop the interview

at any time they wished.

Not to be harmed

As a registered midwife I had a duty of care to the women and needed to comply with
the Nursing and Midwifery Council’s Code of professional conduct: standards for
conduct, performance and ethics (2004b) and Midwives rules and standards (2004a).
[f the women talked about the care they received as being inadequate or inappropriate,

they were encouraged to speak to their midwife or health visitor who would still be
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visiting them. If they felt unable to do this, then they were encouraged to talk to a local

Supervisor of Midwives, who had agreed to this commitment.

Voluntary participation and informed consent

Seeking consent 1s a process that incorporates the giving of information, discussion and
decision-making. All medical and research ethics committees maintain that informed
consent must be obtained from patients or participants. Consent was obtained from the
women after 34 weeks of pregnancy. This meant there was enough time to explain the
study to the women, before the onset of labour, and for the women to take written
information home and discuss with their partner, and midwife if they wished, before
making a decision. This practice is commended by Robinson (1997) following
concerns that women were being asked to consent to taking part in research trials
related to interventions in labour at the time they were actually in labour. Robinson
identifies that women in labour found it particularly difficult to refuse unwanted

treatment.

Giving women in my study time to read the information they received meant they were
able to ask for further clarification if they required it, as my contact details were given
to each woman I spoke with. This time span also meant that not too much time had
elapsed from the initial contact, before the baby would be born (a maximum of eight

weeks), hopefully reducing the likelihood of the women forgetting.

Talking to women about the study took place in a separate room, away from the clinic
environment, to ensure privacy. They were shown a specimen diary so they knew what
it looked like, and it was hoped that this would alleviate any anxieties about filling 1n a
‘big book’. In giving women time to consider their decision, before they went away,
they were handed a written summary of the research aim. When further ethics approval
was granted to include interviews, the information sheet was updated to reflect this
(appendix 10). The women also took away two consent forms (appendix 11), one to be

returned completed if they wished to take part and the other to keep for their own

ey
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records. A stamped, self-addressed envelope was included.

I was aware when talking to the women about the focus of the research that obtaining
informed consent in qualitative research has inherent problems (Holloway 1997),
because when the research starts there are not any specific objectives. I was not able to
inform the women of the exact path the research would take - although telling them the
aim and intentions — and I did make them aware that the research may not benefit them

directly but would hopefully influence future postnatal care by highlighting the needs

of women during this time

Rigour of qualitative research

Rigour 1s the means by which integrity and competence of the research process is
demonstrated, and without 1t the research may be worthless (Tobin and Begley 2004).
The integrity of research has been judged 1n the past by using terminology such as
validity and reliability (Guba and Lincoln 2005). Tobin and Begley argue validity and
reliability 1s a language belonging to the quantitative research paradigm, rather than
being a language of research per se. The use of the terms validity and reliability in
qualitative research was necessary in the past to ‘prove’ that an ‘unbiased’ approach

had been used 1n order to gain credibility from the scientific community (Lincoln and

Guba 1985; Lemninger 1994)

In their seminal work 1n the 1980s, Guba and Lincoln substituted validity and reliability
with the parallel concept of ‘trustworthiness’, containing four aspects: credibility,

transferability, dependability and confirmability (Morse et al 2002).

Credibility is concerned with the participant’s ability to recognise the truth of the
researcher’s findings and can be i1dentified by providing participants with the
opportunity to review the researcher’s interpretation of the data (Koch 1994; Cutcliffe
and McKenna 1999). However Morse (1998) argues that qualitative research 1s more
than a description of the data and questions whether people would recognise their

personal contribution. This 1s because they are unlikely to have learned these
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intellectual skills to understand the rigorous process of analysis, interpretation,
abstraction and synthesis that has taken place. In my study I used the analysis of the
diary to explore in the interviews my understanding and interpretation of what the
women had written. When starting off the interview I explained this aspect to the
women so they were at liberty to correct me if I had misinterpreted anything. I believe
the level of abstraction that Morse refers to had not taken place in the diary by the time
[ went to interview the women, this came later in the research process. Therefore, the

women would have been able to recognise their contribution at this stage of the

Process.

Sandelowski (1986) and Patton (2002) say that credibility is particularly dependent on
the credibility of the researcher. This is because in qualitative studies the researcher is
the research tool and therefore becomes part of the research study. In order to enhance
credibility researchers should make explicit what they bring in terms of qualifications,
experience and perspectives. Mason (1996) also identifies the need for self-scrutiny, or
active reflexivity. The researcher constantly evaluates their actions and their role in the
research process subjecting these to the same critical scrutiny as the rest of their data
(Kingdon 2005). Reflexivity 1s a concept central to qualitative research. Chiovitti and
Piran (2003) express that using a personal journal as a method where the researcher
articulates their personal views and insights about the phenomenon, enhances
credibility in grounded theory. It is a process where the researcher should engage 1n
continuous self-critique and self-appraisal and explain how their experience has or has
not influenced the stages of the research process (Koch and Harrington 1998; Hand
2003). In keeping with Hutchinson’s (2001) and Koch’s (1994) recommendations I
kept a reflective diary to maintain my awareness of how I may have influenced the
women or indeed how the women may have influenced me, and the effect this may

have had on the study. Relevant extracts from the diary are shown in the chapters.

Carolan (2003) places a note of caution 1n the use of reflexivity arguing that the
separation of the nurse from the researcher 1s a key 1ssue for nurse researchers. This 1s
probably difficult to achieve, as i<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>