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ABSTRACT

The purpose o f this descriptive qualitative study was to examine the interaction 

between CNMs and clients during prenatal visits in the third trimester as they 

formulate a birth plan. The study was concerned with the nature o f  CNM-client 

participation in decision-making and the behaviors exhibited by the CNMs and clients 

while engaged in the process.

Kim's (1983b, 1987b) theory o f collaborative decision-making in nursing 

practice, a middle range theory dealing with phenomena in the client-nurse domain, 

was used to undergird this study. It provided the framework for understanding the 

communication and the environment regarding CNM-client decision-making about a 

birth plan.

A field study was conducted in 1999 using the participant-observation 

approach of Schatzman and Strauss (1973) and the analytic ethnography perspective 

o f Lofland (1995). Data consisted o f twenty audiotaped prenatal visits between CNMs 

and clients, field note observations o f  these visits, and forty post-visit telephone 

interviews with each CNM and client separately within thirty-six hours after the 

prenatal visit. Audiotapes from the prenatal visits and post-visit telephone interviews 

were transcribed verbatim by a professional transcriber.

CNMs participating in the study had a minimum o f two years experience in 

clinical midwifery and were recruited from four private nurse-midwifery practices in a 

New England state. Clients experiencing nurse-midwifery care for the first time and
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registered in one o f  the aforementioned practices were invited to participate in the 

study.

Qualitative data from field notes and verbatim transcriptions o f the audiotapes 

from the interactions and telephone interviews were analyzed by content analysis with 

the aid o f the Ethnograph computer program. Three distinct patterns o f interaction 

emerged from the data and were supported by a plethora o f  CNM and client behaviors. 

The pattern o f  directives was shaped by the CNM’s perspectives and ideas about what 

topics should be included in a birth plan. In this pattern, the CNM was directive and 

"in control", taking a proactive stance with the client for completing a birth plan. The 

pattern o f emereence was characterized by the ultimate flexibility o f the CNM and the 

fact that a birth plan was at an initial stage o f development. In this pattern, the 

majority o f time during the prenatal visit was spent focusing on a particular topic or 

issue o f concern to the client. Thus, the CNM addressed the client's concern but was 

not oriented toward thoroughness or direction in relation to a birth plan. The pattern 

o f validation followed the mutual participation o f the CNM and client reviewing a 

completed birth plan. In this pattern, the processes o f elaboration, support, 

clarification, approval, and agreement were evident.

This study is important for a variety o f reasons. First, there was no prior 

research examining CNM-client interaction in the context o f  a prenatal visit with 

regard to decision-making in formulating a birth plan. Yet, there is a definite need for 

studies that link specific communication patterns between CNMs and clients and 

behaviors to specific outcomes. A birth plan is a vehicle o f communication for all 

involved in the childbirth scenario and plays a significant role on the path to a positive
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birth experience and a favorable outcome. Therefore, research o f this nature is 

essential in gaining knowledge about how CNM-client interactions influence decision

making which eventually lead to outcomes. Second, this study proved that Kim's 

(1983b, 1987b) Theory o f Collaborative Decision-Making in Nursing Practice has 

utility for understanding and explaining encounters between CNMs and clients in a 

prenatal office setting. Third, the study yielded some interesting findings about the 

manner in which CNMs approach a birth plan with clients that has important 

implications for future nurse-midwifery practice. Fourth, the study’s findings have 

not only generated knowledge about CNM-client interaction, collaboration, and 

decision-making but suggest applicability across the entire spectrum o f nursing. This 

research has broad and significant implications for all types o f client-health care 

provider encounters. Lastly, future research in this arena is necessary to expand the 

breadth and depth o f  our knowledge.
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I

CHAPTER I

INTRODUCTION

Statement o f  the Problem and Specific Aims 

Each year more and more women are choosing to receive maternity care from 

certified nurse-midwives (CNMs). Nurse-midwifery care supports each woman’s 

right to self-determination, to complete information, and to active participation in all 

aspects o f care (ACNM, 1989). A major component o f  this care is the process of 

collaborative decision-making between a certified nurse-midwife and a client, which 

represents an extremely influential communication context. Although collaborative 

decision-making is recognized as an important and relevant phenomenon within 

CNM-client interaction, it has not been studied. In light o f  this and the facts that 

CNM-attended births in the United States have increased each year since 1975 and 

that 70% of the women being seen by CNMs are considered vulnerable by virtue o f 

their age, socioeconomic status, education, ethnicity, or location o f  residence, it was 

imperative to explore and describe the nature of collaborative decision-making in the 

CNM-client dyad.

The specific objective o f  this descriptive study was to examine the interaction 

(verbal and non-verbal interactive behaviors of CNMs and their clients) during the 

process o f decision-making at a prenatal visit in the third trimester o f  pregnancy. This 

particular time frame was chosen because it is traditionally a time in the prenatal 

period where many decisions are made about the upcoming birth experience. This 

anticipatory work constitutes what has come to be known as a “birth plan’’. Thus, this
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study yields descriptive information concerning the interactive behaviors o f  CNMs 

and clients during decision-making regarding a birth plan.

Research Questions

The research questions that were addressed in this study relating to the 

interactive behaviors o f  CNMs and prenatal clients during the process o f decision

making are:

1. What is the nature o f  CNM-client participation in decision-making 

regarding the formulation o f a birth plan?

2. What are the clients’ verbal and non-verbal participative behaviors 

during the decision-making process in the formulation o f  a birth plan?

3. What are the CNMs’ verbal and non-verbal participative behaviors 

during the decision-making process in the formulation o f  a birth plan?

The long-term objective o f this study was to contribute to knowledge in the 

client-nurse domain, which is an area o f  study that focuses on phenomena emanating 

from client-nurse encounters (Kim, 1983a, 1987a). This includes the various 

dimensions and facets o f interaction that occur between the client and nurse in the 

context o f  providing nursing care. Client-nurse interactions may involve the exchange 

o f verbal language (information, beliefs, attitudes), non-verbal communication 

(gestures, postures, expressions), and the transfer o f  energy and affection. The client- 

nurse domain is concerned with concepts that fall in the broad categories o f  human 

contact, communication, and interaction (Kim, 1987a, pp. 104-106).
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The goal o f this study was to contribute to the theoretical and empirical work 

on collaborative decision-making in nursing. In order to achieve this goal, the study 

employed the theoretical perspective advanced by Kim’s Theory o f  Collaborative 

Decision-Making in Nursing Practice (1983b, 1987b). The theory was developed for 

the purpose o f  describing and explaining phenomena in collaborative decision

making. It includes individual, social, and organizational factors.

Kim (1987a, p. 103) identified four sets o f variables that may be 

considered in an overall conceptualization o f client-nurse interactions and are relevant 

to her theory o f collaborative decision-making in nursing practice. They are: (1) 

individual actors (client and nurse); (2) the social context o f  the situation: (3) the 

nature o f the interaction (process and property); and (4) client health outcomes. The 

independent variables (client, nurse, organization, and decision type) are considered to 

affect the dependent variables (level o f  collaboration in decision-making, nature o f the 

decision, and client outcomes).

While the majority o f previous studies using Kim’s (1983b, 1987b) framework 

have focused on the characteristics, attitudes, and perceptions o f collaborative 

decision-making, this study was interested in the nature o f interaction. Process and 

property comprise two dimensions o f an interaction (1987a). Process refers to the 

pattern, sequence, and progression o f an interaction. Property refers to the element o f 

exchange in the interaction and could represent information, support, affection, energy 

or resources. In the proposed study, the property o f the interaction was the behaviors 

(verbal and non-verbal) o f  the CNMs and clients as they engage in the process o f 

collaborative decision-making within the context o f the CNM-client relationship.
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Kim’s (1983b, 1987b) Theory o f Collaborative Decision-Making in Nursing 

Practice is based on the following two assumptions:

1. In nursing care situations many different types o f nursing care 

decisions are made for clients that influence their health in a variety of 

ways (1983b, p. 271).

2. Clients have resources to be active participants in making such 

decisions and their participation may have effects on the outcomes o f 

nursing care (1983b, p. 271).

In developing her theory, Kim identified three areas of theoretical knowledge 

relevant to the issues o f collaboration and decision-making in professional nursing 

practice. She utilized knowledge from Parson’s (1951) theory o f the sick role, 

Freidson’s (1970) theory o f professional dominance, and theories o f participation and 

consumerism (Blumberg, 1969; Danziger, 1978: Eisenthal & Lazare, 1977). Kim 

formulated the Theory o f Collaborative Decision-Making in Nursing Practice in an 

interactive perspective, drawing information from the aforementioned theoretical 

constructs. This knowledge comprises the foundation o f the theory.

This study differed in a variety o f ways from previous theoretical and 

empirical work based on Kim’s framework. First, the study examined interaction 

between CNMs and prenatal clients. In the discipline o f nursing, a CNM is considered 

“an advanced practice nurse” who functions in “an expanded role”. None o f  the 

previous studies using Kim’s theoretical framework have dealt with a nurse provider 

having the aforementioned designation. Kim’s (1983b, 1987b) Theory of
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Collaborative Decision-Making in Nursing Practice was developed for the purpose o f  

examining decision-making between members o f a dyad, such as a CNM and a client.

Secondly, the study took place in an ambulatory care setting, the offices o f 

nurse-midwifery practices. The CNM and client were meeting for the client’s prenatal 

visit. All o f  the research to date using Kim’s framework, with the exception o f  one 

study, was done in acute care settings (Bringsjord, Burchard, Murray, and Kim, 1986; 

Kim, 1980, 1981, 1985; Kim et al. 1993). The one exception was a study done by 

Dalton (1995) which examined collaborative decision-making in a home health setting 

and expanded Kim’s theory to include a triad—client, caregiver, and nurse.

Thirdly, this study o f  CNM-client interaction focused specifically on the 

process o f collaborative decision-making as the CNM and client formulate a birth 

plan. It was important to study interaction during the process o f  collaborative 

decision-making because there are no previous studies o f  CNM-client collaboration in 

decision-making. Similarly, there are no existing studies o f interaction involving any 

type of client-nurse dyad who are engaged in decision-making taking place in an 

ambulatory care or office setting. There is also no research that focuses on client- 

nurse interaction during the process of decision-making directly related to the 

development o f a birth plan. To date, there has only been one study (Kim, 1980) that 

examined the process o f collaborative decision-making in a client-nurse dyad and that 

study took place in an acute care setting.
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Background and Significance o f the Problem

The spirit o f  democracy and the human rights movement have raised important 

issues concerning the interaction between clients and health care providers. In 

addition, the informed consent movement and the consumer rights movement have 

influenced the nature and delivery o f  health care services. Participation in decision

making by clients within the health care process requires an understanding in terms o f 

how it occurs and what influences its occurrence. Role relations between clients and 

health care providers are mediated through the social structure in which health care 

occurs and result in different patterns o f interaction and practice.

Health care providers have come to the realization that clients possess 

resources which can be used to recover and maintain health. Nurse-midwives have 

always subscribed to a philosophy which embraces client involvement in decision

making regarding health care. The heart o f  nurse-midwifery care lies more in the 

nature o f that care than in its specific components. CNMs are partners with women in 

the provision o f health care, empowering women to join in the decision-making 

process and encouraging women to speak for themselves.

Support for the study o f  collaborative decision-making in the CNM-client dyad 

came from a variety o f  sources. By the late 1980's, concern about inadequate prenatal 

care in the United States produced a myriad o f government reports which suggested 

the increased use o f certified nurse-midwives. The report, Preventing Low 

Birthweight (1985), published by the National Academy o f  Science's Institute o f 

Medicine called for more reliance on CNMs. It applauded CNMs for relating to 

clients in an affiliative, non-authoritarian manner with emphasis on education, support
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and collaboration. Nurse-midwifery care seemed to be the special ingredient leading 

to greater client satisfaction which resulted in better compliance with treatment plans, 

the keeping o f scheduled appointments, and follow-up care.

As CNMs were being sought by women across the entire economic spectrum 

because of the personalized, holistic, sensitive, and comprehensive care that they 

provide, the U.S. government realized that this care was a cost effective and high 

quality way to give a healthy start to all babies. A hallmark o f  nurse-midwifery care is 

collaborative decision making. CNMs believe that women are ultimately responsible 

for the maintenance o f  their own health. CNMs provide clients with the latest 

information as well as anticipatory guidance and support. They encourage clients to 

be active participants and empower them to make informed decisions about their 

healthcare.

The manner in which CNMs interact with their clients in making decisions 

regarding their plans o f  care is an integral element o f  nurse-midwifery practice. 

Although decisions are made throughout a woman's pregnancy, a particularly 

vulnerable decision-making time occurs in the third trimester, around the 36th week 

visit. In most cases, it is at this time that the CNM-client dyad addresses a plethora of 

issues relating to the upcoming labor and delivery experience as well as focusing on 

the method of infant feeding and postpartal adjustment.

Besides being a hallmark o f nurse-midwifery care, collaborative decision

making is an important area for nursing research. The participation o f clients in 

nursing care decisions has been identified as an essential aspect o f  nursing care 

(Kasch, 1986; Kim 1983b; Krouse & Roberts, 1989; Weiss, 1985) and can directly
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influence the outcomes o f such care. Some possible outcomes include increased 

satisfaction with the nursing care given, increased feelings o f  control over one’s 

health, and improved compliance with treatment plans. There is considerable support 

in the literature that increased client participation has influenced client outcomes 

(Barsevich & Johnson, 1990; Eisenthal, Emery, Lazare & Udin, 1979; Krouse & 

Roberts, 1989; Littlefield & Adams, 1987; Mahler & Kulik, 1990; Wilier & Miller, 

1976).

While CNM-client collaboration in decision-making is a recognized value in 

midwifery practice and there is a sense o f confidence that a high level o f  collaboration 

exists in CNM-client interaction in general, there has not been any study that has 

examined CNM-client interaction with a specific focus on collaboration in decision

making. This study has led to a better understanding o f the nature o f  collaborative 

decision-making in the context o f CNM-client interaction. It serves as a foundation 

for future studies involving CNM-client decision-making. Research in this area 

benefits the recipients o f nurse-midwifery care as well as the CNM providers. Client 

satisfaction with a CNM provider is an important factor in providing the highest 

quality o f health care. It is possible that the results o f this research study may provide 

a base for CNMs to begin to develop innovative strategies for improving CNM-client 

relations.

The generation o f knowledge from the proposed study contributes to the 

understanding o f collaborative decision-making across the entire spectrum o f nursing 

practice. This has been substantiated by the previous work o f Kim (1983a, 1983b,
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1987a, 1987b, 1980, 1981, 1985, 1990, 1993), Bringsjord et al. (1986), Holter (1990), 

Dalton (1995), and Thompson (1997).

Preliminary Work Leading to the Present Study

This researcher followed a developmental sequence in her inquiries and 

investigations which formed a path to the present study. In particular, two 

phenomenological studies conducted by the researcher contributed to the foundation 

o f the present study, and a third study on the concept o f  therapeutic alliance added 

greatly to the insights regarding collaboration.

The first study, “The Lived Experience o f  Certified Nurse-M id wives”

(Doherty, 1994) described the subjective experiences o f three seasoned CNMs. These 

CNMs responded to the following open-ended questions: What is it like to be a 

CNM? What does midwifery mean to you? The interviews were recorded on 

audiotapes and were transcribed verbatim. Observations made during the interviews 

were noted in field notes. Each transcript and the related field notes were analyzed 

using Coiaizzi’s (1978) phenomenological methodology. In addition, the researcher 

reviewed several autobiographical and biographical texts (Armstrong & Feldman,

1986; Brennan & Heilman, 1977; Gaskin, 1980, 1990; Logan & Clark, 1989;

Simpson, 1978; Ulrich, 1990) as well as two novels (Courter, 1981; Crichton, 1986) 

about midwifery. She also explored some factual texts geared toward informing 

consumers about the role o f the nurse-midwife (Jacobs & ACNM, 1993; McCartney 

& van der Meer, 1990; Jones, 1991) as well as an untitled poem about midwifery by 

Sheila Sabine and the poem "Midwife" by Marilyn Krysl.
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All o f the aforementioned sources helped to further elaborate, enhance, and 

clarify the phenomenon o f interest. Several themes emerged from the data, such as: 

CNM-client collaboration, nurse-midwifery as a vocation, bonding, balancing a career 

in midwifery with family life, personal and professional growth, and birth experiences 

from the perspectives o f nurse-midwives. The investigation concluded with an 

exhaustive description of the lived experience o f  CNMs. It proved to be a timely and 

relevant study for the profession and contributed to the developing body o f knowledge 

about CNM-client interaction and collaboration.

The second study, “The Lived Experience o f  Women Receiving Maternity 

Care from CNMs” (Doherty, 1995a) described the essential structure o f  the lived 

experience o f women who selected CNMs as their health care providers. Two women 

were interviewed on three separate occasions regarding their prenatal, intrapartal, and 

postpartal experiences. One client had all three o f  her children delivered by the same 

CNM. The second client had two children delivered by two different CNMs and had 

also taken childbirth preparation classes taught by another CNM. The women 

responded to the following open-ended questions: How did you come to seek nurse- 

midwifery care? How would you describe your experiences with CNMs? In addition, 

the researcher examined writings about birth and midwifery (Armstrong & Feldman, 

1986; Brennan & Heilman, 1977; Gaskin, 1980, 1990; Jacobs & ACNM, 1993; Jones, 

1991; Lang, 1972; Meltzer, 1967; Poole & Parr, 1994). She included an original birth 

essay by Suzie W., one of the women participating in the study, which is titled 

"Thoughts on Birth" and was written approximately three weeks before the birth o f her 

second child. Another essay, "Confronting Fear" (Lang, 1972) and the poem "The
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Birth o f Sunshine Benjamin" contributed to the study because o f their relevance to the 

phenomenon o f interest. Numerous inspirational quotations about childbirth from a 

variety o f sources (Baldwin & Palmarini, 1986; Flowers, 1988; Gaskin, 1980, 1990; 

Hartigan, 1984; Kitzinger, 1972; Maynard, 1978; Peterson, 1984; Rubin, 1984; 

Schwartz, 1980; Shearer, 1984) were also examined to further capture the lived 

experience o f women receiving nurse-midwifery care. The interviews were recorded 

on audiotapes and observations were noted in field notes. Verbatim transcriptions o f 

the tapes were obtained and later analyzed using Colaizzi’s (1978) phenomenological 

methodology.

The five “birth stories” that were told by the two clients participating in the 

study discussed the births of all their children. They described the immensely 

significant, extremely vulnerable, and incredibly transformative experience of 

childbirth. The study identified some special ingredients o f  nurse-midwifery care 

from the client’s perspective. Themes such as “active participation”, “collaboration”, 

and “therapeutic alliance” were advanced by the clients. Both women described their 

pregnancies and birth scenarios with great attention to detail, remembering choices, 

options, and alternatives presented to them by their CNM providers. A predominant 

thread interwoven throughout the exhaustive description o f  the lived experience o f 

women receiving maternity care from CNMs was collaboration. It was found to be an 

integral element in the decision to seek nurse-midwifery care, was related to active 

participation, and was a major component and defining characteristic o f therapeutic 

alliance.
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Along these same investigational lines, this researcher conducted a concept 

analysis o f  therapeutic alliance (Doherty, 1995b) using the Hybrid Model o f  Concept 

Development proposed by Schartz-Barcott and Kim (1986, 1993) to establish a 

foundation for further theoretical and empirical understanding of the concept. In this 

study, therapeutic alliance was defined as a special kind o f  working relationship 

between a CNM and client which involved a particular form of collaboration. 

Therapeutic alliance distinguished itself as a complex and interesting interactional 

concept within the client-nurse domain.

In the psychotherapy literature, Zetzel (1956, 1970) was the first person to use 

the term “therapeutic alliance” to describe “a working relationship between patient and 

analyst”. Similar terms were found in the literature such as “a working alliance” 

(Greenson, 1965) and “a helping alliance” (Luborsky, 1976). Intrinsic phenomena 

associated with the establishment o f therapeutic alliance were identified by Frank 

(1971), Langs (1975), and Dickes (1975). Central to this knowledge was the belief 

that the work o f therapy could not proceed without a therapeutic alliance. In the 

course of therapy, the client and the therapist were seen as making contributions to 

facilitate or undermine this alliance.

Interwoven throughout the therapeutic alliance literature was the notion o f 

client-provider collaboration in their interactions. For example, the Menninger 

Treatment Interventions Project defined therapeutic alliance as a patient’s 

collaboration in the tasks appropriate to the treatment process (Frieswyk et al., 1986). 

This definition distinguished therapeutic alliance from patient characteristics, 

attitudes, experiences, and beliefs as well as from the therapist’s contributions to the
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alliance. It was believed that the focus on patient collaboration would facilitate an 

examination o f  the role o f  the alliance in the treatment process. It was also thought 

that the state o f the alliance could serve as a barometer o f  therapeutic change 

reflecting in its variation the impact o f  specific treatment modalities in their immediate 

effects and cumulative ones on the treatment process and its outcomes.

Other work mentioned in the psychotherapy literature is relevant to this 

discussion o f client-provider collaboration and participation in decision-making. For 

example, the mission o f the Penn Psychotherapy Project was to  identify significant 

predictors o f treatment outcome and therapeutic alliance proved to be the only 

powerful predictor (Frieswyk et al., 1986). Two forms o f  alliance were identified. A 

Type 1 alliance was based on the client’s perception o f the therapist as being warm, 

helpful, and supportive. A Type 2 alliance was based on a sense o f  working together 

in a joint struggle against what is impeding the patient. This Type 2 alliance comes 

very close to Kim’s (1983b, 1987b) definition o f collaboration.

The Vanderbilt Project identified major impediments to the formation o f a 

therapeutic alliance and specified treatment techniques and strategies that may prove 

effective in a given context (Frieswyk et al., 1986). Gomes-Schwartz (1978) 

suggested that there are varying definitions o f the effective ingredients in 

psychotherapy. For example, client-centered therapy emphasizes the curative powers 

o f a positive human relationship, while psychodynamic therapy states that a good 

relationship is not sufficient to induce enduring personality change. Strupp (1973) 

identified three elements as determinants o f therapeutic change: (a) the quality o f the 

relationship that the therapist offers; (b) the reconstructive learning experiences that
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the therapist mediates; and, (c) the client’s willingness and capacity to engage in 

therapeutic interaction. Although these three elements were suggested in a psychiatric 

context, they are relevant to a myriad o f  other situations involving a healthcare 

provider and a client. They all have bearing on the CNM-client dyad and the third 

element, in particular, may be an important factor influencing a woman’s choice in 

selecting a CNM for maternity care and engaging in collaborative decision-making 

regarding a birth plan.

Forman and Mannar’s (1985) definition o f therapeutic alliance from the 

psychotherapeutic literature comes closest to Doherty’s (1995b) notion of therapeutic 

alliance as a “special form o f collaboration”. They defined therapeutic alliance as “the 

observable ability of the therapist and patient to work together in a realistic 

collaborative relationship based on mutual respect, liking, trust, and commitment to do 

the work o f treatment” (p. 922). This definition is complementary and congruent with 

Doherty’s (1995a, 1995b) work.

Nursing has taken the aforementioned knowledge and has begun to apply it to 

clinical situations. There is not a wealth o f nursing literature about therapeutic 

alliance. In fact, there is only the occasional mention o f the term and its use has wide 

variation. For example, Edel (1985) considers the nurse-patient relationship to be “a 

helping, therapeutic alliance that focuses on the patient’s autonomy and individuality” 

(p. 184). The patient is seen as an active participant who assumes responsibility for 

his/her life and the results o f  actions and behaviors that foster wellness or illness. 

Similarly, Deering (1987) believes that a therapeutic alliance is the key to a successful 

nurse-client relationship. She considers caring and nurturance to be the major
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elements in a therapeutic alliance from her work with anorexia nervosa patients. In a 

parallel fashion, Barofsky (1979) uses the term therapeutic alliance to describe the 

importance o f the healthcare provider-client relationship in influencing clients toward 

more health-oriented behaviors.

Much o f the nursing literature uses other related terms such as collaboration, 

partnership, and participation. For example, Roberts (1982) focuses on the concept o f 

collaboration between client and nurse. She found support in the literature for the 

contention that increased client-nurse collaboration results in more effective healthcare 

(p. 483). She encourages a meeting o f the minds in the client-nurse dyad— a sharing 

of knowledge, attitudes, feelings, and beliefs. This is necessary because the client and 

nurse may vary in their definitions o f the situation and both may have very 

individualized perceptions o f health-related problems and interventions.

Moughton (1982) views the role o f the patient as a partner in the health care 

process. She believes patient care planning is synonymous with collaboration. “The 

most important person in the system is the patient, and until the patient is included in 

the planning, to the extent that (she) wishes to be included or is able to take part, care 

plans will not be used consistently or wisely. This therapeutic alliance is essential to 

the concept o f  planning patient care” (p. 468). Moughton equates therapeutic alliance 

with collaboration and active participation in planning care.

Other studies in the nursing literature mention the use o f contracting (Heije,

1980; Steckel, 1981; and Zangari and Duffy, 1980). In this context, a contract is a 

mutual agreement between client and nurse regarding mutual expectations. It is based 

on the premise o f equal partnership, each with different but equal responsibilities
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toward common goals. Contracting is viewed as a form o f client-nurse collaboration. 

Moughton (1982) defines it as a therapeutic alliance, having the elements o f 

accountability, advocacy, patient's rights, trust, and confidentiality (p. 478).

Madden (1990) used the hybrid model created by Schwartz-Barcott and 

Kim (1986, 1993) as a research methodology for the development and analysis 

o f therapeutic alliance. She gathered empirical data in a community health 

setting using field research techniques. She compared, contrasted, and 

reworked existing definitions o f  therapeutic alliance and other related concepts 

from her literature review. She defined therapeutic alliance as a process that 

emerges within a provider-client interaction in which both the client and 

provider are: (a) actively working toward the goal o f  developing client health 

behaviors for their consistency with the client’s current health status and life 

style; (b) focusing on mutual negotiation to determine activities to be carried 

out toward that goal: and (c) using a supportive and equitable therapeutic 

relationship to facilitate that goal (p. 85). This definition captured the notion 

o f collaboration in the client-provider relationship. Although Madden (1990) 

referred to therapeutic alliance as a process, she did not specify what initiated 

it, what kept it going, and what caused it to end.

It is evident in the literature that the disciplines o f nursing and 

psychotherapy characterize a positive client-provider relationship as having 

some type o f “therapeutic alliance" involving collaboration. There was general 

agreement in the literature about the ingredients o f  such a relationship, such as
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mutual respect, trust, shared responsibility, a joint effort, and a commitment to 

do the necessary work.

Much knowledge was gained from the two phenomenological studies 

and the concept analysis o f therapeutic alliance. In many ways, these studies 

lay the groundwork for the present study because they provided the researcher 

with essential information and insight necessary for studying interaction in the 

CNM-client dyad. For example, it was extremely beneficial to have a study 

that specifically focused on the experience o f being a CNM and another study 

that dealt entirely with the client’s experience. As a result of these studies, this 

researcher got a definite sense o f  each individual's experience in terms of 

meaning and perspective. It was important to look at the CNM and client 

experiences individually before moving on to study CNM-client interaction.

The concept analysis o f  therapeutic alliance proved to be an appropriate 

third study leading to a definition which included the term collaboration. 

Therapeutic alliance definitely reflects a sense o f  "we're in this together". For 

many years, it has been this researcher's belief that a special form of 

collaboration, a therapeutic alliance, often occurs between CNMs and clients. 

The data gleaned from the concept analysis further supports this belief.

Although the data from both phenomenological studies and the 

fieldwork phase o f  the concept analysis bring a wealth o f  knowledge about the 

CNM-client dyad, the information was obtained from interviews rather than 

from actual observations o f CNM-client interactions. Yet, the present study 

took knowledge development in this arena to a higher level because it focused
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on the interaction process itself. The study examined CNM-client interaction 

in a prenatal setting regarding the formulation o f a birth plan. Thus, the study 

was innovative and worthwhile in many ways—it looked at the interaction 

process with a unique dyad, in a special setting, with attention directed toward 

the development o f  an important document, a birth plan.
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CHAPTER II

R E V IE W  OF L IT E R A T U R E

This review o f the literature encompasses several areas pertinent to the 

investigation of CNM-client interaction from a collaborative decision-making 

perspective. A background on midwifery practice is presented which includes content 

on the nature o f CNM practice, clients o f CNMs, the use o f  birth plans in maternity 

care, and the general features o f  CNM-client encounters. Literature on client-nurse 

interaction and collaboration is reviewed which includes sections on the definitions o f 

collaboration, elements o f  collaboration, the client-nurse domain, the provider-client 

relationship, client-centered health care, client-provider communication and 

interaction, and collaboration and collaborative decision-making in nursing practice.

Background on Midwifery Practice

Midwifery is an internationally recognized and historically significant 

profession. The first midwives found in the literature were mentioned in the book of 

Genesis in the Bible (Vamey, 1997). Midwifery has managed to survive over the 

centuries, fulfilling its mission to be “with woman” in birth— the celebration o f life.

The Nature of Nurse-Midwiferv Practice

A certified nurse-midwife is a registered nurse who has additional education in 

midwifery—the care o f healthy, pregnant women and newborns. Midwife means “with 

woman” and it is this philosophy that is interwoven throughout all aspects o f care.
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CNMs receive their certification from the American College o f  Nurse-Midwives 

(ACNM) and practice in accord with the Standards for the Practice o f  Nurse- 

Midwifery as defined by the ACNM. CNMs provide primary health care for women 

through the life cycle in terms o f  health promotion and disease prevention, the 

management o f common health symptoms and complaints, family planning and 

gynecological care, and perimenopausal and post menopausal care.

According to the American College o f Nurse-Midwives (ACNM), the art and 

science o f  midwifery care are characterized by the following hallmarks:

• Recognition o f pregnancy and birth as a normal physiologic and 

developmental process and advocacy o f non-intervention in normal process

• Promotion o f family-centered care

• Empowerment o f women as partners in health care

• Facilitation o f healthy family and interpersonal relationships

• Promotion o f continuity o f care

• Health promotion, disease prevention, and health education

• Advocacy for informed choice, participatory decision-making, and the right to 

self-determination

• Knowledge o f and respect for cultural variations

• Using self therapeutically in communication, guidance, and counseling

• Utilizing human presence therapeutically

• Value o f and respect for multiple ways of knowing

• Effective communication and collaboration with other members o f the health 

care team
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• Promotion o f  a community health care perspective

• Care to Vulnerable Populations (ACNM, Core Competencies for Basic Nurse- 

Midwifery Practice, 1997).

CNM's utilize the nurse-midwifery management process in their clinical 

practice which is a problem-solving process. It is an essential component o f nurse- 

midwifery education and applies to all areas o f  practice: antepartum, intrapartum, 

postpartum, family planning, well-woman gynecology, and parent education. This 

management process provides a method o f  organizing thoughts and actions into a 

logical sequence for the benefit o f  both the client and the CNM. It is a means o f 

pulling together various fragments o f  knowledge, subjective and objective findings, 

skills, and judgments into a meaningful whole. The nine sequential steps o f the 

midwifery management process are as follows:

1. Systematically obtaining or updating a complete and relevant database for 

assessment of the client’s health status

2. Identifying problems and diagnoses based upon correct interpretation o f the 

database

3. Formulating health care goals and formulating and communicating a complete 

needs/problems list in collaboration with the client

4. Obtaining consultation, planning and implementing collaborative management, 

and referral or transferring the care o f  the client as appropriate
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5. Providing information and support to enable women to make informed decisions 

and to assume primary responsibility for their own health

6. Developing a comprehensive plan o f  care with the woman based on supportive 

rationale

7. Assuming direct responsibility for implementing the plan o f care

8. Initiating management o f specific complications, emergencies, and deviations 

from normal

9. Evaluating, with the client, the achievement o f  health care goals and modifying the 

plan o f care as appropriate (ACNM, Core Competencies for Basic Nurse- 

Midwifery Practice, 1997).

Nurse-Midwifery practice is the independent management of women’s health 

care, focusing particularly on pregnancy, childbirth, the postpartum period, care o f the 

newborn, and the family planning and gynecological needs o f women (ACNM, 1993). 

Certified nurse-midwives (CNMs) practice within a health care system that provides 

for consultation, collaborative management or referral as indicated by the health status 

o f the client.

Today, there are more than 6,000 CNMs practicing in hospitals, clinics, and 

birthing centers throughout the United States. In 1997, an estimated 200,000 babies 

were delivered in the U.S. by CNMs (Littel, 1998).

In light o f  these statistics, definitions, and descriptions o f nurse-midwifery 

practice, it is o f  paramount importance to recognize the differences in the midwifery 

or health model in relation to the medical model. The midwifery or health model

R e p ro d u c e d  with perm iss ion  of th e  copyright ow ner.  F u r th e r  reproduction  prohibited without perm iss ion .



23

views birth as a natural physiologic process, which requires little or no intervention. 

This model is often set in opposition to the medical model, which views birth as a 

high-risk event requiring active management and technological intervention. These 

two models raise important questions about decision-making during the childbearing 

season as well as queries about access to information, responsibility, accountability 

and power and control in the birth place. Lumley and Astbury (1980) postulated that 

underlying the aforementioned contrasting models are incompatible assumptions about 

the nature o f women. The midwifery or health model sees women as capable, 

thinking, reasoning beings who can actively engage in decision-making about the birth 

experience. Conversely, the medical model sees women as possessing unreliable and 

inefficient reproductive systems which require expert monitoring and management. In 

this model, women lack power, are dependent beings controlled by physicians, and 

have an identity only as a patient.

A  few researchers, who are also CNMs, have attempted to put forth the nurse- 

midwifery care process in the form o f a model or theoretical framework. While such 

an endeavor is certainly not an easy task, it is a worthwhile and necessary project for 

the future o f the profession from both a scholarly and clinical perspective.

Lehrman (1981) conducted a small study to define the components o f nurse- 

midwifery prenatal care. She explicated the content o f care and the process o f care.

Her exploratory study focused on the approaches and attitudes assumed by CNMs 

during the provision o f  care in the context o f a prenatal visit. This study provided the 

impetus for further examination o f her ideas, which led her to develop a theory-based 

practice model o f  CNM care. Herl988 doctoral dissertation and subsequent article in
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1989, presented a theoretical framework for nurse-midwifery practice. She used the 

definitions o f the components o f care in the prenatal period from her 1981 study and 

extended them to the intrapartal period and examined the client's perceptions o f  care. 

Predicted relationships among the components o f nurse-midwifery care and client 

psychosocial and physiological variables were identified. Lehrman incorporated these 

relationships in her nurse-midwifery practice model.

Lehrman's (1988, 1989) theoretical framework, the Intrapartum Care Level o f 

the Nurse-Midwifery Practice Model, is a middle range theory. She used a 

nonexperimental, correlational design with measures in the last trimester of pregnancy 

and the first month following birth. Psychosocial variables measured were prenatal 

care satisfaction, personable environment, positive presence, labor support, 

transcedence, labor satisfaction and enhanced self-concept. Seven primary 

instruments and four secondary instruments were used.

The primary focus o f  Lehrman’s (1988) dissertation research was to conduct a 

causal test o f  the predicted relationships among the psychosocial variables in the 

Intrapartum Care Level o f the Nurse-Midwifery Practice Model. According to 

Lehrman, the utility o f  the model was the eventual ability to predict nurse-midwifery 

outcomes as tested with the causal modeling strategy. Findings indicated strong 

support for the concept o f  positive presence and the contribution o f  nurse-midwifery 

care to women's satisfaction with their birth experiences as well as feelings o f 

enhanced self-concept.

The significance o f Lehrman's (1988, 1989) work is the potential for a practice 

model for CNMs. The post doctoral phase o f her research will proceed with the
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development o f instrumentation and advance to the testing o f  the relationships among 

the psychosocial, physiological and fetal variables in her model.

Thompson et al. (1989) attempted to define the theoretical construct o f  the 

nurse-midwifery care process. This descriptive work culminated in the development 

o f a middle range theory o f  nurse-midwifery care. These researchers sought to 

identify special elements concerning the wav CNMs care for women that might 

contribute to healthy outcomes for women and infants. While Lehrman's (1988) 

previous work focused on defining the key elements o f the process o f nurse-midwifery 

care during labor and delivery, the work of Thompson and her colleagues (1989) 

attempted to delineate the major concepts in the overall process o f nurse-midwifery 

care, irrespective o f  setting, client variables or level o f expertise o f the CNM.

Belensky et al. (1986) suggested that nurse-midwives might be classified as 

"constructivists" who strive to "know"—to build knowledge, to understand the 

complexity o f relationships and settings encountered in health care, and to translate 

their moral commitment into the provision o f women-focused, family-centered care. 

Thompson et al. (1989) pointed out that CNMs tend to be grounded in the reality that a 

woman's health status is more a result o f  her environment, socioeconomic means, 

genetics, and personal health habits than any professional intervention or special 

health teaching program. However, idealism pushes CNM researchers to examine the 

special ingredients o f nurse-midwifery—"what it is that nurse-midwives do and say 

that might contribute to better health outcomes in others and to define this process 

clearly enough so that it can be measured in relation to the outcomes o f care" (1989, p. 

121). These researchers attempted to weave together the strands o f objective and
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subjective ways of knowing that translate into safe and satisfying nurse-midwifery

care.

Morten et al. (1991) conducted a small descriptive, exploratory study aimed at 

identifying the content and process components of CNM care in the postpartum 

period. The conceptual framework, methods, and analysis were derived from 

Lehrman's (1981) study which identified the components o f prenatal care. These 

researchers found that Lehrman's components o f prenatal care were also present in the 

postpartum period along with additional data suggesting three new and distinctive 

categories—therapeutic techniques, a lateral relationship, and empowerment. 

Therapeutic techniques were conceptually defined as a process o f  communication that 

fosters growth and healing. Operational examples were: active listening, probing, 

clarification, humor, non-judgmental attitude, encouragement, facilitation, and 

permission giving ( 1991, p. 281). These techniques build trust and encourage self

disclosure, which are significant elements o f the provider-client relationship (Brenner, 

1979; Curtis, 1979; Forchuk & Brown, 1989; Rogers, 1954, 1957, 1961, 1967). A 

lateral relationship was defined conceptually as the CNM promoting an interaction 

characterized by openness, mutual regard, equality with the client, and a sense of 

commonality. Operational examples were: empathy, shared experiences and/or 

feelings, and alignment (Morten et al., 1991, p. 281). Empowerment was conceptually 

defined as the process o f giving and/or receiving power, strength, and ego 

reinforcement. Through their care, CNMs were seen to empower their clients through 

their attitudes and approaches to care, enhancing and mobilizing the client's inner 

strength, energy, and resources. The concept o f empowerment evolved from the
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operational examples o f  affirmation, validation, support and reassurance (Morten et 

al., 1991, p. 281).

Kennedy (1999) conducted a Delphi study to describe exemplary midwifery 

practice, link the process o f  exemplary midwifery practice to outcomes, and initiate 

the development o f a model o f  exemplary midwifery care. The study was undergirded 

by Kim's (1987) practice domain for nursing and feminist and critical theories 

provided the framework for understanding the environment o f women's health care. A 

model o f  exemplary midwifery care emerged from the responses o f the participating 

midwives, which was supported by clients who were the recipients o f  care. Three 

dimensions o f care were identified within the model: a) the dimension o f  therapeutics; 

b) the dimension of caring; and, c) the dimension o f the profession. Within the 

dimension of therapeutics, the midwife guides the selection and use o f  therapeutics for 

the woman and infant. The midwife supports the normal process o f birth and is 

vigilant and attentive to details. Within the dimension of caring, the midwife shows 

respect for the uniqueness o f the woman and her family and creates a respectful setting 

which addresses the woman's needs. The third dimension concerns personal and peer 

review o f  midwifery practice, maintaining current knowledge, and balancing personal 

and professional life. This dissertation study by Kennedy (1999) is another step 

forward in the long journey toward the justification that midwifery should be a 

worldwide standard o f care for all women.

The present research was based on the underlying assumption that CNMs bring 

“something special” to encounters with clients. Nurse-midwifery care is client- 

focused and family-centered, embracing the holistic and humanistic principles o f
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health maintenance, health promotion, patient education, counseling, advocacy, and 

collaboration. In studying the interaction o f  the CNM-client dyad with respect to 

decision-making, a brief profile regarding clients, the recipients o f  nurse-midwifery 

care, is warranted.

Clients o f  CNMs

Women from all walks o f life use nurse-midwifery services, including highly 

educated professionals, college students, and teenagers, and they represent a 

socioeconomic spectrum from great affluence to those who are poverty stricken, 

imprisoned, and drug addicted. However, the typical woman who seeks nurse- 

midwifery care is someone who desires education about the childbearing experience 

and seeks active participation in that experience. Generally speaking, most CNM 

clients are healthy, low-risk women who are unlikely to experience serious problems 

during pregnancy, labor, or birth. Yet, even women who are considered “at risk” may 

do very well under the care of a CNM. CNMs always practice in a collaborative 

arrangement with an OB/GYN physician in case complications occur (Varney, 1997; 

Poole & Parr, 1994; Jacobs & ACNM, 1993).

CNM clients usually exhibit a commitment to optimizing their health. They 

want to share the responsibility o f  decision-making with the CNM. A key component 

o f the CNM-client relationship is mutual trust. The self-selecting CNM client 

supports the nurse-midwifery philosophy, standards for practice, and code o f ethics.

For the purposes o f this study, it is o f  paramount importance to note that 

clients participating in this study were registered in private nurse-midwifery practices.
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These clients have chosen nurse-midwife providers and fit the aforementioned 

description to a certain extent. However, it is also essential to note that CNM clients 

in certain settings may not fit the description and may not be involved in the choice o f  

a care provider at a setting such as a public clinic or similar facility. As a result, it is 

hoped that they will benefit from the nurse-midwifery care they receive and come to 

appreciate the humane and special quality o f this care. Since the present study was 

specifically concerned with the decision-making behaviors o f the CNM-client dyad 

during a prenatal visit in the third trimester o f  pregnancy regarding the formulation o f 

a birth plan, it is appropriate and necessary to provide fundamental information about 

birth plans.

Birth Plan

Pregnancy and childbirth are emotional as well as physiological experiences 

and are greatly affected by the attitudes, expectations, and beliefs o f the expectant 

couple. As couples prepare for the birth o f their baby, their wishes for the conduct o f  

normal labor and delivery should be expressed. A written "birth plan" can be an 

effective vehicle for couples to convey their desires and expectations. One definition 

of a birth plan describes it as a written statement o f a  woman's wishes about the birth 

of her baby that aims to open up channels o f communication between women and their 

health care providers (Lumley, Small, and Yelland, 1990). A birth plan can also 

facilitate the woman's active participation during the remainder o f the pregnancy and 

during labor and birth (Hilliweg, 1982). This active participation enables the woman
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and her partner to gain knowledge and a sense o f control which may decrease fear and 

anxiety.

Little has been published about the use and effectiveness o f birth plans. 

However, the nurse-midwifery literature as well as the matemal-child nursing 

literature encourge and foster the use o f birth plans. Additional support for the use o f 

birth plans came from a variety o f sources (Bennett, 1993: Cassidy, 1974; Lederman, 

1990: Reynolds, 1987; Kitzinger, 1984, 1987; Moore & Hopper, 1995; Ekeacha & 

Jackson, 1985; Jackson, 1986; Crooke & Smith, 1988; and Triolo, 1987).

In a study involving women who gave birth after completing a birth plan at the 

Huddersfield Maternity Unit in England, the respondents described the birth plan as 

helpful and reassuring (Ekeacha & Jackson, 1985). A birth plan was seen as a 

beneficial tool that gave expectant parents the opportunity to consider various events 

and possible scenarios that might occur during the childbirth process. It also helped 

them come to terms with what was truly important to them with regard to their care. 

Jackson (1986) pointed out that flexibility in the childbirth experience is o f utmost 

importance, and that the use o f  a birth plan has led to improved relationships between 

clients and staff and has contributed to midwives viewing their roles as more 

rewarding.

A birth plan may be as simple as a few sentences or as concise as a list of 

hopes and fears. It may consist o f  information stated on a prepared or formatted form 

or be written as a detailed essay. In general, a birth plan consists o f  a client's 

preferences for the conduct o f  normal labor and may include the following 

components: the use o f analgesic agents and/or anesthesia, positions for labor,
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mobility during labor, hydration, relaxation techniques, breathing exercises, activities 

during labor, mental imagery, the use o f music, therapeutic massage and effleurage, 

water therapy, positions for pushing, the use o f perineal massage and hot compresses 

during the second stage o f  labor, fetal monitoring, the method o f  infant feeding, the 

role o f the “labor coach” or support person(s), plans for cutting the umbilical cord, 

plans for skin-to-skin contact and bonding time, the use o f a camera and/or video 

recorder, the use o f a birthing chair or stool, position for the actual birth, possible 

episiotomy or avoidance o f one, and a plethora o f other things.

The notion o f a birth plan can be introduced in a childbirth education program 

or in the course of routine prenatal care. When the idea o f a birth plan is discussed in 

childbirth preparation classes, expectant couples are encouraged to share their birth 

plan with obstetrical care providers. Although CNMs typically include the 

formulation of a birth plan in their prenatal care, other providers such as obstetricians 

and family practice physicians can easily incorporate a birth plan into their care. The 

birth plan is a tool which can also be shared with labor and delivery nurses to express 

preferences in regard to the conduct o f  normal labor and birth. It allows for greater 

involvement by the pregnant woman and her labor support person in decisions related 

to nurse-midwifery and/or obstetrical management. “Frequently it is during labor that 

the woman feels most vulnerable and least able to make decisions, and this is where a 

birth plan has its greatest application” (Springer, 1996, pp. 21-22).

Springer (1996) conducted a study to determine the difference in anxiety 

between nulliparous women who prepared written birth plans as compared to women 

who did not. A quasi-experimental design was used. Participants were 45 nulliparous
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pregnant women attending childbirth classes at a tertiary care medical center. 

Participants were randomly assigned to either an experimental or control group. 

Women in the experimental group completed a written birth plan. All participants 

were administered the State-Trait Anxiety Inventory during their last childbirth class. 

The main outcome variable examined was the effect o f  written birth plans on maternal 

anxiety in pregnancy. The results indicated a trend toward less state anxiety for 

women who had completed a written birth plan as compared to those who did not, 

though statistical significance was not found (p=.06). The limitations o f  Springer’s 

study were small sample size and the inability to measure the women’s anxiety at the 

time labor commenced. It was suggested that as anxiety may decrease through the use 

o f written birth plans, so might fear, worry, and the perception o f  pain during labor 

and birth. Thus, CNMs, obstetricians, family practice physicians, labor and delivery 

nurses, maternity nurses, childbirth educators and other related healthcare 

professionals may find that written birth plans are an effective tool for communication 

between expectant couples and themselves.

Similarly, Reynolds (1987) views a birth plan as a “detailed protocol" that 

expectant couples develop to reduce their fear and anxiety about uncontrollable and 

unpredictable circumstances and events. The birth plan can be a medium through 

which pregnant women express their individual apprehensions. Such documentation 

can lead to the identification o f  a problem whereby the CNM or other health care 

provider can address the problem or issue and work toward resolution. Moreover, the 

employment o f a birth plan can facilitate a better understanding o f  the situation and 

foster client-CNM (or other health care provider) communication. “When parents

R e p ro d u c e d  with perm iss ion  of th e  copyright ow ner.  F u r th e r  reproduction  prohibited without perm iss ion .



33

have a feeling o f  not being in control, their anxiety may escalate along with the 

possibility o f increased risk to the mother and baby” (Springer, 1996, p. 21).

Much o f  the childbirth education literature is geared toward the formation o f 

realistic expectations on the part o f  expectant parents, who benefit from factual 

descriptions and accurate images o f the birth process. Realistic expectations help to 

decrease anxiety and pain and may also lessen the possibility o f  guilt, disappointment, 

or a sense o f failure by the mother (Triolo, 1987). Sensible expectations may also 

ensure increased cooperation by the woman with her health care providers.

Childbirth education and the notion o f  a birth plan are inextricably linked since 

the birth plan is a result o f  childbirth education and a specific form o f preparation for 

the birth event. Both address the worries o f expectant parents and can reduce fear and 

apprehension in an effective way. With increased awareness through education and 

the use o f  a birth plan, pregnant women can be more involved in decisions related to 

the birth process. Confidence in one's preparation for childbirth, a sense o f  personal 

control, and low levels o f  anxiety are all psychological variables predictive o f  a 

positive birth experience (Crowe and von Baeyer, 1989).

Springer (1996) suggested that written birth plans may also influence the use 

of medical interventions during labor and possibly the length o f labor itself. A 

definitive birth plan may specify particular therapeutic modalities, analgesia or 

anesthesia, and a myriad o f  other interventions. The actual length of labor may be 

reduced when anxiety in the laboring woman is decreased and through enhanced 

coping skills for dealing with the stress and pain o f labor.

R e p ro d u c e d  with perm iss ion  of th e  copyright ow ner.  F u r th e r  reproduction  prohibited without perm iss ion .



34

Handheld and Bell (1995) conducted a study to investigate the role o f 

childbirth education in relation to making decisions pertaining to childbirth and the 

neonatal period. Fifty-nine primiparous women completed a three page questionnaire 

after giving birth concerning the influence o f  childbirth education classes on their 

decisions. The results indicated that although the women enjoyed childbirth education 

classes, the information they received had little effect on their decision to breastfeed 

and the appropriateness o f a twenty-four hour hospital stay. However, information 

gained about the use of pain medication in labor was clearly helpful when women 

made decisions about pain relief. The researchers concluded that information about 

when and how decisions are made will enable childbirth educators (and CNMs) to 

formulate teaching objectives that will use class time (and prenatal visit time) more 

effectively.

Moore and Hopper (1995) conducted a study to evaluate the use and 

effectiveness o f a "prepared" or "formatted" hospital birth plan that was introduced in 

two district hospitals in Australia in 1993. Ninety-five percent o f the one hundred 

respondents said that they would encourage other women to use the birth plan. The 

respondents indicated that the birth plan increased their own understanding o f the 

processes o f labor and birth and acquainted them with the options available. These 

women said that the birth plan was helpful, enabled them to identify their needs and 

express their preferences, enhanced their confidence, and improved communication 

with their health care providers (p. 29).

Moore and Hopper (1995) pointed out that the use o f birth plans illustrate the 

commitment of health care providers to recognize and support diversity; allow for
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critical reappraisal o f  existing hospital practices, protocols, and policies; and provide 

an opportunity for improvement in the quality o f maternal-child health care in the 

context o f  client/consumer rights and preferences (p. 29). They concluded that birth 

plans "empower" women by increasing their knowledge and understanding o f  birth 

practices which, in turn, help women make informed decisions. Their findings were 

congruent with the findings o f  Green, Coupland, and Kitzinger (1990) who suggest 

that access to information and feeling "in control" are consistently associated with 

positive psychological outcomes.

With a greater number o f CNMs in clinical practice and an increase in birthing 

centers, the use o f written birth plans has gained support as more and more options for 

labor and birth have become available. Pregnant women and their labor support 

persons or “coaches” may choose from a variety of physical settings, comfort 

measures, position changes, alternatives for pain relief, relaxation techniques, 

breathing exercises, and the use o f  mental imagery.

When pregnant women share their birth plans with CNMs or other prenatal 

care providers in the third trimester o f  pregnancy, preferences as well as alternatives 

can be discussed and questions can be answered. Written birth plans can also be 

shared with the labor and delivery nursing staff upon admission to the birthing unit or 

better yet— they can become a permanent part o f the prenatal record which is 

photocopied and sent to the birthing unit prior to the due date. Often, this transfer of 

the prenatal record takes place around the 36th week o f gestation and the record is 

updated weekly until the baby is bom. This way, an accurate record is there when the 

woman is admitted in labor. The birth plan is a valuable and effective communication
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tool since many women have difficulty expressing their wishes in the heat o f active 

labor.

The aforementioned studies have indicated that the benefits and effective use 

of birth plans warrant further investigation. The “open-ended” nature o f a birth plan 

makes it an ideal tool to aid pregnant women in their quest to achieve the most 

positive birth experience possible. Therefore, this investigation o f CNM-client 

decision-making in the third trimester o f  pregnancy was especially appropriate as it 

focuses on the formulation o f  a birth plan. It was most interesting and informative to 

see how CNMs and clients “work together” on this important document.

In the postpartum period, birth plans can serve as a viable measure for 

reviewing and evaluating the childbirth experience, allowing women to express their 

feelings o f  satisfaction or frustration (Carty & Tier, 1989). Some women may find 

satisfaction as they reflect upon their birth experience and ascertain that they followed 

their birth plan. Others identify times o f  frustration and/or disappointment during the 

course o f labor and deviations from the birth plan. However, because unforeseen 

complications occasionally occur during labor and delivery, birth plans need to be 

flexible since the safety o f mother and baby is o f  paramount importance. Even when 

unexpected events take place , other parts o f  the birth plan can still be used, providing 

some control for the woman who may feel somewhat out o f  control. According to 

Springer (1996), this contributes to the perception o f a more positive birth experience 

even when it is not possible to follow a great deal o f  the birth plan.
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CNM-Client Encounters

Since the present study is dealing with prenatal clients and their CNM 

providers, it is appropriate to discuss the general features of a CNM-cIient encounter. 

An initial antepartal visit consists o f a complete history, physical and pelvic 

examination, and a number o f laboratory tests and adjunctive studies. The data 

base for normal pregnancy has the following components: 1) maternal anatomical and 

physiological changes; 2) maternal psychological adjustment and processes; 3) fetal 

growth and development; and 4) placental development, circulation, and functioning 

(Varney, 1997, p. 229).

Most prenatal clients without problems are scheduled for revisits monthly until 

approximately 28 weeks of gestation. From 28 weeks until 36 weeks, clients are 

usually seen by a CNM every two weeks. Once 36 weeks of gestation is reached, 

clients have revisits weekly until labor commences or until intervention is needed.

Each revisit consists o f a chart review, an updated history, and a physical 

examination to evaluate the well-being o f the expectant mother and fetus. These 

measures determine whether additional laboratory and adjunctive studies are 

indicated. They also help the nurse-midwife appropriately gear counseling and 

teaching to focus on the woman's needs and the baby's gestational age (Varney, 1997). 

Instruction and anticipatory guidance during the antepartal period relate mostly to 

activities o f daily living, the common discomforts o f  pregnancy and their relief 

measures, preparation for labor and birth, awareness o f danger signs, an understanding 

of the physiological and psychological changes occurring, knowledge o f fetal growth 

and development, and preparation for beginning parenthood.
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It is obvious from the aforementioned discussion that caring and 

communication are key ingredients in both the initial prenatal visit and the revisits. In 

the third trimester o f  pregnancy, a major portion o f the communication between the 

client and CNM focuses on the formulation o f  a birth plan. The decision-making that 

takes place during prenatal visits regarding a birth plan has important implications for 

the conduct o f  normal labor in the future. Following this train o f thought, Crooke and 

Smith (1988) stressed the importance o f  involving the entire cast o f  characters who 

will be present at the birth in designing a birth plan because its usefulness and 

effectiveness depends on its acceptability to both clients and providers.

In many ways, prenatal CNM-client encounters and the formulation o f  a birth 

plan set the stage for the childbirth experience. Childbirth is seen as an immensely 

significant life event in the nursing, midwifery, and psychological literature. Research 

findings have suggested that women’s satisfaction with care during labor and birth is 

greatly influenced by the midwife (Beaton, 1986; Court, 1989; Hutton, 1988;

Kamphuis. 1991;Kintz, 1987; Luegenbiehl, 1988; Taylor & Copstick, 1985).

Halldorsdottir and Karlsdottir (1996) conducted a study to explore the essential 

structure o f caring and uncaring encounters with nurse-midwives and other health care 

professionals during labor and birth as perceived by women who have given birth.

The methodological approach employed was a particular brand o f phenomenology 

referred to as "The Vancouver School o f  Doing Phenomenology" inspired by 

Anderson (1991) and Ricoeur (1990). It combines description, interpretation, and 

construction and is influenced by hermeneutics and constructionism.
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The study took place in Iceland and involved dialogues with ten women who 

had given birth in the past. The overriding theme o f  the women's experience o f caring 

or uncaring was "empowerment or discouragement" (Halldorsdottir & Karlsdottir,

1996, p. 361). The findings indicate that the nurse-midwife who satisfies a woman's 

need for professional care during childbirth is likely to be more effective in meeting 

nursing and nurse-midwifery goals than the nurse-midwife who does not and who is 

perceived as uncaring (p. 361).

The aforementioned findings are supported by the work o f Simkin (1991,

1992) who concluded from her research that the way a woman is treated by 

professionals on whom she depends may greatly determine how she feels about the 

experience for the rest o f  her life. She maintains that if  a woman is nurtured, treated 

with kindness and consideration, and feels like an active participant in the conduct o f  

labor and birth—the positive impact is permanent. Conversely, if  a woman is treated 

without respect and i f  her efforts to maintain control and dignity are rebuffed, the 

negative impact is permanent.

Thus, CNM-client encounters during the prenatal period lay the groundwork 

for what is to follow in the intrapartal period. In particular, the decision-making 

aspects o f prenatal CNM-client encounters warrant further investigation because 

studies of this nature are virtually non-existent in the literature. We can advance 

knowledge in the client-nurse domain through research examining the interactive 

nature o f CNM-client encounters from a collaborative decision-making perspective.

To date, no studies have examined the interaction o f  the CNM-client dyad during the 

process o f decision-making with respect to how they formulate a birth plan.
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Literature on Collaboration and Interaction

In the last twenty-five years, there has been an increasing emphasis in the 

nursing literature on patient involvement in decisions about health care. The 

terminology has been varied with the use o f terms such as collaboration, participation, 

negotiation, partnership, and even commitment. Nurses have viewed the patient and 

his/her family as having an active role in planning and evaluating care (Biley, 1988; 

Brooking, 1986; Kron, 1981; Little & Camevali, 1969; MacFarlane & Castledine, 

1982; Marriner, 1979; Miller, 1985; Ward, 1988).

Definitions o f Collaboration

The literature on collaboration and participation in decision-making comes 

from a myriad o f  professions, which offer different perspectives as well as a variety o f 

definitions. Fagin’s (1992) definition o f collaboration from the nursing literature 

states “collaboration is a relationship o f interdependence and requires the recognition 

of complementary roles” (p. 354). In the business literature, Kantner (1994) describes 

collaboration as a true partnership in which both partners are strong, interdependent, 

and communicative. This notion o f a partnership was also mentioned in the 1981 

Social Policy Statement o f  the American Nurses ’ Association which defined 

collaboration as “a true partnership, in which the power on both sides is valued by 

both, with recognition and acceptance o f separate and combined spheres o f activity 

and responsibility, mutual safeguarding o f the legitimate interests o f  each party, and a 

commonality o f  goals that is recognized by both parties” (p. 3).
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The word “collaborate” is derived from the Latin collaborare which means “to 

labor together”. (Interestingly, CNMs believe that they “labor together” with their 

clients!) Collaboration has been defined as “working together in partnership” (Erlich 

& Flexner, 1980) and “as a process which emphasizes a joint effort in intellectual 

activities” (American Heritage Dictionary, 1983).

One definition that is straightforward in its message and addresses the notions 

o f “working together” and having a “partnership” was proposed by Kim (1983b,

1987b) in her theoretical framework o f  collaborative decision-making in nursing 

practice. Kim defines collaboration as “a process in which two or more individuals 

work together for attainment o f a goal; a process by which a joint influence on an 

action is produced” (1983b, p. 276). This definition extends the aforementioned ones 

to include a process orientation and the attainment o f a goal. When investigating 

collaboration as a process, we are interested in what initiated it, what maintained it, 

and what caused it to end.

In relation to today’s health care marketplace, collaboration has become a key 

resource. It relies on the integration o f the client and provider to work together to 

accomplish a task that neither could accomplish alone. Specifically, the formulation 

o f a “birth plan” through the collaborative efforts o f  a CNM and prenatal client is a 

perfect example o f this type o f joint endeavor. Such collaboration in decision-making 

directly affects the quality and outcomes of care.

The development o f  a collaborative relationship requires time, effort, and a 

commitment to “work together”. Each partner must understand the concept of
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collaboration and embrace the philosophy and behaviors that make up this complex

process.

Evans (1994) describes collaboration as a bond and as an alliance. 

“Collaboration...implies a bond, a joining together, a union and a degree o f caring 

about one another and the relationship. A collaborative relationship is not merely the 

sum o f its parts, but it is a synergistic alliance that maximizes the contributions o f each 

participant, resulting in action that is greater than the sum o f individual works” (p. 22).

The aforementioned definitions o f collaboration appear to have several 

common threads or core components, such as the notion o f people working together in 

a relationship or partnership, a joint influence, a future orientation, and a process 

leading to an action which is directed toward a goal. The focal point is always the 

client. Collaborative efforts are directed toward improvement in nursing care to 

benefit the client’s health.

Elements of Collaboration

Common themes and essential elements of collaboration are plentiful in the 

literature. Some o f these are: open and honest communication, trust, respect, 

understanding and valuing the partner’s perspective and way o f thinking, equality and 

shared power, shared responsibility, shared values and goals, willingness to participate 

and negotiate, a mutual support, and a commitment to do the necessary work and to 

the partnership (Baggs & Schmitt, 1988; Coeling & Wilcox, 1994; Devereux, 1981; 

Evans, 1994; Henneman, 1995; Henneman et al., 1995; Kraus, 1980; Pike, 1991; 

Stapleton, 1998; Steel, 1986; Weiss, 1985).
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The concept o f  collaboration presents a vague and highly variable picture in 

the literature. In their concept analysis on collaboration, Henneman, Lee and Cohen 

(1995) state, “despite its elusiveness, its essence continues to be sought after as a 

means o f  improving working relationships and patient outcomes” (p. 103). They 

wanted to clarify the definition o f  collaboration because confusion over the meaning 

o f the term has led to its occasional inappropriate use in both research and practice 

settings.

Henneman et al. (1995) identified several defining attributes o f  collaboration 

as characteristics without which collaboration cannot occur. They are: a cooperative 

endeavor, a joint venture, willing participation, shared planning and decision-making, 

a team approach, shared responsibility, a non-hierarchical relationship, and shared 

power (p. 104).

Collaboration is frequently defined in relation to other modes o f interpersonal 

behavior or conflict resolution. Conflict can be viewed as evidence that the 

individuals care enough to invest energy in the situation and in the relationship. The 

resolution o f conflicts often facilitate change, which can improve the relationship or 

the quality o f care and outcome. Henneman et al. (1995) believe that collaboration 

represents one extreme o f conflict resolution, involving assertiveness and cooperation. 

The opposite extreme is avoidance and between these two extremes are 

accommodation and compromise (p. 105). Collaboration needs to be distinguished 

from other related concepts as well.

Antecedents or pre-requisites to collaboration include: individual readiness 

(prior experience), understanding, acceptance o f one’s own role, confidence in one’s
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ability, recognition o f boundaries, effective communication skills, an environment 

with a team orientation, mutual respect and trust, and organizational values that 

include participation, and interdependence (Henneman et al., 1995, p. 106-107). It is 

believed that these antecedents to collaboration apply to the nurse-patient relationship 

in all clinical settings.

Communication is the essence o f collaboration. Without effective 

communication it is impossible to develop the type o f client-provider relationship 

necessary for collaboration. Communication is the medium or vehicle for expressing 

two essential elements of collaboration, trust and respect. Effective communication 

allows individuals to participate and to negotiate constructively, drawing on each 

other’s knowledge to develop creative solutions to problems. Effective 

communication requires that individuals listen to each other’s perspective as well as 

presenting one's own point o f view (Henneman, 1995). Each partner may need to 

alter his or her communication style to a degree in order to complement the style o f 

the other (Coeling & Wilcox, 1994).

Mutual trust is imperative in collaboration. Each partner must be able to 

depend on the support, honesty, and integrity o f the other (Steel, 1986). The client 

depends on the provider for clinical competence and professional support. The 

provider relies on the client for participation and commitment. Trust is a critical 

attribute o f collaboration and develops over time as a result o f  positive experiences 

with each other in a relationship (Stapleton, 1998). It requires nurturing, patience, and 

energy. Truth, honesty, and dependability come together in trust. A lack o f trust is an 

insurmountable barrier to the development o f  collaboration (Henneman et al., 1995).
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Mutual support is one o f the greatest benefits o f collaboration. A nurturing 

environment enhances the process o f  collaboration. This kind of support involves 

emotional and intellectual energy, sensitivity to the other person, and an effort to 

understand each other and all that is involved in collaboration (Stapleton, 1998).

Mutual respect involves recognizing and valuing the other person in a 

collaborative endeavor. It develops over time and refers to the appreciation and 

understanding o f  another person’s knowledge and experience and the different views 

o f that person (Stapleton, 1998). To collaborate in a decision-making process, each 

partner must come to understand how the other person views the situation or the 

problem they are working on together. Partners working together are more likely to 

find better solutions than any one individual alone.

Client-provider collaboration involves a non-hierarchical structure. There is 

equality and shared power, which is based on knowledge and expertise in any given 

situation. In the collaborative model, control and responsibility are fluid and change 

according to the situation. The client has a responsibility to be an active partner with 

the nurse-midwife in this model. Undergirding the collaborative model, is a 

philosophy which values participation, equality, freedom o f expression, autonomy, 

and interdependence (Henneman, 1995). Shared decision-making is a characteristic o f 

the collaborative model. The viewpoints o f  both partners are considered important 

and the quality o f the decision-making is enhanced greatly when both the client and 

the provider are involved equally.

Collaboration requires a healthy amount o f  self-worth, confidence, 

commitment, and maturity (Stapleton, 1998). It assumes that each partner takes
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responsibility for the necessary decisions and actions and is willing to be accountable 

for these actions. The partners depend on each other to make appropriate judgments 

about health care (Steel, 1986).

Another essential element o f collaboration is shared values and goals. Shared 

values and goals provide the basis for collaborative decision-making. It is o f  

paramount importance that the client and the provider work toward the same goal. 

Similarly, when a client and provider hold different values or hold the same value but 

differ in how the value should be operationalized, the resulting conflict can be difficult 

to resolve (Stapleton, 1998). Collaboration implies a special interdependence and a 

shared commitment to work at the relationship (Crowley & Wollner, 1987).

Consequences or results o f  collaboration include: a supportive and nurturing 

environment; the promotion o f a “win-win” attitude and sense o f success; the 

reinforcement o f importance; “espirit de corps” ; increased cohesiveness; increased 

productivity: increased satisfaction; and improved patient outcomes. The cyclical 

nature o f collaboration (respect —> collaboration —» greater respect) assumes the 

continued use and success o f  this method o f interpersonal interaction (Henneman et 

al., 1995, p. 107).

Although an understanding of the essential elements o f collaboration is 

important, it is also necessary to realize that collaboration actually occurs on a one-to- 

one basis as the two individuals interact in their everyday lives or in the case o f the 

present study in the third trimester. Collaboration cannot be mandated, designed, or 

forced by outside sources. It is a complex process which occurs between individuals,
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and only the persons involved ultimately determine whether or not collaboration 

occurs (Henneman et al., 1995).

The Client-Nurse Domain

The client nurse domain is an area o f study in nursing related to phenomena 

occurring in encounters between client and nurse. A major aspect o f  this domain is 

client-nurse interaction, which has ramifications as both independent and dependent 

variables in explaining numerous nursing phenomena (Kim, 1983a, 1987). This 

domain includes many aspects o f  interaction that occur between a client and nurse in 

the process o f providing nursing care. Most nursing actions or therapeutic endeavors 

take place through communication, exchange, or interaction with client and nurse in 

the same space and time. Client-nurse interaction is a medium through which nursing 

care is delivered to the client. The human contact between client and nurse may 

involve the transfer or exchange o f information, energy, and affection/caring (Kim, 

1987a. p. 103). As nurses, we are interested in understanding client-nurse interaction 

to improve the quality o f  nursing care which will benefit the client.

Kim (1987a) relates that there is a need to develop and refine theories of client- 

nurse interaction, which will influence the outcomes o f  nursing care through variations 

in the process o f client-nurse interaction. She identified four sets o f variables for 

consideration: (1) individual actors (client and nurse), (2) social context of the 

situation, (3) nature o f the interaction (process and property), and (4) client health 

outcomes (p. 103).

The first set o f  variables relates to the client and nurse as participants in an 

interaction. As individual actors, each brings physical, psychological, cognitive,
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social, and ethical characteristics such as values, attitudes, and philosophical beliefs. 

These attributes can enhance or facilitate an interaction or they hinder or terminate it.

In other words, they can “make” or “break” collaboration! For example, studies in 

therapeutic touch and empathy specifically suggest the influence o f nurses’ 

characteristics in the process o f client-nurse interaction (Kim, 1987a, p. 103-104).

The second set of variables, the social context o f  the situation, has been studied 

extensively in sociology. The social context may be a significant prerequisite 

condition for interaction to take place and may also become an important part o f 

therapeutic communications (Kim, 1987a, p. 104). Traditionally, clients and health 

care professionals are considered to have an unequal relationship due to the 

distribution of power and knowledge and the exertion o f control. Friedson’s (1970) 

theory o f professional dominance in medicine illustrates the use o f power and clinical 

expertise in influencing clients and putting them in a vulnerable position. Fortunately, 

health care professionals have come to realize that clients possess resources which 

help them to recover and maintain health. Similarly, both clients and professionals 

also realize that passivity on the part o f clients toward their health care does not lead 

to optimal health outcomes. With this second set o f variables related to the social 

context o f  the situation, nurse scientists are interested in gaining understanding o f  the 

specific influence o f social context on the process o f interaction and outcomes.

The present study is specifically interested in the third set o f  variables which 

focuses on the interaction itself with regard to both the process o f the interaction and 

the property (quality) o f  the interaction. According to Kim (1987a), the process o f the 

interaction refers to interactional sequence, trajectories, progression, and patterning.
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Conversely, the property o f  the interaction refers to the quality o f  the interaction in 

terms o f  the elements o f exchange such as information, support, energy, affection, and 

resources (p. 104-105). Although both client and nurse participate in an interaction, 

the client’s well-being is always the focal point. “Interaction is the most important 

medium through which the client’s health can be influenced therapeutically and 

supportively” (p. 105).

When nurses interact with clients there are certain behaviors exhibited such as 

physical closeness, eye contact, intense interest in the client, and sometimes 

therapeutic touch. These behaviors are combined with an exchange o f resources such 

as information to formulate a “birth plan” or treatment plan and services to meet the 

needs o f the client.

The fourth set o f variables pertains to client health outcomes. Kjm (1987a) 

reminds us that all major explanatory and predictive models in the nursing knowledge 

system have client well-being as the dependent variable (p. 105). In this domain, we 

view client outcomes as being influenced by their participation in care. Clients’ 

involvement in their health care is a longstanding value in nursing (Kim, 1983b:

Kasch, 1986; Krouse & Roberts, 1989; Weiss, 1985). Yet, the processes through 

which client-nurse collaboration occur and the nature o f  collaboration in nursing were 

not formally conceptualized until 1983 when Kim proposed her theory o f  collaborative 

decision-making in nursing practice. Much o f nursing therapeutics are recognized as 

being processed through collaborative decision-making. A significant depth o f 

understanding into the nature o f  client-nurse interaction will result in improved 

nursing care, and thus affect the client’s well-being and satisfaction (Kim, 1987b).

R e p ro d u c e d  with perm iss ion  of th e  copyright ow ner.  F u r th e r  reproduction  prohibited without perm iss ion .



50

From a client perspective, this translates into increased self-esteem, compliance with 

the treatment plan, and feelings o f  control over one’s health. The literature supports 

the contention that client participation has influenced health outcomes (Barsevick & 

Johnson, 1990; Eisenthal et al., 1979; Krouse & Roberts, 1989; Littlefield & Adams, 

1987; Mahler & Kulik, 1990; Wilier & Miller, 1976).

The Nature o f Relationships

Expectations for a relationship are complex and depend on a myriad o f 

factors— physical, psychological, social, spiritual, cultural, and demographic. No one 

model o f the provider-client relationship will be consistently appropriate in all cases.

Szasz and Hollender (1956) proposed three general models o f  human 

relationships and applied them to doctor-patient relationships. They used as their 

prototype relationships between parents and their children at certain developmental 

sequences such as infancy, older childhood, and adulthood. The first model, the 

activity-passivity model, represented the relationship between a parent and an infant.

It was likened to a situation where a doctor does something to a patient. The second 

model, the guidance-cooperation model, depicted the relationship between a parent 

and an older child. It was applied to a situation where a doctor advises a patient to do 

something, such as taking a medication and the patient follows the advice. The third 

model, the mutual participation model, was based on a relationship between a parent 

and an adult child. It was compared to a situation where a doctor helps a patient to 

help himself/herself. Here, the doctor and patient work together in a partnership, with 

the patient actively seeking the doctor’s help.
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Although the initial application o f Szasz and Hollender’s (1956) model was to 

medicine, it can be applied to relationships between clients and nurses or other health 

care professionals. This model is relevant to the present study because in any 

relationship, the philosophical underpinnings o f  the interacting parties influence the 

process o f decision-making.

The medical literature has a plethora o f studies dealing with various aspects o f 

the provider-client relationship. Haug and Lavin (1983) conducted a nationwide 

survey and found that older, less educated clients who were more accepting o f 

authority were more likely to accept a relationship where the physician had a high 

level of control and the client had a low level o f  control. These clients would be less 

aware o f options and alternatives and reticent to negotiate a different type of 

relationship. Younger, better educated, and more skeptical clients would be more 

likely to be assertive and demanding. When clients have increased power, their 

demands for information and services are more apt to be met by a cooperating 

physician. Stewart and Roter (1989) describe this type o f relationship as consumerist 

in nature which places the medical encounter as a marketplace transaction.

Weiss (1986) identified six key norms for effective involvement o f clients in 

their own care. These six norms were identified after an analysis o f the dialogues o f 

nurses, physicians, and consumers. The six norms are: 1) overt contracts in health 

care relationships, 2) egalitarian communication between client and health care 

professional, 3) client access to a broad base o f information, 4) tailoring o f treatment 

programs, 5) self care and life style modifications, and 6) client skills in health
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promotion and maintenance. These norms have bearing on provider-client 

communication which may affect participation and collaboration in decision-making.

Donohue (1995) used social exchange theory, which is generally concerned 

with the reciprocal nature o f exchanged resources in interpersonal relationships, to 

examine nurse practitioner-client interactions in a primary care setting. She conducted 

an exploratory descriptive study to determine the empirical basis for Foa and Foa's 

(1976) Resource Theory. Research findings indicated that the predominant resources 

which emerged in the context o f  the health care encounters were tangible goods such 

as medication, services such as physical examinations and referrals, reinforcement o f  

positive health behaviors, support, trust, affirmation, and self-disclosure. Donohue 

emphasized that in her study, the qualities o f  the nurse-practitioner became an 

important part o f  the exchange in the health care visits. Data suggested that NP-client 

exchanges vary with regard to the types o f resources.

Morse (1991) developed an explanatory model for describing the various types 

of nurse-patient relationships. Her research project involved the transcription o f  tape 

recorded interviews and content analysis. Data were analyzed using a grounded 

theory approach. She identified the core variable, “negotiating the relationship” and 

constructed a typology by comparing the effects o f  the presence or absence o f 

characteristics. The evolving model was presented to the informants for verification.

The four types o f mutual relationships identified by Morse (1991) were: a 

clinical relationship, a therapeutic relationship, a connected relationship, and an over

involved relationship. The type o f relationship depends on the duration o f nurse-
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patient contact, the patient’s needs, the nurse’s commitment, and the patient’s 

willingness to trust the nurse (p. 455).

In a clinical relationship, nurse-patient contact is brief. The interaction tends 

to be courteous and superficial with little personal involvement. An example o f a 

clinical relationship would be a patient being seen in a clinic for a minor health 

problem.

According to Morse (1991), most nurse-patient relationships fall into the 

therapeutic relationship category. The relationship is o f  short duration, the patient’s 

needs are relatively easy to meet, and the necessary care is provided quickly and 

effectively. In a therapeutic relationship, the nurse views the patient within the patient 

role first and as a person second. Any psychosocial needs met by the nurse in this 

type of relationship are routine ones. The nurse has a professional commitment and 

the patient’s concerns are secondary.

The connected relationship involves a longer duration o f time as well as an 

intensive and close interaction. A nurse in this type o f  relationship is a strong patient 

advocate, interceding on behalf o f  a patient. The patient respects the nurse's judgment 

and feels grateful. In this relationship, the nurse views the patient as a person first and 

as a patient second. The patient’s concerns are primary to the nurse with treatment 

concerns secondary (Morse, 1991).

The over-involved relationship is a long-term one characterized by intensive 

and intimate interaction. The patient’s needs are great and the nurse chooses to meet 

those needs. The patient has complete trust in the nurse. The nurse sees the patient as 

a person. Treatment goals are discarded. The nurse is an advocate and a confidante
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for the patient even after discharge from the hospital. This relationship is clearly 

dysfunctional (Morse, 1991).

Morse (1991) points out that any o f the aforementioned relationships may be 

the end product o f  negotiations or an interplay between patient and nurse. She 

mentions that the intensity o f  the negotiations depends on the patient's perception 

regarding the seriousness o f  the situation and his/her feelings o f  vulnerability and 

dependence.

Morse (1991) suggests that more work is needed on the concept o f  trust, 

especially concerning the factors that interfere with its development in the nurse- 

patient relationship and in the different patient care arenas. In her study, trust was 

defined as an attitude bound in time and space in which one relies with confidence on 

someone or something (Meize-Grochowski, 1984). Morse identified two types o f trust 

in her study: 1) immediate trust in the nurse’s technical competence, and 2) 

interpersonal, psychosocial trust (1991, p. 466).

Morse (1991) concluded that the concept o f commitment is also in need o f 

further investigation. She asserts that the concept o f commitment fits the emerging 

model o f  nurse-patient relationships and may have applicability to other aspects o f the 

nurse’s role and behaviors. Data from Van Hooft’s (1987) study reports that 

commitment to a patient, as a patient or as a person, was an important factor in 

determining the kind o f  relationship that developed. Other researchers such as Watson 

(1988) and Gadow (1989) advocated a type o f relationship between nurse and patient 

with the characteristics o f  connectedness and involvement.
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One o f the major differences between nurse-midwifery or primary care and 

other medical disciplines is the duration o f  the CNM-client relationship. A CNM may 

be seeing a client for prenatal care and she may have seen the same client for a 

previous pregnancy or for well-woman gynecology. An ongoing relationship colors 

everything that happens between a CNM and client. If there are difficulties or 

differing expectations in the relationship, the provider and client will have problems 

working together effectively (Weston & Brown, 1989).

The biopsychosocial model o f care recognizes the equality o f  both biomedical 

and psychosocial factors in the presentation o f a problem and distinguishes between 

disease (a pathological condition) and illness (the individual’s social and psychosocial 

response to disease) (Stewart & Roter, 1989). The type o f communication or 

interviewing that best facilitates use o f the biopsychosocial model has been referred to 

as mutual participation (Morgan & Engel, 1969), co-participation (Quill, 1983), and 

patient-centered interviewing (Stewart, 1984). These approaches consider providers 

and clients as individuals who mutually participate and influence each other. 

Specifically, the CNM as a provider brings clinical expertise, technical knowledge, 

and a philosophy o f care grounded in humanism and holism. The client brings life 

experience, health beliefs, and goals. The success o f any provider-client interaction 

depends on negotiation and collaboration, mutual respect, and trust (Benarde & 

Mayerson, 1978; Brody, 1980; Lazare et al., 1975a; Siegler, 1982).

Lazare et al. (1975a) highlighted the importance of two factors in provider- 

client encounters, which are: a) the client's goal for seeking care, and b) the client's 

request to the provider. The goal for care was defined as the outcome the client hopes
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to achieve as a result o f  the treatment. The request o f  the client was viewed as the 

method or means by which the client would like the provider to be o f help. Lazare 

hypothesized that eliciting and meeting the client’s goal(s) and request(s) will produce 

increased satisfaction, compliance, and ultimately clinical improvement. Other 

researchers support this notion, too. KJeinman et al. (1978) suggested that eliciting 

clients' attitudes and beliefs about disease and treatment substantially increase 

therapeutic success. Similarly, Snow (1974) espoused that understanding a client's 

belief about a problem can help to generate more realistic plans for treatment, educate 

the client, and prospectively identify potential therapeutic problems.

Examination o f the CNM-client relationship reveals one o f interdependence. 

The term, interdependence, has a foundation in the concept o f power or authority— 

meaning shared power or shared authority (Sullivan, 1998). In particular, it refers to 

the shared processes from planning to assumption o f  responsibility in which 

collaborators engage. Interdependence can set up an environment prone to conflict 

(Booth, 1982; Thurkettle & Jones, 1978).

Rothman (1982) discussed the various relationships between practitioners 

(healthcare providers such as nurse-midwives) and patients (clients). She compared 

the active-passive relationship in which the practitioner is the decision-maker, coming 

from a position o f authority, to one o f  guidance-cooperation in which the practitioner 

guides and directs the prepared and compliant client. Rothman contrasted these 

relationships with one o f mutual participation, in which both parties work toward a 

common goal.
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Bennett, Ethington, and Hewson (1993) also promoted a relationship o f  mutual 

participation and advocated the formulation o f birth plans as a means o f building a 

"therapeutic alliance" between the client and health care provider. Such an alliance 

considers client preferences within a context that recognizes the professional 

responsibility and accountability o f the provider—in a true spirit o f  "working together". 

These researchers proposed four models for conceptualizing childbirth, reflected by 

two dimensions that combine in different ways. These four models are: a) risk 

oriented/being delivered; b) health oriented/being delivered; c) health oriented/giving 

birth; and, d) risk oriented/giving birth. The notion o f  developing a birth plan fits into 

the "health oriented/giving birth" model. This perspective is consistent with an 

advocacy and consumer-focused approach to the delivery o f health care services.

Conflict is inevitable in human relationships. Conflict in relationships is 

recognized and expressed through communication (Brown, Yelsma, & Keller, 1981; 

Hocker & Wilmot, 1985). Communication is the vehicle that people employ to 

express their grievances. Muniz (1981) suggests that conflict is acted out through 

communication but the causes o f  the conflict usually lie much deeper. Additionally, 

communication can be the means to resolve a conflict or to escalate one.

Researchers (Kilmann & Thomas, 1975, 1977; Blake & Mouton, 1964) have 

found that individuals approach interpersonal conflict using basically five styles: a) 

avoidance, b) competition, c) accommodation, d) compromise, and e) collaboration. 

Since the present study focuses on the fifth style, collaboration, it is imperative to note 

that collaboration is considered the most preferred and ideal style of approaching 

conflict. It requires both assertiveness and cooperation. It involves paying attention to
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others' concerns without sacrificing or suppressing one’s own concerns (Northouse & 

Northouse, 1992). It recognizes the inevitability o f  human conflict, confronts conflict, 

and then uses conflict to produce constructive outcomes. Collaboration is the most 

difficult style to achieve requiring energy and work among participants (Baggs & 

Schmitt, 1988). It also requires shared control and power in an effort to develop 

solutions that are mutually acceptable. The results o f  a collaborative endeavor are 

positive with effective communication and a strengthened relationship.

Client-Centered Health Care

Stewart and Roter (1989) sought a transformation o f  the traditional clinical 

method to a patient or client-centered method that aims both to diagnose the client's 

problem or disease and to understand the meaning o f the problem or illness for the 

client. Discontent with the traditional clinical method is well documented (Stoeckle,

1987). The client-centered method requires a major change in the health care 

provider, in the definition o f the clinical task, and in the basic epistemology o f 

medicine. The client-centered method or model has a more humane and holistic focus 

with emphasis on excellent communication undergirded with a philosophy that 

encourages clients to be involved in their care and have a sense o f control over 

treatment regimens. A client's active role leads to a mutuality in the provider-client 

relationship. Enhanced communication and active involvement in care can also help 

the recovery process and provide a better quality o f life.

Levenstein and colleagues (1989) differentiate between the client or patient- 

centered method and the traditional clinical method or disease-centered method. "In
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the patient-centered method, the physician's aim is to ascertain the patient's agenda 

and to reconcile this with their own. In the disease-centered, or doctor-centered 

method, physicians pursue their own agenda and make little attempt to understand the 

patient's. The patient-centered method includes the disease-centered whenever 

appropriate" (p. 109).

The patient-centered method has a great deal in common with the 

psychotherapeutic concept o f  client-centered therapy which was introduced by Carl 

Rogers (1951). The Rogerian model has been useful in explaining interactions that 

occur in health care settings. It is based on the belief that if  a provider communicates 

honest, caring understanding to the client, it will help the client to adjust to his/her 

situation or circumstances in a healthy, positive way. It is a client-centered model 

because the focus o f the interaction is on the client. In this model, the provider 

communicates empathy, positive regard, and congruence. Empathy is the feeling o f 

being understood. The provider "stands in the shoes o f the client". Positive regard is 

the communication o f support in a caring, nonjudgmental way. It is genuine, 

nonthreatening, and unconditional. Congruence involves the honest expression of the 

provider's own thoughts and feelings. The type o f relationship that developed under 

these conditions has been referred to as a "therapeutic alliance" (Brenner, 1979;

Curtis, 1979; Zetzel, 1956, 1970).

The essence o f  the client-centered method or model o f health care is that the 

provider tries to enter the client's world in order to view the problem or illness (or 

pregnancy) through the client's eyes. Then, the provider displays behavior that invites 

and facilitates openness on the part o f  the client. The expression o f feelings, ideas,
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opinions, and concerns is encouraged. The key to the method is to allow as much 

information as possible to flow from the client and for the provider to be receptive and 

employ attentive listening.

Client-centered health care recognizes the important role that relationships play 

in assisting clients adjust to their situation or circumstances and move in the direction 

of health. It is the therapeutic communication within the provider-client relationship 

that helps people to "overcome temporary stress, to get along with other people, to 

adjust to the unalterable, and to overcome psychological blocks which stand in the 

way o f self-realization" (Ruesch, 1961, p. 7). Although therapeutic communication is 

frequently described in psychotherapeutic settings, it actually occurs in a variety of 

health care settings and definitely has a place in CNM-client encounters.

Client-Provider Communication

The present study was carried out at a time when the complex and multifaceted 

nature o f health care services requires professionals to have a broad understanding o f 

communication. Communication in the health care arena focuses on specific health- 

related transactions and factors that influence them (Northouse & Northouse, 1992; 

Pettegrew, 1982). Health communication in an interpersonal context includes those 

variables in the communication process that directly affect client-provider interaction. 

With the belief that communication is an ongoing, continuous, dynamic and 

everchanging process (Berio, 1960; Miller, 1972; Northouse & Northouse, 1992), 

provider-client interactions can never be viewed as a one-way fixed sequence o f 

events.
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Nurse-patient communication is an important topic in nursing. It has been 

extensively studied over the last thirty-five years. There has been considerable interest 

in many issues relating to nurse-patient communication such as content, quality versus 

quantity, skills, and outcomes. Research studies have also focused on specific patient 

groups such as the elderly, terminally ill, psychiatric patients, and surgical patients.

Jarrett and Payne (1995) conducted a selective review o f literature on nurse- 

patient communication. They argue that the existing research has overemphasized 

nurses’ roles in nurse-patient communication, particularly their communication skills. 

They believe the contribution o f  patients has been largely ignored in relation to 

content and organization o f nurse-patient communication. In the communication 

arena, nurses are more readily given the opportunity to explain their actions and give 

their views than patients. Although patients may have less control and power than 

nurses, Jarrett and Payne conclude that patients “are not completely passive and may 

be quite knowledgeable"”(p. 77). They emphasize that both the nurse and the patient 

play a part during nurse-patient communication and that any analysis o f  the interaction 

should take this into consideration. Thus, future research must have a more balanced 

approach with the subject o f nurse-patient communication.

Numerous researchers (Northouse & Northouse, 1992; Watzlawick, Beavin & 

Jackson, 1967) suggest that human communication occurs on two levels, the first level 

having a content dimension and the second level having a relationship dimension. The 

content dimension refers to language and information. The relationship dimension is 

concerned with the aspect o f the message that defines how the participants (provider 

and client) are connected with each other. The relationship dimension implicitly
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suggests how the content dimension should be interpreted. Thus, the meaning o f the 

message will emerge for the provider and client as a result o f their interaction. The 

aforementioned researchers espouse the belief that in health relationships, the content 

dimension o f messages becomes more significant to the participants over time.

It is essential for health care providers to recognize the importance o f  the 

relationships they develop with clients because these relationships significantly 

influence the effectiveness o f their interpersonal communication. Northouse and 

Northouse (1992) studied five variables which they believe are central to effective 

health communication. These variables are: empathy, control, trust, self-disclosure, 

and confirmation. Empathy is considered one o f the most essential and most complex 

variables in the communication process (Clay, 1984; Forsyth, 1980; Gagan, 1983; 

Kalisch, 1973; La Monica, 1981; Wheeler, 1988). Empathy is believed to affect 

communication outcomes in ail types o f  relationships. It plays a major role in 

interpersonal communication. It provides the quality o f understanding between 

people. The client-centered therapy o f Carl Rogers (1951, 1959) brought the concept 

of empathy into the limelight. Empathy involves observing the world from another 

person's vantage point. It is essential in the provider-client relationship because it 

helps providers understand clients and their problems. A client's perspective is based 

on his/her strong psychological need to be understood. Several researchers (Bergin & 

Strupp, 1972; Truax & Michell, 1971) have established that showing empathy 

produces positive therapeutic outcomes.

There is an element o f control in every human interaction and in every 

communication event. The provider-client relationship is affected by what Northouse
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and Northouse (1992) refer to as "relational control" which is the perception 

individuals have about how they are connected to others, including the degree to 

which they feel able to influence the nature and development o f the relationship. 

Relational control is often manifested in the degree o f collaboration that may occur, in 

which each person contributes to the problem solving effort that results in a new 

assessment, definition o f  the problem, or plan (Lamb and Napodano, 1984). 

Collaboration implies a distribution o f control, a sharing o f  control, a give-and-take of 

control, rather than a fixed dominance. With this balance, collaboration allows the 

provider and client to "work together" to resolve differences and find mutually 

acceptable and satisfying solutions. The results o f  collaboration are positive because 

both sides win, communication is effective, the relationship is strengthened, and 

negotiated solutions may be more cost-effective in the long run. Effective 

communication is the vehicle that prevents differences between individuals from 

escalating and facilitates the constructive resolution to conflict situations.

Trust is central to the human communication process just as it is a core 

component o f collaboration. It involves accepting others without evaluating or 

judging them. Pearce (1974) relates that trust exists when a person feels that another 

individual will behave in ways that are beneficial to the relationship, without 

attempting to control it. Northouse and Northouse (1992) emphasize the immense 

importance o f trust in the provider-client relationship because clients often feel 

helpless, vulnerable, and in need o f support in health care settings. When trust is 

present, clients experience a sense o f security and connectedness in a supportive, 

therapeutic climate.
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Seif-disclosure is also critically important in facilitating open communication, 

which is essential to the development o f healthy interpersonal relationships. Yet, 

clients often have difficulty with self-disclosure because o f  feelings o f vulnerability 

and uncertainty as well as the potential risks involved (Northouse and Northouse,

1987, 1992; Tagliacozzo and Mauksch, 1979). There is evidence in the literature 

(Jourard, 1964) that health care providers need to find ways to self-disclose and 

ventilate their feelings as well. Self-disclosure appears to be a difficult aspect o f  

communication for providers as well as clients in health care settings. In 

communication between providers and clients, self-disclosure needs some element o f 

reciprocity...yet, the focus o f the interaction needs to remain on the client (Northouse 

and Northouse, 1992, p. 52). The provider uses self-disclosure to facilitate empathic 

understanding. Therefore, reciprocity o f disclosure warrants the sharing o f honest 

feelings and observations with clients. In the decision-making arena, sharing concerns 

and questions can create a participatory collaborative relationship between the 

provider and the client.

The last variable, confirmation, is a way o f  communicating acknowledgment 

and acceptance to others. Confirming responses validate the other person's 

perspective (Thompson, 1986; Engel, 1980). Confirmation involves dimensions o f 

showing empathy, sharing control, exhibiting trust, and disclosing thoughts and 

feelings to others (Northouse and Northouse, 1992, p. 54). Based on her research, 

Heineken (1982), who studied confirmation in the context o f  nursing practice, 

encourages providers to observe clients' interactions and, where necessary, to teach 

clients ways to use more confirming communication with others.
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Each o f  the aforementioned variables proposed by Northouse and Northouse 

(1992) describes a different component in the provider-client communication arena. 

Examination o f  these variables from the perspectives o f  both the client and provider 

will give insight and enhancement to communication in health care settings.

Health communication in the provider-client relationship is affected by the 

roles each person plays within the relationship and by the expectations that they hold 

o f one another. Presently, the traditional roles o f physician, nurse, and patient are 

being challenged and are undergoing considerable change in our health care system. 

These changing roles are subject to increased role ambiguity, stress in relationships, 

and communication difficulties (Hardy & Conway, 1988: Northouse & Northouse, 

1992).

The health care provider-client relationship has been identified as one o f the 

most crucial components o f  the entire health care delivery process (Rodin & Janis, 

1979; Ruben, 1990; Thompson, 1990). This relationship has also been cited as a 

major factor in clients' failure to follow treatment plans (Stone, 1979), in clients' 

dissatisfaction with the health care system (DiMatteo, 1979), and in clients' increased 

tendency to file malpractice litigation (Taylor, 1979).

It is obvious that the nature o f  each provider-client relationship is influenced 

by the personal and professional characteristics that each party brings to the 

relationship. Some o f  these characteristics include age, ethnic background, 

personality, education, socialization, and values. Potential barriers to effective 

communication can be role uncertainty, conflicts over responsibility, power 

differences, and the lack o f  shared meanings (Northouse & Northouse, 1992).
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Brickman et al. (1982) addressed the issue o f responsibility conflicts and the 

problems they create in provider-client relationships. These researchers developed a 

theoretical framework which they referred to as "models o f  helping and coping".

They suggested that how health care professionals "help" and how patients "cope" are 

based on their unspoken beliefs about responsibility.

The professional/provider-client relationship has been characterized as 

asymmetrical from a power standpoint, with the balance o f power tipping in favor o f 

the health care professional. However, shared power will help to promote effective 

communication. Although there will continue to be differences in the professionals' 

and clients' education, knowledge, and perhaps economic background, the opportunity 

for shared power will allow clients to maintain some control regarding the decisions 

affecting their health and well-being (Beisecker, 1990; DiMatteo & Friedman, 1982). 

Similarly, Kalisch (1975) recommended a more balanced relationship to increase the 

likelihood that patients will choose to be more compliant with treatment regimens. 

Furthermore, shared power will result in more balanced and effective relationships 

that support patients' rights.

When we consider all o f the potential problems that can occur in 

communication between health care providers and clients, it becomes apparent that 

clarifying expectations, negotiating roles, and dealing with others in a personalized 

and individualized manner is necessary to achieve effective provider-client 

relationships. Researchers are encouraged to look at factors that affect both the client 

and provider and examine the ongoing interchange between them and how it will vary 

depending on the nature o f  the situation. With this transactional perspective (Wilmot,
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1979), the focus is on relationships between individuals that are developed and 

maintained through their mutual influence on one another. Therefore, more 

specifically, in a prenatal encounter between a client and a CNM, each individual 

perceives the other in the context o f  what occurs in the interaction. The nature o f  the 

interaction may be affected by the desires o f the CNM and/or the client, by the 

perception o f the other person's wishes, or by both of these factors working 

simultaneously.

Recent work in client-provider interaction suggests that even though the 

professionals have become much more consumer-oriented in the last decade, they are 

still using interactive behaviors that seem to be oriented to professional control. 

Furthermore, the work by Mishler (1984) suggests that professionals and clients 

interact with entirely different voices.

Mishler (1984) introduced the idea o f “voices” to characterize alternative 

orders of meaning and the struggle between them. He distinguishes between the 

"voice of medicine” and the “voice o f the lifeworld”. The voice o f medicine 

represents the technical-scientific assumptions o f medicine. Although medicine is 

based on the rationalities o f science, it is an applied science (Mishler et al., 1981) with 

its focus on the practical concerns o f  patient care and treatment. Mishler (1984) 

relates that any downgrading o f “talking with patients” is linked to the immense 

dominance in contemporary medicine o f this technical bioscience orientation. With 

this perspective, physicians are viewed as the collectors and analyzers o f  technical 

information elicited from patients. Conversely, patients are seen as passive objects 

responding to the physician's questions.
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The voice o f the lifeworld refers to the natural attitude o f everyday life 

(Mishler, 1984). It is a mode o f consciousness within which people act in their daily 

lives— a “common sense” world o f  social reality. “The hallmark o f this attitude is a 

suspension o f doubt; the way the world appears to be is accepted as what it is” (p.

122). In the voice o f the lifeworld with its natural attitude, events gain relevance from 

their relationship to one’s biographical situation and place in the world— one’s 

interests, purposes, and plans. For example, when patients talk about problems in their 

lives that are related to or have resulted from their symptoms or illnesses, their 

meanings are expressed in the voice o f  the lifeworld which differs from those 

problems framed within a biomedical perspective (voice o f  medicine).

Mishler (1984) treats medical interviews as a form o f discourse— meaningful 

talk between patients and physicians. This “talk” is viewed seriously as the work that 

the doctor and patient do together as an essential and critical component o f  clinical 

practice (p 8-9). Mishler’s general purpose is a better understanding o f clinical 

practice. He sees the discourse o f medical interviews as a dialectic between the voices 

o f the lifeworld and o f medicine, which involves conflict and struggle between two 

different domains o f meaning (p. 121). This conflict and struggle result in a 

disturbance in the discourse. One would expect to find evidence o f disruption, 

misunderstandings, and problems in maintaining coherence with these two voices or 

attitudes in the same discourse. In this situation, one wonders how adequate 

communication and understanding can ever be achieved. Patients and physicians need 

to establish a domain of shared meanings in order to talk and relate to each other.

There is often a special asymmetry o f  the medical interview because physicians can
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effectively communicate in both voices while patients are competent in only the voice 

of the lifeworld. However, Mishler points out that many medical interviews take place 

in which the patient and physician continue to talk to each other despite their 

difficulties. Thus, a discourse between two different voices can be sustained.

Mishler’s (1984) work shows how the description, analysis, and interpretation 

of medical interviews reflect a researcher’s choice o f either the biomedical perspective 

(voice o f medicine) or the lifeworld perspective o f  patients. In an attempt to open up 

thoughts and actions that hold potential within the medical interview and clinical 

practice, Mishler proposes an alternative solution— so that both voices can be heard.

He emphasizes that the features o f discourse capture possibilities o f  a more humane 

medical interview. In other words, clinical practice may have different qualities when 

physicians are more attentive to and begin to speak in the voice o f the lifeworld (p.

140). Patients and physicians can find ways to speak to each other despite the gap 

between them.

Mishler’s (1984) approach to the study o f medical interviews incorporates a 

progressive clarification of the meaning o f  humane clinical care. The relationships 

between practice and research are addressed from the perspective o f  a commitment to 

human values. There is general agreement in the literature that humane clinical 

practice includes essential features such as the empowerment of patients and the 

centrality o f  lifeworld meanings.

Mishler’s (1984) conception, description, and interpretation o f the two voices 

involved the application o f his innovative research strategy, which led to a radical 

reinterpretation o f the structure and functions o f clinical discourse. He provided an
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example of an interview in which a physician displayed an atypical degree of 

attentiveness to the voice o f the lifeworld. This illustrated the possibility o f  an 

alternative mode o f clinical practice.

An essential assumption o f Mishler’s (1984) work is the importance o f  humane 

care as a criterion for evaluating clinical practice. Yet, the criterion o f effectiveness is 

more prominent in studies o f health care. Mishler contends that a serious problem 

exists when these two criteria, humaneness and effectiveness, are placed in opposition 

(p. 191). He considers humaneness and effectiveness to be complementary, 

consistent, parallel, and bound together.

Many studies o f  medical care, particularly o f  role relationships between 

patients and physicians, rely on Parsons’ (1951) characterization of the basic norms in 

this relationship as universalistic, affectively neutral, and functionally specific.

Parsons argues that these norms reduce the inherent strains o f clinical practice and 

have a protective function for both physicians and patients. Mishler (1984) believes 

that the norms specific in Parsons’ model are grounded in a particular ideology about 

clinical practice that reinforces relationships expressing the technical-scientific 

mindset. Conversely, Mishler’s alternative formulation suggests increased 

responsiveness to patients’ experiences and feelings along with a recognition o f the 

lifeworld contexts o f  their problems. This is not a deviation from ideal norms and 

does not undermine the possibilities of effective performance of physicians’ tasks. 

Mishler is simply proposing a more humane way o f  practicing medicine.
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Collaboration in Client-Provider Interaction

Although Kim’s (1983b, 1987b) theoretical framework will be discussed in the 

next chapter, there are several noteworthy studies on client-nurse collaboration that 

did not use Kim’s framework. Waterworth and Luker (1990) studied patient 

involvement in decisions concerning nursing care. Their study described how twelve 

patients perceived their involvement in treatment and care decisions. Patients were 

asked to discuss the way they were involved in decisions and about how they felt 

about their hospital experience. They were also asked about patient rights and the 

individual’s responsibility for health care. Data collection and analysis used a 

grounded theory approach. The major theme that emerged from the data and was 

“toeing the line” (p. 972). According to the authors, this suggests that some patients 

are more concerned about “doing what is right”, that is, pleasing the nurse, than 

participating in decisions about their care. Therefore, if  nurses encourage patient 

involvement, they may unwittingly coerce patients to comply. It is argued that 

patients will accept the situation and collaborate even if they do not want this type o f 

role.

Although the sample size was small in Waterworth and Luker’s (1990) study, 

it poses important questions regarding the underlying rationale o f  patient involvement, 

participation, and collaboration. The authors conclude that the promotion of 

individualized care is not necessarily synonymous with active patient involvement as 

advocated in much o f the nursing literature (p. 975).

Kelly and May (1982) criticize the notion o f  patients as passive recipients o f 

care. They argue that patients do have influence in decisions regarding care. From an

R e p ro d u c e d  with perm iss ion  of th e  copyright ow ner.  F u r th e r  reproduction  prohibited without perm iss ion .



72

interactionist perspective, they contend that patients need to possess some power in 

order to affect what is happening to them.

Abdel-Halim (1983) stresses the importance o f  considering individual 

differences in studying collaborative decision-making. For example, collaboration is 

most effective and satisfying for those who believe in it and desire it. Conversely, 

collaboration is not appropriate or suitable for those who prefer not to participate in 

decision-making. Yet. in today’s health care arena there is a tendency to subscribe to 

a philosophy that values and encourages collaboration.

The concept o f  patient participation in decisions has become a widely accepted 

notion in current nursing practice. It has been heralded as a means o f enhancing 

decision-making and human dignity, and enriching the quality o f  life (Clayton, 1988). 

Patient participation has been recognized as a positive action because it results in 

increased patient responsibility and a commitment to health promoting behaviors 

(McEwen et al., 1983).

Although nurses are actively encouraged to promote patient participation, there 

is no clear consensus on what patient participation entails. With its eclectic nature, the 

concept o f  patient participation has not been adequately articulated or clarified and, 

therefore, cannot be truly understood by nurses in clinical practice. Moreover, a 

diversity o f opinions exist in the way both nurses and patients view the concept. 

According to Clayton (1988), different role orientations toward patient participation 

have caused role confusion and role conflict for the nurse and the patient. This has 

contributed to problems in nurse-patient communication and general dissatisfaction on 

the part o f  both nurse and patient.
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Halloway (1993) suggests that participation is the involvement o f people in 

decisions giving them some feeling o f control or responsibility. Maxwell and Deaver 

(1984) indicate that participation implies involvement in the decision-making process, 

sharing with others, and undertaking activities with others.

In an attempt to remedy the aforementioned situation, Cahill (1996) conducted 

an in-depth analysis o f  the concept o f  patient participation, using the method described 

by Walker and Avant (1988). The meaning o f patient participation is compared with 

three related concepts— patient partnership, patient collaboration and patient 

involvement.

Cahill (1996) relates that within the context of professional nursing, 

participation has most frequently been applied to the patient’s role in the delivery of 

nursing care. The concept has gained popularity within the health care arena due to 

increased consumer knowledge, increased awareness o f consumer rights, interest in 

self-help programs and literature, escalating health care costs, and the changing role of 

nurses and other health care professionals. Today's patient is more the active client 

than a passive recipient as suggested by Parsons (1951).

Patient participation in health care occurs in many contexts. It relates to 

activities performed by an individual in the promotion o f health, the prevention of 

disease, the detection/treatment/care o f an illness, the restoration o f health, or if  

recovery is not possible, adaptation to continuing illness or disability.

The degree o f participation is determined by the nature and extent o f  the 

problem, illness, or condition. It is also influenced by the organizational structure, the
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patient’s knowledge, and the patient’s desire to participate. A patient’s willingness to 

participate in his/her own care is o f  paramount importance.

Cahill (1996) identified the defining attributes o f  patient participation within 

the context o f nursing practice as follows:

1. A relationship must exist.

2. There must be a narrowing o f the appropriate information, knowledge 

and/or competence gap between the nurse and patient using suitable 

modalities in different contexts.

3. There must be a surrendering o f a degree o f power or control by the nurse.

4. There must be engagement in selective intellectual and/or physical 

activities during some o f the phases o f the health care process.

5. There must be a positive benefit associated with the intellectual and/or 

physical activity (p. 565).

According to Walker and Avant (1988), antecedents are those events or 

incidents that must occur prior to the occurrence of the concept. The antecedents of 

patient participation identified by Cahill ( 1996) are:

1. An egalitarian communication system;

2. Respect for individuality;

3. An element o f reciprocity in the nurse-patient relationship;

4. Competence on the part o f the nurse to manage with or without the 

security afforded by hierarchy;

5. Recognition that a positive benefit will accrue;
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6. A desire on the part o f  the nurse to relinquish a degree o f power, control 

and authority;

7. A desire on the part o f  the patient to assume a degree o f power, control 

and responsibility;

8. Access for patients to an appropriate and comprehensible broad scope 

information and knowledge, and;

9. Understanding on the part o f  the patient o f appropriate information and 

knowledge (p. 568).

The consequences o f patient participation are those events or incidents that 

occur as a result o f its occurrence. They are:

1. A sense o f contribution by the patient;

2. Improved nurse-patient communication and satisfaction;

3. Better patient adjustment;

4. Decreased number o f complaints;

5. Feedback about services provided;

6. Patient empowerment;

7. Enhanced decision-making;

8. Enriched quality o f life;

9. Increased understanding and better management o f care at home;

10. Diminished feeling o f powerlessness, apathy and dependency;

11. Loss of clinical independence on the part o f the nurse, and

12. Emotional stress for both nurse and patient (Cahill, 1996, p. 568).
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Several concepts are similar to, but not the same as, patient participation.

These related concepts— patient partnership, patient collaboration, and patient 

involvement are often used interchangeably with patient participation in the literature. 

However, Cahill (1996) believes there are distinct differences. She differentiates 

between patient participation and patient collaboration stating that patient participation 

can focus on either physical or intellectual activities or both, while patient 

collaboration involves a joint intellectual effort. McEwen et al. (1983) also reports 

that patient collaboration is a mental process in which individuals are jointly involved 

for the purpose o f  decision-making. Lastly, the fact that collaboration has been 

described as a cooperative endeavor (Henneman et al., 1995) further separates it from 

patient participation.

Cahill’s (1996) concept analysis offered some clarity to the concept o f  patient 

participation, which will hopefully improve nurse-patient communication and 

satisfaction. It also helped to illuminate the role o f  the nurse in relation to patient 

participation, highlighting the skills, experience, and knowledge that nurses need to 

practice in this manner.

Significance o f  the Literature for the Present Study

Decision-making is the process o f choosing between alternatives. When a 

woman is expecting a baby, she is faced with decisions about maternity care, place o f 

birth, and an entire range o f  options regarding the conduct of normal labor. When 

faced with these decisions, the woman may not know all the relevant information and
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may rely on health care professionals for assistance in making decisions, especially 

when it comes to the formulation o f a birth plan. One cannot help to wonder if there 

are ways to make decisions more effective and more satisfying.

The literature reviewed reveals debate about the extent to which clients should 

participate in decisions about their health care. However, there is evidence and 

support for joint decision-making between clients and health care professionals.

This study was guided by Kim’s (1983b, 1987b) theory of collaborative 

decision-making in nursing practice. The researcher was interested in the decision

making process during a prenatal visit in the third trimester. This represents both a 

traditional time and a practically-oriented CNM-client encounter for the formulation 

o f a birth plan in anticipation o f labor and delivery. It is hoped that the findings o f  this 

study will be transferable to other nursing care situations.

Nurse-midwives espouse the belief that clients should be active participants in 

their health care and members o f the health care team. Therefore, clients should have 

opportunities to be involved in all decision-making. The client's input into the 

decision should carry as much weight as the nurse-midwife’s input. Thus, CNM- 

client interactions should be structured in a way to reflect this value.

CNMs feel comfortable including clients in discussions about labor 

management. A “birth plan” is basically an anticipatory document or map for the 

conduct o f  normal labor and birth. The underlying value o f  collaborative decision

making between a CNM and client regarding a birth plan is addressing the question, 

“What are the needs o f this woman during labor and birth?” An honest answer from
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the woman’s perspective can guide the decision-making between the client and the

CNM.

Both the client and the provider involved in a decision-making situation must 

feel responsible for and comfortable with expressing his or her opinions, beliefs, and 

feelings. The environment must also be conducive to collaboration. Each partner 

must accept and try to understand the position o f the other partner. Differences o f  

opinion regarding the conduct o f normal labor and birth and client preferences can be 

challenging to discuss because o f the different perspectives o f  the CNM and client.

The sharing of perspectives is essential as is listening to another with an open mind.

Henneman et al. (1995) state that the complexity o f collaboration makes it 

difficult to define empirical referents. Perhaps the formulation o f a birth plan by a 

client and CNM could be considered an empirical referent o f  collaboration. However, 

one could argue that only in an environment where collaboration exists could such a 

birth plan be possible.

This researcher believes that a prenatal visit in the third trimester where a 

CNM and client formulate a birth plan offers an excellent opportunity to assess the 

presence or absence o f  collaboration in decision-making. An assessment o f this 

interactive process reveals whether or not there is a joint effort in making decisions 

about care. For example, is there active dialoging between the CNM and client? Does 

the CNM and client appear to be actively listening to each other? Are they both 

participating in the visit?

The exchange between the CNM and client gives an indication o f the amount 

of sharing, respect, and trust undergirding the working relationship. A researcher

R e p ro d u c e d  with perm iss ion  of th e  copyright ow ner.  F u r th e r  reproduction  prohibited without perm iss ion .



79

doing participant-observation can note whether there is a nurse-midwifery contribution 

to the “birth plan” and if  so, whether it is valued and acted on.

Collaboration is an important concept for nursing. The nursing profession can 

benefit from collaboration, including collaboration between academic and practice 

settings. However, the need is probably the most evident between client and nurse, 

especially since nursing’s primary mission is caring for people. A lack of 

collaboration may contribute to fragmentation o f care, patient dissatisfaction, nurse 

burn-out, and undesirable patient outcomes in our current health care arena.

The psychological literature on decision-making suggests that good decisions 

are made when people take the time to explore all alternatives to a course of action. 

Janis and Mann (1977) encourage the making o f contingency plans in case the selected 

course o f action changes. They also believe in addressing the positive and negative 

consequences that could result from each chosen alternative.

It is critical to examine the process o f  collaborative decision-making in client- 

nurse interactions. The process may involve ways o f expressing one’s concerns, 

desires, and priorities, ways o f  responding to interactive partners, and modes with 

which interactive participants move from exploration o f  options to final decisions. 

Describing specific behaviors that are helpful or harmful in decision-making is 

important to help CN M ’s and other health professionals understand how interactions 

can be improved. The examination and analysis o f decision-making situations is 

essential for the development o f strong collaborative relationships between clients and 

health care providers.
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The development o f  a collaborative relationship is an ongoing process and a 

self-reinforcing process—once it has been achieved, the satisfaction and improvements 

that it brings become obvious and reinforce further efforts among clients and providers 

to work together toward other goals. The client is the focal point with collaborative 

efforts directed toward his or her health status. In nurse-midwifery, the client is an 

active participant and is involved in her comprehensive plan o f  care. CNMs relate to 

clients in an egalitarian way. Collaborative decision-making holds great potential for 

providing the highest quality o f maternity care, while containing costs, and improving 

both client and provider satisfaction.
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CHAPTER III

THEORETICAL FRAMEWORK 

Collaborative Decision-Making in Nursing Practice

Kim (1983b, 1987b) proposed her theory o f collaborative decision-making in 

nursing practice because of a perceived void in the literature on client-nurse decision

making. Her purpose was to describe and explain the process of collaborative 

decision-making with the application o f a theoretical body of knowledge. Her 

framework focused on two major assumptions: (1) in nursing care situations many 

different types o f nursing care decisions are made for clients that influence their health 

in a variety o f ways; and (2) clients have resources to be active participants in making 

such decisions and their participation may have effects on the outcomes o f nursing 

care (1983b, p. 271).

This theory focuses on phenomena in the client-nurse domain. Kim (1987b) 

conceptualizes the client-nurse domain as an area o f study that involves phenomena 

emanating from client-nurse encounters. It includes many aspects o f  interaction that 

occur between a client and nurse in the process o f providing nursing care. Most 

nursing actions or therapeutic endeavors take place through communication, exchange, 

or interaction with client and nurse in the same space and time. Client-nurse 

interaction is a medium through which nursing care is delivered to the client. As 

nurses, we are interested in understanding client-nurse interaction to improve the 

quality o f nursing care which will benefit the client.
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The philosophical assumptions on which Kim’s (1983b, 1987b) framework is 

built concern the nature o f  nursing science, the nature o f  nursing practice, and the 

nature o f man. For example, in the realm o f nursing practice, nurses have the ability 

to permit or allow collaboration to occur and thus exert some control on the level o f 

collaboration. In regard to client outcomes, nurses have some control in this area as 

well. Nurses can affect client goal achievement, client autonomy in decision-making 

situations, and client satisfaction. Kim’s theory depicts man as having some self- 

determination, not being totally ruled by external events. Man is seen as having the 

ability to be an active participant in his health care. It is a belief o f  Kim’s theory that 

clients can participate in their health care by collaborating in the decision-making 

process regarding their plan o f  care. Furthermore, a client’s lack o f involvement or 

passivity in decision-making is viewed to have a negative impact on promoting 

optimal health outcomes.

Kim’s (1983b. 1987b) theory o f collaborative decision-making in nursing 

practice is a middle range theory. Such a theory considers a limited number o f 

variables, has a specific substantive focus, examines a particular aspect o f  a 

relationship, is subject to empirical testing, and can be combined with other 

knowledge to form theories with a broader range (Merton, 1968).

Kim (1983b, 1987b) identified three areas o f theoretical knowledge relevant to 

the issues o f collaboration and decision-making in nursing practice. The first area 

focused on Parson’s (1951) theory o f the sick role, which illustrates the dependent role 

of the patient or client. Conversely, the role o f the health care professional is endowed 

with control, power, and independence. Power emanates from technical and scientific
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expertise and from socially institutionalized superiority which results from 

occupational status, clinical competence, and professional responsibility. This poses 

an asymmetrical therapeutic relationship. However, it does not apply in all health care 

situations.

The second area o f pertinent knowledge emerged from Freidson’s (1970) 

theory o f professional dominance, which suggests an institutionalized hierarchy in 

client-professional relationships based on expertise and social control. The health care 

professional possesses expert knowledge acquired through education and experience. 

The client’s knowledge is o f  a more eclectic and nonspecific nature in most instances. 

The dynamics o f client-professional relationships are influenced by conflicts between 

the participants and the context o f  the situation. This is particularly the case with 

regard to control issues and the kinds o f choices that a client has in the relationship.

The final area o f significant knowledge comes from the theory o f participation 

and consumerism which proposes equality in influence as enhancing positive 

outcomes in individuals (Blumberg, 1969; Danziger, 1978; Eisenthal & Lazare, 1977). 

Nursing, as well as other professions, has come to the realization that the effects o f  

collaboration on individuals is o f great benefit and o f primary importance. Empirical 

studies in industry as well as in health care settings have shown that participation in 

decision-making increases satisfaction, productivity, and a positive attitude.

ICim (1983b, 1987b) formulated the theory o f collaborative decision-making in 

nursing practice in an interactive perspective, drawing information from the three 

aforementioned theoretical constructs. This knowledge comprises the foundation o f 

the theory, which was developed through the process o f theory synthesis.
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Kim’s (1983b, 1987b) framework categorizes seven sets o f  variable 

components and their relationships. Client, nurse, organization, and decision type can 

be considered as independent variables having influence on level o f  collaboration, 

nature o f decision, and client outcomes (dependent variables). The definitions o f  the 

main concepts, advanced by Kim (1983b, 1987b) within the theory are as follows:

1. Decision-making is an act o f  selecting a choice among two or more 

possible alternatives for a prospective action. It is a deliberate and 

conscious action.

2. Collaboration is a process in which two or more individuals work together 

for the attainment o f a goal. Collaboration is a process by which a joint 

influence on an action is produced.

3. Collaborative decision-making is an act o f selecting a choice among two or 

more possible alternatives for a prospective action by a group o f 

individuals (two or more parties) mutually influencing the action.

4. Nursing care decisions are those that directly affect the client and for which 

the decision responsibilities rest primarily on the professional nurses, 

independent of medical control.

5. Types of decisions:

a. Program decisions are decisions o f  program planning that are 

related to goal priorities and program contents.

b. Operational control decisions are defined as decisions of 

selecting the manner in which actions are performed in terms of 

handling materials, energy, or information in specific situations.
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c. Agenda decisions are defined as decisions o f  activities in terms 

of sequencing within a temporal space.

Figure 1: Theoretical Framework for Collaborative Decision Making in Nursing Practice*

Context of 
Participant

Context of 
Situation

Primary
Outcomes

Secondary
Outcomes

Level of Collaboration 
Nature of Decision

Client Outcomes
1. Goal Attainment
2. Autonomy
3. Satisfaction

Nursing Care Decision Type
1. Program Decision
2. Operational Control 

Decision
3. Agenda Decision_______

Nurse Related Factors
1. Role Attitudes
2. Knowledge
3. Personal Traits
4. Definition of Situation

Client R elated F acto rs
1. Role Attitudes
2. Knowledge
3. Personal Traits
4. Definition of Situation

O m anteatinn o f D ecision Making
1. Organizational Structure and 

Process
2. Delivery System
3. Routinization of Decisions

*(Kim, 1983b, p. 275)
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Kim’s (1983b, 1987b) framework, as shown in Figure 1, postulates that there 

are two contexts which influence the degree with which clients participate in nursing 

care decision-making: the context o f the participants (client and nurse) and the 

context o f  the situation (decision type and organization). This is critical to any study 

that uses this framework. Client and nurse factors which may affect participation are 

role expectations, attitudes, personality traits, knowledge, and the definitions and 

perceptions o f the situation. Organizational factors which may affect participation 

may be such things as the power distribution among nursing staff and other 

disciplines, the mode of provision of care, the philosophy o f the organization, and the 

specific protocols for care.

Client-related factors, nurse-related factors, organizational factors, and nursing 

care decision type relate to three outcomes: (1) the level o f  collaboration, (2) the 

nature o f  the decision, and (3) client outcomes (Kim, 1983b, p. 280). Kim 

conceptualizes the level o f collaboration on a continuum. The lowest level would be 

total decision-making by the nurse and the highest level would be the client and nurse 

exerting equal influence in the decision-making. For example, a CNM could conduct 

a prenatal visit in the third trimester without presenting the client with the choices, 

options, and alternatives that are usually involved in making a birth plan. This would 

represent the lowest level. Conversely, the CNM could thoroughly involve the client 

in all aspects o f  the birth plan— ranging from activities during labor to immediate post 

partum decisions. This would represent the highest level. In addition, the nature o f 

the decision needs to be conceptualized in terms o f  extensiveness, attainability, and 

affective meanings o f the decisions (Kim, 1983b). Lastly, client outcomes are the end
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products o f  collaborative decision-making and may include goal achievement, 

compliance, satisfaction, and autonomy. At the heart o f  collaborative decision-making 

is the essence o f the two partners, the client and nurse, working together.

Client participation in nursing care decisions has been identified as an essential 

component o f  nursing care (Kasch, 1986; Weiss, 1985; Kim, 1983b; Krouse &

Roberts, 1989). The purpose o f client participation in nursing care decisions is to 

influence the outcomes o f  care. Much o f nursing therapeutics are being processed 

through collaborative decision-making (Kim, 1987b). Kim relates that a significant 

depth o f understanding into the nature o f client-nurse interaction will result in 

improved nursing therapeutics, and thus affect the client’s well-being and satisfaction. 

From a nurse-midwifery perspective, this translates into increased feelings o f control 

over one’s health, better compliance with the treatment plan, and enhanced maternal 

self-esteem. This is further supported by evidence in the literature, stating that 

increased client participation has affected client outcomes (Krouse & Roberts, 1989; 

Barsevick & Johnson, 1990; Eisenthal, Emery, Lazare, & Udin, 1979; Littlefield & 

Adams, 1987; Mahler & Kulik, 1990; Wilier & Miller, 1976).

Empirical Studies Based On Kim’s Theoretical Framework

In recent decades, the nursing literature has espoused an egalitarian, 

consumerist, and partnership orientation o f the client-nurse relationship. It has been 

suggested that client-nurse collaboration and the participation o f clients in their care 

are essential components o f nursing practice (Kasch, 1986; Kenney, 1990; Kim,

1983b; Molde, 1986; Roberts & Krouse, 1988; Weiss, 1985). In consideration o f

R e p ro d u c e d  with pe rm iss ion  of th e  copyright ow ner .  F u r the r  reproduction  prohibited w ithout perm iss ion .



88

these views, Kim’s framework looked at structural relationships and provided the 

necessary guidance for several empirical investigations with various client-nurse 

populations. Four descriptive research studies were done in acute care settings and 

focused on the characteristics, attitudes, and perceptions o f  collaborative behaviors 

(Kim, 1980, 1981, 1985; Bringsjord et al., 1986).

Kim (1980) conducted a field study on a general medical surgical unit in an 

acute care hospital to obtain information regarding the types o f nursing care decisions 

made by the nurses and the degree o f patients’ collaboration in these decisions. Ten 

nurses were observed as they provided care to 51 different patients and 41 situations 

were identified as involving nursing care decisions. However, only 6 situations were 

observed to have collaborative decision-making. Kim noted that although nurses seem 

to believe in collaborative decision-making as a value in nursing practice, there may 

be organizational constraints or situational factors that interfere with the actual 

process.

In light o f  the aforementioned findings, Kim (1981) proceeded with another 

study in this arena but employed the clients’ perspective in this second study. It was 

an exploratory study conducted in a women and infants’ hospital to assess patients’ 

satisfaction with nursing care. Seventeen women were interviewed during their 

hospitalization for management of high-risk pregnancies. The data suggested that 

very few o f these patients believed that they actually participated in decision-making 

even though they supported the notion o f collaborative decision-making.

Furthermore, the patients who felt that they collaborated to the highest degree tended
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to be more satisfied with their nursing care than those who believed that they did not 

participate at all.

Kim’s third study (1985) was a descriptive study using a survey design to 

assess nurses’ attitudes regarding collaboration in nursing care decisions. The 

findings indicated that nurses in general exhibited pro-collaborative attitudes, a shared 

responsibility in decision-making with patients. However, the nurses assessed that 

their usual practice involved only a low to moderate level o f nurse-patient 

collaboration. Kim concluded that this discrepancy between the nurses’ pro- 

collaborative attitudes and their actual low collaborative behaviors may be an 

indication o f multiple processes identified in the theoretical model. This seems to be 

congruent with the findings o f  the 1980 study.

Other nurse researchers have used Kim’s framework in their work. The 

framework is versatile and can be adapted to fit a variety o f health care situations. For 

example. Bringsjord, Burchard, Murray and Kim (1986) carried out an experimental 

study of the effects o f two levels o f  collaboration in decision-making regarding pain 

management. The findings indicated that there was a tendency for patients in the high 

collaboration group to have a higher level of satisfaction with their care. Conversely, 

those patients in the low collaboration group whose nursing care decisions were made 

by the nurses as a routine practice experienced less satisfaction with their care. This is 

congruent with the findings o f the 1981 study done by Kim.

With the growing influence o f consumerism, Holter (1990) conducted a survey 

study which examined the extent o f  patients' and nurses' consumerist attitudes and 

their attitudes regarding collaborative decision-making in nursing practice. The study
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also contrasted these attitudes to the perceptions o f actual practice in four acute care 

hospitals in Norway. Results indicated a general agreement in the nurses' and patients' 

attitudes related to "challenging professional authority" and "patient participation" 

leaning toward liberalism. However, there were significant differences in the attitudes 

between the nurses and the patients, with the nurses being more liberal. In addition, 

the nurses tended to perceive a high degree o f patient participation in decision-making, 

while the patients did not. Holter pointed out that this disparity may indicate that the 

reality o f  the situation is more in line with the patients' perceptions. This may mean 

that there is no strong integration between the philosophical underpinnings o f  nursing 

practice, the general principles o f  nursing practice, and the actual practice. It is 

interesting to note that the results o f  this study were examined in a cross-cultural 

context by comparing them with those findings from an earlier study completed in the 

U.S. More studies are needed which examine organizational culture in the context o f 

nurses' practice and value systems.

Along these same investigational lines, Kim et al. (1993) carried out a 

multinational study to examine five sets o f  attitudes regarding consumerism held by 

patients in acute care hospitals and nurses working in them. The findings from the 

surveys in Finland, Japan, Norway, and the U.S.A. indicated that both patients and 

nurses leaned toward the consumerist perspective in their attitudes. There were 

significant differences in the acculturation o f these attitudes among the countries and 

between the patients and nurses. Two different models for the explanation o f attitude 

regarding collaborative decision-making emerged for the patients and the nurses as 

groups. However, age and the more general consumerist attitudes had a bearing on the
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patients' and the nurses' attitudes regarding collaborative decision-making. The 

findings o f  this study agree with Kim's (1983b) suggestion that it is possible to 

conjecture that nursing care situations having different attitudinal combinations o f  the 

patient and the nurse will create different dynamics in the nurse-patient relationship.

Using Kim’s theory o f Collaborative Decision-Making in Nursing Practice, 

Dalton (1995) conducted a descriptive study investigating the interactive behaviors of 

elderly clients, their caregivers, and nurses during admission visits for home health 

care. This study was rather unique because it extended Kim’s framework to include 

triads. Dalton’s sample included 12 triads (client-caregiver-nurse) which was 

extremely relevant for the given population. O f 267 decision situations identified 

during the visits for 41 different types o f decisions, 40 percent o f them were made 

collaboratively. Dalton noted that the way decisions were made depended on the 

characteristics o f the participants as well as on the type o f decisions and the context of 

decision-making. Her findings expanded the understanding o f  the theoretical 

relationships among triad characteristics, triad participation in decision-making, 

coalition formation, and client outcomes in a home care setting. She recommended 

more descriptive studies with larger samples to further expand the understanding o f 

collaborative decision-making.

Most recently, Thompson (1997) conducted a study which included three 

projects investigating decision-making in a nursing context. The specific decision 

concerned selection o f  a long term management strategy for use by a patient with a 

newly fashioned colostomy. Project 1 o f Thompson’s study involved the development 

of a formal research-based decision analysis instrument, designed specifically for use
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by patients in the hospital following colostomy surgery. The instrument included a 

variety o f management methods.

Project 2 o f Thompson’s (1997) study used Kim’s (1983b, 1987b) framework 

for collaborative decision-making in nursing practice as its theoretical framework and 

investigated the difference in outcomes (satisfaction and goal attainment) between 

three groups of patients using three different decision-making methods. Sixty patients 

with a newly fashioned colostomy were assessed to determine their preferences and 

expectations about decision-making. Then they were randomly assigned to one o f the 

treatment groups. The “Instrument” group used the decision instrument developed in 

Project 1. The “Discussion” group used discussion with collaborative decision

making. The “Advised” group received advice from a stomal therapy nurse. Patients 

were interviewed after 6 weeks and again after 18 weeks to assess their satisfaction 

with the decision-making method and goal attainment during the decision process. 

Findings indicated that the patients in the “Discussion” group were more satisfied with 

the decision process than those in the other two groups. Patients in the “Instrument” 

and “Advised” groups did not differ with regard to their satisfaction at 6 weeks and 

this remained unchanged at 18 weeks. At both 6 and 18 weeks, patients in the 

“Discussion” and “Advised” groups attained their goals to a greater extent than those 

in the “Instrument” group.

Project 3 o f Thompson’s (1997) study was undertaken to explore the patients’ 

perspectives on goal attainment and satisfaction using the three decision methods. It 

was found that patients were more likely to follow advice from a nurse than from the 

decision instrument, and this was reported to be due to the quality o f the relationship
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with the nurse, confidence in the nurse as a credible authority and the benefits o f  

knowing reasons for the advice given. The “Discussion” group's method proved to be 

the most effective. Patients in this group had the opportunity to explore the 

extensiveness, attainability, and affective meanings o f choices before selecting their 

goal. Several prominent themes surfaced such as “ideas about rationality and the 

quality o f decisions, the role o f emotions and feelings in decision-making, and a focus 

on how decisions are usually made” (p. xvi). Thompson’s study contributed to the 

knowledge base in stomal therapy nursing, collaborative decision-making in nursing 

practice, assessment o f  patient satisfaction, and nurse-patient communication theory. 

The clinical implications and applications o f the findings o f  this study have extensive 

possibilities because o f  the pervasiveness o f nurse-patient decision-making in nursing 

practice.

The aforementioned studies not only provide a foundation for the present 

study, but they also illustrate the complex and multifaceted nature o f the Theory o f 

Collaborative Decision-Making in Nursing Practice. The study will provide a better 

understanding o f  the unique nature o f collaborative decision-making in the context o f 

nurse-midwifery care. Research in this area will provide a foundation for CNMs that is 

grounded in valuable insightful data to allow beginning formulations o f  creative, 

innovative, and practical strategies for improving CNM-client relations. Significant 

information will aid in developing interactional methods that coincide with a pregnant 

woman’s perceptions o f  what she desires, needs, and values in her maternity care. 

Consumer preferences seem to have a definite impact on healthcare in the 1990’s, 

especially in regard to the choice o f  provider. The present study will not only expand
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Kim’s Theory o f Collaborative Decision-Making in Nursing Practice, but it will 

contribute to our understanding o f  client-nurse collaboration in general and prove to 

be a landmark study for the profession o f  nurse-midwifery.

Relationship Between Kim’s Theory and This Study

The literature strongly suggests that the interaction dynamics between 

health care providers and clients are very complex. Even though CNMs may hold a 

firm consumer-oriented philosophy, their interactive behaviors may be contrary to this 

philosophy. In light o f  this possibility, it was necessary to investigate the nature o f  the 

interactive process involved in collaborative decision-making in nursing practice, 

which had not been clearly articulated in Kim’s theory. The theory is oriented to the 

structural relationships among the components, but does not elaborate on the processes 

with which the phenomena o f  collaboration occur. Hence, this study is a step toward 

elaborating on the interaction processes inherent in collaborative decision-making.

The decision-making between nurse-midwives and clients rationale, as shown 

in Figure 2, illustrates the chain o f reasoning underlying the study. It begins by 

expressing collaborative decision-making as a hallmark o f nurse-midwifery care and 

extends it to having the potential o f  increasing positive client outcomes.
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Figure 2. DECISION-MAKING BETWEEN NURSE-MIDWIVES AND CLIENTS
RATIONALE

Decisions need to be made 
regarding a birth plan

Collaborative decision-making is 
the best method for making 

decisions about care

Pregnant women need to 
make numerous decisions 

in the third trimester

Pregnant women receiving nurse- 
midwifery care often engage in 
collaborative decision making

Collaborative decision making is 
particularly important in the third 
trimester of gestation and has the 

potential of increasing 
positive client outcomes

The present study also addresses the question of diversity in decision making 

with regard to the two participants in an interaction, the CNM and the client. This is 

o f paramount importance because one o f the most striking features o f  human beings is 

their diversity. People exhibit such great variation in social processes such as 

collaboration. Thus, this study seeks to understand this diversity by describing and
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exploring it. Kim’s (1983b, 1987b) framework helped to guide this researcher to 

identify processes used by CNMs and clients as they meet to design a birth plan. This 

study generated knowledge about what is helpful in this endeavor. Data obtained 

through modified participant observation and interviewing will contribute to the 

description and explanation o f  regularities and variations in social behavior. This 

study discovered how CNMs and clients work together to prepare for the labor and 

delivery experience, focusing specifically on the third trimester o f  pregnancy and the 

formulation of a birth plan. Communication and decision-making were influenced by 

the diversity in the characteristics, attitudes, goals, and perspectives o f  the CNMs and 

clients, and the way they express them. With any interaction, it is possible to have 

decisions that result from the different communication dynamics o f  the participants.

Kim’s (1983b, 1987b) theory o f  Collaborative Decision-Making in Nursing 

Practice was useful in studying collaboration between CNMs and clients in 

formulating a “birth plan”. A theory should tell a story about the phenomenon of 

interest— in this case, collaboration or more specifically collaborative decision

making. A  theory's usefulness has to do with how helpful it is in providing a sense of 

understanding about the phenomenon o f interest. If a theory provides new insights 

into a phenomenon, adds significantly to knowledge development, and helps explain 

the phenomenon more completely or differently, or if  it helps the scientist make better 

predictions, then it is a useful theory (Berthold, 1968).

R e p ro d u c e d  with perm iss ion  of th e  copyright ow ner.  F u r th e r  reproduction  prohibited without perm iss ion .



97

CHAPTER IV

METHODOLOGY

This study was a descriptive investigation based on the theoretical 

formulations o f  Kim’s (1983b, 1987b) Collaborative Decision-Making in Nursing 

Practice Theory. Information was obtained regarding the interaction o f  certified 

nurse-midwives (CNMs) and their clients during a prenatal visit in the third trimester 

o f  pregnancy. It is at this particular time that CNMs and clients typically develop a 

“birth plan”. The researcher was interested in observing the decision-making process.

RESEARCH QUESTIONS

The following research questions were advanced to investigate the empirical 

basis for which the theory, Collaborative Decision-Making in Nursing Practice (Kim, 

1983b. 1987b), is significant for examining CNM-client interaction.

1. What is the nature o f CNM-client participation in decision-making 

regarding the formulation o f  a birth plan?

2. What are the clients’ verbal and non-verbal participative behaviors 

during the decision-making process in the formulation o f a birth plan?

3. What are the CNMs’ verbal and non-verbal participative behaviors 

during the decision-making process in the formulation o f a birth plan?
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Research Design

A field study o f  prenatal visits in the third trimester between clients and their 

CNM providers was carried out in conjunction with post-visit telephone interviews to 

investigate the research questions. The design was chosen because o f  its 

appropriateness and suitability for examining the process o f decision-making as the 

phenomenon o f  interest and the participative behaviors o f clients and CNMs as 

specific properties o f the phenomenon. The unstructured research design employed by 

field studies maximizes discovery. The assumption was made that some form of 

decision-making was occurring in the client-CNM interactions based on the 

researcher’s own nurse-midwifery clinical practice and previous fieldwork (Doherty, 

1994, 1995a, 1995b). This assumption is supported by the following American 

College o f Nurse-Midwives (ACNM) documents: 1) Philosophy o f  the ACNM; 2) 

Code o f Ethics for CNMs: and 3) Standards for the Practice o f Nurse-Midwifery.

A descriptive design was selected for a variety o f reasons. First o f all, there 

was a limited amount o f empirical work reported in the literature discussing 

participants' interaction during the process o f decision-making. More specifically, 

there were no research studies which focused on the interaction between CNMs and 

clients during the process o f decision-making at a prenatal visit. Therefore, it was 

useful and beneficial to explore and describe the nature o f CNM-client interaction 

from a decision-making perspective. This study provided new knowledge about 

participative and collaborative behaviors in decision-making.

Since the major interest o f  this study was the description o f  decision-making 

situations, prenatal visits in the third trimester were selected because they involve
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crucial planning for the upcoming labor and delivery experience in terms o f a “birth 

plan”. The birth plan usually consists o f  the client's preferences for the conduct o f  

normal labor. It may address issues regarding the use o f analgesic agents and/or 

anesthesia, mobility and activities during labor, hydration, relaxation techniques, 

breathing exercises, mental imagery, positions for pushing, the use o f perineal 

massage and hot compresses during the second stage o f labor, fetal monitoring, the 

method o f infant feeding, the role o f the labor coach, and a plethora o f other things. 

Anticipatory planning for the post partum period also includes a discussion relating to 

issues such as birth control, circumcision, comfort measures, exercise, activities o f 

daily living, baby care, beginning parenting, returning to work, and a myriad of other 

considerations. Therefore, prenatal visits in the third trimester offer the highest 

probability o f  observing the decision-making process between CNMs and clients.

The design included two specific data collection phases:

1) Modified participant-observation and audio-recording of an entire 

prenatal visit in the third trimester.

2) Post-visit telephone interviews with the client and CNM done 

separately within 36 hours after the visit.

Previous research conducted by Kim and associates (1993) put forth a 

recommendation to examine the relationships between consumerists’ attitudes and 

patients’ and nurses’ behaviors in decision-making situations to determine what 

disparities exist between attitudes and behaviors and the effect on patient outcomes. 

Dalton’s (1995) study of client-caregiver-nurse interaction in a home health setting 

was the first effort in this direction and provided important information regarding the
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participative behavior o f triads. The present study also followed the aforementioned 

recommendation but focused on a special dyad, the CNM and prenatal client. It 

specifically looked at the decision-making process within CNM-client interaction 

regarding the formulation o f a birth plan.

It is hoped that the present study will serve as a foundation for future studies in 

this arena. Although the literature suggests a need for long term studies o f client-nurse 

interaction, it is apparent that the present study must come first in order to acquire the 

knowledge that will advance understanding o f CNM-client interaction.

Fieldwork as Method

Fieldwork as method refers to the observation o f events in a natural setting or 

situation as opposed to a laboratory one. It involves participant observation in the 

daily lives o f a particular group of people (Emerson, 1983). The goal or objective o f 

such an investigation is to contribute to knowledge development by making theoretical 

statements about the culture or social life o f  those studied. The main task o f fieldwork 

is the provision o f  rich, empirically grounded descriptions o f  the activities o f those 

studied. Fieldwork seeks to produce an ethnography o f  the people, setting, and 

situation studied. This includes a description o f their way o f  life, identifying the 

behaviors, attitudes, beliefs, concerns, understandings, and values in their social world 

(Berreman, 1968). Fieldwork is not an exclusive method; it is more like a huge 

qualitative umbrella o f activity beneath which various strategies and techniques may 

be used.
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Fieldwork became an essential part o f  the anthropological enterprise under the 

influence o f Franz Boas, a German-trained scholar, who was a key figure in the 

anthropology department at Columbia University. Boas collected native language 

texts to learn about the natives’ own perspectives regarding daily life. Unfortunately, 

Boas remained physically distant from those he studied and relied on informants who 

were bilingual for translation. However, it was Bronislaw Malinowski, a Polish 

emigre, who established the practice that characterizes modem field research— 

remaining in close contact with the people being studied.

The foundation o f sociological fieldwork extends back to the social reform 

movements at the turn o f the century. The plight o f  the urban poor was described by 

interested observers who sought to improve poor living conditions. With this interest 

in social reform, methods o f direct observation were first introduced within a 

university setting at the Chicago School o f Sociology (Emerson, 1983). Until 1929, 

sociology and anthropology were a combined department at the University o f 

Chicago.

In the past thirty years, there has been a basic refocusing in both the theory and 

methods used in doing field research. The conception o f the nature o f fieldwork is 

well-defined. Field researchers view their work as an interpretive enterprise and are 

concerned with the skills involved in its actual practice. This focus on interpretation 

and practice reflects a more self-conscious position toward the field endeavor 

(Emerson, 1983).

Field researchers are faced with the problem o f  describing meanings and 

frequently use the terms “emic” and “etic” to differentiate between the two types o f
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constructs. “Emic” descriptions generally refer to accounts based on concepts that 

come from within the culture that would be used to recognize its members. Advocates 

o f emic approaches have as their goal the description o f  a particular culture in its own 

terms (Emerson, 1983, p. 24).

Conversely, “etic” descriptions refer to those accounts that use categories from 

outside the culture studied. Those who stress etic approaches insist that descriptions 

should be based on concepts that allow cross-cultural comparisons. An ethnographer 

may derive such concepts from his/her own mind, from ethnological theory, or from a 

particular culture (Emerson, 1983; Naroll, 1967). However, Emerson (1983) notes 

that every emic description has an etic component emanating from the ethnographer’s 

reconstruction o f the meaning o f the people studied.

In light o f the aforementioned notions, this researcher believes that the 

research perspective espoused by Schatzman and Strauss (1973) was particularly 

appropriate for the study o f decision-making between CNMs and clients regarding the 

formulation o f a birth plan. Their mode of research links its operations to the social 

psychology of the researcher, to the social situation under investigation, and to the 

logic o f the inquiry (p. vi). In their model, the researcher is depicted as an outsider to 

the situation studied. However, this does not mean that the researcher is not 

knowledgeable about the situation he/she wishes to study. It simply means that the 

researcher is not so committed to the situation in terms o f time and loyalty that it could 

prevent the researcher from achieving conceptual distance from its perspectives and 

vocabularies (p. ix). Furthermore, the relationships between the researcher and those 

studied, such as CNMs and clients in the present study, are entirely voluntary. In
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addition, the researcher makes the general aims and method o f  the study known to the 

hosts, which in this case are the CNMs at the four nurse-midwifery practices. There is 

an awareness of the broadly scientific interests o f the researcher and the desire to 

describe, understand, and explain the process of decision-making in the context of 

CNM-client interaction.

With this mode o f  inquiry, the researcher is the research instrument. As an 

observer, the researcher believes he/she holds the key to uncovering the reality o f 

his/her field; a reality which is seen in emergent terms. The researcher is 

simultaneously a strategist, pragmatist, humanist, and naturalist (Schatzman & Strauss, 

1973). Field research as a method is viewed as an abstraction o f  the ways the 

researcher deals with various events, problems, circumstances, and alternatives which 

present themselves in the course o f the investigation. The field researcher tends to see 

the method emerge from operations— from decisions, actions, and analytic processes 

which go on throughout the entire research endeavor. It is the research questions 

which determine the method. The method of inquiry is actually a system o f strategies 

and operations designed for procuring answers to the questions concerning the 

phenomenon of interest. The researcher concentrates on specific operations which 

might yield the most meaningful data. Keeping this in mind, participant observation 

as a research technique is synonymous with fieldwork.

This researcher has come to the realization that one’s interest in a social 

phenomenon, even with a theoretical framework such as Kim’s (1983b, 1987b) 

Collaborative Decision-Making in Nursing Practice framework, does not provide 

instructions as to how one should proceed in studying it. The framework merely
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provides a structural representation, a measure o f conceptual order. However, 

fieldwork as a qualitative research method with its strategies, tactics, and techniques 

helped the researcher gather data, and analyze them in order to investigate the 

decision-making process. The research perspective or strategy best suited to 

accomplish this goal which was in harmony with the model o f  Schatzman and Strauss 

(1973) was analytic ethnography as espoused by Lofland (1995). It lends itself to an 

examination of the process o f  decision-making in the context o f  CNM-client 

interaction.

Analytic Ethnography As A Research Strategy

Analytic ethnography has been a prominent form o f qualitative research 

inquiry for many years. Lofland (1995) defines this particular approach as having 

processes and products in which an investigator:

1. Attempts to provide generic propositional answers to questions about social 

life and organization;

2. Strives to pursue such an attempt in a spirit o f  unfettered or naturalistic 

inquiry;

3. Utilizes data based on deep familiarity with a social setting or situation that 

is gained by personal participation or an approximation o f  it;

4. Develops the generic propositional analysis over the course o f doing the 

research;

5. Strives to present data and analysis that are true;

6. Seeks to provide data and/or analyses that are new; and
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7. Presents an analysis that is developed in the senses o f  being conceptually 

elaborated, descriptively detailed, and concept-data interpenetrated (p. 30).

Lofland (1995) traces the formation o f analytic ethnography to members o f the 

graduate sociology cohort at the University o f Chicago immediately following World 

W ar II. He cites the work o f Howard S. Becker and Fred Davis who were greatly 

influenced by Everett Hughes and Herbert Blumer. He believes that his conception o f 

analytic ethnography began in the early 1960’s at the University o f  California at 

Berkeley under the guidance o f Herbert Blumer and Erving Goffman.

Analytic ethnography, as a research strategy, found its place in a journal 

organized by Lofland in 1972 which was titled Urban Life and Culture. Later, this 

title was changed to The Journal o f  Contemporary Ethnography. Its mission stressed 

a “close-up and detailed, qualitative depiction o f social life” that simultaneously 

“strives to be analytic— to search out patterns and regularities in the context o f  close- 

up depiction” (Lofland, 1972, p. 3).

Lofland (1995) emphasizes that the distinctiveness o f analytic ethnography lies 

in the combination o f  the seven features into a pattern that separates it from other 

research approaches in general and other ethnographic research in particular (p. 36).

He views analytic ethnography as a subset o f  a large number o f  other sets o f  research 

strategies. Thus, there is quite a bit o f  sharing in the various research approaches. For 

example, the notions o f “unfettered inquiry” and “deep familiarity” are certainly not 

exclusive to researchers involved in analytic ethnography.
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Lofland’s (1995) picture o f analytic ethnography “is an ideal typical depiction 

of a logic and a direction” (p. 37). The main questions asked with this approach are 

the same questions asked by most social science researchers, such as:

1. Type? What is it? What are its defining features and its varieties?

2. Frequency? How often does it occur?

3. Magnitude? What is its size, strength, or intensity?

4. Structure? What is its detailed organization?

5. Process? How does it operate?

6. Cause? How does it come to be?

7. Consequence? What does it affect?

8. Agency? How do people strategize in or toward it? (p. 37-38).

The first feature o f  analytic ethnography is concerned with answers to the 

aforementioned questions in the form o f propositions about whatever aspect o f  social 

life or organization is under investigation. These propositional answers vary in terms 

of the concreteness or abstractness o f the concepts in which they are cast (Lofland,

1995, p. 37). “Historically particular” information which means reporting activities 

observed in a chronological order and “generic framing” which seeks to specify 

abstract propositions o f which the historical particulars are instances (p. 39) are 

differentiated by Lofland.

The second feature, the notion o f “unfettered inquiry”, comes from the writings 

o f Erving Goffman (1983, p. 17). According to Lofland (1995), Goffman was able to
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depict what it means to study society “naturalistically”—in its essential or universal 

form or nature (1995, p. 41). In Goffman’s radical version o f “unfettered inquiry”, 

human society is viewed from a great distance, in very large terms, and for a long 

time. However, Lofland notes that most contemporary versions o f unfettered inquiry 

are less stringent and advocate a certain amount o f distance, a reasonable time frame, a 

wide social frame, and a dispassionate emotional stance (1995, p. 42). The quest for 

unfettered inquiry is a value embedded in the broad modem philosophical outlook 

commonly labeled “humanism”, a perspective espoused by many analytic 

ethnographers.

“Deep familiarity”, the third feature, was coined by Goffman (1989) and was 

described quite well in his posthumously published comments on participant 

observation as a research technique. Other writers have referred to this notion as 

"immersion” and “intimate familiarity” . Deep familiarity implies physical, social, and 

emotional closeness to the people being studied. The researcher becomes a “witness” 

rather than an interviewer or listener through deep familiarity. Goffman believed 

“deep familiarity” to be the core o f observation.

The fourth feature, emergent analysis, strives to translate the data into 

instances o f widely relevant and basic social types, processes, or whatever is the 

phenomenon of interest. Generic propositional framing looks for basic human themes 

and concerns in social doing (Lofland, 1995). “The effort is to lift the situation under 

study out o f  its historically specific details and to place it among the array o f matters 

o f interest to broad audiences” (p. 40).

R e p ro d u c e d  with perm iss ion  of th e  copyright ow ner.  F u r the r  reproduction  prohibited without perm iss ion .



108

This fourth feature and its procedures have been most completely articulated in 

the grounded theory approach o f  Glazer and Strauss (1967). Emergent analysis is the 

central process o f  grounded theory as well as a definitive feature of analytic 

ethnography. With emergent analysis, data is gathered through participant observation 

and the careful inductive analysis of these data is carried out. It is important to note 

that the process o f  analysis rests to a certain extent on the sensitivities and intuition o f 

the researcher (Lofland, 1995, p. 47). It is characterized by its creativity, open- 

endedness, and inductive features. Two fundamental activities o f this process are 

coding data as they are collected and writing memos on the codes.

The fifth feature described by Lofland (1995) is true content. It is concerned 

with the correct representation o f empirical facts from a situation and the construction 

o f analyses that accurately combine the welter o f  empirical details into a proposition 

(p. 47). Thus, both factual trueness and analytic trueness, in the sense o f consistency 

between analysis and facts, are desired.

Lofland (1995) credits Roger Sanjek (1990) with the classification o f “personal 

testimony” practices into three categories which have helped analytic ethnographers in 

the realm o f analytic trueness. Sanjek names these: “theoretical candor”, “the 

ethnographer’s path”, and “fieldwork evidence”. “Theoretical candor” refers to the 

researcher’s provision o f a chronological, intellectual, and personal account o f  how the 

analysis evolved. It presents the researcher’s view regarding the sources o f his/her 

analysis. “The ethnographer’s path” reports the researcher’s interaction, giving the 

sequence and necessary details. “Field note evidence” involves reporting the 

procedures o f data collection, the processing o f data, and the presentation o f data in
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the written report. These “personal testimony” practices are helpful in getting 

researchers to exhibit methodological concern and caution in handling data throughout 

the research process.

The sixth feature is concerned with “new content”. Lofland (1995) cautions 

researchers not to waste resources by researching empirical facts that have already 

been reliably and sufficiently reported or by reiterating analyses that are already well- 

developed and known (p. 50).

The seventh feature described by Lofland (1995), “developed treatment” 

focuses on three interrelated variables or dimensions. These are: a) the degree o f 

conceptual elaboration; b) the balance between conceptual elaboration and data 

presentation; and c) the degree o f interpenetration o f conceptual elaboration and data 

presentation (p. 53). These textual practices o f  elaboration, balance, and 

interpenetration form a discipline o f giving constraints that result in a “developed 

treatment”.

In light o f the seven aforementioned features, Lofland (1995) believes that 

researchers embracing this approach in the future will employ a modified form of 

analytic ethnography— with particular attention to the fourth feature, emergent 

analysis. He envisions a “modified” emergent analysis that is more attuned to specific 

research questions or even hypotheses stated at the outset o f  the research (p. 58). This 

modification is already practiced by some analytic ethnographers. Lofland sees the 

future o f analytic ethnography as being open, entertaining all kinds o f possibilities.

The present study is consistent with Lofland’s view and utilizes participant- 

observation as a research technique. However, the fieldwork approach in this study
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was modified to the extent that the focus was on one specific interactive account o f 

client-nurse interaction rather than on social processes which are in the making within 

a duration of time. Thus, the emphasis is placed upon "analytic" rather than 

"ethnography" in adapting Lofland’s approach.

Participant Observation As a Research Technique

Participant-observation as a research technique is directed toward the 

discovery o f practical and theoretical truths about human social life grounded in the 

realities o f everyday life (Jorgensen, 1989). It is a useful and appropriate technique 

for research studies dealing with almost any aspect o f human social life. Participant- 

observation allows a researcher to describe a situation, tell who or what is involved, 

when and where things happen, how they occur, and why—from either an “emic” or 

“etic” perspective depending on the particular research approach one selects. 

Participant-observation is exceptionally helpful for studying processes, such as 

decision-making, as well as relationships among people and events, the organization 

o f people and events, patterns and continuities over time, and the socio-cultural 

contexts o f everyday life.

According to Emerson (1983), the first clear use of the term “participant 

observation” appeared in an article by Joseph D. Lohman in 1937, “Participant 

Observation in Community Studies”. Lohman (1937) stressed that “the sympathies 

and identities established through a close familiarity will reveal meanings and insight 

denied the formal investigator” (p. 891). Closeness, intimate familiarity, and 

sympathetic understanding have been identified as key processes in fieldwork. This
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emphasis on self-consciousness and self-reflection is also evident in symbolic 

interaction approaches, which focus on the creation o f meaning in and through 

interaction.

In this study, a modified form o f  participant-observation was used to gather 

data, the observations o f the verbal and non-verbal behaviors o f  pregnant clients and 

their CNM providers, in the context o f  a prenatal visit in the third trimester. This 

research technique allowed the researcher to witness CNM-cIient interaction in this 

particular setting and at this specific gestational time when decision-making is most 

likely to occur. Thus, information, insight, and understanding may be gained in 

relation to the decision-making process regarding the birth plan.

In doing participant-observation, the researcher relies on his/her own abilities 

to observe the particular situation under investigation and to make sense o f these 

observations. The researcher needs to be aware o f selectivity in human perception and 

o f the possibility o f bias. Emerson (1983) relates that all description is partial and 

selective because some features are included while others are excluded. Inclusion or 

exclusion is determined by the processes o f observation and recording, which are 

influenced by the researcher’s implicit or explicit concepts that consider some details 

more important and relevant than others. Thus, it is the researcher’s decision about 

what is observed and recorded.

Along these same lines, Emerson (1983) points out that descriptions have an 

inevitable analytic component and can never be an exact, literal picture o f an event or 

social action. In this way, descriptions o f  the same social situation will vary 

depending on the constructs o f  each researcher as observer. Therefore, a description is
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the product o f  how the observer attends to what is observed and described. “No 

description is independent o f  the describer and his or her actual methods for making 

and reporting observations” (p. 22).

Schatzman and Strauss (1973) note that researchers can have diverse 

perspectives on doing fieldwork as well as distinctive differences in work styles and 

substantive interests. These factors can invariably effect the methodological 

procedures and outcomes o f a study. “Both the field (or object within it) and the 

researcher are inextricably linked to other “fields” and social situations— any or all o f 

which impinge upon his research” (p. 3).

Participant-observation yields the type o f data which must be examined with 

consideration o f the researcher’s potential biases. However, participant-observation is 

often the most appropriate method for gaining relevant information and providing 

insight into the activities, attitudes, and basic philosophies o f those studied. It offers 

the advantage o f serendipity, making important discoveries that were not anticipated.

Several sources in the literature speak to the tendency for personal involvement 

to produce bias or distortion in observation and interpretation. This issue is especially 

relevant when a researcher is engaged in fieldwork, doing participant-observation in 

his/her own culture. For example, a nurse conducting a study in her own workplace 

espouses an “insider” perspective. Morse (1989) presents the following caveat, “a 

delicate balance is required when researching a familiar area, a balance between 

subjective judgment and the need to use resources to maintain one’s objectivity” (p.

81). Similarly, Douglas (1976) urges field researchers to avoid studying issues “too 

close to their hearts” or in which they have intense or unresolved emotional conflicts.

R e p ro d u c e d  with perm iss ion  of th e  copyright ow ner.  F u r the r  reproduction  prohibited w ithout perm iss ion .



113

In the nursing literature, Byerly (1969) mentions numerous issues associated with 

participant-observation such as protection o f  the rights o f research subjects and 

intervention versus non-intervention in the activities o f  the study group which risks 

changing the findings o f  the study, as well as scientific integrity and subjectivity 

versus objectivity.

Emerson (1981) acknowledges that subjective experience is a source o f bias 

but emphasizes that it is also a source of insight and understanding, both o f those 

studied and o f oneself. Although an “outsider” may be able to see lost properties and 

things taken for granted in a situation, an “insider” has a thorough and sound 

knowledge base in the area of interest which can be extremely helpful in a research 

enterprise. In reference to this study, the researcher had a recognizable bias being 

both a CNM herself and a past recipient o f  nurse-midwifery care for the births o f  her 

two children. Yet, the researcher saw her position as an asset. She was interested in 

studying the decision-making process in the context o f  CNM-client interaction 

because o f her past experience in the profession. She chose to focus on the 

formulation o f a “birth plan” in the third trimester because she believes the decision

making process can be captured most easily and most appropriately in that particular 

scenario.

Similarly, Ferraro (1981) noted that personal interest and/or experience can be 

a definite advantage, citing her work with battered women. She credits her personal 

history with this type o f  abuse as helping her to establish rapport easily with the 

battered women she studied. In this same manner, this researcher considers her 

“insider” status as helpful and advantageous. Furthermore, if a researcher is familiar
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with the subject o f  the investigation, her categories may be grounded in situations 

closely related to those under study. Familiarity and knowledge o f a subject may help 

the researcher to ask more appropriate and incisive questions. The researcher also has 

the opportunity to check observations against past experience—a basis o f comparison. 

A researcher’s familiarity with the activities, physical surroundings, and vocabularies 

of the scene observed help to provide an appreciable definition of the situation and a 

conceptual grasp o f it. Jorgensen (1989) relates that one’s personal interests, both 

emotional and intellectual, with a given phenomenon hold potential for new insights 

and creativity. These interests also contribute greatly to a researcher’s commitment to 

complete a study.

In this study, the moderate or full participation o f the researcher in the activity 

under investigation was unnecessary because the focus was on the process o f decision

making rather than trying to enter the separate worlds o f  meaning o f those studied. 

However, the researcher acknowledges that her presence most likely had some effect 

on the situation studied. In order to minimize this effect, the researcher employed a 

passive and nonobtrusive stance. Emerson (1981) relates that in certain instances 

“controlled, minimal participation may still be preferable to full, total participation”

(p. 368). It is this researcher’s belief that the amount o f participation depends on the 

goals or objectives o f the particular study and the phenomenon o f interest. For these 

reasons the approach in this study is termed as "modified participant observation". In 

addition, because the study sought to describe interactive behaviors and the nature o f 

collaboration between CNMs and clients, and since it was not entirely possible to 

capture such interactive behaviors only through participant-observation, audio
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with the data obtained through participant-observation.

Many field researchers elect to follow-up their observations with interviews. 

This is especially warranted when the data obtained is unclear, partial, or confusing.

Interviewing

Although participant observation is the heart o f  field research, the interview is 

used to provide context and meaning. It is a special mode o f  inquiry, often considered 

a lengthy conversation. There are numerous advantages to combining participant 

observation with interviewing. For example, in a short-term field study, interviews are 

particularly helpful in clarifying data gleaned from observations. This appears to be 

the case in reference to this study where the researcher conducted separate post-visit 

telephone interviews with each CNM and client within 36 hours after the prenatal 

visit. This time frame gave both participants sufficient time to think about what 

transpired during the prenatal visit. Questions were asked in the interviews 

concerning the researcher’s observations and the verbal comments made by the CNM 

or client during the prenatal visit. In addition to clarification, insight and 

understanding may be gained.

The systematic recording o f post-visit telephone interview data as well as data 

from the prenatal visit enabled the researcher to formulate a picture o f the decision

making process. Knowledge development in this arena will aid in the formation and 

identification o f  strategies and techniques that may assist CNMs and clients in their 

development o f  a birth plan.
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Mishler (1986) proposes a reformulation o f the interview process as a form o f  

discourse because he believes that the standard approach is inappropriate and 

inadequate for addressing the major questions in social and behavioral research.

These questions focus on how individuals perceive, organize, give meaning to, and 

express their understandings o f themselves, their experiences, and their worlds.

Mishler suggests that the traditional approach to interviewing neglects to examine how 

people’s understandings are related to their social, cultural, and personal situations (p. 

ix).

Mishler’s (1986) approach embodies the view that an interview is a form o f 

discourse and advances four propositions as its essential components. They are: a) 

interviews are speech events; b) the discourse o f interviews is conducted jointly by the 

interviewers and respondents; c) analysis and interpretation are based on a theory o f 

discourse and meaning; and d) the meanings o f questions and answers are contextually 

grounded (p. ix).

Mishler (1986) argues that the traditional approach to interviewing considers 

an interview as a behavioral event rather than a linguistic one. Similarly, it relies on 

the stimulus-response paradigm o f the experimental laboratory for conceptualization 

o f the interview process and for specification o f issues for research (p. 10-13).

Mishler suggests that the standard or traditional approach is marked by a striking 

asymmetry o f power in the interviewer-interviewee relationship and this is the central 

structuring feature o f  interviews as research contexts (p. 117).

The alternative approach proposed by Mishler (1986) is concerned with “the 

impact o f different forms o f practice on respondents’ modes o f  understanding
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themselves and the world, on the possibility o f their acting in terms o f their own 

interests, on social scientists’ ways o f  working and theorizing, and on the social 

functions o f scientific knowledge” (p. 118). The approach is directed toward the 

empowerment o f  respondents to “speak in their own voices”. They are more likely to 

tell their “stories” when the balance o f  power is shifted in the interviewer-respondent 

relationship. Thus, interviewing practices that empower respondents also produce 

narrative accounts (p. 119). Mishler states, “to be empowered is not only to speak in 

one's own voice and to tell one’s own story, but to apply the understanding arrived at 

to action in accord with one’s own interests” (p. 119).

Mishler (1986) does not see his alternative approach to interviewing as a 

panacea. However, it offers possibilities such as different forms o f transcription, 

various modes o f narrative analysis, and a range o f  new models for interviewer- 

intervievvee relationships. “The strength of this view o f interviewing lies in the 

diversity that it welcomes and supports among models, questions, and methods about 

relations between discourse and meaning” (p. 142).

In order to plan and guide specific kinds o f  conversation, the researcher must 

be able to think in terms o f an array o f contingencies that may affect the content and 

form of the interview (Schatzman & Strauss, 1973). The conversation will get its 

form from the tactics o f  the researcher as interviewer and also from the interactional 

tactics of the respondents. For example, in the present study the duration of a post

visit telephone interview was approximately 5-10 minutes. Each interview was a one- 

shot interview. In talking with respondents, the researcher was knowledgeable o f each 

CNM-client interaction and was able to think structurally about the conversations.
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This was important for the researcher because it feeds back directly into the analysis 

o f the field situation.

In conclusion, participant-observation and interviewing are valuable and 

appropriate research techniques for studying decision-making in the CNM-client dyad. 

The use o f these techniques in developing theories grounded in clinical practice for the 

nursing profession is greatly encouraged (Chenitz & Swanson, 1986). The 

descriptions yielded as a result o f  participant-observation combined with the data from 

audio-recording and interviewing, and through the research strategy o f analytic 

ethnography allowed the researcher to better understand CNM-client decision-making 

regarding the “birth plan” from an interactive perspective which may, in turn, lead to 

improved maternity care and better health outcomes.

Sample and Setting

A  convenience sample o f  20 pregnant clients and their CNM providers was 

obtained for the study. The clients were receiving prenatal care in one o f four private 

practices located in a New England state. These four practices were similar in their 

adherence to the Philosophy o f  the American College o f Nurse-Midwives, Standards 

for the Practice of Nurse-Midwifery, and Code of Ethics for Certified Nurse- 

Midwives. The majority o f clients from each practice were similar in terms o f age, 

socioeconomic status, ethnicity, and education. The location o f each practice and the 

surrounding communities were somewhat comparable in terms o f  resources and 

cultural diversity.

R e p ro d u c e d  with perm iss ion  of th e  copyright ow ner.  F u r th e r  reproduction  prohibited without perm iss ion .



119

The sample size o f 20 was determined after careful consideration o f  the nature 

of the data to be collected. It was decided that eight different CNMs would provide 

variety in provider-related interactions and between 2 and 4 clients for each CNM 

would also provide variety in client-related data. With this goal in mind, sampling 

was discontinued when no new information was generated from newly sampled units. 

Thus, informational redundancy was the primary criterion. A sample o f 20 was 

sufficient in this study.

Clients receiving prenatal care from CNMs for the first time were eligible to 

participate in the study. Clients who experienced nurse-midwifery care during a 

previous pregnancy were not included in the study because there might be less 

likelihood that decision-making would have been observable. The decision-making 

for these women may have already occurred during a prior nurse-midwifery care 

experience.

Clients enrolled in nurse-midwifery care in these four private practices 

supported the views expressed in the Philosophy o f the ACNM, the Standards for the 

Practice o f Nurse-Midwifery, and the Code o f  Ethics for Nurse-Midwives by virtue o f  

their decision to seek this type o f care. In addition, each nurse-midwifery practice has 

written protocols, policies, and guidelines which dictate the scope o f practice.

CNMs who were eligible to participate in the study had ACNM certification 

and current membership and a minimum o f  two years experience in clinical 

midwifery. This inclusion criteria helped to insure that the CNMs participating in the 

study were relatively seasoned practitioners rather than novices in clinical practice. 

Besides a willingness to participate, both clients and CNMs needed to be somewhat
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flexible in regard to the scheduling o f  prenatal visits in order to get both participants

together.

Data Collection

Data was generated during a 5-month period. Data consisted o f 20 

observations o f  CNM-client interaction during prenatal visits in the third trimester 

from 4 different nurse-midwifery practices in a New England state. The convenience 

sample consisted o f a majority o f Caucasian clients (18 out o f 20) and all o f  the CNMs 

were Caucasian.

The researcher’s observations were recorded in field notes using the notation 

system proposed by Schatzman and Strauss (1973). Their efficient, systematic model 

o f note taking utilized three specific types o f notes: observational, theoretical, and 

methodological.

Observational notes are statements bearing upon events experienced through 

watching and listening. They contain as little interpretation as possible. An 

observational note is the who, what, when, where and how o f human activity 

(Schatzman & Strauss, 1973). It provides a narrative, chronological account o f  the 

situation under investigation. In the present study, observational notes taken by the 

researcher were such things as eye contact, gestures o f  agreement and/or 

disagreement, body movements, facial expressions, and a plethora o f other behaviors.

Theoretical notes represent self-conscious, controlled efforts to derive meaning 

from observational notes. The researcher interprets and analyzes what he/she has

R e p ro d u c e d  with perm iss ion  of th e  copyright ow ner.  F u r th e r  reproduction  prohibited without perm iss ion .



121

experienced and makes inferences, presents hypotheses, develops and links concepts, 

and relates observations to other ones (Schatzman & Strauss, 1973).

Methodological notes are statements that reflect an operational act that is 

planned or completed. They may offer direction such as an instruction or reminder to 

oneself. A methodological note may be a critique o f  one’s own research tactics. 

Schatzman and Strauss (1973) point out that this type o f  note may be thought o f as an 

operational note on the researcher and the methdological process.

The three aforementioned kinds o f notes are tied together through a myriad o f 

analytic and operational processes. While the observational notes are made during one 

actual observation, both the theoretical and methodological notes are made away from 

the field setting shortly after the observation. The model proposed by Schatzman and 

Strauss (1973) offers a system for storing and retrieving qualitative information.

In addition to the field note observations, the entire prenatal visit between the 

client and CNM was audiotaped. Then, the tapes were transcribed verbatim.

Separate post-visit telephone interviews were conducted by the researcher 

within 36 hours after the prenatal visit. The telephone interviews lasted approximately 

5-10 minutes in duration. A special adaptor was attached to the telephone and to the 

tape recorder so that the interview was able to be audiotaped. These tapes were 

transcribed verbatim in the same manner as the verbal data from the prenatal visit.

The scope and depth o f  the data from the sample relate to quality criteria such 

as "trustworthiness" and "authenticity" (Lincoln & Guba, 1985; Erlandson et al.,

1993). The trustworthiness and authenticity o f a naturalistic inquiry serve to convince 

the readers o f the study that the findings are valuable and noteworthy.
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Guba (1981a) proposed four new terms as quality criteria that have a better fit 

with naturalistic epistemology. These are: credibility (in place o f  internal validity); 

transferability (in place o f external validity); dependability (in place o f reliability); and 

confirmability (in place o f objectivity). The rationale for this change from the 

conventional terms lies in the fact that different paradigms make different knowledge 

claims. As a result, criteria for what counts as significant knowledge will vary from 

paradigm to paradigm. Therefore, it is essential that the naturalistic paradigm have its 

own set o f terms for trustworthiness criteria (Lincoln & Guba, 1985).

In this study, the researcher increased the probability that credible findings 

would be obtained by repeated engagement and persistent observation in the clinical 

setting. Prolonged engagement provides scope. It allows the inquirer to be open to 

the multiple influences and contextual factors that affect the phenomenon being 

studied (Lincoln & Guba, 1985). Persistent observation provides depth. It identifies 

characteristics and elements in the situation that are most relevant to the problem or 

issue being investigated. In addition, the researcher is a CNM herself and is familiar 

and comfortable with the setting.

In reference to transferability, the naturalistic researcher is responsible for 

providing the widest range o f  information. It is not the naturalist's task to provide an 

index o f transferability; it is his/her responsibility to provide the data base that makes 

transferability judgments possible on the part o f  others (Lincoln & Guba, 1985). It is 

for this reason that the researcher engaged in purposeful sampling and had 20 

respondents.
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Dependability o f findings will be enhanced by examining the process by which 

the data was created. The concern is with the fairness of the representation. In this 

study, the researcher reviewed the field notes and audiotapes from the point o f  view o f 

their accuracy. By examining the process o f  inquiry and determining its acceptability, 

the researcher attested to the dependability o f the inquiry. The major professor also 

reviewed the data and their analysis in order to assure dependability.

The confirmability o f an inquiry ascertains whether the findings are supported 

by the data. In order to assure confirmability, the researcher conducted an audit on the 

data and kept a reflexive journal as suggested by Guba (198 la).

Procedure

The researcher contacted CNMs in the four private nurse-midwifery practices 

that had already agreed to participate in the study and acquainted them with the 

general topic o f  the study, CNM-client interaction. The researcher explained that she 

was particularly interested in observing CNM-client interaction in the context o f  a 

third trimester prenatal visit as they prepare for the upcoming labor and birth 

experience. Appointments were made for the researcher to meet with the participating 

CNMs, to visit the practice site, obtain the necessary signatures on the informed 

consent forms, and answer any additional questions about the study.

The participating CNMs were asked to select clients from their case loads who 

meet the sample criteria and who will be entering the third trimester o f  pregnancy.

This sequence o f events gave the researcher sufficient time to recruit client 

participants from the various CNM case loads.
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The CNMs either telephoned clients to explain the study to them and request 

their participation or went through the same procedure during a prenatal visit. The 

CNMs informed clients that “the CNM researcher is interested in CNM-client 

interaction and wishes to observe prenatal visits and conduct post-visit telephone 

interviews”.

After a client agreed to pariticipate in the study, the researcher either contacted 

her by telephone or met with her prior to the prenatal visit to answer any questions that 

she might have regarding participation in the study. An informed consent form was 

signed by those clients who agreed to participate in the study at the time o f the 

observed prenatal visit.

The researcher did not participate in the CNM-client interaction because she 

wanted to observe the prenatal visit as it occurred naturally. She engaged in direct 

observation, recorded field notes, and audiotaped the visit.

The researcher was seated in a comer o f  the office or exam room where the 

prenatal visit took place. She remained seated during the visit with the tape recorder 

running. The usual duration of a prenatal visit was 15-30 minutes. When questions 

were directed toward the researcher, she tried to postpone answering them until the 

end of the visit.

The researcher conducted a brief post-visit telephone interview with each 

client and each CNM separately within 36 hours o f  the prenatal visit. Each telephone 

interview was approximately 5-10 minutes in duration. A special adaptor was used to 

connect the telephone and audio recorder so that the interviews could be taped. 

Interview data was geared toward clarification o f CNM and client behaviors during
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the prenatal visit with attention to the process o f decision-making. Audiotapes o f the 

telephone interviews were transcribed verbatim in the same manner as the recordings 

of the prenatal visits.

Data Analysis

Analysis involves sustained thinking that is self-conscious, systematic, 

organized, instrumental, objectified, and operationalized. It is an interactive process 

that occurs between the researcher and his/her data. It begins when the researcher 

gathers data in an everyday setting and examines it in terms o f the phenomenon of 

interest. Analysis breaks down research information into manageable pieces. Then, 

the researcher is able to organize these pieces according to types, classes, sequences, 

processes, patterns, or some sort o f  categories. Analysis is actually a process o f 

questioning and discovery. In a general sense, analysis involves a search through 

fieldnotes and the transcriptions o f audiotapes to discover patterns and processes. 

Questions emerge from the fieldnotes and transcriptions which lead to more data 

collection, more fieldnotes, and more analysis. The goal o f  analysis is to assemble or 

reconstruct the data in a meaningful, understandable fashion. As a researcher makes 

sense of the data, he/she engages in theorizing—arranging facts in the form o f an 

explanation (Jorgensen, 1989).

The field researcher is generally concerned with qualitative data and seeks to 

apply his/her own special mode o f analysis to the data. The manner in which the 

researcher organizes and experiences the data reflects his/her own identity as an 

observer and analyst. Whether the research objective is description, exploration, or
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substantive theory, the task o f  establishing categories and identifying linkages is o f 

paramount importance.

With regard to this study, the audiotapes o f  both the interaction and the post

visit telephone interview were transcribed verbatim by a professional transcriber. To 

verily accuracy, the researcher reviewed each transcription while listening to the tape. 

If necessary, corrections were made and integrated into the transcribed text. The 

aforementioned endeavor caused the researcher to revisit the data collected and 

thereby increase its validity.

The text was then put into the Ethnograph format. Data from the 20 

interactions and the 40 post-visit telephone interviews were analyzed and coded by the 

researcher. The researcher was interested in looking at the process o f decision-making 

in the context o f  CNM-client interaction at a prenatal visit. To achieve this objective, 

the research questions focused on: a) the nature o f  collaboration; b) CNMs’ 

interactive behaviors; and c) clients’ interactive behaviors. After reviewing several 

observations o f CNM-client interaction, the researcher was able to delineate patterns 

o f interaction which focus on decision-making. In order to address Research Question 

# 1, decision-making aspects o f  interactions were analyzed to arrive at common and 

diverse features that identify the interactions to be collaborative or non-collaborative. 

This involved analyzing each CNM-client visit as a whole, looking for general 

patterns and characterizations. From Kim’s (1983b, 1987b) theoretical framework, one 

can see that a “birth plan” involves both program and operational control decisions.
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Content Analysis

Transcriptions o f field notes and post-visit telephone interviews were analyzed 

by content analysis. Content analysis is defined as the systematic and objective 

reduction o f  recorded language to a set o f  categories that represent the presence, 

frequency, intensity, or nature o f selected characteristics (Holsti, 1969). There is 

general agreement in the literature regarding the three basic requirements for content 

analysis: objectivity, systematic, and generality. Objectivity suggests that the 

research process proceed according to specified rules and procedures. Systematic 

refers to a definite scheme, method, or classification for including or excluding 

content or categories in a research endeavor. Generality implies that findings have 

theoretical relevance.

In content analysis, a scheme for categorizing the content can be advanced 

inductively or deductively (Waltz, Strickland, & Lenz, 1991). It is important to note 

that the categories for a given characteristic must reflect the purpose o f  the research 

and be exhaustive, mutually exclusive, independent, and emanate from a single 

classification principle (Holsti, 1969).

Content analysis was performed in this study according to the guidelines 

presented by Waltz, Strickland, and Lenz (1991). The following steps outline the 

process:

1. Define the universe o f content to be analyzed. The universe o f  content 

included all o f the field notes and the verbatim transcriptions o f  the audio

taped recordings o f the prenatal visits, both o f which were obtained during 

data collection. The field notes consisted o f the researcher's observations
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o f  the two participants (CNM and client) during a third trimester prenatal 

visit. Attention was given to the verbal and non-verbal behaviors o f  the 

CNM and client.

2. Identify the characteristics or concepts to be measured. This consisted o f 

partitioning or separating the content which specifically dealt with the 

elements o f a birth plan. The units or categories were the verbal and non

verbal participative behaviors o f the CNMs and clients.

3. Select the unit o f analysis to be employed. The type of unit chosen is that 

which can be used most reliably as evidence for the presence, frequency, or 

intensity o f  the characteristics to be studied. For this study, the units o f  

analysis for the context concepts (decision-making situations regarding the 

formulation o f  a birth plan) were identified by sentences, sections, or 

paragraphs o f recorded data. The verbal and non-verbal behaviors o f the 

CNMs and clients were identified by a word, phrase, or sentence.

4. Develop a sampling plan. All birth plan-related segments o f the 

transcriptions from the audio-taped recordings o f the prenatal visits and 

post-visit telephone interviews as well as the researcher’s field notes 

comprised the sample for content analysis.

5. Develop a scheme for categorizing the content. This particular step is o f  

paramount importance because the categories communicate the substance 

o f the investigation. The system o f categories is the crux o f  a content 

analysis (Waltz, Strickland, and Lenz, 1991, p. 304). The scheme for this 

study contained both deductive and inductive elements. It is this scheme
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that links the theoretical or conceptual background of the investigation with 

the data and provides a foundation for making inferences and drawing 

conclusions. The concept, decision-making situation, which provided a 

description for the context o f the participants (CNMs and clients) came 

from Kim's (1983b, 1987b) Theory o f  Collaborative Decision-Making in 

Nursing Practice. The categorizing scheme for the verbal and non-verbal 

behaviors o f the CNMs and clients was based on the research questions. In 

addition to the aforementioned behaviors, the post-visit telephone calls to 

each CNM and client within 36 hours after the prenatal visit provided 

additional information and clarification.

6. Develop explicit coding and scoring instructions. The criteria used to code 

the data were developed after the first ten cases were obtained and 

analyzed. Reliability o f the coding o f the units was assisted by using the 

Ethnograph computer program.

7. Pretest the categories and coding instructions. Instructions were developed 

and agreed on by the researcher and her major professor. Then, the 

researcher placed the data into initial codes. Interpretive reliability was 

accomplished by having the researcher’s major professor examine the 

researcher's interpretation and evaluate it for accuracy and congruence. By 

having two coders analyze the same material, interrater reliability can be 

assessed and discrepancies identified.

8. Train coders and establish an acceptable level o f  reliability. The researcher 

performed the analysis herself and did not need to train coders. The
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researcher's major professor worked closely with her on coding decisions 

and to clarify any issues that surfaced during the content analysis.

9. Perform the analysis. The data were coded according to prescribed 

procedures which were clearly outlined in advance.

Human Subjects

Permission to conduct the study was obtained from the Internal Review Board 

(IRB) at the University o f Rhode Island. An informed consent form with a thorough 

explanation was given to each pregnant client and CNM provider participating in the 

study for their review and signature. The researcher explained that participation was 

strictly voluntary and that participants may withdraw at any time without penalty. No 

physical, psychological, or social harm or any legal threats were expected from 

participation in the study. The CNMs and clients were assured that the observations 

made by the researcher and the audiotapes o f the interactions and interviews will be 

kept confidential. The data was coded so that CNM and client identifications and their 

privacy will be protected. Audiotapes and verbatim transcriptions will be kept in a 

locked file cabinet, and will only be accessible to the researcher.
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CHAPTER V

FINDINGS AND DISCUSSIONS

This chapter presents the findings from the qualitative data collected during the 

twenty prenatal visits between CNMs and clients in the third trimester o f  pregnancy. 

The visits involved the presence o f the researcher, who is also a CNM and who gave 

birth to her children with CNMs, taking field notes on her observations and tape 

recording the audio portion o f the visit. There were eight CNM participants from four 

different private nurse-midwifery practices scattered throughout a New England state 

and twenty client participants recruited from the four private practices. The research 

questions that were advanced in this study were:

1. What is the nature o f  CNM-client participation in decision-making 

regarding the formulation o f  a birth plan?

2. What are the clients' verbal and non-verbal participative behaviors 

during the decision-making process in the formulation o f a birth 

plan?

3. What are the CNMs' verbal and non-verbal participative behaviors 

during the decision-making process in the formulation o f a birth 

plan?

The prenatal visits from which the data were collected involved 

eighteen white clients, one black client, and one Asian-Hispanic client. The
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ages o f the clients ranged from 18 years to 41 years. The majority o f  the 

clients were expecting their first baby. Two clients were expecting a second 

child, one a third child, and two a fourth child. However, all o f the clients in 

the study were experiencing nurse-midwifery care for the first time, which was 

a major criteria for participation.

Eight CNMs from four private nurse-midwifery practices participated 

in the study. All CNMs were white and their ages ranged from 38 years to 61 

years. All CNMs possess nurse-midwifery certification from the American 

College o f Nurse-Midwives (ACNM) and completed various educational 

programs ranging from certificate ones to those granting a masters degree in 

nursing or public health. Experience in nurse-midwifery clinical practice 

ranged from more than two years to over fifteen years.

The twenty prenatal visits were all in the third trimester o f pregnancy, 

which is a significant time when clients and their CNMs are focusing on the 

labor and birth experience in terms o f a birth plan. It is also a time when many 

first time expectant parents are attending childbirth preparation classes.

Women who have given birth before may elect to take a refresher childbirth 

preparation class, especially if  several years have passed since the first series 

of classes.

Most prenatal visits lasted approximately twenty to thirty minutes in 

duration. In each o f the twenty prenatal visits, both the CNM and client gave 

and sought information. Typically, the CNM gave information regarding the 

client's options for medications during labor, comfort measures, positions.
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labor support, activities, alternative therapeutic modalities, and a myriad of 

other nurse-midwifery "tricks o f the trade" to help women through labor and 

birth. In addition, the CNM sought information about the client's current 

health status updated from the previous prenatal visit and her preferences for 

the conduct of normal labor. In some instances, the client gave information 

without the CNM asking for it or before the CNM had the opportunity to ask.

During the prenatal visit, the CNM also sought information by 

completing a specialized physical examination to assess maternal and fetal 

well-being. This involved measuring the frindal height, performing Leopold 

maneuvers to ascertain fetal presentation and position, auscultating the fetal 

heart tones, and doing a variety of other screening assessments as deemed 

appropriate according to gestational age and client health status. The clients 

readily sought updates on their progress and well-being from week to week.

During each o f the prenatal visits, social conversation occurred 

between the CNM and client within the context o f  the health care interaction. 

Social conversation situations were not analyzed because the purpose o f  the 

research was to analyze decision-making situations between the CNM and 

client in regard to a birth plan. Information giving and information seeking 

often related to this birth plan and were o f paramount interest in the analysis.

Participants in the Study

The participants in the study were 8 CNMs and 20 prenatal clients. All 

names have been changed to protect the identity o f  the participants. The data
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were collected during a five month period, from April until August 1999, at 

four private nurse-midwifery practices in a New England state. These four 

practices are referred to as Practice A, B, C and D, respectively.

Practice A was located in a suburb o f a large metropolitan city in a 

New England state and employed three CNMs. One o f  the three CNMs, 

Abbie, elected to participate in the study.

Practice B was located in the southeastern part o f the state and 

employed two CNMs, one working full-time and the other working part-time. 

The CNM working full-time, Vicki, agreed to participate in the study.

Practice C was located in a western suburb o f a large metropolitan city 

in the state and employed four CNMs. Three CNMs, Marie, Sara and Marion 

volunteered to participate in the study.

Practice D was located in the northeastern section o f the state and 

employed three CNMs. All three CNMs, Rita, Jude and Kim participated in 

the study.

The following is a general description of the CNMs participating in the 

study. Pseudonyms are used for each CNM participant.

1. Abbie is a 61 -year-old divorced woman with two grown daughters.

She has been a CNM for seven years and has a BSN and MSN. Most 

o f Abbie's clinical experience as a nurse-midwife has been with this 

particular practice (Practice A). Prior to becoming a CNM, Abbie was 

a labor and delivery nurse for many years.

R e p ro d u c e d  with perm iss ion  of th e  copyright ow ner.  F u r th e r  reproduction  prohibited without perm iss ion .



135

2. Rita is a 54-year-old married woman with three grown children and 

five grandchildren. She has been a CNM for five years and has a BSN 

and MPH. She worked as a nurse and as a childbirth educator for many 

years prior to attending her nurse-midwifery program. She co-founded 

this private nurse-midwifery practice (Practice D) with a CNM 

colleague five years ago.

3. Vicki is a 46-year-old single woman without any children. She has 

been a CNM for fifteen years. She has practiced in a variety o f  settings 

and in several geographic areas o f the United States. She has a 

certificate in nurse-midwifery and has worked in Practice B for 6-1/2 

years.

4. Sara is a 38-year-old married woman with two children, ages 8 and 2 

years. She has been a CNM for four years and was an OB-GYN nurse- 

practitioner for seven years prior to becoming a CNM. Sara has a BSN, 

MSN and MPH. She has worked in Practice C for approximately six 

months.

5. M arie is a 47-year-old married woman with three grown children. She 

has been a CNM for fourteen years. Prior to attending her nurse- 

midwifery program, Marie was a labor and delivery nurse. Marie has 

been with Practice C for several years and previously worked at a birth 

center affiliated with a community hospital as well as another private 

midwifery practice.
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6. Marion is a 41-year-old married woman with three grown children.

She has been a CNM for over two years. She has a BSN and worked as 

a nurse for several years prior to attending her nurse-midwifery 

program. Her employment by Practice C is her first nurse-midwifery 

position.

7. Kim is a 46-year-old married woman with two daughters, ages 13 and

8. She has been a CNM for over two years. She has a BSN and MPH.

Kim has worked in Practice D since graduating from her nurse-

midwifery program.

8. Jude is a 51-year-old married woman with two grown children. She

has been a CNM for five years and has a BSN and MPH. She worked 

as a nurse and as a childbirth educator for many years before attending 

her nurse-midwifery program. She co-founded Practice D with a CNM 

colleague five years ago.

The following is a general discussion about the prenatal clients participating in 

the study. It includes observational comments about the CNM-client 

relationship and the post-visit telephone interviews which followed the 

prenatal visits. Pseudonyms are used for each client participant.

1. Yvonne

Yvonne is a 27-year-old Gravida 2, Para 1 woman who came to 

the office o f Practice A to see Abbie (CNM) for a 38 week prenatal
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visit. Yvonne was accompanied by her husband, David, who is an Air 

Force officer. They live in Air Force base housing with their two-year- 

old son.

Yvonne has had two normal pregnancies to date. Her first labor 

culminated in a normal spontaneous vaginal delivery with an 

obstetrician. During the prenatal visit, Yvonne mentioned that nurse- 

midwifery care was not an option with her first pregnancy at their 

previous Air Force assignment. The current pregnancy was her first 

experience with nurse-midwives.

Yvonne is a college graduate and plans to begin a "bridge" 

nursing program in the fall o f  1999 to get a BSN. She explained that 

this type o f nursing program is specifically designed for college 

graduates who want to pursue a nursing career.

Relationship

The tone of the interaction was friendly. There was smiling, 

nodding, occasional laughter, and good eye contact between Yvonne, 

David and Abbie (CNM). As a couple, Yvonne and David appeared to 

have a warm, loving marital relationship exhibited by their verbal 

exchanges, glances, and body language. Abbie (CNM) had a good 

rapport with them and there was an overall sense of "we’re in this 

together".
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Post-Visit Telephone Call to CNM

Abbie was satisfied with the plan and process.

Post-Visit Telephone Call to Client

Yvonne was satisfied with the plan and process.

2. Rochelle

Rochelle is a 26-year-old Gravida 2, Para 0 woman who came to the 

satellite office o f Practice D to see Rita (CNM) for a 39-week prenatal visit. 

Rochelle is usually seen at this satellite office, which is in a working class city, 

because it is closer to her home. Her first pregnancy two years ago was an 

ectopic one. This current pregnancy has been uncomplicated except for 

several episodes o f PVCs (premature ventricular contractions) for which she 

obtained a cardiology consult. The cardiologist did not make any changes in 

her plan o f  care and she has remained an appropriate candidate for nurse- 

midwifery care.

During the visit, Rochelle mentioned that she is very excited and happy 

about the baby's upcoming arrival. She said that this baby may be her only one 

because her husband has three grown children from a previous marriage. 

However, she added that her husband is looking forward to the birth o f the 

baby and that he attended childbirth preparation classes with her. Rochelle is 

not working at present and plans to stay home to care for the baby. She is 

pleased that she is able to do so.
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The tone o f  the visit was friendly. There was good eye contact, 

smiling, laughing, and a good rapport was evident. The tone became more 

serious when it was determined that Rochelle's blood pressure was elevated 

and that she would have to go to the hospital for a non-stress test and blood 

work to rule out toxemia. At this point, Rita (CNM) was concerned and 

Rochelle was worried and anxious.

Post-Visit Telephone Call to CNM

Rita was satisfied with Rochelle’s written birth plan and the prenatal 

visit. She was pleased that Rochelle's NST (non-stress test) and blood work 

were within normal limits.

Post-Visit Telephone Call to Client

Rochelle was satisfied with her birth plan and the prenatal visit. She 

was relieved that her evaluation at the hospital was satisfactory.

3. Kassie

Kassie is a 31-year-old Gravida 7, Para 3, Ab 3 woman who came to 

the satellite office o f Practice D to see Rita (CNM) for a 35-week prenatal 

visit. Kassie was accompanied to the visit by her two young sons, ages 4 and 

2. She had given birth to another son between these two boys in age but gave
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the second bom up for adoption. (This was not mentioned during the visit but 

was noted on her chart.)

Kassie is not working at present since she is busy caring for her two 

sons. She occasionally babysits other children and receives public assistance 

and health care benefits from the state. Kassie is currently in a relationship 

with the father o f  the baby.

Kassie began her prenatal care elsewhere and selectively transferred her 

care to this nurse-midwifery practice. Her records indicate that she will need a 

colposcopy after her six week post partum examination for cervical dysplasia.

Relationship

The visit was characterized by a good rapport between Kassie and Rita.

It was interrupted several times by Kassie's older son (4 years o f age). Kassie 

reprimanded the child a few times during the visit. Rita (CNM) did not appear 

to be disturbed, distracted, or bothered by Kassie's children. However, Kassie 

was visibly annoyed at times by her older son's behavior. She also expressed 

anxiety about this pregnancy. Rita (CNM) informed me (the researcher) that 

Kassie has a history o f alcohol and drug abuse. She has been "in recovery" for 

less than a year.

Post-Visit Telephone Call to CNM

Rita was satisfied with the prenatal visit. She believes Kassie will 

begin to work on a birth plan.
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Post-Visit Telephone Call to Client

Kassie was satisfied with the prenatal visit. She said, "It always goes 

good there"...expressing her comfort in seeing CNMs for maternity care with 

this pregnancy.

4. Kelly

Kelly is a 35-year-old Gravida 1, Para 0 woman who came to the office 

of Practice B to see Vicki (CNM) for a 36-week prenatal visit. Kelly was 

accompanied to the visit by her husband. They just finished a series of 

childbirth preparation classes and plan to take a newborn care class and an 

infant CPR class. Kelly is also registered to take a breastfeeding class.

Kelly works as a paralegal in a large law practice. She commutes to the 

office in a major metropolitan city which takes longer than one hour. She 

mentioned that the long commute on the bus has been difficult during the 

pregnancy. She said that she is looking forward to her last day o f  work, which 

is later in the week.

Relationship

The interaction was characterized by a friendly tone and a good rapport 

between Kelly, her husband, and Vicki (CNM). Kelly and her husband 

appeared to have a good relationship according to their body language, eye 

contact, mutual smiling and laughter. They had a congenial and informative 

prenatal visit with Vicki.
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Post-Visit Telephone Call to CNM

Vicki was satisfied with the prenatal visit and the process o f 

formulating a birth plan, which Kelly and her husband are working on.

Post-Visit Telephone Call to Client

Kelly was satisfied with the prenatal visit and the process o f developing 

a birth plan.

5. Della

Della is a 3 1-year-old Gravida 1, Para 0 woman who comes to the office o f 

Practice B to see Vicki (CNM) for a 38-week prenatal visit. Della stopped 

working a few weeks ago, wanting time to "rest and relax" before the baby arrives. 

She is married and works as a respiratory therapist in a NICU (Neonatal Intensive 

Care Unit) at a large medical center in a neighboring state.

Relationship

The prenatal visit was friendly and informative. There was a good rapport 

between Della and Vicki (CNM), characterized by smiling, nodding, occasional 

laughter, and good eye contact.

Post-Visit Telephone Call to CNM

Although the prenatal visit was productive, Vicki was bothered by the fact 

that she ran behind schedule for the entire day. The reason for the tardiness was
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because Vicki was working without a medical assistant for the day due to illness. 

She said that she felt bad because she forgot to take Delia's blood pressure (usually 

the medical assistant does this before the client sees the CNM). However, Vicki 

believed that the discussion regarding Della's birth plan was very worthwhile.

Post-Visit Telephone Call to Client

Della was satisfied with the plan and the process. She was not bothered 

by the fact that her prenatal visit was later than scheduled.

6. Elise

Elise is a 36-year-old Gravida 1, Para 0 woman who came to the office 

o f Practice C to see Sara (CNM) for a 38th week prenatal visit. Elise is married 

and was already on maternity leave from her position as a technical writer at 

the time o f the visit.

Relationship

The interaction was friendly and caring. Elise and Sara (CNM) 

resembled two friends chatting and related well to each other. Sara (CNM) 

was very sensitive to Elise's needs and concerns.

Post-Visit Telephone Call to CNM

Sara was satisfied with the plan and the process.
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Post-Visit Telephone Call to Client

Elise was satisfied with the plan and the process.

7. Ellen

Ellen is a 30-year-old Gravida 1, Para 0 woman who came to the office 

to see Sara (CNM) for a 34lh week prenatal visit. Ellen is married and has 

worked as a social worker for several years. She stopped working at the 

beginning o f the pregnancy by choice and plans to stay home with the baby.

Relationship

The interaction was informative and friendly. Ellen appeared nervous 

about the upcoming labor and birth. Sara (CNM) attempted to allay some o f 

Ellen's anxieties by giving information, support, and reassurance.

Post-Visit Telephone Call to CNM

Sara was satisfied with the visit and hoped that Ellen would put some 

of her thoughts down on paper for a birth plan.

Post-Visit Telephone Call to Client

Ellen was satisfied with the visit and said that she will begin working 

on a birth plan.
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8. Sue

Sue is a 21-year-old Gravida 3, Para 0 woman who came to the office 

o f Practice B to see Vicki (CNM) for a 33-week prenatal visit. She is married 

and had two early miscarriages in the past without D&Cs. Sue works as a 

cashier in a large grocery store. Sue and her husband decided not to attend a 

series o f childbirth preparation classes. When asked about this decision, Sue 

said that she is from a big family and that many o f  her relatives have had their 

babies without attending childbirth classes. She also mentioned that her 

husband has some experience with women in labor because his mother had 

three home births and that he was 18 years old when the last child was bom.

Relationship

Although Vicki (CNM) and Sue had a friendly visit, Vicki (CNM) did 

most o f the talking. Sue was quiet and had a rather flat affect. However, Sue 

answered Vicki's questions and seemed comfortable during the visit. There 

was good eye contact, nodding, smiling, and occasional laughter.

Post-Visit Telephone Call to CNM

Vicki was satisfied with the visit. She said that Sue has continued to 

believe that she does not need to attend childbirth preparation classes. Vicki 

said that she has discussed this subject with Sue on at least three different

occasions.
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Post-Visit Telephone Call to Client

Sue was satisfied with the visit and had nothing to add when called by 

the researcher. When asked to clarify her reasons for not attending childbirth 

classes, she said that she does not feel the classes are necessary for her. She 

added that she comes from a large family and that none o f her relatives have 

attended childbirth classes. Sue mentioned that her husband was present when 

his mother gave birth at home to his two younger siblings. Her husband was 

delivered at the first home birth.

9. Betsy

Betsy is a 35-year-old Gravida 1, Para 0 woman who came to the office 

o f  Practice B to see Vicki (CNM) fora 37 week prenatal visit. She is married 

and works as a graphic designer for a local newspaper. Betsy has carpal tunnel 

syndrome which has affected both wrists during the pregnancy.

Relationship

The tone o f  the prenatal visit was friendly. It was characterized by 

good eye contact, smiling, nodding, and attentive listening. Betsy agreed to 

work on a birth plan.
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Post-Visit Telephone Call to CNM

Vicki was satisfied with the visit. She was pleased that Betsy agreed to 

work on a birth plan. Vicki mentioned that Betsy's visits tend to be lengthy 

and that her questions seem to be scattered without any order.

Post-Visit Telephone Call to Client

Betsy was satisfied with the visit. She said that her husband is 

enthusiastic about doing a birth plan.

10. Vivian

Vivian is a 41-year-old Gravida 2, Para 1 woman who came to the 

office o f Practice C to see Marie (CNM) for a 29th week prenatal visit. She is 

married and has a three year old daughter. Vivian works as a corporate trainer.

Vivian has had two uncomplicated pregnancies. Although she cannot 

recall the length o f her first labor, she said that it was not quick. She had a 

vacuum extraction, which is an assisted vaginal delivery. She also mentioned 

that the baby's head was in a posterior position. She had an episiotomy with 

the first birth which extended into a fourth degree tear.

Relationship

Vivian and Marie (CNM) had a congenial visit, characterized by good 

eye contact, smiling, nodding, and attentive listening.
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Post-Visit Telephone Call to CNM

Marie was satisfied with the visit, the plan, and the process. She had 

the opportunity to clarify certain aspects o f  Vivian's birth plan and answer 

numerous questions.

Post-Visit Telephone Call to Client

Vivian was satisfied with the visit, the plan, and the process. She 

reviewed her birth plan with Marie and clarified some last minute details.

11. Kendra

Kendra is a 21 -year-old Gravida 1, Para 0 black woman who came to 

the office o f Practice A to see Abbie (CNM) for a 39Ih week prenatal visit. 

Kendra is single and the father o f  the baby is not involved. She is currently a 

senior at a private university with a major in electrical engineering. She had 

the final exam o f the semester this morning prior to the prenatal visit.

Kendra was accompanied to the visit today by her friend, Mowa, who 

is studying to be a doula. Mowa will be Kendra's labor support person. 

Kendra and Mowa are planning a water birth and Abbie (CNM ) is supportive 

o f their plan.
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Relationship

The visit was friendly with lively conversation between Abbie, Kendra, 

and Mowa. A good rapport was evident, characterized by smiling, nodding, 

good eye contact, and plenty o f  laughter.

Post-Visit Telephone Call to CNM

Abbie was satisfied with the plan and the process. She admitted to 

being shocked by the horrific details o f  Kendra's dream, which she described 

during the visit.

Post-Visit Telephone Call to Client

Kendra was satisfied with the plan and the process. She felt that she 

covered all of the items needed in the visit.

12. K ara

Kara is a 34-year-old Gravida 1, Para 0 woman who came to the office 

o f Practice C to see Marion (CNM) for a 39th week prenatal visit. Kara is 

married and works as a mechanical engineer for a leading computer company. 

She was accompanied to the visit by her husband, Mark. They recently moved 

to a town which is about 45 minutes to one hour from the hospital and hope 

that labor does not occur during "rush hour".
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Relationship

The visit was congenial and quite animated, with both Kara and Marion 

(CNM) using a lot o f  hand gestures in talking with one another. It was a 

productive visit between Kara, Mark, and Marion (CNM) with good eye 

contact, attentive listening, smiling, and nodding.

Post-Visit Telephone Call to CNM

Marion was satisfied with the plan and the process. She felt that the 

visit was productive and that she addressed the couple’s concerns 

appropriately.

Post-Visit Telephone Call to Client

Kara was satisfied with the visit, plan, and process. Talking with 

Marion helped allay Kara and Mark's anxiety about getting to the hospital in a 

timely fashion.

13. Rose

Rose is a 27-year-old Gravida 3, Para 2 woman who came to the office 

o f  Practice B to see Kim (CNM) for a 38,h week prenatal visit. She is married 

and is a full-time mother with two sons, ages 7 and 3. Rose’s husband wants to 

be very involved in the birth. Rose says, "He wants to catch the baby".
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Relationship

The interaction was friendly and productive. Kim (CNM) and Rose 

reviewed the birth plan together. They had a good rapport, which was 

characterized by continuous eye contact, attentive listening, smiling, nodding, 

and occasional laughter.

Post-Visit Telephone Call to CNM

Kim was satisfied with the plan and process. She was pleased with the 

involvement o f Rose's husband and family.

Post-Visit Telephone Call to Client

Rose was satisfied with the visit. She appreciated the time spent 

reviewing her birth plan. She feels very positive about her experience with the 

nurse-midwives.

14. Stella

Stella is a 28-year-old Gravida 4, Para 3, Stillbirth 1 woman who came 

to the office o f Practice B to see Kim (CNM) for a 36th week prenatal visit.

She has a 6-year-old daughter and a 5-year-old son. The stillbirth occurred 2- 

1/2 years ago and was of unknown etiology. Stella works as a business analyst 

and plans to go on maternity leave very soon. She will work part-time after 

her maternity leave is over from home with the aid o f a computer modem until 

October. Then, she will return to work three days a week at her office.
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Relationship

The visit was friendly, characterized by a good rapport and attentive 

listening on the part of both Stella and Kim (CNM). There was good eye 

contact, nodding, smiling, and occasional laughing.

Post-Visit Telephone Call to CNM

Kim was satisfied with the prenatal visit and knows that Stella is 

working on her birth plan. Kim is well aware that Stella's main concern is 

medication with her history o f anxiety while in the hospital.

Post-Visit Telephone Call to Client

Stella was satisfied with the visit and is working on her birth plan. She 

believes that the visit was productive, especially since she had the opportunity 

to discuss medication and anxiety issues with Kim.

15. T a ra

Tara is a 21-year-old Gravida 1, Para 0 woman who came to the office 

o f Practice B to see Jude (CNM) for a 38th week prenatal visit. Tara is part 

Hispanic and part Asian. She was bom in Cuba. She recently graduated from 

a state university where she majored in sociology.

Tara is single and the father o f the baby is involved and plans to be 

with her in labor. They did not attend childbirth classes. Jude tried to give
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Tara important information about labor and birth in the prenatal visit to fill the

void.

Relationship

The visit was congenial and caring. It was characterized by a good 

rapport, attentive listening, smiling, nodding, hand gestures, and good eye 

contact.

Post-Visit Telephone Call to CNM

Jude was satisfied with the plan and the process.

Post-Visit Telephone Call to Client

Tara was satisfied with the plan and the process.

16. Gloria

Gloria is an 18-year-old Gravida 1, Para 0 woman who came to the 

office o f Practice B to see Jude (CNM) for a 37-1/2 week prenatal visit. She is 

single and is in a relationship with the baby’s father, who plans to be her major 

labor support person along with two female relatives. Gloria is accompanied 

to the visit today by her younger sister, Josie, and Josie's eight month old 

daughter.
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Gloria is not working at present. In the past, she worked as a waitress. 

She plans to stay home to care for the baby and may work part-time in the 

future. Gloria did not attend childbirth preparation classes.

Relationship

The visit was congenial, with a good rapport between Gloria and Jude 

(CNM). It was characterized by good eye contact, active listening, hand 

gestures, smiling, nodding, and occasional laughter. Jude (CNM) appeared to 

be teaching a "one on one" private childbirth preparation class for Gloria in the 

context o f the prenatal visit.

Post-Visit Telephone Call to CNM

Jude was satisfied with the visit. She believed it was a productive visit, 

especially in terms o f childbirth education since Gloria had not attended 

classes. Jude felt that the information given would help Gloria compose her 

birth plan.

Post-Visit Telephone Call to Client

Gloria was satisfied with the visit and appreciated Jude's teaching 

greatly. She is working on her birth plan.
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17. Mia

Mia is a 29-year-old Gravida 2, Para 0, Ab 1 (spontaneous miscarriage) 

woman who came to the office o f Practice A to see Abbie (CNM) for a 36th 

week prenatal visit. She works as an administrator for a senior vice president 

o f a company. She plans to work until labor commences and return to work on 

a 4-day/week schedule when her maternity leave is over. Mia's husband will 

be her labor support person.

Relationship

The visit was congenial with a good rapport between Mia and Abbie 

(CNM). There was good eye contact, attentive listening, and occasional 

smiling.

Post-Visit Telephone Call to CNM

Abbie was satisfied with the plan and the process. She admitted being 

pleased with Mia's desire to have an unmedicated labor. She said that she 

liked Mia's positive attitude.

Post-Visit Telephone Call to Client

Mia was satisfied with the visit, the plan, and the process. She 

commented that her prenatal visits "usually do go well".
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18. Ann

Ann is a 28-year-old Gravida 1, Para 0 woman who came to the office 

o f  Practice C to see Marie (CNM) for a 37,h week prenatal visit. She is 

married and works as an art therapist in a residential home for emotionally 

disturbed boys. She plans to work until labor commences.

Relationship

The visit was friendly with lively and animated conversation. Marie 

(CNM) did most o f  the talking, using a lot of hand gestures as she presented 

information about labor and birth. She did this with great enthusiasm and Ann 

responded with smiling, nodding, occasional laughter, and full attention to 

Marie (CNM).

Post-Visit Telephone Call to CNM

Marie was satisfied with the visit. She believed that the visit was 

productive, in that, it encouraged Ann to work on her birth plan by providing 

her with lots of information.

Post-Visit Telephone Call to Client

Ann was satisfied with the visit. She appreciated the information given 

by Marie, which will help in the formulation o f a birth plan.
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19. Connie

Connie is a 29-year-old Gravida 1, Para 0 woman who came to the 

office of Practice A to see Abbie (CNM) for a 38lh week prenatal visit. She is 

married and previously worked as a high school social studies teacher. She is 

not working at present and plans to stay home with the baby. Connie attended 

Bradley Method childbirth classes with her husband, Ken, and her friend,

Holly. She plans to have both o f them with her in labor for support.

Relationship

The visit was friendly. It was characterized by good eye contact, 

attentive listening, smiling, nodding, and a good rapport. There appeared to be 

a true "connection" between Connie and Abbie (CNM) on a philosophical 

level. Both women shared the excitement and enthusiasm o f the upcoming 

birth.

Post-Visit Telephone Call to CNM

Abbie was satisfied with the plan and process. She said that it was a 

pleasure to have a well-prepared client, who has taken the time to read and 

think about labor and birth.

Post-Visit Telephone Call to Client

Connie was satisfied with the plan and the process.
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20. Charlotte

Charlotte is a 31-year-old Gravida 1, Para 0 woman who came to the 

office o f  Practice C to see Marion (CNM) for a 36-week prenatal visit.

Charlotte is married and works as a nanny for a family with three children.

She has a college degree in education and has worked for this particular family 

for the last 7-1/2 years. She commutes 45 minutes from her own home to their 

home 5 days a week. She plans to stay home with her own baby and be a full

time mother.

Relationship

The visit was warm and friendly. There was smiling, good eye contact, 

nodding, and active listening. A good rapport between Charlotte and Marion 

(CNM) was evident. Their discussion was lively and animated with lots o f 

hand gestures by both women.

Post-Visit Telephone Call to CNM

Marion was satisfied with the visit. She believes that Charlotte now 

has the information needed to begin working on her birth plan.

Post-Visit Telephone Call to Client

Charlotte was satisfied with the visit, feels less anxious, and will start 

working on her birth plan.
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Patterns of Interaction and Decision-Making

There were three patterns o f  interaction that became evident in examining the 

observations and verbatim transcripts o f  the CNM-client encounters. These three 

patterns are referred to by the researcher as: 1) the pattern o f  directives; 2) the pattern 

o f emergence; and, 3) the pattern o f  validation. Table 1 gives the CNM/client dyads 

according to the patterns.

Table 1. CNM-Client Dyads in Three Patterns o f  Interaction

P . U e m o f D . r ^ S Pattern o fV a lid a tib n S i

Kassie & Rita (CNM) Kelly & Vicki (CNM) Yvonne & Abbie (CNM)

Betsy & Vicki (CNM) Ellen & Sara (CNM) Rochelle & Rita (CNM)

Gloria & Jude (CNM) Sue & Vicki (CNM) Della & Vicki (CNM)

Ann & Marie (CNM) Stella & Kim (CNM) Elise & Sara (CNM)

Charlotte & Marion Vivian & Marie (CNM)

(CNM) Kendra & Abbie (CNM) 

Kara & Marion (CNM) 

Rose & Kim (CNM) 

Tara & Jude (CNM)

Mia & Abbie (CNM) 

Connie & Abbie (CNM)

In addition, the visits between the clients and CNMs observed in this study 

were found to be occasions of decision-making regarding different approaches to the 

birth plan. The participants were involved in deliberating about and coming to 

decisions concerning how to manage the birth process. Decisions varied from who
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would cut the umbilical cord to  what kind o f fetal monitoring would be preferred.

Table 2 gives a list o f decisions addressed at these visits. No one visit addressed all o f  

these decisions.

Table 2. Types of Decisions Addressed in Formulating a Birth Plan During Third 
Trimester Prenatal Visits

. • ; : Arri-'; -

Hydration (dnnking fluids, IV therapy)

Mobility (walking, sitting, lying down, etc.)

Comfort measures (hot packs, cold packs, 
massage devices, etc.)

Water therapy (shower, bathtub, Jacuzzi,
pool)

Positions for birth (squatting, sitting, on 
hands and knees, lying on side, etc.)

Positions for pushing (squatting, sitting, 
lying on side, etc.)

Therapeutic modalities (aromatherapy, 
music, rocking chair, birthing ball, 
birthing stool, etc.)

Cutting of the umbilical cord

Assistance with the birth (by client herself 
or a designated person)

Baby procedures (antibiotic eye drops, 
Vitamin K injection, Hepatitis B 
vaccine, etc.)

Breastfeeding immediately after birth

Bonding time immediately after birth

Activities during labor

Medications during labor_________________

Method o f  feeding baby (breastfeeding 
or bottle feeding)

Lactation consultant referral

Plans for labor support persons

Plan for fetal monitoring

Plan for visitors during labor

Massage therapy

Acupuncture treatments

Plan for sibling visitation (at birth or 
after birth)

Length o f  hospital stay

Choice o f  pediatric coverage

Consultant OB-GYN MD referral

Contingency plan for emergency 
cesarean birth

Social Service referral
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A. Pattern o f Directives

In the "pattern o f  directives", the interaction between the CNM and client is 

shaped by the CNM's perspectives and ideas about what a birth plan should entail in 

general. The common features o f this pattern is in CNM being directive to the client, 

specifying what would be desirable. The CNM takes a proactive stance with the client 

for completing a birth plan. The CNM enumerates on topics to be covered and is 

clearly in control. This pattern o f  interaction occurred in five cases (prenatal visits) 

out of twenty. It was present in the visits where the clients had not formulated a birth 

plan at the time.

The following discussion highlights the five cases which followed the "pattern 

o f directives" in the CNM-client interaction. Examples from each o f these cases are 

presented to acquaint the reader with the verbal communication that occurred during 

the prenatal visit.

Kassie and Rita (CNM)

Kassie did not have a birth plan at the time o f her 35th week prenatal visit with 

Rita (CNM). Rita (CNM) pointed out the need for a birth plan and encouraged Kassie 

to begin working on one. Rita (CNM) introduced a variety o f birth plan-related topics 

and provided direction for Kassie as follows:

Rita: Okay. I’d like you to start thinking about, maybe writing down

some o f the things that worked for you last time, and what didn't 

work.
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Kassie: Okay.

Rita: And who you want to be there. I actually have a book that you can

use as a  guide for the kind o f things to write down. It kind o f gives 

us a little idea o f how to make your birth experience more 

individual.

Kassie: That sounds nice.

Rita: You know...like some people like a lot o f  people with them. You

can have ten people if  you want. Some people just want one person 

and the midwife. You know, it's up to you. Some people like lots

o f sun. Some people like it dark and quiet. Some people like

music. Some people like the aroma therapy. You know.

Kassie: What's the aroma therapy?

Rita: Aroma therapy is like a cream that you put on that has a relaxation

aroma. I actually have some I carry with me so that we can use it if  

you like it.

Kassie: That's interesting.

Rita: Okay. Like lavender scents and jasmine, things like that.

Sometimes we'll put a drop o f the lavender in the jacuzzi and that 

really kind o f  spreads the scent, but it's not heavy at all... very light.

Kassie: That's good.

Rita: And so, those are the kinds o f things...and if  you decide you want

medication at some point...

Kassie: No, I doubt it. No.
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Rita: That's something you'd want to put in your birth plan.

Kassie: Okay.

Rita: How do you feel about the position o f the birth, whether you want

to be sitting up or on the side.

Kassie: On the side.

Here, Rita (CNM), although directive in leading Kassie to consider different 

aspects which need to be included in a birth plan, offered possible options for Kassie 

to choose. Rita (CNM) pointed out possible choices while not illustrating why some 

people might prefer one from others. The reasons for and consequences o f the 

alternatives were not discussed in detail. Rita (CNM) moved the discussion to cover a 

myriad of topics that Kassie may want to consider in formulating a birth plan, such as 

positions, medications, comfort measures, activities, and other options. By the end of 

the visit, Kassie had a much better idea o f what to include in her birth plan.

Decision-Making. There were several decision-making situations during the 

prenatal visit. While most o f  the decisions were collaborative, a few were non- 

collaborative. Collaborative decisions included aromatherapy, the left lateral position 

for giving birth, baby procedures such as antibiotic eye ointment and a Vitamin K 

injection, willingness to try a variety o f  herbal remedies if  she goes beyond her due 

date, and the Hepatitis B vaccine for the baby. An independent decision, on the part of 

Kassie, was to avoid medications in labor. She said that she did not need medications 

for her previous labors and doubts that she will need them for this childbirth 

experience, with which Rita (CNM) agreed. Rita (CNM) made an independent
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decision to introduce fetal movement counting at this point in pregnancy and 

instructed Kassie regarding this matter. Rita (CNM) also informed Kassie that she 

will need a colposcopy for further evaluation o f her cervical dysplasia after her six 

week postpartum visit. Rita (CNM) seemed to believe that these were decisions 

requiring professional expertise and knowledge, and that it would be her responsibility 

to make such decisions.

Betsy and Vicki (CNM)

Betsy did not have a birth plan at the time of her 37,h week prenatal visit with 

Vicki (CNM). During the visit, Vicki (CNM) enumerated on several topics that Betsy 

may want to consider as she formulates a birth plan. At times, Vicki (CNM) was 

rather directive with her suggestions because Betsy had a tendency to engage in social 

conversation. Also, the prenatal visit was lengthy, exceeding thirty minutes, and had a 

"flight o f  ideas" or scattered quality to it. An example of the verbatim dialogue 

follows:

Vicki: Now, um, have you, um, I know we talked about labor and delivery

as far as who's gonna be with you, but, have you, have, do you have 

any questions, or have you had any thoughts about what you want 

to do, um, in labor? Would you, what you wanna, um, who you're 

gonna have with you as far as your support person, things that you 

want us to do for you or with you in labor. Remember the birth 

plan thing?
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Betsy: Oh yeah. I'll write one up.

After discussing labor support, Vicki (CNM) brought the discussion back to 

activities and preferences for the conduct o f  normal labor.

Vicki: And did you have any ideas about, you know, what you want to do

in labor? Like, are you gonna plan on staying home as long as you 

can or do you feel like you're gonna want to come in early in labor, 

or?

Betsy: I don’t know.

Vicki: Okay.

Betsy: I don't know if I'm in labor.

Vicki: Exactly, exactly.

Betsy: I was talking to my sister yesterday because she's had five kids, and

she said, "I still don't know, you never know".

Vicki: Oh, no...that wasn't very helpful (laughter). She's had five kids?

She must have great labors if  she doesn't know that she's in labor. 

Does she have fast labors?

Betsy: Yeah. The last one was pretty quick, like an hour.

Vicki: How about the first one?

Betsy: Uh, she got induced.

Vicki: Okay, so that's a little different.
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Vicki (CNM) led the discussion and covered what to expect upon arrival at the 

hospital, the timing o f  contractions, the signs and symptoms o f labor, reasons to call 

the CNM, and a variety o f other important things for Betsy to think about. Then, she 

became more directive in an effort to get Betsy and her husband to work on a birth 

plan.

Vicki: Well, listen, I want you to work a little bit on what you're thinking

o f  for, you know, for labor. Um, you may not have anything 

specific that you really want to talk about or write down. But there 

might be some things you and your husband could maybe talk 

about it. You know, so you know. I’ll tell you what we do there.

We do anything that people want (laughter). You know, um, I, I 

tend to like to keep things as quiet as possible. Um, um, and tend to 

have, um, the lights a little bit dim, because babies tend to, you 

know, they come out and they can't, they’re not used to bright 

lights, so, um, it's, it's, I think it helps women to have a peaceful 

atmosphere. Um, I like people to get in the tub as much as they 

possibly can because the bathtub I think is, uh, it helps with pain 

relief. Um, and you may use less pain medication, or even none, 

um, if  you're using the tub. Some people do have less, pain 

threshold is different.

Betsy: Yeah.
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Vicki: But, um, that's what I like to do. So these are things that if  I was

with you, I would be urging you to consider. You know? Um, but 

honest to God, you, you run the show. You and your husband do. 

And really whatever you guys want is what we will give to you.

So, sometimes it's kind o f  good just to sit down and talk, um, to 

your husband because, um, it helps you, 1 think both o f you get 

mentally prepared for this big change that's coming up.

Betsy: Yeah.

Vicki (CNM) expressed in great detail what her preferences are in relation to 

birthing. Hence, while she suggests that it is up to Betsy and her husband to make one 

plan, there was an implicit directive regarding her preferences. Vicki (CNM) guided 

the discussion again and included information on packing your bag for the hospital, 

aromatherapy, and music for labor. Betsy occasionally asked questions about the 

topics introduced by Vicki (CNM).

Betsy: Do you have to like, if  you want to have medication if  you're in

pain...do you have to write it down?

Vicki: No, you don't. It's nice, it's nice to think with your partner.. .what

you are thinking, you know, think about what you want. And you 

certainly can write down what you want. What it will do is just 

stimulate us to talk about, it will be a stimulus for us to talk about 

this, and that's the important part I believe about a birth plan. It is
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to get us all thinking and talking about, you know, what you like. 

Um, the medication at the hospital, you could go from having no 

medication and when we, you know, people supported you in the 

tub and position changes and massages, etc...all the way up to what 

I call "the big guns", which is the epidural. And there's a lot in 

between. We can give you a little bit o f medication either in an IV 

or in your muscle, that sometimes is all people need.

Betsy: Okay.

Vicki: But, you know, it's very individual. We don't know. You may

come in 7 or 8cm dilated and you may not get uncomfortable until 

you start pushing or even really have a great time, um, with pushing 

and not be that uncomfortable, or you might actually be very 

uncomfortable very early. And. you just don't know until you do it.

Betsy: Okay.

Vicki: But, we're there to support you.

Vicki's idea o f  birth plans as a guide for discussion, rather than as a document 

to be adhered to during the birthing process, emerges in this discussion.

Decision-Making. There were several decision-making situations during the 

prenatal visit. Some were collaborative and others were non-col laborative. 

Collaborative decisions included agreement on the importance o f a birth plan (even 

though Betsy has not written one yet), agreement to call the CNMs if the spontaneous 

rupture o f  membranes (SROM) occurs at home, aromatherapy in labor, and music in
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labor. Both Vicki (CNM) and Betsy thought it would be a good idea for Betsy to pack 

her bag for the hospital in advance and to include a camera loaded with film and two 

pillows from home in colored pillow cases. Non-collaborative decisions were made 

by both Betsy and Vicki (CNM). Betsy plans to have her husband as her labor support 

person. She also has recruited her sister as a replacement if  her husband is unavailable 

due to orthopedic surgery. Until Betsy actuaily develops a birth plan, many options 

were undecided and preferences were not made. One decision that Betsy and her 

husband have made is to have their baby circumcised if  the baby is a boy. Vicki's 

independent decisions included encouraging Betsy to stay home as long as possible in 

early labor. She also instructed Betsy to maintain telephone contact with the CNM- 

on-call while she is home in early labor. Vicki (CNM) decided to write down several 

options for comfort measures in labor for Betsy to take home and discuss with her 

husband. This action was a reminder for Betsy to work on a birth plan with her 

husband.

Gloria and Jude (CNM)

Gloria did not have a birth plan at the time o f her 37-1/2 week prenatal visit 

with Jude (CNM). In addition, Gloria is 18 years old and did not attend childbirth 

preparation classes. In light o f these facts, Jude (CNM) was quite directive in making 

suggestions regarding a birth plan. Excerpts from the tape recorded prenatal visit 

capture the nature o f  this pattern of interaction. Jude (CNM) introduced the topic o f a 

birth plan, specified aspects to be included, and illustrated alternatives for these 

aspects. An example o f the dialogue follows:
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Gloria: Like who I want in the room...and what else do I write? Just what I

like and don't like?

Jude: Can you remember, you must remember some o f your preferences,

or.

Gloria: Right.

Jude: Tell me.

Gloria: What do you mean?

Jude: Well, what's important to you. Mmm.

Gloria: You know, I mean, I want my boyfriend to be there with me the

whole time, and, um, I don't know. See, I've never been in that

much pain so I don't know if I'm gonna want to be drugged or if I 

don't want to be drugged, you know what I mean.

Jude: Mm hmm.

Gloria: I don't know.

Jude: And you're right. You won't know until it happens. And we'll just

try it, and you tell us if  you don't like it. Also tell us if you like it.

A lot o f  times when women don't say anything, we're not sure.

Gloria: I'll probably want to go in the jacuzzi, though. Definitely.

Jude: Okay, we can do that.

Gloria: Or in the shower because.. .And probably walk around, too. 'Cause

that increases the contractions, right?
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Jude: Yeah. And I think it makes it easier to deal with them when you're

up and around. You know, we usually go to bed when we're sick. 

So when you're laying in bed for a long time, I think you just start 

to feel miserable, and your muscles start to ache and...

Gloria: Yeah.

Jude: I mean you may want to get into bed sometimes. And if  you've

been up for a long time and you're feeling sleepy, you can try lying 

down on your side for a while and see if  you can doze in between 

the contractions, but we don't want you in bed for the whole time.

Gloria: I doubt I'm gonna do that because, that night I had contractions, I

couldn't sleep.

Jude: Mm hmm.

Jude (CNM) proceeded to do quite a bit of teaching about labor and birth since 

Gloria did not go to childbirth classes. Jude (CNM) discussed the stages and phases of 

labor, focusing on the physiological changes and contraction patterns in terms o f 

frequency, duration and intensity. She used a baby doll and a pelvic model to 

demonstrate fetal presentations and positions. She concluded the visit by reminding 

Gloria to work on her birth plan and said that "the birth plan is good for us...because it 

lets us know what's important to you". Jude (CNM), while directive in recommending 

construction of a birth plan for Gloria, did not offer her own preferences as the starting 

point. To Jude (CNM), having a birth plan with the clients' preferences specified was 

essential.
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Decision-Making. There were several decision-making situations during the 

prenatal visit. Some were collaborative, while others were non-collaborative or 

independent. One collaborative decision was a "wait and see" attitude toward 

medications, with Gloria hoping to avoid them unless absolutely necessary. Another 

collaborative decision involved the use o f  the shower, bathtub, and jacuzzi as a 

comfort measure. Gloria hopes to walk around in labor, continue drinking plenty o f 

fluids, and eat in early labor. Collaborative decisions included anticipatory guidance 

for possible back labor and focusing on position changes, counterpressure, and warm 

compresses. Both Gloria and Jude (CNM) made non-collaborative decisions as well. 

Gloria plans to have the father o f the baby as her main labor support person. She 

wants to breastfeed and admits that she sought nurse-midwifery care partly because 

the CNMs practice at a particular private hospital rather than the city hospital where 

her sister had delivered and had an unsatisfactory experience. Jude (CNM) conducted 

the visit in many respects like a mini-childbirth education class because Gloria did not 

attend classes. Jude (CNM) elected to cover the stages and phases o f  labor and used a 

pelvic model and a baby doll to illustrate the manner in which the baby negotiates the 

female pelvis. She gave firm direction regarding telephoning the CNM-on-call in 

labor and if spontaneous rupture o f  membranes (SROM) occurs. She also mentioned 

fetal movement counting and the use o f  evening primrose oil for cervical ripening.

Ann and Marie (CNM)

Ann did not have a birth plan when she saw Marie (CNM) for her 37,h week 

prenatal visit. As a result, Marie (CNM) enumerated on a variety o f  topics that have
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importance in the childbirth experience. She presented this information in a directive 

fashion, encouraging Ann to write a "birth essay". The conversation between Ann and 

Marie (CNM) was as follows:

Marie: .. .So you have the birth essay?

Arm: No, actually we never did it this week.

Marie: Okay.

Ann: 'Cause he just hasn't been able to get out o f work, so.

Marie: Okay, so you'll do it for next time?

Ann: Yeah, yeah.

Marie: So did you have any other specific questions about...

Ann: Just like medication, um, just maybe, we talked a little bit about the

differences between an epidural and analgesic, but I just kind o f 

wanted to know more about that as far as like, what's the minimum 

you can start off with and then kind o f go into more.

Marie: Well, why don't we start with what you envision yourself doing.

Ann: Um, I think I want to do it as much natural as I can, but I'm not

opposed to something to help (laugh). So, I just want to keep it...

Marie: So really then, the focus, as you're setting out and thinking and

planning about this, know that those options are there for you.

Ann: Yeah.

Marie: Pain medication is there for you, and an epidural is there for you.

But what you really should be spending a lot o f your energy on is

R e p ro d u c e d  with perm iss ion  of th e  copyright ow ner.  F u r the r  reproduction  prohibited without perm iss ion .



174

what you're gonna do to help yourself get through labor. And, the 

first thing is sort o f  mind over matter. You know, which is what 

Carl Jones (author) was saying. And I was trying this with the 

woman that I just saw before I saw you, and, you know, it's the 

difference between someone who says, "I can't do this" and 

somebody who says "I can do this".

Ann: Mm hmm.

Marie: And it just, doesn't, don't those words themselves make you feel

different?

Ann: Yep.

Marie: "I can't do this" sounds self-defeating, whereas "I can do this", you

know, sounds empowering. And so, really, what we want you to do 

as you're setting out and preparing to have your baby is to really 

think of lots o f images and thoughts and ways that you can help 

yourself that are going to empower you and make you feel strong, 

and make you feel that you can do this. And the key to labor is 

taking it one step at a time.

Ann: Mm hmm.

In many ways, Marie (CNM) is actually giving Ann "a pep talk" to prepare her 

mentally for the rigors o f  labor. She hopes to encourage Ann to incorporate some o f 

these suggestions in her birth plan.
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So the key is communicating and you know what's going to make 

you feel good and what isn't gonna make you feel good. And, um, 

we're there to be observant and what we really, ideally try to do is, 

we try to witness what you are doing naturally...

Uh huh.

...that works for you. If you’re having a hard time, that's where we 

kind o f intervene and step in and make our suggestions along the 

way. Okay? We believe in keeping you as mobile as possible, 

because we believe that changing positions and being up and 

mixing all o f that up, walking, laying down, doing different types o f 

positions like squatting and on your hands and knees, that, that 

helps to move the labor along rather than always staying in one 

position...

Yeah.

So the first thing is building confidence in yourself, having, you 

know, positive images, positive affirmations, positive thoughts— 

things that are going to empower you rather than disempower you. 

The second thing is thinking o f  ways that are going to help you be 

comfortable and be able to communicate with us so that we can, 

um, know what we're doing or not doing that’s gonna make you feel 

better. The third thing, then, is using us as a resource to help you 

through the labor process.

Okay.
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Marie (CNM), while saying that it is up to Ann to empower herself, lays out 

her own beliefs about what is good.

Decision-Making. There were many decision-making situations during the 

prenatal visit. Some were collaborative and others were non-collaborative. Ann was 

in the process o f gathering information to formulate her birth plan, so the ultimate 

collaborative decision was to maintain flexibility. Collaborative decisions included 

openness to medications, mobility, position changes, and the use of a jacuzzi. In 

terms of medications, Ann and Marie (CNM) agreed to start with minimal intervention 

and proceed accordingly. They also favored a quiet and peaceful atmosphere, 

meditation, music, and coping strategies such as breathing exercises and relaxation 

techniques. Non-collaborative or independent decisions were made by both Ann and 

Marie (CNM). Ann was very clear and precise in stating that she wanted direction, 

support, and encouragement from the CNM attending her in labor. She said that she 

expected the CNM to be very observant and make suggestions, such as "try 

this...and...try that". On an independent note, Marie (CNM) spent a great deal o f 

time during the visit talking about the importance o f a positive attitude in labor, 

empowerment, and the importance o f communication between client and CNM.

Marie (CNM) gave anticipatory guidance regarding the conduct o f normal labor. She 

told Ann that CNMs perform internal exams to assess dilatation/effacement/pelvic 

station before giving medication. Marie (CNM) directed Ann to "feel free to write 

whatever^ on your mind" in your birth plan.
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Charlotte and Marion (CNM)

Charlotte did not have a birth plan when she saw Marion (CNM) for her 36th 

week prenatal visit. Marion (CNM) pointed out the need for a plan and was directive 

in her communication with Charlotte regarding this matter. Their discussion 

proceeded as follows:

Marion: Uh, huh, um, did you talk about ways you could help, um, the being

with labor. Have you thought about, you know, have you kind o f 

visualized where you might be being in labor, and what you'll do at 

home, and what resources, what things in your life have you done 

to make you feel like you can do that. How can we help? How can 

your husband help?

Charlotte: Hopefully he's there (laugh). And, he's not at work. Just a lot o f 

support from him. My best friend said that she would be coming, 

too. She's a massage therapist, so ...

Marion: Wonderful.

Charlotte: You know, hopefully that will happen. She said she'd stay for the 

first part o f  labor and do massage and stuff to help me out, and, uh, 

just practicing breathing...

Marion: Good.

Charlotte: ...and trying to uh, relax.

Marion: Have you gotten some music that helps you to relax?

Charlotte: Yeah.
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Charlotte proceeded to tell Marion (CNM) about the childbirth videos she had 

been watching and the literature she had read. She mentioned the tendency of some 

women to become rather vocal in labor, with occasional screaming and a fair amount 

o f  moaning and groaning. Marion (CNM) responded as follows:

Marion: Yup, yup, you can make noise. It's okay to make noise.

Absolutely. Whatever gets you through the process. Now you 

know, we usually ask you to start thinking about writing a birth 

essay.

Charlotte: Right.

Marion: Has anyone asked you?

Charlotte: Um, she sort o f  touched base on it, never really...

Marion: Okay. What I'd like you to do is start thinking about the things that

make you, as you just kind o f verbalized what you like, and think 

about yourself giving birth, and think about you and your husband 

being present. Um, what kind of labor do you visualize? Talk 

about what you like. Some women make a laundry list o f  what they 

don't want to have. There is no intervention that we do that is 

routine. We do not, routinely for anyone going in, say you have to 

have an IV, you have to be monitored. The baby and you kind of 

guide us in what needs to happen during the birth. If the baby’s 

doing fine and you’re doing fine, you can get up and walk around
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and we'll ju st look in periodically. If you're able to hydrate 

yourself, that's fine. You won't get an IV. So we really try to gear 

it toward what (you want), if you want medication then you'll need 

an IV, that's what you'll get.

Charlotte: Okay.

Marion: So, I think we try to gear it toward what you want. And it always

helps us to know where you're coming from and the things that 

have helped you in the past. It's when people feel very comforted, 

when people are close to them. Some people are not comforted by 

that.

Charlotte: Right.

Marion: You know, um, dim lights in late labor helps most people. I think

that other women who will not like the dim lights. So, everybody 

has something different.

Charlotte expressed anxiety about a quick labor and getting to the hospital on

time because her mother had rapid labors. Marion (CNM) offered support and

reassurance.

Charlotte: .. .So, my concern is living so far away.

Marion: Uh huh. Do you think you'll have enough time?

Charlotte: Do I have enough time, or, you know, should I call as soon as I start 

getting some back pain, and not waiting for it to radiate, o r ...
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Marion: I think that we would be glad to talk to you whenever you had a

concern...

Charlotte: Okay.

Marion: ...W hen you thought you were in labor. Simply, sometimes we

may have you come to the hospital if  you're feeling, you know, 

unsure, and we may send you back home.

Charlotte: Okay.

Marion: You know, and that's okay.

Charlotte: Alright (laugh)

Marion: As long as that's okay with you. Um, it's unlikely that it would

happen, you know, in that 15 minute interval. I've certainly been 

surprised by many things in my life. What is very nice and 

reassuring to you is that you have all these great positive images 

from your mother from birth, and that's really nice.

Charlotte: I mean I would like a short labor (laugh)

Marion: Yep, well, I always say, plan for longer and when it's shorter it's a

gift-

Charlotte: Yes.

This interaction proceeded with Marion directing Charlotte about what aspects 

should be included in a plan, indicating many variations and preferences that can be 

personal.
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Decision-Making. There were a few decision-making situations during the 

prenatal visit. Some were collaborative and others were non-collaborative. 

Collaborative decisions included the use o f  breathing exercises, relaxation techniques, 

and listening to music in labor. Marion (CNM) assured Charlotte that the CNMs do 

not believe in routine interventions such as IVs, episiotomies, or rigid fetal monitoring 

schedules. Interventions are only initiated i f  there is a clear medical indication for 

them. Other collaborative decisions involved walking in labor, hydration, and 

avoidance o f medications as much as possible. Charlotte shared her biggest concern 

with Marion (CNM): she is afraid o f not being able to tell that she is in labor and not 

making it to the hospital in time. This concern stemmed from the fact that Charlotte's 

mother had quick labors with very little pain. In the course o f the prenatal visit, 

Charlotte and Marion (CNM) tackled this issue together. Non-collaborative or 

independent decisions were made by both Charlotte and Marion (CNM). Charlotte 

plans to have her husband and her friend (who is a massage therapist) with her in 

labor. She also expects direction, support, encouragement, and suggestions from the 

CNM attending her in labor. On an independent note, Marion (CNM) told Charlotte 

to visualize herself in labor and giving birth. She suggested that such mental imagery 

helps with the type o f  thinking needed in writing a birth essay or plan.

These five visits illustrating the pattern o f directives can be highlighted by 

several points:

a. Since all o f  the clients in this pattern had not yet formulated a birth 

plan, the CNMs were compelled to direct the clients to develop one
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before the birthing process begins. By suggesting this, the CNMs 

illustrated different aspects that should be included in a plan.

b. By illustrating the aspects for inclusion, the CNMs specified the 

different options and choices that were possible. While the CNMs 

seemed to be trying not to influence the clients' choices in a coercive 

manner, they specified their own preferences, presented their beliefs, 

and described usual midwifery practice.

c. The CNMs were oriented to specifying all o f  the aspects to be included 

in a birth plan, thus providing a list for the clients.

d. In all o f  the cases, the clients already had definite ideas as to who 

should be present during the labor and birth, but were open to other 

issues, such as position, activities, and medication.

e. Often, the prenatal visits ended with the clients still tentative about 

many aspects regarding a birth plan.

f. Hence, the CNMs were in a position o f  controlling the flow o f the 

discussion, coming up with new topics o f  concern, while the clients 

tended to be passive, listening, and responding to questions.

B. Pattern o f Emergence

In the "pattern o f  emergence", a birth plan is in a state o f evolving. Its 

development may be at the very beginning stages. The interaction between the CNM 

and client is characterized by the ultimate flexibility o f  the CNM. The CNM may 

identify key aspects for making a birth plan, illustrate alternatives, and provide
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information when asked. However, the client may spend the majority o f time during 

the visit focusing on a particular topic or issue and the CNM will, in turn, stay with 

that topic or issue. Alternatives and preferences surrounding this problem or situation 

may be explored. Yet, in this pattern, the CNM is not oriented toward thoroughness 

with respect to the birth plan and is not directive in her communication. This pattern 

of interaction was present in four cases (prenatal visits) out o f  twenty.

The following discussion illustrates the aforementioned pattern o f interaction 

in the four cases. Examples from each case are given to acquaint the reader with the 

verbal dialogue which formed this "pattern o f  emergence".

Kellv and Vicki (CNM)

At the time o f Kelly’s 36th week prenatal visit with Vicki (CNM), her birth plan 

was in the early stages o f  development. They spent the majority o f the visit discussing 

positions for labor and birth. Although this one topic was explored in considerable 

detail, Vicki (CNM) was not directive in her communication and was not oriented 

toward thoroughness with respect to the birth plan. However, Vicki (CNM) was 

extremely flexible in discussing whatever subjects or concerns were brought up by 

Kelly. An example o f  their verbal exchange follows:

Vicki: Oh, I guess then I know that you don't want a bizarro position. See,

I like the bizarro positions.

Kelly: No, oh.
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Okay, left lateral, lying on your side, and um lying, and on your 

hands and knees. These are very good positions for avoiding tears 

o f the perineum. Now, I don’t know if  you consider those bizarro 

positions.

No.

Oh, good.

We saw one in one o f the films that was, the woman was.

What position was it?

Well, she was basically sitting on top o f  her husband, wasn't she? 

Oh, yeah. He was holding her up.

It just looked...

Were they in a birthing bed and he was in the bed behind her, or 

was he sitting someplace else?

Yeah, I think so.

Because, you know what? I did that for the very first time in all my 

15 years I've been doing this.

Oh, really?

Yeah. The other day, um, a gentleman got behind his wife in the 

bed, and actually they both loved the position, and I've never done 

that before. So, I didn't think it was bizarre. But, it's like basically 

the same position you would be in if  you were sitting in bed, but 

you have your husband for support, um. Actually, they thought it 

was really great. It worked out good for them.
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Kelly: Okay. 1 don't know. You just see these things, it's like...(laughter).

Vicki: Do you have any ideas about what you want to do as far as labor

goes. As far as your position? What have you visualized and stuff, 

how you're going to deliver?

Kelly: Um, I'm not sure. I mean, I, you know, I've looked at it, you know,

on hands and knees. I was reading that...I thought that looked 

pretty good.

Vicki: It did?

Kelly: Yeah, but I definitely don't., .squatting, I'm not gonna.

Vicki: You're not gonna do that? Okay. That's alright. (laughter)

Whatever you want to do is okay with us, by the way. I want you 

to know that.

Kelly: Yeah.

Vicki: Now, if  you wanted to lie flat on your back, and we know this, that

it really wasn’t good for the baby’s heartbeat, I would say, "please, 

let's not do this". But, basically, any position as long as the baby's 

okay and you're okay, it's fine with us. We can catch the baby in 

any position. Okay?

Kelly: No problem.

Vicki: We do. I'm gonna try to order, um, it's not going to be there by the

time you deliver, but I want to order a birthing stool, and I just 

gotta, I've just ordered a catalog that has some different birthing
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stools in them. The point o f  that is that you can actually kind o f 

squat but you're not squatting.

Kelly: Yeah.

Vicki: Urn, and, um, um, in the meantime, though, we do have, it might

sound weird, but we do many times encourage people to go ahead 

and sit on the toilet, especially when you're pushing, or just about 

ready to push. It's a good, it’s a, you don't even think you're on the 

toilet at that point. It just sounds weird talking about it now. But 

it's this space underneath, there's nothing pushing up on the baby’s 

head like sitting in bed. You’re kind o f in a squatting position.

Kelly: Oh, right.

Vicki: And, um, um, it, it seems to be a position that a lot o f  women feel

comfortable—you get energy sitting like that. That might be 

something that we ask you to do. If that's something you didn't 

want to do that would be okay, too.

During this visit, Kelly focused on preferred positions during labor and birth 

with some notions about what she did not like about certain positions. Vicki (CNM) 

continued to pursue this subject with Kelly at length, providing her with additional 

information based on the experiences o f  others, Vicki's own preferences gleaned from 

many years in clinical practice, and a variety o f accommodations that may help Kelly 

to come up with a decision. The interaction was initiated because o f  Kelly’s 

uncertainty regarding the various positions and Vicki (CNM) remained with this topic.
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Decision-Making. There were a few decision-making situations during the 

prenatal visit relating to a birth plan. Kelly and her husband were working on a birth 

plan, which wasn't finished yet. A major portion of the prenatal visit focused on 

positions for labor, pushing, and giving birth. On a collaborative note, Kelly, her 

husband, and Vicki (CNM) all expressed interest and enthusiasm regarding the use o f 

a birthing bed in which Kelly can sit up and be supported from behind by her husband 

during pushing. She is also willing to try pushing while sitting on the toilet, as 

suggested by Vicki (CNM). Non-col Iaborative decisions were made by both Kelly 

and Vicki (CNM). Kelly has decided not to try the squatting position. She believes it 

would require too much energy, strength, and would be uncomfortable for her back 

and legs. She also decided to stop working later this week. Vicki (CNM) made an 

independent decision to order a birthing stool to aid women during the pushing stage. 

She believes that a birthing stool will provide women with the benefits o f  squatting, 

allowing the pelvis to expand a bit and offer no resistance to the baby's head, without 

the fatigue that often accompanies squatting.

Ellen and Sara (CNM)

Ellen's birth plan was in a state o f evolving when she saw Sara (CNM) for a 34 

week prenatal visit. Sara (CNM) was very flexible and open to the creative process. 

Conversely, Sara (CNM) did not mention particular items to include in a birth plan or 

suggest options or offer guidelines. In the dialogue that follows, Ellen initiated the 

discussion by focusing on the "unknown” nature o f labor.
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Ellen: It's the unknown, I guess.

Sara: Mm hmm. That is, that is the hardest thing.

Ellen: Yeah.

Sara: I mean, what I think you need to know what are your options, you

know.

Ellen: Yeah.

Sara: And what sort o f general, you know. If you have a very strong

philosophy about one thing or another, and then to know that things 

are open to you and then, you know, just to...I mean it's hard to be 

laid back about it because we don't know every, what is gonna 

happen.

Ellen: Yeah. It's so unknown.

Sara: So, um, but, I mean, do you have questions today?

Ellen: Yeah.

Sara: We can go over those, and then talk about it.

Ellen: Sure.

Then, Ellen and Sara (CNM) proceeded to have a lengthy discussion about 

epidurals. Ellen mentioned information about epidurals that she acquired through 

attending childbirth classes. Sara (CNM) clarified the advantages and disadvantages 

o f epidurals.

Sara (CNM) concluded the visit by inquiring, "Now were you gonna write up a 

formal birth essay, or do you want to do that for us? Cause you know, we're gonna
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send your chart to the hospital next week, or next time, and it’ll be nice to have 

something like that, that we could send to the nurses, and you know... If you have it, 

it's just helpful."

This interaction began with Ellen's questions and was followed by Sara's 

answers and illustrations to the questions. Sara (CNM) did not introduce new subject 

areas but readily sought questions and concerns from Ellen.

Decision-Making. There were no decision-making situations during this 

prenatal visit. It followed the "pattern o f  emergence", in which the CNM was 

extremely flexible but not directive or thorough regarding the formulation o f a birth 

plan. In this visit, Ellen focused on her anxiety regarding the upcoming labor and 

birth experience and obtaining information regarding epidural anesthesia. Sara 

(CNM) provided information and addressed Ellen's concerns but did not offer specific 

items, options, or guidelines for the development o f  a birth plan. However, Sara 

(CNM) did talk about the importance o f communication between a client and the 

CNMs caring for her. She encouraged Ellen to work on a birth essay or plan. The 

following dialogue illustrates this point:

Sara: Now, were you gonna write up a formal birth essay, or do you want

to do that for us? 'Cause you know we're gonna send your chart to 

the hospital next week, or next time, and it'd be nice to have 

something like that, that we could send to the nurses, and, you 

know. If you have it, it's just helpful.

Ellen: Do you have any kind o f questions that you, kind o f guidelines?
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Sara: Just, just, you know, um, it could be, I mean, I know the midwives

here, 1 mean 1 was used to having people write more like a plan, but 

people here like an essay to be. You know, you and your husband 

together can let us know about your thoughts, and any,

Ellen: Okay.

Sara: Anything you want to communicate.

Ellen: Okay.

Sue and Vicki (CNM)

Sue did not have a birth plan at the time o f her 33 week prenatal visit with 

Vicki (CNM). It was in the early stages o f development. The majority o f the visit 

involved a discussion about epidural anesthesia. Vicki (CNM) conducted the visit 

with openness and flexibility. She was not directive and took cues from Sue. Sue 

chose not to attend childbirth preparation classes, believing that she didn't need them. 

The following dialogue occurred during the prenatal visit:

Vicki: Okay. And even if you're not taking the classes, you know, at any

time, any time you want to, um, it might be a good idea to talk 

about, you know, I know you're planning an epidural, but that 

doesn't mean that you're not gonna...

Sue: Yeah (laughter)

Vicki: Remember we talked about that? You go through some labor

before you get your epidural. If there are special things you want in
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labor for yourself. Some people are very, nah I don't care, open 

minded. Other people are, you know, I want it to be dark, or I want 

to make sure I can take a bath, you know, whatever. And if  there 

are things you want to discuss, um about how you'd like your birth 

to go. Even if it’s just "I want to make sure I have my epidural in 

time" (laugh)

Sue: (chuckle)

Vicki (CNM) inquired about Sue's husband, whom she had not met. Sue said 

that he hasn't been able to accompany her to a prenatal visit since the beginning o f the 

pregnancy. Vicki (CNM) reminded Sue that her husband is always welcome at 

prenatal visits. Vicki (CNM) suggested that she talk with both o f them about labor 

and birth, especially since they did not attend childbirth classes. Vicki (CNM) asked 

Sue if her husband was going to be her labor support person and Sue nodded. Vicki 

(CNM) continued the discussion about Sue's husband as follows:

Vicki: And, I'm assuming he hasn't been with anybody else who has been

in labor.

Sue: His mother.

Vicki: He was with his mom?

Sue: His mother, um, did three home births.

Vicki: (Gasp) Really?

Sue: He was in the room the whole time.
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Vicki: But still, his mom had three home births? And how old was he?

Sue: The last one, eighteen.

Vicki: Oh, wow. Okay, so he's seen some people in labor. Okay, that's

great. That's very interesting.

Sue: His mother and I take...she's, she's very calm through the whole

thing, and I want an epidural.

Vicki: Right, his mom does home births and his wife is wanting an

epidural.

Vicki (CNM) was mostly clarifying Sue's situation and was being supportive 

o f her decisions. However, Vicki (CNM) at the same time tried to convey to Sue that 

she should be flexible in her decisions.

Decision-Making. There were no collaborative decision-making situations 

during this prenatal visit. The visit followed the "pattern o f emergence", in which the 

CNM was flexible and focused on the client's concerns rather than being directive and 

thorough regarding the development o f a birth plan. However, Vicki (CNM) did 

encourage Sue to specify her preferences by saying, "If there are special things you 

want in labor for yourself... And if  there are things you want to discuss, um, about how 

you'd like your birth to go. Even if  it's just, I wanna make sure I have my epidural in 

time" (laughter).

Non-collaborative decisions were made by both Sue and Vicki (CNM). Sue 

had already decided not to attend a series o f childbirth preparation classes. Sue also 

planned to have epidural anesthesia as soon as possible in labor. Vicki (CNM) made
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independent decisions regarding the scheduling o f  Sue's prenatal visits. Initially,

Vicki (CNM) told Sue to return to the office to be seen in one week and then she 

changed it to two weeks. She also made the decision to do an internal cervical exam 

at that time if  Sue continues to have the cramping she has been having. She reminded 

Sue to call the CNMs immediately if  she had any spotting or a consistent contraction 

pattern.

Stella and Kim (CNM)

Stella's birth plan was still evolving at the time o f  her 36Ih week prenatal visit 

with Kim (CNM). Most o f  the discussion during the visit focused on Stella's main 

concern, which was the issue o f medication for hospital-related anxiety when admitted 

in labor. Kim showed flexibility and sensitivity in dealing with Stella and the 

formulation o f  a birth plan. The dialogue that follows shows how Kim addressed 

Stella's concerns and questions about medication. It was evident that Stella needed to 

get this issue resolved before she could complete a birth plan.

Stella: Now, Jude (CNM) had mentioned some medication that kind o f  has

the same effect as Demerol but wasn't a narcotic. And I can't 

remember, for the life o f me, what the name o f it was.

Kim: Stadol, is that what, I mean that's a synthetic.

Stella: Because usually they give me a shot o f Demerol when I first get in

because I’m just, that panic attack, that anxiety just kicks in, being 

there.
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Kim: Or is it Vistaril, maybe

Stella: That's the one.

Kim: Okay, okay, because that's more o f a, helps you to relax.

Stella: Yeah, and that's really what I was looking for, but it was never

offered, so it's just like, oh, give me some Demerol to calm me 

down, you know I'd have to fight with the nurse because I'd only 

want like half a dose. I'm not a medicine person, you know. And 

uh, she'd be like no, you really need that. You really, really need 

that. No, I really don't, seriously (laughter). So finally, you know, 

they'd give in and they’d just do half and I’d still feel like I was 

blah.

Kim: Yeah, 'cause some o f the pain meds, and people react differently to

them, but for some people you really get loopy.

Stella: Yeah, like the Demerol, I got just plain stupid. If you would have

asked me how to spell intelligent, I would have stood there, I 

(laugh ter)... you know and thought it was a riot. That just is not 

me.

Kim: Well, one o f the advantages having a midwife is that we will be

there with you, and we won't fight with you about that (laughter)

Stella: Exactly.

Kim: Yeah, Vistaril is a pretty wonderful drug. Um, it's primarily an

antiemetic, which means that it keeps you from feeling nauseous, 

but it also is wonderful just helping you relax. Um, and sometimes
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just that, or sometimes we even do that and have you get in the 

jacuzzi. The combination o f those is very helpful for a lot o f 

people.

Stella: Yeah. I mean, I’m not too nervous about my labor because I know

it's gonna go probably pretty quick.

Kim: Mm hmm. Mm hmm.

Stella: According to my past, it should go pretty easy. It's just like getting

in the hospital, I don't like the hospital! That's where my anxiety is.

Kim: Yup.

Stella: Then, I’m going through pain, it's just, "Oh my God, I'm in the

hospital", you know, I hate being there!

Kim: Yeah, but you know I think there’s that classic story o f people that

are having contractions at home and then they get to the hospital 

and the contractions kind o f fade away. And more than likely, 

that's stress.

Kim (CNM) was supportive o f Stella's preference. Both Stella and Kim 

(CNM) seem to take the client’s past experiences with childbirth as the guideposts for 

what might transpire with the current pregnancy.

Decision-Making. There were a few decision-making situations during the 

prenatal visit. Some were collaborative, while others were non-collaborative. 

Collaborative decisions included the option o f having medication for relaxation, such 

as Vistaril, Phenergan, or Stadol because of Stella's past history o f hospital-induced
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anxiety. Stella has articulated her experiences o f  having panic attacks, which are not 

related to labor but are related to the hospital environment. However, the plan is to 

keep an open mind because nurse-midwifery care with the ongoing presence o f a 

CNM may be all Stella needs to relax in the hospital. As Kim (CNM) said to her,

"One of the advantages o f  having a midwife is that we will be there with you..." 

Another collaborative decision was to try the jacuzzi. Non-collaborative decisions 

were made by both Stella and Kim (CNM). Stella will basically "call the shots" 

regarding the final decision on medication for anxiety as long as her labor is not 

progressing too rapidly and as long as the baby is tolerating labor well. Kim (CNM) 

spent time differentiating the role o f the CNM regarding labor and birth management 

from the role o f the labor and delivery nurse. Stella needed clarification o f these roles.

These four prenatal visits illustrating the pattern o f emergence focused on 

helping the clients to clarify issues, obtain supportive information, and make specific 

decisions by resolving uncertainties through clarification. Common themes for this 

pattern are:

a. All o f  the clients in this pattern had thought about a birth plan and had 

some ideas or preference. And, because o f  this they had specific 

questions o f  concern.

b. In the discussions regarding birth plans, the CNMs were willing to be 

guided by the clients' concerns and questions. They did not introduce 

new topics but answered the questions by giving information and by 

offering alternative choices related to the topics.

c. The clients were most concerned with the use o f  medication.
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d. Resolutions regarding uncertainties were made, with the CNMs often 

insisting on flexibility regarding specific choices. The CNMs seem to 

be trying to instill the idea that the clients need to keep an open mind 

about their decisions because o f the uncertain nature o f the birthing 

process.

C. Pattern o f  Validation

In the "pattern o f  validation", a birth plan had already been formulated by the 

client and she was seeking validation from the CNM. The interaction between the 

CNM and client involved mutual participation which included elaborative and 

supportive processes. In this pattern, there was a review o f  the client's preferences for 

the normal conduct o f  labor and birth, further clarification if  needed, and a sense o f 

acceptance or agreement regarding the proposed plans. This pattern of interaction was 

evident in eleven cases (prenatal visits) out o f twenty.

The fact that more than half o f  the clients participating in the study had already 

formulated a birth plan suggests that they considered a birth plan to be a helpful and 

worthwhile document. Some o f the clients may have been familiar with the notion o f 

a birth plan from their childbirth preparation classes as well as from their prenatal 

visits with the CNMs. The formulation of a birth plan by clients earlier than 36 weeks 

indicates that CNMs often introduce the idea o f a birth plan early in the third trimester 

or toward the end o f the second trimester because they view a birth plan as beneficial 

and meaningful.
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The following discussion highlights the "pattern o f  validation" in the eleven 

cases. Examples from each case are presented to give the reader an idea of the type o f 

verbal communication that formed this particular pattern o f  interaction.

Yvonne and Abbie (CNM)

At the time o f  Yvonne's 38th week prenatal visit with Abbie (CNM), Yvonne 

was putting the finishing touches on her birth plan and sought clarification and support 

from Abbie (CNM). Yvonne had the advantage of a previous birth experience and 

utilized her knowledge from the past in formulating a birth plan. Excerpts from the 

prenatal visit follow:

Abbie: You're saying that you think you might like to squat when you do

your pushing?

Yvonne: Yeah. I don't want to lay down. I want to be up.

Abbie: You didn't squat the first time?

Yvonne: Uh, uh. (Shaking head horizontally)

Abbie: With second babies often there's not even a lot o f pushing. Do what

seems right when you get there. And certainly we’ll keep the baby 

with you, giving the baby immediately to you, helping you to cut 

the cord (gesturing to David).

David: Sure.

Abbie: We've written here that, ... um, for the nurses to delay doing all the

eyedrops and injections and things.
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Yvonne: I think they did, I think we had Ben for a while before they took

him.

Abbie (CNM) reviewed Yvonne's written birth plan and made the following 

comment:

Abbie: I see a little note here at the end and that if  things aren't

progressing, it's okay to break the water, or do whatever we need to 

do.

Yvonne: Uh huh. (nodding in agreement)

Abbie: We certainly want to give it a chance to do it on its own. The

second time around, I tell ya there’s usually...it's usually the best

labor o f all. It's like your body really knows what it's doing, and it’s

very efficient.

Yvonne: Just do it! (followed by Yvonne laughing!)

The idea that a birth plan belongs to the client is supported in this interaction, 

with Abbie (CNM) mostly making sure that what Yvonne has written is what she 

meant. At the same time, Abbie (CNM) stressed and supported the importance o f

being flexible in the situation as it evolves.

Decision-Making. There were numerous decision-making situations during the 

prenatal visit. Some were collaborative and others were non-collaborative. One 

collaborative decision included the plan to wait and "see how things go, and just move
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from there depending on what happens", in the words o f  Yvonne after discussing 

things with Abbie (CNM). Yvonne was not completely ruling out the possibility o f an 

epidural or some analgesic medication. However, her preference was to avoid these 

interventions unless absolutely necessary. Another collaborative decision was to try 

pushing in a squatting position, which had been suggested by Abbie (CNM). Other 

collaborative decisions included activities during labor, mobility, hydration, delaying 

baby procedures such as antibiotic eyedrops and a Vitamin K injection, intermittent 

fetal monitoring during labor, and a Hepatitis B vaccine for the baby. Non- 

collaborative decisions were made by both Yvonne and Abbie. Yvonne made an 

independent decision to have her husband, David, remain with her the entire time she 

is in the hospital. She plans to have David cut the umbilical cord, to breastfeed and to 

use a breast pump when necessary. Yvonne and David have already made 

arrangements for their two year old son to stay with neighbors on the Air Force Base 

while they are at the hospital. Independent decisions made by Abbie included a 

twenty-minute fetal monitoring strip on admission and the coordination o f  services 

and care for the conduct o f  normal labor.

Rochelle and Rita (CNM)

During Rochelle’s 39th week prenatal visit with Rita (CNM), both reviewed 

Rochelle's written birth plan. Rita (CNM) commented on the "spiritual" nature o f it. 

Rochelle discussed her "spiritual side" and told Rita (CNM) about her future plans to 

be ordained as a special minister in the Universal Matrix Church. Rita (CNM) related
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the aforementioned discussion to a birth she attended last night and described the 

atmosphere to Rochelle as follows:

Rita: Great. Well, it's funny because the birth last night, we had, she had

very regular contractions the whole time she was at the hospital, but 

when she got fully dilated, she had these long pauses in between. It 

was such a nice quiet time, you know. It was really wonderful. It's 

like the calm before the storm, you know? (Rita's audible laughter). 

It was really lovely, you know. She'd push, and then she really had 

time to rest, and that happens very often during the second stage.

Rochelle: Yeah.

Rita: But I thought about that. It was really almost a spiritual feeling,

you know, during those times. It was like so close, yet it was 

totally, it was all slightly turned about and it was o ff for a while, 

you know. It was so neat.

Rochelle: That's what I hope I'm gonna do (Rochelle's audible laughter).

Rita: That's where you're gonna be. I want you to really think positive. I

feel like you really are in tune with your body, and that you're 

gonna do just fine.

Rochelle: I'm feeling really a lot better and a lot, you know, more focused 

about the whole thing, so.

Rita: Great. See how it takes a certain amount o f time to get to that

point.
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Rochelle: Yeah.

By illustrating an experience with another client, Rita (CNM) was supportive 

of Rochelle’s philosophy and decisions. The following is a verbatim copy o f 

Rochelle's birth plan, which includes several misspelled words. She shared her birth 

plan with the researcher and gave permission to include it in this study for illustrative

purposes.

To me birthing should be a spiritual rite o f passage for a 

whole family unit. And should be treated as such—Holy,

Devine [.sic], whatever qualities you equate with the powers 

that be.

This being said the conduct o f  the medical establishment 

should follow accordingly~the baby should be treated with 

the same respect that a full grown person is—not ruffed up 

like a little marionet [sic]. And the mother should be treated 

with dignity, not cool indifference and if  she says 

something—people should listen—not ignore her. The father 

should be treated as an active participant—not a bystander 

and his statements and suggestions should be taken 

seriously.

Now, my husband has never attended a birth—when he had 

his first three children, this was 30 years ago, they sent you 

home and called you when it was over. So he's a little 

unsure o f himself and he's probably going to need as much 

support as I will.
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He will also probably need some constructive direction. For 

me the only thing that I’m really afraid o f  going into this is 

being afraid. I've had all kinds o f  really nasty injuries and 

illnesses in my life and I lived through them. Whatever 

discomfort I felt was not so intolerable-just the fear was 

hard to negotiate.

So I think that through all o f  this I'm going to need every 

one around to be really positive and really together and I 

think that this will be about as important a factor as any.

I don't want to be druged [sic]. There weren't drugs at any 

birth prior to about 200 years ago so that (...) that for about 

130,000 years life whent [sic] on without them—thats [sic] 

good enough for me. When Mom's are drugged they can't 

do all the things they need to do to get the baby out and a 

drugged baby can't help and isn't alert and dosn't [sic] bond 

too well after the fact—no stoned babys [sic]!

The only time drugs should be applied are when its 

absolutely medically nessisary [sic]. Which brings us to C- 

sections and episiotomy—not unless nessisary [sic]!—use 

massage and baby oil or warm herbal teabags to open up the 

birth canal first, put supportive presure [sic] on it wille [sic] 

the head comes through and make sure it come out slow and 

I won't need one—C-section only in a life or death only—no 

time savers.

Once the baby is bom—If for any reason the baby isn't 

perfect—meening [sic] say a cleft pallat [sic] all the way
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down to its stomac [s/c] or missing skull with exposed brain 

tissue or open abdominal cavity or other severe defects—no 

heroic jestures [s/c] o f  intibation [sic], life support devices 

o f any kind. There's no point in keeping the baby alive for a 

miserable week with no chance o f  survival just because it 

can be done. No frankenstein hospital policys [sic]—please.

However—that's not to say that if the baby is a little slow 

starting or has an easily correctable problem that won't stop 

it from leading a totaly [s/c] normal life that CPR and 

massage ect. [s/c] should go one as any other case. Neather 

[s/c] o f  us should be kept on life support if  were going to be 

vegitative after the fact.

If I’m in imediate [s/c] danger do what you can, but save the 

baby first, I'm afraid to dye [s/c] but the baby means 

everything, that's why we have them, not to grow up and 

shovel snow, not to take care o f us as we get old, but to take 

care o f  them ourselves and to devote ourselves to.

I'd like to have a few visitors wille [s/c] I'm having the baby— 

my folks and if  they want to—the baby's goddess mothers— 

their are 3.

Decision-Making. Most o f  the decisions regarding the birth plan had already 

been made by Rochelle prior to the prenatal visit. Hence, Rita (CNM) was mostly 

involved in "validating" and supporting the decisions that had already been 

formulated. Rochelle gave the impression by her statements that her decision-making 

was helped by the CNMs at previous prenatal visits. Thus, she implied that some o f  

her decisions were collaborative while others were independent. Collaborative
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from the CNMs, being surrounded by positive and supportive people in labor, perineal 

massage and warm compresses during the second stage o f  labor, perineal support as 

the baby’s head emerges with a slow and controlled delivery o f the head, and the 

continued practicing o f  breathing exercises and relaxation techniques. Both Rochelle 

and Rita (CNM) made independent decisions as well. Rochelle was adamant about 

avoiding medications and an episiotomy. However, in the case of an emergency, she 

would accept any necessary intervention. She also wanted visitors in labor, such as 

her parents and her baby's three "goddess mothers" if  they are comfortable with the 

situation. Rochelle expressed her desire to leave the hospital as soon as possible after 

the baby is bom. The independent decisions made by Rita (CNM) did not specifically 

relate to the birth plan. Yet, these decisions had direct bearing on the execution o f  the 

birth plan. One decision involved sending Rochelle for a cardiology consult and EK.G 

to make sure that she could continue with nurse-midwifery care and not have to make 

changes in her birth plan. Her diagnosis was non-pathological PVCs (premature 

ventricular contractions) and the cardiologist said that nurse-midwifery care was 

appropriate. No changes had to be made in Rochelle's birth plan. Another decision of 

this type involved sending Rochelle to the hospital after this prenatal visit which was 

observed and recorded for the study, because o f elevated blood pressure. Her non- 

stress test and blood work were within normal limits.

R e p ro d u c e d  with perm iss ion  of th e  copyright ow ner.  F u r th e r  reproduction  prohibited without perm iss ion .



206

Pella and Vicki (CNM')

Della had already completed a written birth plan when she saw Vicki (CNM) 

for a 38th week prenatal visit. During the visit, they reviewed a wide range o f topics 

covered in Della's succinct birth plan, such as labor support, epidural anesthesia, 

mobility during labor, the use o f  water therapy, episiotomies, and her husband's 

anxiety concerning the birth experience. Della described her husband's behaviors as 

follows:

Della: At first he was so frightened by this whole experience that what he

was saying was a riot...and that's what I was telling her (Casey, 

Della's friend and second labor support person) before we went to 

the birthing class. It's like, I'm gonna ask a doctor if we can have a 

curtain up.

Vicki: (audible gasp)

Della: I'm like, honey, that is only for c-sections.

Vicki: Right.

Della: You know.

Vicki: So he didn't want to actually look at your perineum while the baby

was coming out. And that's okay.

Della: Because he was all freaked out...

Vicki: O f course.
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Della: ...bu t since the birthing class, he feels better. He's kind of a

different person now. The only thing that he's really concerned 

about is the baby coming out blue.

Vicki: Okay.

Della: He keeps telling the baby, "please don’t come out blue". He can't

help that.

Vicki: He actually just talks to the baby does he?

Della: Yes.

Vicki: I'm sure the baby will listen to his father.

Della: Yes, that’s what I said (laughter)

Vicki: We don't want the baby to come out blue either, so.

Della: Please don't come out blue. We want you to come out nice and

pink. I'm like, Oh God. (Della said this looking down at her large

abdomen, with her hands gently rubbing it).

Vicki: You know.

Della: If it comes out blue don't worry about it. You know, when it takes

its first breath, duh, duh, duh, duh. A lot o f  them come out blue.

Della shared her birth plan with the researcher and gave permission to include it in the 

study for illustrative purposes.

Labor Support: I'll be accompanied by my husband Tim 

and a friend Casey.

Fetal monitoring: Prefer intermittent monitoring.
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IV: I'd rather not have an IV.

Pain relief: I will attempt to delivery w/o drugs. If pain 

meds become necessary I would like them or a walking 

epidural.

Mobility: I'd like to move about freely.

Birth position: Whatever position is comfortable at that 

time.

Episiotomv: I'd prefer a natural tear.

C-Section: Hope to avoid unless one becomes 

necessary. I'd like my husband with me and Casey.

Cord cutting: Tim may like to cut the cord???

Bonding: I would like to hold my baby for the 1a hour.

I'd prefer that all non-emergency procedures be delayed 

while we hold baby.

Breastfeeding: I plan to breastfeed immed. Assistance with this would 

be appreciated.

Decision-Making. Although there were some decision-making situations 

during the prenatal visit, the majority o f the actual decisions had already been made 

and were written in Della's birth plan. The interaction followed the pattern o f 

validation, with Della and Vicki (CNM) reviewing the birth plan together and still 

engaging in some degree o f collaboration. Vicki (CNM) stressed the need to be 

flexible in response to changes in the situation. For example, Della adopted an open- 

minded orientation o f "just see how things go" with regard to medications. Other 

decisions involved hydration without the use o f IV therapy, intermittent fetal 

monitoring, activities in labor, mobility, the use o f a bathtub and shower for water
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therapy, holding the baby as soon as possible, and breastfeeding immediately after 

birth barring any complications.

Independent decisions made by Della included the plan to bring her best friend, 

Casey, with her for labor support as well as her husband. She knew that her husband 

was somewhat anxious about the labor and birth experience and wanted Casey to be 

with them in labor. Della was adamant about avoiding an episiotomy and preferred a 

natural tear. She also made the decision to begin her maternity leave early so that she 

will be "rested" before labor and birth. Independent decisions made by Vicki (CNM) 

included obtaining a fetal monitoring strip for thirty minutes on admission, 

intermittent monitoring o f the fetal heart rate using an underwater doptone if  Della is 

in the bathtub or shower, and insisting that all clients telephone the CNM-on-call with 

problems and questions even if it is simply an "anxiety" phone call. Vicki (CNM) 

doesn't want clients to deal with worry and anxiety alone—she wants them to share 

their concerns with a CNM and receive support and reassurance. Lastly, in the event 

o f a cesarean section birth, Vicki (CNM) informed Della that her husband would be 

allowed in the operating room but that her friend, Casey, would not be able to go in. 

This is hospital policy.

Elise and Sara (CNMi

When Elise had a 38th week prenatal visit with Sara (CNM), they reviewed the 

birth plan. Elise elaborated on specific points and Sara (CNM) gave support 

accordingly. Sara (CNM) was interested in finding out the background with which 

Elise arrived at certain points in the plan. The prenatal visit exceeded thirty minutes in
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duration. Topics discussed included: labor support, analgesic medications, epidural 

anesthesia, the role o f  the CNMs and the nurses, water therapy, music in labor, 

episiotomies versus perineal lacerations, perineal massage, cutting the umbilical cord, 

newborn care, bonding, breastfeeding, and the use o f a lactation consultant. Sara 

(CNM) focused on the need for flexibility by illustrating what might happen to change 

the plan. An example o f  the verbal dialogue between Elise and Sara (CNM) during 

the prenatal visit follows:

Elise: So I said in my birth plan...I want Michael to stay with me, and he

will. I said I worked to make sure that he stops and has enough to 

eat, and, you know what I mean, cause I'm afraid he'll freak out, 

you know what 1 mean, and he has to be there for me, so, ju st to 

make sure if  he has to leave me alone to make a phone call or 

something like that, that that's okay by him. Am, um, I said that I, 

I'm gonna try to do without the narcotic medication. And, I'll try to 

do, go as long as I can without an epidural, but I'm gonna try to do 

without narcotic. Just by walking around and stuff like that, 

whatever. Um, and I said that I don't really do well with, um, 

shouting. Like you know how sometimes you see people going 

"push, push, push". I don't like that.

Sara: It's been my experience.. .you know sometimes we have to be

directive if, uh, you know, like one thing, if  the baby looks like it is 

big and, um, and you know we might need you to try to get in
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another position that will help, um, open up the pelvis a  little bit.

So sometimes I do ask women, you know, I tell, I mean I would tell 

you again while you're in labor, and as you're beginning to push, 

and I might say, "So now I need you to get on your left side", or 

"Go on your hands and knees really fast".

Elise: That's okay.

Sara: You know, if we're worried, you know, about the sound o f the

baby’s heart rate, or with the pushing, you know, that we need the 

baby’s head to come down and come out.

Elise: Like squat.

Sara: Say, say the head comes out and the shoulders are getting tight, you

know. So we might have you go on your side. So, that, you know, 

sometimes you would need some direction, and it might seem 

abrupt.

Elise: That's okay.

Sara: But in terms of, I mean, it's not a, you know, as long as the baby's

heart rate looks good and you're having good effort and you're not

exhausted, you know, it's not a marathon. You know? (laughter)

Elise: Alright.

Sara: You know, we don't. That's, you know.

Elise: Yeah.

Sara: You don't have to beat the clock or anything.
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Elise: Good. But, I said that, that I don't really respond well if  people yell

or shout. I do well with enthusiasm, and everybody probably does.

Sara: Yeah.

Decision-Making. Many decisions had already been made since Elise had 

completed a birth plan. Sara (CNM) supported Elise's decisions specifically regarding 

her not wanting to be "directed" and proceeded to illustrate occasions at which 

directives may be necessary. Sara (CNM) encouraged Elise to be flexible in this 

regard. In reviewing Elise's birth plan, Sara (CNM) supported Elise's desire to avoid 

medications, especially narcotics. Other plans included walking in labor, openness to 

positions, willingness to try squatting, and the maintenance o f a peaceful atmosphere 

during labor. Sara (CNM) showed great sensitivity in working with Elise on issues 

concerning her aversion to noise, gentle coaching rather than strong direction, and the 

needs o f Elise's husband in labor (nutrition, hydration, and relaxation). Other 

decisions involved music in labor, comfort measures, Kegal exercises and bedtime 

perineal massage with Vitamin E oil, the use o f  a lactation consultant while still in the 

hospital, and skin-to-skin contact with the baby immediately after birth. The 

following example illustrates this decision-making:

Sara: .. .skin to skin contact is the best thing, it's the warmest place for the

baby to be, and so we can cover you up with the baby.

Elise: Plus, I've been waiting so long to meet her, you know.

Sara: Yeah, yeah, you deserve your baby.
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Sara (CNM) assured Elise that she would do her best to minimize traffic in the 

birthing room. She explained that usually a CNM and labor nurse are present in labor 

and that a second nurse comes in for the actual birth to help with the baby.

Independent or non-collaborative decisions made by Elise included holding the 

baby and breastfeeding immediately after birth, having her husband stay with her at 

the hospital, and avoidance o f any visitors or phone calls while in the hospital. She 

hopes to give birth without an episiotomy and her husband does not want to cut the 

umbilical cord.

Sara (CNM) mentioned that some clients like to reach down and assist the 

CNM in catching the baby and then bring the baby up on their abdomen and chest.

She added that an independent decision on her part is her insistence on having a 

pediatrician in the birth room at the time of birth if  a baby has shown signs o f distress 

prior to birth.

Vivian and Marie (CNM)

Vivian already had a written birth plan at the time she saw Marie (CNM) for a 

29th week prenatal visit. Vivian attributed her early preparation and organization to 

the fact that she had given birth three years ago. Her main concern in planning for the 

upcoming labor and birth experience was getting her daughter situated with relatives 

before going to the hospital. This CNM-client interaction was shaped by Marie 

(CNM) giving support and Vivian elaborating on the details o f her birth plan. The
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following excerpt shows Marie (CNM) giving anticipatory guidance regarding the 

onset o f labor.

Marie: Well, this is where you have to become sort of like a little bit o f  a

detective, you know. Because what I tell people is, you know, what 

your body’s doing now, and you know it's not labor. Right?

Vivian: Mm hmm.

Marie: So what you want to do is you want to pay attention to anything

that feels different from what you were doing before.

Vivian: Right.

Marie: So, more, I don't like to look so much at the timing o f the

contractions as much as how they're feeling to you. And typically 

what women will say is all o f a sudden they'll go, "Oh, this is what I 

remember".

Vivian: Right.

Marie: This is familiar to me. This is what 1 felt before, you know? And,

there’s that familiarity, you know?

Vivian: Yeah.

Marie: So that's why I think it won't catch you o ff guard, you know? Don’t

try to, you know, analyze the Braxton-Hicks contractions. I think 

that once your labor kicks in it's gonna make itself really known to 

you.

Vivian: Right, alright.
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Marie: Otherwise, you'll be driving yourself crazy. You'll be like, looking

at every single thing your body’s doing. Is this it? Is this it? You 

don't want to have to, you know, be so hyper because eventually it 

gets to you, you know. You start feeling a little anxed over the 

whole thing.

Vivian: Right.

Marie: So, that’s my advice. And I was actually able to take a quick scan

to what you had written, you know, about, in here, and I think 

everything sounds fine.

Another concern that Vivian expressed in her written birth plan was the 

possibility o f a situation where the CNM on-call had more than one client in labor at a 

time.

Marie: I know you had shared a little bit o f  concern about whether, if  we

have more than one person in labor. And usually, I know, have we 

talked about that before?

Vivian: Yeah.

Marie: Because I know that what I usually say is that if  that happens,

typically people are at different stages o f  their labor. If we have 

two people that are going close, then we really will try to get some 

other midwife to come in, you know, hopefully, possibly, I can't 

promise it 100%, you know, just because o f people Iike..going on
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vacation soon...so there may be a little less woman power around, 

you know. And, um, and then the other thing I thought was really 

nice was, you know, what you were saying about the baby. And, 

the only thing I want to say about that, the bathing o f  the baby is 

done because when you're having a baby in the hospital, 

institutionally they can't handle the baby until the baby’s had a bath.

Vivian: Oh.

Marie: They have to wear gloves. Now, if  you're planning to have total

rooming-in, you know, and have the baby with you constantly, 

there’s no reason why they need to bathe the baby, or if  you want to 

bathe the baby you can just say, "I'll give the baby its first bath".

Vivian: Oh.

Marie: So, you can make those requests, you can think about what you

would like to do, and then in the hospital you can just let us know.

Vivian: Okay.

Marie: You know, what you ultimately decide.

Vivian: Okay.

Marie: But, I thought everything else was very good.

Decision-Making. There were numerous decision-making situations during the 

prenatal visit. Some were collaborative, while others were non-collaborative or 

independent. Collaborative decisions included bringing Vivian's three-year-old 

daughter with her to the hospital if labor appeared to be progressing rapidly and if  her
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relatives had not arrived yet. Vivian had expressed some concern about having to 

share the CNM-on-call with another laboring client, if  such a situation presents itself. 

Marie (CNM) suggested that when this happens, usually the women are at different 

stages o f labor. However, if two women are progressing at approximately the same 

rate. Marie (CNM) said that the CNM-on-call tries to get another CNM to come in.

She said that she cannot promise it 100% because with the vacation schedules, "There 

may be a little less woman power around". However, Marie (CNM) said that the 

CNMs will try to accommodate Vivian's request because they know that it is 

important to her. Other collaborative decisions included the use o f extra pillows, 

brought from home, in labor with colored pillow cases and the placement o f the infant 

care seat in the family’s van. Non-collaborative decisions were made by both Vivian 

and Marie (CNM). Vivian plans to leave her daughter with relatives who will come to 

her home when she begins labor (unless labor is progressing rapidly). Vivian does not 

want to listen to any type of music in labor, she finds it distracting. She will use a 

picture o f her daughter as a focal point and will place it on the bedside table. Vivian 

wants to wear a "hospital johnny" in labor and save her nightgowns to wear after the 

baby is bom. Vivian hopes to spend much o f  labor in a jacuzzi tub at the hospital.

She will remind the CNM-on-call o f  her plan when she telephones to say that she's in 

labor because it takes approximately 40 minutes to fill the tub. Therefore, the tub can 

be filling while Vivian is on her way to the hospital.

R e p ro d u c e d  with perm iss ion  of th e  copyright ow ner.  F u r th e r  reproduction  prohibited without perm iss ion .



218

Kendra and Abbie (CNM)

Kendra reviewed her written birth plan with Abbie (CNM) at a 39th week 

prenatal visit. Kendra hopes to have a water birth and receive labor support from her 

friend, Mowa, who is training to become a doula. Kendra was accompanied to the 

prenatal visit by Mowa, who engaged in the following discussion with Kendra and 

Abbie (CNM).

Abbie: We're all looking forward to having you coming and having the

birth that you, you've made good plans for. Do you have any 

questions about when to call us?

Kendra: No.

Abbie: You have our new number?

Kendra: Yup.

Abbie: And I think we might have mentioned the fact that walking in the

early part o f  labor helps keep it going and we try to, if possible, 

have you wait to get into the water until about 3-4cm.

Kendra: Mm hmm.

Abbie: So that it won't slow down labor. But if  you're intensely

uncomfortable early then, we have had people get in early and then 

get out, and then walk some more.

Kendra: Mm hmm.

Mowa: I guess m y only question, um, just in terms o f having an area that I

can put some tea, herbal teas, and things like that. If I can do that

R e p ro d u c e d  with perm iss ion  of th e  copyright ow ner.  F u r the r  reproduction  prohibited without perm iss ion .



2 1 9

inside the room. Could I have like an electric, what do you call it? 

Like an electric teapot to make herbal teas for her.

Abbie: That's a great idea (laughter). I'm so glad. 'Cause you're going to

class to become a doula.

Mowa: A doula, exactly. Exactly. So my seminars start in July, so I

already have another client already. She's due in November.

Abbie (CNM) brought the discussion back to the subject o f a water birth. She 

asked Kendra about preferences and provided information, too.

Abbie: Are you thinking that you'll wear one o f our gowns, or do you want

to wear your own T-shirts, or 

Kendra: In the water?

Abbie: In labor and, well, once you're in water you don't have to wear

anything o f course. Some people like to keep their T-shirt on in the 

water. It's what you're comfortable with. The only people that will 

be there will be a nurse and a midw'ife and the two o f you.

Decision-Making. Kendra and Abbie (CNM) reviewed the birth plan together 

which illustrated a combination of previous collaborative and independent decisions. 

Collaborative decisions included the following plans: 1) a water birth in a jacuzzi tub; 

2) Kendra assisting the CNM in lifting the baby out and placing the baby on her chest 

and abdomen; 3) Kendra cutting the umbilical cord herself; and 4) having her friend
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Mowa, who is a doula-in-training, as her labor support person along with her aunt. 

Other decisions o f  a more general nature concerned mobility in labor and hydration. 

Kendra wants to do a fair amount o f walking in labor before getting into the jacuzzi 

and plans to drink plenty o f  fluids to avoid having an IV. Independent decisions made 

by Kendra included having a photographer take pictures during labor and birth, music 

in labor, having Mowa prepare herbal tea in labor, and declining Abbie's suggestion 

for natural remedies to initiate labor. Although Abbie (CNM) did not make any 

unilateral decisions during the prenatal visit, there was a reference made to a recent 

ultrasound, which was ordered by Abbie (CNM).

It was evident that Kendra knew what her preferences were for the upcoming 

birth experience and that she chose to receive her care through Abbie's practice 

because they would honor these preferences as long as things progress normally.

Abbie (CNM) supported Kendra's birth plan.

Kara and Marion (CNM)

Kara and her husband, Mark, reviewed the birth plan with Marion (CNM) at a 

39th week prenatal visit. Both Kara and Marion (CNM) reaffirmed their positions with 

regard to the birth plan and the conduct o f normal labor. They elaborated on the plan 

by pointing out specific rationale and feelings that led to their decisions. Marion 

(CNM) showed great flexibility in her approach to labor and birth, which Kara and 

Mark seemed to appreciate. She emphasized the importance o f being open-minded by 

illustrating what may happen to change the plan. Excerpts from the verbatim dialogue 

illustrate this:

R e p ro d u c e d  with perm iss ion  of th e  copyright ow ner.  F u r the r  reproduction  prohibited w ithout perm iss ion .



221

Marion:

Kara:

Marion:

Kara:

Marion:

Kara:

Marion:

Kara:

I was kind o f looking over your birth essay. You're not techno

phobics (laughter). I thought that was a great word. You're less 

apprehensive about the pain of labor. You say you're more 

apprehensive about the idea of an epidural and the lines that go into 

you.

Yeah. It may change entirely, what's on the essay.

What I'm hearing, so you're open to all...

I'm not totally adverse to having an epidural, but if  I’m able to make 

it through without, I'd prefer that. Very much so.

Uh huh, uh huh, good. Absolutely.

Let's see how much I can tolerate. Or see what, you know, if 

everything, every time is different. It's hard to imagine until you 

get there, so.

It is hard to imagine. It's important that it's great that you're 

keeping an open mind. I think that's very important. Because you 

never know what's gonna happen. You don't know. But I'd 

encourage you to keep thinking about the strength. You haven't just 

walked into this pregnancy, you don't leave all the strength that you 

have in coping, you know, at the front door o f the hospital. They 

all come in with you (laughter). So, and everyone has a point in 

their labor that they say, oh my goodness.. .this is the hard part.

Yep.
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Kara:
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So, you know, some people, I think everyone has a difficult part.

For some women, the beginning, you know, maybe they have a 

long prodromal latent phase, or early phase in labor.

Yep, yep.

And, you know, sometimes that's the hardest part. And maybe the 

pushing will be. Everyone has a part that, that's difficult. And they 

just go through it. So try to, when you need it you ask for it. You 

know.

Yep.

When you need more help, you ask for it. Labor kind o f works in 

steps. The beginning o f it always feels like, you know, you kinda 

get used to that place that you're at and you think, okay, I can do 

this. The contractions are okay, and then it builds up a little bit.

You go, oooh. I don't like this. You gotta get used to that again, 

and move along a little bit. So it always...

Mmmm.

You know, nature just doesn't say, bam.

Yeah, right.

Yep. We'll see what happens...soon.

It's normal to be a little apprehensive, absolutely.

Yep.
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Decision-Making. There were a few decision-making situations during the 

prenatal visit. Many decisions had been made previously when the birth plan was 

being formulated. At this particular visit, Marion (CNM) had the opportunity to 

validate Kara's birth plan. Some decisions during the visit were collaborative, while 

others were non-collaborative or independent. One collaborative decision involved 

complete flexibility on the part o f  both the CNM and client to keep the birth plan 

"open". Another collaborative decision concerned the timing o f the trip to the hospital 

since Kara and her husband recently moved. Their driving time from home to the 

hospital is now 45 minutes to 1 hour. Therefore, they need to consider the time o f  the 

day, weather conditions, and traffic patterns on the roads. Kara, Mark, and Marion 

(CNM) spent several minutes discussing the trip to the hospital in labor. Independent 

decisions made by Kara included avoiding epidurals and IVs. Kara feels more 

apprehensive about these interventions than about the pain o f  labor. She has already 

packed her bag for the hospital, prepared baby clothes, and bought an infant car seat 

and changing table. Although Marion (CNM) did not make any unilateral decisions 

during the visit, she did seize the chance to give Kara a little "pep talk" about calling 

on past coping strategies and strengths for dealing with labor.

Rose and Kim (CNM)

Rose brought her written birth plan to her 38th week prenatal visit with Kim 

(CNM). Although Rose is expecting her third child, this was the first time that she has 

received prenatal care from nurse-midwives. It was also the first time that she 

formulated a birth plan in preparation for the upcoming labor and birth. She
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elaborated on the plan by identifying her rationale and feelings that led to decisions in 

the plan. She sought specific information from Kim's experience that supported the 

plan. Rose handed the written birth plan to Kim (CNM) and they had the following 

conversation:

Kim: Okay, well everybody does different things.

Rose: Okay.

Kim: That's fine. It’s not like we have specific expectations.

Rose: If I left anything major out.

Kim: It's really meant to be an opportunity for you to tell us what your

thoughts are, so everybody who is gonna be there, and that's fine.

Your husband wants to be very involved, that's good.

Rose: He says he's gonna catch. I don't know. Or at least try.

Kim: Okay.

Rose: I might want him right here (gesture, pointing right next to her), so

we'll see if  I let him go.

Kim: Well that's fine.

Rose: ...just being brave. He's like, yeah, sure (laughter).

Kim: Well you know, we’ll just play it by ear and just see how you feel at

the time, whether you (laughter) like to do that.

Rose: I might not care who's there.

Kim: You know, and if it seems like it’s appropriate as the time gets

closer, we can have him just kind o f  move down. We will still have
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our hands there... We do most o f  it, he'll just, you know. But, 

certainly he can still have his hands there, too.

Kim (CNM) showed flexibility and support as she reviewed Rose's birth plan 

with her. It was important for Kim (CNM) to understand the background with which 

Rose arrived at certain points in the plan. In the course o f the prenatal visit, they 

covered a wide array o f  topics related to the birth plan such as, medications, water 

therapy, fetal monitoring, mobility in labor, comfort measures, positions for giving 

birth, and breastfeeding. They concluded their discussion with the following 

comments:

Kim: So this looks absolutely fine and basically I'm trying to think if we

would, we'd do anyway.

Rose: Okay.

Kim: Because we certainly encourage your husband to be as involved as,

you know, as both o f you are comfortable with.

Rose: Right.

Kim: And, we want to be supportive o f helping you have the kind of birth

that you would like. Obviously we want to have a healthy mom

and baby too, but there's lots o f flexibility within that...

Decision-Making. There were many decision-making situations during the 

prenatal visit. Collaborative and non-collaborative decisions were made.
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Collaborative decisions included a plan to allow Rose's husband to be very involved 

with the birth, such as letting him assist the CNM with catching the baby and then 

cutting the cord. Other collaborative decisions were the use o f  the bathtub and jacuzzi 

tub in labor, the willingness to try various comfort measures before giving analgesic 

medications such as Vistaril or Phenergan to promote relaxation, flexibility in 

permitting visitors during labor, and bonding time. Both Rose and Kim (CNM) 

engaged in a variety o f non-collaborative or independent decisions. Rose wants to 

direct her husband's activities in labor because she is uncertain if  she will want him to 

remain at her side giving labor support or if  she'll be comfortable enough to let him 

assist the CNM with the birth. Rose hopes to avoid an episiotomy and plans to 

breastfeed soon after the baby is bom. Although Rose's husband, Javi, will be her 

labor support person, she wants her mother, sister, and her older son to visit her during 

labor and after the birth. Independent decisions made by Kim (CNM) included a 

baseline strip o f fetal monitoring on admission, followed by intermittent monitoring. 

She directed Rose to be mobile in labor and to use a rocking chair and a large birthing 

ball, which facilitates a modified squatting position. Kim gave this direction in 

response to Rose's story about laboring in bed with her last baby and not being mobile. 

Another independent decision on Kim's part (CNM) was to allow Rose's older son to 

visit her in labor as long as he was accompanied by a responsible adult.

Tara and Jude (CNM)

Tara did not attend childbirth classes and admitted to Jude (CNM) that she felt 

"scared" about the upcoming labor and birth. However, this was her 38th week
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prenatal visit and she had written a birth plan. Tara related that she had done a 

considerable amount o f  reading and watched videotapes about labor and birth. Yet, 

she was still feeling anxious. Jude (CNM) told her that all women giving birth for the 

first time are a bit apprehensive, even if  they attended childbirth classes. Jude (CNM) 

explained why women are "scared".

Jude: Because you're being made to think about it. But it's good to think

about it, and it's good to be scared because it helps you to prepare 

yourself. If you don't think about the pain or being scared and you 

just kind of repress it, then all o f  a sudden you go into labor and it's 

there, you panic, and you haven't developed any way o f  dealing 

with it or coping with it. And your imagination usually is a lot 

worse than reality.

Tara: Yeah?

Jude: Yeah. So in thinking about it, imagining what it could be...

Tara: (laughing)

Jude: But you never know. If we had crystal balls and could tell you

exactly how it would be, we'd be, I'd be wealthy. But, um, we 

don't, so everybody’s different in labor. There's a lot o f  unknowns 

and that's I think what makes it scary, too.

Tara: Hmm.

Jude: In your reading and in the movies, was there anything, um, that you

think you might like to do in labor that would help you?
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Tara: Mmm, I just, I was thinking.. .breathing and massage maybe may

help. Like if  you get back pains, you know.

Jude: We can do that, we can do massage.

Tara: (in the movie) Leaning on the ball looks like that was helping the

lady, so.

Jude: Birthing ball. Being up and around is very helpful rather than in

bed.

Tara: Mm hmm.

Jude: Staying home as long as you can helps, too. 'Cause once you get in

the hospital you expect things to happen.

Tara: Yeah, faster.

Jude: Stay home as long as you can. Water, we have the shower, the

jacuzzi.

Tara: Mm hmm.

Jude (CNM) was reassuring and supportive in addressing Tara's anxiety. It 

was important for Jude (CNM) to understand the background with which Tara arrived 

at certain points in the plan. They proceeded to talk about breathing exercises, 

relaxation techniques, and comfort measures. Then, Tara handed Jude (CNM) a copy 

of her written birth plan. They reviewed it together. Jude (CNM) initiated the 

following conversation as she read the birth plan:

R e p ro d u c e d  with perm iss ion  of th e  copyright ow ner.  F u r th e r  reproduction  prohibited without perm iss ion .



229

Jude: Now the medication, you know, if  you decide that's what you want,

usually we use Stadol.

Tara: Stadol?

Jude: Mm hmm. It's like a synthetic narcotic. It's not a true narcotic.

And it works fairly quickly, and it wears o ff fairly quickly. It helps 

to relax you and take the edge o ff the pain.

Tara: Mm hmm.

Jude: Um, most women, after they have the Stadol, they can still be up

walking around and it doesn't relax you so much that you fall 

asleep. Occasionally, there is somebody who does get really sleepy 

with it, but not usually.

Tara: Yeah.

Jude: And sometimes all, if you need anything, it's just a little bit o f  that

and it gets you kind o f over the hump.

Tara: Okay.

Jude (CNM) and Tara continued their discussion to include such topics as 

episiotomies, cutting the umbilical cord, positions for labor and birth, and the use o f  a 

jacuzzi. In some ways, Jude (CNM) was conducting a private childbirth education 

class for Tara. Tara sought information from Jude's experience that helped to support 

her birth plan.

Decision-Making. There were numerous decision-making situations during the 

prenatal visit, even though Tara had completed a written birth plan. Some were
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collaborative and others were non-collaborative. Collaborative decisions included 

Jude (CNM) teaching a mini-childbirth preparation class in the context o f  the prenatal 

visit since Tara did not attend classes. Jude (CNM) said that the CNM attending Tara 

in labor would help her with the breathing exercises, relaxation techniques, and 

massage. Other collaborative decisions involved positions for birth, mobility during 

labor, the use o f  the birthing ball, and water therapy with the shower and/or jacuzzi. 

Tara plans to stay home as long as possible in early labor. She has been using the 

relaxation tapes recommended by Jude, too. Non-collaborative decisions were made 

by both Tara and Jude (CNM), too. Tara wants analgesic medication for pain if 

needed. She also intends for the baby’s father to be her main labor support person and 

plans for him to cut the umbilical cord. Originally, Tara had wanted the birth 

videotaped but stated that she has changed her mind. She has decided to have pictures 

taken during labor and birth with an automatic camera instead o f using a videotape. 

Jude (CNM) made independent decisions, offering Stadol as the medication o f her 

choice for relief o f  pain in labor if needed. She said that CNMs only cut episiotomies 

if the baby is in acute distress and that this intervention is not done routinely. While 

teaching Tara about labor and birth, Jude (CNM) used a rubber band to illustrate the 

stretching o f perineum. Jude (CNM) presented the hospital's policy on videotaping in 

response to Tara's inquiry, even though she has subsequently decided to use an 

automatic camera instead o f a videotape.
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Mia and Abbie (CNM)

Mia forgot to bring the written birth plan with her to the 36,h week prenatal 

visit with Abbie (CNM). However, she told Abbie (CNM) that she had completed it 

and was able to recall specific details o f  the birth plan. Abbie (CNM) was supportive 

o f Mia's preferences and decisions. An example o f their dialogue follows:

Abbie: Well, just explain to me what your hopes are. Who do you plan to

have with you?

Mia: In the room, just my husband.

Abbie: And does that mean out in the hall is your mom or somebody?

Mia: ...M y mom and his mom. This is the first for his family. Now my

mother has 7 or 6 already, so. His family really this is the first one, 

so I know they'll all be sitting out in the hallway waiting.

Abbie: What are you hoping to use for pain?

Mia: My goal right now is nothing.

Abbie: Mm hmm, good.

Mia: I’d like to aim, I think I have a high tolerance for pain...granted,

I’ve never had a kid, so. But I'd like to aim for nothing to begin 

with, and then...

Abbie: Or at least no medication.

Mia: No medications.

Abbie: But maybe the tub?

Mia: I am looking at the tub.
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Abbie: Great.

Mia: That was definitely something I said.

Abbie: Do you think your husband would get in it if  we use the big one?

Mia: He said he would.

Abbie: Oh good.

At the end o f a lengthy discussion about the various tubs and the second stage

o f labor, Abbie (CNM) exclaimed, "It is very exciting for us to have somebody who 

wants to deliver naturally". Mia took the discussion further by describing a 

conversation she had with her husband, as follows:

M ia :

Abbie:

Mia:

Abbie:

I say to my husband, "Don't let anybody give me any drugs," 

because I'm not big on, I don't like, it’s horrible, but I don't like 

the feeling o f not feeling in control, and I hear so many different 

people say, you know, I couldn't feel anything from, and that 

bothers m e...not feeling anything. And then, someone had said 

they had Demerol, and if they gave it to you intraveneously it 

kind o f effects your, I said, I think I want to try nothing and see, 

you know, and then at the very end something happens and I 

really can't tolerate it, then...

We have other things, but we'll work with this plan.

My goal is nothing.

Yes.
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Decision-Making. Even though Mia forgot to bring her completed birth plan 

to the prenatal visit, she recalled the decisions she had made and many o f  the specific 

details that were included. For example, Mia and her husband plan to use the large tub 

in labor, which can hold both o f  them. Men giving this kind o f  labor support, 

typically put on a bathing suit and get in the large tub (almost like a child's swimming 

pool but deeper) with their partners. A collaborative decision was to remain flexible 

about whether or not to have the baby in the tub or to get out during pushing or right 

before the birth. Prior to getting in the tub, Mia wants to walk around and change 

positions frequently. Non-collaborative decisions were made by Mia and Abbie 

(CNM). Mia wants to have her husband with her for labor support. Her mother and 

mother-in-law will wait down the hall in the family waiting room. Mia is adamant 

about not taking any medications unless absolutely necessary. She told Abbie (CNM) 

that she asked her husband to advocate for her, "I say to my husband, don't let 

anybody give me drugs, because I'm not big on, I don't like, it's horrible, but I don't 

like the feeling o f not feeling in control". Mia hopes to take a shower after the baby is 

bom and walk around again...that is, after bonding time and breastfeeding. Abbie 

(CNM) made one independent decision, which was to tell Mia to get out o f  the tub 

soon after giving birth (if Mia does indeed deliver in the tub) because it tends to be 

messy in the tub during the third stage o f labor.

It was apparent that Abbie (CNM) supported Mia's plans for labor and birth. 

However, Abbie (CNM) took an opportunity when needed to advise Mia about certain 

things based on her clinical experience.
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Connie and Abbie (CNM)

Connie had already completed a birth plan when she saw Abbie (CNM) for a 

38th week prenatal visit. The two women reviewed the birth plan together, clarifying 

certain points and elaborating on others. It was an informative and supportive process. 

The following excerpts illustrate the pattern o f interaction that occurred:

Abbie: I would like to go over your birth plan, because this is the first time

I've seen it written.

Connie: Oh, okay.

Abbie: I know we had talked a lot about the individual things, but 1 see that

your husband, o f  course, will be there, and maybe a  friend.

Connie: Holly, yeah.

Abbie: Does she have any familiarity with birth, or?

Connie: Um, well actually she came to the birthing class with me yesterday,

and I've been talking with her at length, and she’s reading the Susan 

McCutching book right now which is on the Bradley Method.

Abbie: Mm hmm.

Connie: What we're looking for with Holly is really, this is my attempt to

have somebody take care o f Ken a little bit...

Abbie: Aw...

Connie: 'Cause I know that Ken won’t necessarily take care o f  himself, and I

probably won't be focused on him.
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Abbie: That's a wonderful idea.

Connie: So just to remind him, do you need to go to the bathroom, do you

need something to drink? So she can fill in. So that's not 

necessarily for the actual birthing. It's more to help through, 

depending on how labor goes.

Abbie: Yeah.

Connie: You know, be there for him. And she's a good friend. Very

comfortable.

Abbie: And what a great opportunity for her, too, to be present at the birth.

Connie: She's very excited (laugh).

Abbie: Practically a member o f the family.

Connie: Yeah.

In the course o f the visit, Abbie (CNM) questioned Connie about the material 

covered in the series o f twelve childbirth classes she attended on the Bradley Method. 

Abbie (CNM) attempted to interface the Bradley approach with the nurse-midwifery 

one. Connie said she planned on spending time in early labor walking and swimming.

Abbie: And then on your birth.. .now there are things how to cope with

pain that you're hoping to do it unmedicated using relaxation, 

breathing, the pool or jacuzzi. Do you have a preference o f 

those two water places?
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Connie: I actually want to go peek again. Because, urn, I haven't seen

what the jacuzzis look like, and I...

During the visit, Connie and Abbie (CNM) also discussed Connie's wishes to 

delay the baby’s eye drops and to give the Vitamin K injection only if  indicated.

Connie mentioned that she did not want the baby to have a Hepatitis B vaccine or be 

given a pacifier. She does not want an episiotomy unless the baby is in distress. She 

concluded the review o f  her birth plan with Abbie (CNM) by saying, "we're not anti- 

everything. What we are is anti-procedure, you know procedural routine".

Decision-Making. There were numerous decision-making situations during the 

prenatal visit. Some were collaborative and others were non-collaborative. 

Collaborative decisions included staying home as long as possible in early labor while 

keeping in touch with the CNM by telephone, avoidance of medications, and walking 

in early labor. At the hospital, Connie plans to use a jacuzzi tub in a birthing room or 

the large tub, which resembles a child's swimming pool. If she uses the large tub, it 

can accommodate flotation devices and the large birthing ball for support. Connie and 

Abbie (CNM) wanted to maintain complete flexibility regarding an actual water birth 

or just laboring in the water and getting out o f  the tub to give birth. Planned coping 

strategies were breathing exercises and relaxation techniques. Other decisions 

included placing the baby on Connie's abdomen immediately after birth, delayed cord 

clamping and baby procedures. Abbie (CNM) reassured Connie that CNMs do not do 

routine episiotomies. Independent decisions made by Connie included plans to have 

her husband and her friend, Holly, present for labor support. She said that she will
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have Holly telephone her parents when she is pushing because they plan to drive up 

right away. Connie attended a series o f  twelve Bradley Method childbirth classes.

She expressed a desire to swim in early labor to pass the time, which is an activity she 

engages in often. She has sought out the W ater Birth web site to gain further 

information in planning the birth. Her husband does not want to cut the umbilical 

cord. Other decisions included no pacifiers, no Hepatitis B vaccine for the baby, and a 

Vitamin K. injection only if  medically indicated. An independent decision made by 

Abbie (CNM) was recommending that Connie get out o f  the large tub after birth for 

the delivery o f  the placenta and avoiding leaning back in the tub while in labor. She 

said. "This leaning back position, is said to contribute to back labor, because the 

heaviest pressure o f the baby is the spine...and so when you're in this position, the 

baby's spine tends to go down and be next to yours. That is not conducive. The 

leaning forward positions are better".

These eleven cases belonged in the pattern o f  validation for the prenatal visits 

and had the following characteristics:

a. The clients had already formulated a birth plan that were either written 

completely or were illustrated with specific preferences. The clients 

were able to articulate the rationale for their choices.

b. The CNMs mostly validated that the plans were sound and workable. 

However, the CNMs were also very insistent about being flexible with 

the plan. Most of their communication focused on reinforcing or 

supporting the decisions, occasionally giving more information if  they 

thought the clients needed it.
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c. The prenatal visit, therefore, included in general three phases:

reviewing the plan, reillustrating and reaffirming the plan, and further 

deliberating about the pros and cons o f the issues involved.

In examining the three patterns o f interaction, one can see a myriad o f 

similarities and commonalities. Table 3 shows the key characteristics in the three

patterns:

Table 3. Key Character 
Addressing a

istics of the Patterns o f  Interaction During Prenatal Visits 
Birth Plan

Patterns Key Characteristics

Pattern o f Directives

1. No specific birth plan formulated.
2. CNM directed the discussion o f topics.
3. Enumeration o f  points to be included in a birth plan by 

the CNM.
4. CNM gave a great deal o f  information.
5. Clients sought clarification o f options available.

Pattern o f Emergence

1. A birth plan was being planned.
2. Clients brought up specific concerns and issues during 

the prenatal visit.
3. CNM geared the visit toward resolving client 

uncertainties.
4. CNM was not oriented toward thoroughness with the 

birth plan.
5. CNM emphasized flexibility

Pattern o f Validation

1. A birth plan was completed.
2. Clients articulated the rationale for their choices.
3. CNMs validated that the plans were sound and workable.
4. CNMs reviewed, reillustrated, reaffirmed and further 

deliberated about the issues involved.
5. CNMs emphasized flexibility.

The following discussion will elaborate on the similarities and commonalities 

in the three patterns o f  interaction. In all o f  the patterns, both CNMs and clients gave
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and sought information. Interaction during prenatal visits was client-focused; CNMs 

were clearly interested in making each client's birth experience as positive and as 

individual as possible. It is for these reasons that a birth plan is such an important 

document to have as labor approaches. For clients who needed specialized 

information and for those who did not attend childbirth preparation classes, CNMs 

utilized strategies to "fill in the gaps" o f knowledge. This can be interpreted as true 

"caring"~wanting a client to have a favorable outcome with a healthy baby, a positive 

birth experience with enhanced self-esteem, and satisfaction with the care received 

from her CNM providers.

In all three patterns, CNMs exhibited flexibility in their approach to client 

preferences and concerns. Both CNMs and clients were open-minded in relation to 

the plan o f care, options and alternatives, and the opinions o f others. There was 

mutual respect, trust, consideration, sensitivity, and kindness. Both participants in the 

interaction recognized that certain decisions cannot be finalized until labor 

commences and is experienced by the client. In light o f  this, CNMs encouraged 

clients to think ahead and identify their preferences, which may help in the decision

making process.

A birth plan was viewed as a vehicle o f communication in all three patterns o f  

interaction. Jude (CNM) articulated this point very well when she said, "the birth plan 

is good for us...because it lets us know what is important to you." Along these same 

communication lines, CNMs involved in each o f the three patterns o f interaction 

imparted information about the importance o f positive thinking by clients as they 

approached the childbirth process. This was especially evident in two cases (prenatal
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visits) where the CNMs engaged in a "pep talk" as they prepared the clients for labor 

and birth. Marie (CNM) emphasized the importance o f  a positive attitude and 

encouraged Ann to think o f empowering images and words. She said that this way o f 

thinking makes you feel strong... that you can do the work o f  labor...and that you can 

help yourself. She concluded that the "key to labor" is taking one step at a time with 

effective communication. In the "pep talk", Marie (CNM) urged her client to build 

confidence in herself, to think about what makes her comfortable and what helps her 

communication with others, and to use the CNMs as resources to help her get through 

labor and birth. Similarly, Marion (CNM) encouraged Kara to focus on the strength 

she has exhibited in her life. She reminded her that "you don't leave all the strength 

that you have in coping...at the front door o f the hospital".

The three patterns o f  interaction differed from each other in numerous ways. 

The following discussion will highlight these differences. With the "pattern o f 

directives", CNMs pointed out the need for a birth plan and used their verbal 

communication to move clients in the direction o f completing a plan. They focused on 

this objective by initiating a discussion, changing the subject, and introducing new 

information. They made suggestions, asked questions, gave advice, and specified 

aspects to be included in a birth plan. They illustrated alternatives by drawing upon 

stories and examples from clinical practice. A CNM's role could be compared to an 

athletic coach, a teacher, a mentor, and even a quarterback in this pattern. This focus, 

guidance, and direction leads clients down the path o f formulating a birth plan in 

preparation for the arduous journey through labor to birth.
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The client's focus involved seeking information about a birth plan, illustrating 

personal preferences, and seeking clarification o f specific points. The type of 

directive communication that occurred in this pattern was evident in several o f the 

cases (prenatal visits). For example, Rita (CNM) encouraged Kassie to "write things 

down" that were important to her regarding the childbirth experience. In one 

encounter, Jude (CNM) conducted a mini-childbirth class for Gloria within a prenatal 

visit because Gloria hadn't attended classes and lacked knowledge concerning the 

physiological changes that occur during labor. Jude (CNM) presented a wealth of 

information that would help Gloria develop a birth plan. On a concluding note, CNMs 

involved in this pattern were "in control" during the interaction as well as flexible, 

forming an effective combination.

The "pattern o f emergence" differed from the other two, in that, interaction 

was not oriented toward comprehensiveness with regard to a birth plan. It was a free- 

flowing or "hit or miss" approach. However, the CNMs focused on identifying key 

aspects for a birth plan, illustrating alternatives, specifying one's preferences, and 

providing information when it was sought. Perhaps the CNM began discussing the 

usual topics one considers when developing a birth plan but became immersed in an 

in-depth conversation about the client's major concern related to the upcoming 

childbirth experience. For example, Stella disclosed a past history o f hospital-induced 

anxiety to Kim (CNM) during the observed prenatal visit. Stella said that she was 

quite sure that she would "panic" when admitted in labor because she hates being in 

the hospital. She focused on this possibility and explored her options with Kim 

(CNM). They discussed the use o f tranquilizers to allay anxiety in labor as well as the
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fact that certain analgesic medications also tend to decrease anxiety. In a similar 

fashion. Ellen was interested in epidural anesthesia and Sara (CNM) provided 

extensive information about it, including the advantages and disadvantages of this 

intervention. Another client, Kelly, had done a considerable amount o f reading about 

positions for labor and birth. She engaged in a lengthy discussion on this topic with 

Vicki (CNM) during a prenatal visit and expanded the content to include positions for 

pushing as well.

The aforementioned examples show that clients involved in interactions which 

followed this pattern focused on seeking information, asking for alternatives, and 

illustrating preferences. They asked questions about difficulties and deviations 

because these issues needed to be addressed before they could complete a birth plan.

The "pattern o f  validation" differed from the other two because it centered on a 

completed written birth plan which the other patterns did not. The validation process 

consisted of the CNM and client reviewing the birth plan together to make sure the 

client understands the points. Although this review enumerated topics included in the 

birth plan, it differed from the "pattern o f directives". The "pattern o f directives" 

identified topics to consider in formulating a birth plan, whereas, the "pattern of 

validation" occurred after the birth plan was completed by the client. The CNM-client 

interaction following the "pattern o f validation" involved reviewing the birth plan with 

supportive and elaborative processes such as clarification, qualification, agreement, 

and approval. CNMs focused on the need for flexibility by illustrating what may 

happen to change the plan. They were also interested in finding out the background 

with which clients arrived at certain points in the plan.
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The tone o f the interaction in this pattern was also different from the other two 

because the nature o f validation is a more advanced process and is further along on a 

continuum than a "pattern o f  directives" or a "pattern o f emergence", when 

considering the status o f  a birth plan. The completed birth plans o f  Rochelle and Della 

mentioned "contingency plans" in the event o f  complications and/or cesarean birth. 

Both o f  these birth plans are included in this study for illustrative purposes.

In this pattern, clients focused on elaborating on the plan by pointing out 

specific rationale or feelings that led to decisions in the plan. They also requested 

information about possible deviations and specific data from the CNM's experience 

that would support the plan.

On a concluding note, this researcher wishes to mention some interesting 

choices made by clients and supported by CNMs in the completed birth plans. Kendra 

opted to use the services o f a doula to complement labor support and to help with her 

planned water birth. Actually, a  few clients in the study entertained the possibility o f  a 

water birth since they planned to spend a major portion o f  labor in either a jacuzzi or 

in a large tub that resembled a child's swimming pool. This type o f  water therapy was 

popular with both clients and CNMs for relaxation and comfort. Another unique 

decision made by Connie was to attend a series of twelve Bradley Method childbirth 

preparation classes, rather than the usual Lamaze Method, ICEA, or hospital-based 

series o f six classes. The Bradley Method classes begin in the first trimester and are 

interspersed throughout the entire pregnancy. It was also important to note that the 

CNMs in this study supported the decisions made by the clients with regard to 

childbirth education, even if a  client decided not to attend classes. While the CNMs
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encouraged clients to take classes, read childbirth-related literature, and give 

considerable thought to a birth plan, there was no pressure involved.

Table 4a illustrates program decisions addressed in the prenatal visits relative 

to a birth plan. Program decisions involve planning and are related to goal priorities 

and program contents. The specific program decisions listed in Table 4a emerged 

from the data as introduced by either the CNM or client during the prenatal visit. 

Examination o f  the table reveals that the majority o f decisions were made 

independently by clients, such as plans for labor support persons, visitors during labor, 

method o f  infant feeding, sibling visitation, length of hospital stay, lactation consultant 

referral, massage therapy, and making a contingency plan for a cesarean birth. Some 

program decisions were made independently by CNMs and included consultant OB- 

GYN MD referrals, the ordering o f  diagnostic procedures, social service referrals, 

changing the schedule o f  prenatal appointments, fetal monitoring, visitors during 

labor, contingency plans for a cesarean birth, and choice o f pediatric coverage.

Several collaborative program decisions included making plans for labor support, fetal 

monitoring, and sibling visitation.

It is apparent that there is much overlap regarding these program decisions, in 

terms o f  how the decisions were actually made. This relates back to the various 

patterns o f interaction and if the CNM  was in a directive mode, whether the birth plan 

was in an emergent state, or if  the birth plan was in the process o f  being reviewed and 

validated.
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Table 4a. Program Decisions Addressed in the Prenatal Visits Relative to a 
Birth Plan

Program Decisions
Cases Found

Collaborative
Client-Independent CNM-

Independent

I. M ethod o f  feeding 
baby
(breastfeeding or 
bottlcfccding

G loria &  Jude (CNM) 
Yvonne & Abbie (CNM)

2. Lactation
consultant referral

Elisc &  Sara (CNM)

3 Plan for labor 
support persons

Bctsv & Vicki (CNM ) 
K en d ra*  A bbie (CN M )

Gloria & Jude (CNM) 
C harlotte &  Marion (CNM) 
Sue & Vicki (CNM) 
Yvonne & Abbie (CNM) 
C onnie & A bbie (CNM) 
Elise & Sara (CNM)
Tara &  Jude (CNM)
Della & Vicki (CNM)
M ia and Abbie (CNM)

4. Plan for fetal 
monitoring

Yvonne & Abbie (CNM ) 
Della & Vicki (CN M )

Kim (C N M ) &  Rose

5 Plan for visitors 
during labor

Rochelle & Rita (CNM) 
Connie & A bbie (CNM)

Kim (C N M ) &  Rose

6. Use o f  a massage 
therapist

Charlotte &  Marion (CNM)

7. Plan for sibling 
visitation

Vivian &  Marie (CN M ) Rose &  Kim (CNM)

8 Length o f  hospital 
stav

Rochelle & Rita (CNM)

9. Choice o f  pediatric 
coverage

Sara (C N M ) &  Elisc

10 C onsultant OB- 
GYN M D  referral

Rita (C N M ) &  Kassic 
Rita (C N M ) & Rochelle

11. Contingency plan 
for cesarean birth

Rochelle &  Rita (CNM) Vicki (C N M ) &  Della

12. Social service 
referral

Rita (C N M ) &  Kassie 
Jude (C N M ) &  Gloria 
Jude (C N M ) &  Tara

13. Change in the 
schedule o f  
appointm ents

Vicki (C N M ) &  Sue

14. O rdering o f  
diagnostic 
procedures

Rita (C N M ) &  Rochelle 
A bbie (C N M ) &
Kendra
Kim (C N M ) &  Rose

Table 4b illustrates operational control decisions addressed in the prenatal 

visits relative to a birth plan. Operational control decisions involve selecting the 

manner in which actions are performed in terms o f handling materials, energy, or 

information in specific situations. The specific operational control decisions listed
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in Table 4b emerged from the data as introduced by either the CNM or client during 

the prenatal visit. Examination of the table reveals that the majority o f the decisions 

involved CNM-client collaboration, especially the following decision categories: 

hydration, mobility, comfort measures, water therapy, positions for pushing, 

positions for giving birth, therapeutic modalities, assistance with the birth by either 

the client herself or by a designated person, baby procedures after birth, activities 

during labor, medications during labor, and the use o f herbal remedies. Some 

operational control decisions that were made independently by clients were in the 

areas o f medications during labor, plans for cutting the umbilical cord, the desire to 

breastfeed and have bonding time immediately after giving birth, therapeutic 

modalities, circumcision, hydration, baby procedures, and herbal remedies. There 

were a few operational control decisions made independently by CNMs which 

included therapeutic modalities, the initiation o f fetal movement counting, and the 

use o f mental imagery.

Table 4b. Operational Control Decisions Addressed in the Prenatal Visits Relative 
to a Birth Plan

Operational 
Control Decisions

Cases Found
Collaborative Client-Independent CNM-Indcpendent

1. Hydration G loria &  Jude (CNM) 
Charlotte &  Marion (CNM) 
Yvonne & Abbie (CNM) 
Della &  Vicki (CNM) 
Kendra &  Abbie (CNM)

Kara &  M arion (CNM )

2. Mobility Ann & M arie (CNM) 
Charlotte & Marion (CNM) 
Yvonne &  Abbie (CNM) 
Della &  Vicki (CNM)
Elisc & Sara (CNM) 
Connie & Abbie (CNM) 
Kendra & Abbie (CNM) 
Tara & Jude (CNM)
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Table 4b. Operational Control Decisions Addressed in the Prenatal Visits Relative 
to a Birth Plan

Operational 
Control Decisions

Cases Found
Collaborative Client-Independent CNM-Independent

3 Comfort M easures Rose &  Kim (CNM ) 
G loria & Jude (CNM) 
Rochelle &  Rita (CNM) 
Elise &  Sara (CNM )

4. W ater Therapy’ 
(shower, tub. 
Jacuzzi, pool)

G loria & Jude (CNM) 
Ann & M arie (CNM) 
Stella &  Kim (CNM) 
Connie &  A bbie (CNM) 
Mia &  A bbie (CNM) 
T ara &  Jude (CNM ) 
Rose &  Kim (CNM ) 
Kendra &  A bbie (CNM) 
Vivian &  M arie (CNM) 
Della &  Vicki (CNM)

5. Positions for 
Pushing

Kelly &  Vicki (CNM) 
Yvonne & A bbie (CNM) 
Rochelle &  Rita (CNM) 
Elisc & Sara (CNM )

6 Positions for G iving 
Birth

Kassic &  Rita (CNM) 
Kelly &  Vicki (CNM) 
Rochelle & Rita (CNM) 
Tara & Jude (CNM ) 
Elise & Sara (CNM )

7. Therapeutic 
M odalities 
(arom atherapy, 
music, birthing 
stool, etc.)

K assic & Rita (CNM)
Betsy &  Vicki (CNM) 
Charlotte &  M arion (CNM) 
Elise & Sara (CNM )
Tara &  Jude (CNM )

Vi%-ian & M arie (CNM ) 
Kendra & A bbie (CNM )

Vicki (CNM) & Kelly

8. Cutting o f  the 
Umbilical Cord

Kendra &  A bbie (CNM) Connie & A bbie (CNM ) 
Yvonne & A bbie (CNM ) 
Elisc &  Sara (C N M ) 
Tara & Jude (CN M )

9. A ssistance w ith the 
birth (by client or 
designated person)

Kendra &  A bbie (CNM) 
Rose &  Kim (CNM )

10. Baby Procedures 
after Birth

Kassic &  Rita (CNM) 
Yvonne &  A bbie (CNM)

Connie & A bbie  (CNM )

11. Breastfeeding 
immediately after 
Birth

Della &  Vicki (CNM) Elisc & Sara (C N M ) 
Rose & Kim (C N M ) 
M ia & A bbie (C N M )

12. Bonding tim e 
immediately after 
Birth

Della &  Vicki (CNM) Elisc &  Sara (C N M ) 
Rose &  Kim (C N M ) 
M ia & A bbie (C N M )

13. Activities during 
labor

Della &  Vicki (CNM) 
G loria & Jude (CNM)
Ann &  M arie (CNM ) 
C harlotte & M arion (CNM ) 
Yvonne &  A bbie (CNM)
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Table 4b. Operational Control Decisions Addressed in the Prenatal Visits Relative 
to a Birth Plan

Operational 
Control Decisions

C ues Found
Collaborative Client-Independent CNM-Independent

14. Medications during 
labor

Elisc & Sara (C N M )
R ose & Kim (C N M )
D ella &  Vicki (C N M )
Stella &  Kim (C N M ) 
Y vonne &  A bbie (C N M ) 
G loria &  Jude (C N M )
A nn &  M arie (C N M ) 
C harlotte &  M arion (CNM )

M ia &  A bbie (C N M ) 
T ara &  Jude (C N M ) 
K assie &  R ita (CN M ) 
Sue &  Vicki (C N M ) 
Rochelle &  R ita (C N M ) 
Kara &  M arion (CN M )

15. Herbal Remedies K assic &  Rita (CN M ) 
E lisc &  Sara (CN M )

K endra & A bbie (C N M )

16. Fetal movement 
counting

Rita (CNM) & Kassic 
Jude (CNM) & Gloria

17. Circumcision Betsy &  Vicki (CN M )
18. Mental imagery Marion (CNM ) & 

Charlotte

There was a great deal o f  CNM-client collaboration with regard to the various 

operational control decisions addressed in the prenatal visits relative to a birth plan. 

Several factors may help to explain this finding. First, CNMs tend to focus on birth 

plan-related topics in the third trimester o f pregnancy and the context of a prenatal 

visit is the perfect platform to do so. Second, CNMs in the three patterns of 

interaction either directed clients to consider these topics or addressed specific client 

concerns relating to the upcoming childbirth experience or reviewed a completed birth 

plan which generated further discussion and clarification. Third, clients generally look 

to their CNM providers for advice, guidance, and support in decision-making because 

o f their significant knowledge o f  the subject matter, clinical experience, and skilled 

expertise. Therefore, the study's findings suggest that the verbal behaviors exhibited 

by CNMs during prenatal visits foster collaborative decision-making.
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Communication Between the CNMs and Clients

The prenatal visits in the third trimester o f  pregnancy were situations of 

communication between CNMs and clients which focused on the upcoming labor and 

birth experience in terms o f  a birth plan. The birth plan was seen by the CNMs as an 

anticipatory tool to get clients to think about their preferences for the conduct of 

normal labor. Such preferences could be comfort measures, positions, therapeutic 

modalities, labor support persons, medications, mobility, hydration, music, and a 

myriad of other options under the broad and eclectic umbrella o f  midwifery care.

Each participant’s (CNM or client) perspective influenced the progression of 

the interaction and the manner in which the birth plan was addressed. CNMs support 

the idea of a birth plan or birth essay because it is a communication document which 

catalogs a client's preferences for labor and birth. It can be stated formally or 

informally. It also helps clients come to terms with the reality o f  the situation by 

giving them an opportunity to anticipate, visualize, reflect, and prepare for the 

childbearing season. They can state their hopes and fears, make contingency plans, 

and receive validation from the CNMs responsible for their care. They can also 

review and fine tune their coping strategies, drawn from an array o f past experiences, 

so that these techniques are ready to be put into practice during the labor and birth.

The prenatal visits involved a variety o f activities for the CNMs such as giving 

information, seeking information, assessing maternal and fetal well-being, giving care, 

teaching, directing, advising, and determining the need for additional services for the 

remainder o f the pregnancy and in the postpartum period. From the clients' 

perspective, the prenatal visits also involved several activities which included giving
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information, seeking information, receiving care, and procuring support and 

reassurance.

Thus, the interactions that occurred between the CNMs and clients during the 

prenatal visits could be categorized into different types o f situations according to their 

purpose. The following typology o f  communication situations was developed 

inductively from the data with the aid o f Hall, Roter, and Katz (1988) who formulated 

conceptual groupings o f  provider process variables. The types o f  communication 

situations in this study included: 1) information giving situations: 2) information 

seeking situations or questioning situations; 3) social conversation situations: and, 4) 

decision-making situations. However, this researcher was mainly interested in 

situations which focused specifically on the birth plan.

In each o f the twenty visits, the subject o f a birth plan was brought up by either 

the CNM or client. Most o f  the time, the CNM introduced the subject. Occasionally, 

the client initiated the discussion, especially if she had the written document 

completed. Depending on each CNM-client dyad, the discussion during the prenatal 

visit may have included a variety o f  substantive topics relevant to a birth plan, or the 

validation o f a completed birth plan, or an in-depth analysis o f  a particular client 

concern such as anxiety or pain relief. In a few cases, a client gave information about 

a birth plan before the CNM requested it. At times, the CNM sought information as 

she conducted the physical examination. In other instances, the client requested 

information from the CNM as she performed Leopold maneuvers or measured the 

fundal height. Sometimes the information sought pertained to the birth plan and other 

times it had to do with the baby’s position or estimated fetal weight. Some social
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conversation took place in all o f  the twenty CNM-client interactions in addition to 

information giving, information seeking, and decision-making.

Table 5 provides a list o f  general participative verbal behaviors found in the 

prenatal visits regarding the formulation o f  a birth plan.

Table 5. Participative Verbal Behaviors in CNM-Client Interactions 
Regarding the Formulation of a Birth Plan

CNM Client

• Gives information •  Gives information
• Storytelling • Storytelling
• Anticipatory Guidance • States position
• States position •  Agrees/Approves
• Gives direction • Clarifies
• Agrees/Approves •  Validates
• Clarifies •  Confirms
• Confirms • States preference
• Validates •  Introduces a new subject or
• States preference changes the subject
• Presents options/alternatives • Seeks information
• Qualifies • Reviews birth plan
• Introduces a new subject or • Vacillating

changes the subject • Expressing satisfaction
• Seeks information •  Concluding discussion
• Reviews birth plan • Flexibility
• Flexibility • Reprimanding (children)
• Expressing sensitivity • Anticipating
• Expressing satisfaction
• Concluding discussion/closure
• Presenting contingencies
• Giving encouragement
• Interpreting

•  Expressing vulnerability

Participative Verbal Behaviors in CNM-Client Interactions

The list o f participative verbal behaviors was developed inductively from the 

data with the aid o f Hall, Roter, and Katz (1988) who formulated a list o f  partnership
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building behaviors in their meta-analysis o f  provider behaviors in medical encounters. 

The verbal behaviors o f CNMs and clients reflected an orientation toward openness 

for information (requesting or seeking information), willingness to provide 

information (giving information), stating one's position (opinion), agreement and 

approval (verifying listening), and accepting the final decision made by either 

participant or both.

While the verbal behavior o f seeking information was rather straightforward in 

the form o f a question, the giving of information often took on a more complex form. 

For example, information was often given in a simple declarative statement but it 

occasionally involved "storytelling" to illustrate a particular point. Both CNMs and 

clients engaged in storytelling. The CNMs frequently gave information in the form o f 

anticipatory guidance as a preparatory gesture or they gave direction to the clients by 

means o f suggestions. Verbal exchanges by both participants often took the form of 

clarification, validation, and confirmation o f information.

The verbal participative behaviors of the CNMs and clients will be discussed 

according to the three patterns o f interaction. There were five cases (prenatal visits) 

that were identified in the "pattern of directives".

Kassie and Rita (CNM ):

Rita's predominant verbal behaviors were giving information about topics to 

include in a birth plan and seeking information concerning Kassie's preferences for the 

conduct o f  normal labor and birth. Rita (CNM) directed Kassie to give some thought 

to her past childbirth experiences and to write down what worked and what didn't
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work for her. Rita (CNM) introduced a new subject, aromatherapy, and explained it 

citing various examples. She also changed the subject during the visit to include a 

discussion about positions for labor and birth. Other verbal behaviors by Rita (CNM) 

included stating her position, giving her preferences, and presenting options and 

alternatives—all within the realm o f nurse-midwifery management during labor and 

birth. For example, Rita (CNM) emphasized the importance o f fetal movement 

counting in the third trimester. She agreed with Kassie’s plan to go without analgesic 

medications and anesthesia if  possible and to give birth in a left lateral position.

Kassie's verbal behaviors included agreeing with Rita (CNM) to work on a 

birth plan. She readily gave information in response to Rita's (CNM) queries about 

her past childbirth experiences. Kassie sought information about aromatherapy, herbal 

remedies, newborn baby procedures, and the Hepatitis B vaccine. She stated her 

desire to give birth on her left side (left lateral position) and to avoid using analgesic 

medications or anesthesia.

Betsv and Vicki (CNM)

Vicki's verbal behaviors consisted o f giving information about a variety of 

topics, such as things to include in a birth plan, what to expect upon arrival at the 

hospital in labor, the timing o f contractions, the signs and symptoms o f labor, and 

reasons to call the CNM. She sought information from Betsy regarding her plans for 

labor support and her preferences for activities and comfort measures in labor. Vicki 

(CNM) emphasized the importance o f flexibility in formulating a birth plan. She 

asked Betsy to consider the use o f  aromatherapy and music in labor. She reminded
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Betsy to pack her bag for the hospital in advance and reviewed a list o f  necessary 

items to include. In summary, Vicki (CNM) was rather directive in her 

communication throughout the visit.

Betsy's predominant verbal behaviors were mostly agreeing with statements 

made by Vicki (CNM) and answering questions. Often, these responses were one 

word replies, such as "Yeah" or "Okay" or short phrases, such as "I don't know". She 

also clarified information about her sister's five childbirth experiences and asked 

questions about pain medication.

Gloria and Jude (CNM)

Jude's verbal behaviors, for the most part, centered around giving information 

about the conduct o f  normal labor and birth from a nurse-midwifery perspective. She 

mentioned a variety o f  topics for Gloria to consider when formulating her birth plan. 

She clarified information about activities in labor and sought information about 

Gloria's plans for labor support. Jude (CNM) spent a major portion o f time during the 

prenatal visit teaching Gloria about the physiology o f  the birth process since Gloria 

did not attend childbirth classes.

Gloria's predominant verbal behaviors were agreeing with Jude's (CNM) 

comments, suggestions, and advice. She was receptive to the idea o f water therapy 

and believed that she would use either a jacuzzi, shower, or tub in labor for comfort 

and relaxation. She adopted a "wait and see" attitude toward medications. Other 

verbal behaviors included giving information about her plan for labor support and her 

desire to walk around during labor. She sought information about back labor, the
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timing o f contractions, and the signs and symptoms o f  true labor. Gloria maintained 

an intense focus on Jude (CNM) when she conducted a mini-childbirth class for her 

benefit. They were able to clarify a plethora o f  information during the prenatal visit.

Ann and Marie (CNM)

Marie's verbal behaviors consisted o f giving direction to Ann to work on a 

birth plan and to concentrate on developing a positive attitude for approaching 

childbirth. She presented information about the conduct o f  normal labor and birth 

from a nurse-midwifery perspective and agreed with many o f the statements made by 

Ann during the prenatal visit. Marie (CNM) provided anticipatory guidance regarding 

the options available and the choices Ann will have to make in labor about 

medications, activities, and positions. She sought information from Ann about her 

preferences by asking her to visualize herself in labor. Marie (CNM) conducted a 

"pep talk" to mentally prepare Ann for the rigors o f labor.

Ann's predominant verbal behaviors were often one word answers expressing 

agreement with Marie's statements, such as "Yeah", "Yep", and "Okay". This 

agreement far exceeded any other verbal behaviors in quantity. Ann gave and 

clarified information, stating that she wanted childbirth to be as natural as possible.

She also said that she planned to work on a "birth essay" with her husband this week.

Charlotte and Marion (CNM)

Marion's verbal behaviors included agreeing with many statements made by 

Charlotte concerning her tentative plans for labor and birth. Although Charlotte had
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not completed a written birth plan as o f  yet, she was in the process o f  doing so. She 

had elicited the help o f her best friend who is a massage therapist to provide labor 

support along with her husband. Marion (CNM) presented her position regarding the 

conduct of normal labor and birth from a nurse-midwifery perspective. She said that 

CNMs try to gear their care toward the individual needs and desires o f each client and 

that it helps CNMs if  they know the rationale and feelings behind the client's 

preferences and decisions. Marion (CNM) addressed Charlotte's major concern o f a 

quick labor with insufficient time to get to the hospital by giving information in the 

form of anticipatory guidance, support, and reassurance. She also provided direction 

for Charlotte in this regard by encouraging her to communicate frequently with the 

CNMs as labor approaches.

Charlotte's verbal behaviors expressed a great deal o f  agreement with the 

comments, suggestions, and advice o f Marion (CNM). This was particularly apparent 

when Marion (CNM) focused on Charlotte's major concern o f  a quick labor. Charlotte 

elaborated on this concern by telling stories about her mother's childbirth experiences, 

which were characterized by very little discomfort, if any, and rapid labors. Charlotte 

added that her anxiety is compounded by the fact that she lives quite a distance from 

the hospital.

Examination o f the verbal behaviors of the CNMs and clients following the 

"pattern o f directives" revealed that the CNMs dominated the interaction with the 

giving and seeking o f information. Although they were interested in finding out about 

client preferences, they were compelled to point out what needs to be done and what 

should be considered in the process. It was not unusual for a CNM to engage in a
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"pep talk" or conduct a mini-childbirth preparation class. CNMs illustrated options 

and explained the rationale behind the options. They stated their own preferences 

when appropriate, derived from clinical experience. Clients generally responded 

accordingly by giving information, agreeing to work on a birth plan, stating 

preferences, and asking questions.

There were four cases (prenatal visits) that followed the "pattern o f  

emergence" with regard to CNM-client interaction. They will be presented in the 

following discussion.

Kelly and Vicki (CNM)

Vicki’s verbal behaviors included giving information about the various topics 

to cover in a birth plan. The one topic that Kelly was most interested in discussing as 

a result of her childbirth-related reading was positions for labor and birth. Vicki 

(CNM) and Kelly spent the majority o f the time during the prenatal visit exchanging 

information on this topic. Vicki (CNM) showed considerable flexibility in dealing 

with Kelly’s questions and the emerging birth plan. She also stated her position 

regarding the conduct o f normal labor and birth from a nurse-midwifery perspective.

Kelly’s verbal behaviors expressed agreement with the statements made by 

Vicki (CNM). Vicki (CNM) clarified information which helped Kelly's understanding 

of the material that she had read. She also seemed to appreciate the examples o f 

birthing positions which Vicki (CNM) described from her clinical practice. Kelly 

gave information as requested but many o f her responses were one word answers, such 

as "Yeah" or "No", or phrases like, "No problem", "I don’t know", and "Oh, really?".
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Ellen and Sara (CNM)

Sara's verbal behaviors consisted o f giving information about epidural 

anesthesia and encouraging Ellen to work on a "birth essay". Sara (CNM) engaged in 

a lengthy discussion about the advantages and disadvantages o f  epidural anesthesia at 

the request o f Ellen. She also mentioned options in relation to labor and birth but did 

not elaborate on any o f them. She stressed the importance of CNM-client 

communication and the use o f a birth essay as a communication tool. To a lesser 

degree, Sara (CNM) gave anticipatory guidance and stated her own preferences as a 

CNM for the conduct o f normal labor and birth.

Ellen's verbal behaviors included agreeing with Sara (CNM) for the most part. 

They discussed the "unknown" nature o f labor and focused on Ellen's anxiety 

regarding the upcoming childbirth experience. This anxiety prompted Ellen to procure 

additional information about epidural anesthesia to supplement the information she 

received in childbirth class. Ellen engaged in storytelling to illustrate certain points.

Sue and Vicki (CNM)

Vicki's predominant verbal behaviors were giving and seeking information. 

Vicki (CNM) reiterated the fact that Sue and her husband did not attend childbirth 

preparation classes and offered to work with them to get ready for labor and birth. She 

reminded Sue that she should expect to experience a certain amount o f  discomfort in 

early labor prior to the administration o f  epidural anesthesia, which she had already 

requested. It was clear that Vicki (CNM) preferred clients to attend a series o f
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childbirth classes but she didn't criticize Sue's decision. Instead, she provided 

anticipatory guidance, support, and reassurance. She asked Sue to think about any 

special things that she may want in labor and Sue agreed to do this.

Sue's verbal behaviors consisted o f  giving information as requested, although 

many o f  her answers were one word responses such as, "Yeah" and "Alright", or short 

phrases to clarify information. She engaged in storytelling briefly in an effort to 

explain her husband's homebirth experience with his two siblings.

Stella and Kim (CNM)

Kim's verbal behaviors consisted o f  giving information about medications for 

anxiety and the conduct o f normal labor and birth from a nurse-midwifery perspective. 

Kim (CNM) responded to Stella’s disclosure o f a past history of "panic attacks", which 

only seem to occur when hospitalized, with great sensitivity. Much o f the prenatal 

visit focused on this problem and Kim (CNM) showed marked flexibility in dealing 

with the anxiety issue and how it impacts a birth plan. She gave support, reassurance, 

and anticipatory guidance by emphasizing that Stella will have the constant presence 

o f a CNM with her during labor and birth.

Stella's verbal behaviors included storytelling to illustrate several points about 

her past history of hospital-induced anxiety as well as childbirth and the use o f 

medications. Other verbal behaviors included agreeing with Kim (CNM), giving and 

seeking information, and stating her position. Since this was Stella's first experience 

with nurse-midwives, it was very important for her to ascertain how they would
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address her concerns. Her storytelling was effective in getting Kim (CNM) to address 

the problem and respond accordingly with information and a flexible plan.

A summary o f CNM-client verbal behaviors in the "pattern o f  emergence" 

illustrates several predominant behaviors in each group. CNM communication 

involved responding to questions, stating one's preferences, and reinforcing clients’ 

positions. CNMs also engaged in storytelling to illustrate particular points, which 

added a personal and experiential dimension to the interaction. Clients' verbal 

behaviors consisted o f giving and seeking information, consenting, and affirming their 

positions.

Lastly, there were eleven cases (prenatal visits) that illustrated the "pattern o f 

validation" with regard to CNM-client interaction. This was the most prevalent 

pattern o f interaction in the study, with clients having completed written birth plans at 

the time o f the observed prenatal visits. The following discussion will highlight the 

verbal participative behaviors of the CNMs and clients.

Yvonne and Abbie (CNM)

Abbie's predominant verbal behaviors were giving information about the 

conduct o f normal labor and birth from a nurse-midwifery perspective. Although 

Yvonne had given birth previously, this was her first experience with CNMs and 

Abbie (CNM) often took the components o f  Yvonne's birth plan and put them in the 

context o f nurse-midwifery care. This was beneficial to both participants in the 

interaction. Reviewing Yvonne's birth plan consisted o f giving and seeking 

information from each other, a fairly even exchange involving agreement,
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confirmation, and clarification. For example, they discussed the squatting position for 

pushing, medications, activities during labor, hydration, mobility, intermittent fetal 

monitoring, the Hepatitis B vaccine for the baby, and delaying baby procedures in the 

immediate postpartum period. Abbie (CNM) readily introduced new subjects, 

changed the subject when appropriate, and moved the discussion forward during the 

visit.

Yvonne's verbal behaviors included giving information about her first birth and 

the way she hopes the upcoming childbirth experience will go. She agreed with 

Abbie's flexible, open-minded, and low key approach to the childbirth process and 

said that she'd "wait and see how things go, and just move from there depending on 

what happens". Yvonne frequently stated her preferences such as, pushing in a 

squatting position, trying to avoid medications if  possible, and having her husband 

stay with her during the entire hospitalization. She also expressed her desire to 

breastfeed, use a breast pump, and have her husband cut the umbilical cord.

Rochelle and Rita (CNM)

Rita's verbal behaviors consisted o f giving information about Rochelle's 

written birth plan and the nurse-midwifery management process o f care during labor 

and birth. Rita (CNM) agreed with and approved o f many of Rochelle's ideas with 

regard to her birth plan. She exclaimed, "I'm really impressed by your birth plan 

because it's so spiritual". Then, she told a story about a birth that took place last night 

to illustrate her point, using phrases such as "nice quiet time", "wonderful", and "the 

calm before the storm". She introduced new subjects and changed subjects as she
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reviewed the birth plan with Rochelle. She gave direction, support, and reassurance, 

saying, "I want you to really think positive. I feel like you really are in tune with your 

body, and that you're gonna do just fine".

Rochelle's verbal behaviors included giving information, agreeing with points 

made by Rita (CNM), and stating her position which was clearly reflected in her 

written birth plan. She expressed her hopes for an unmedicated childbirth experience, 

with a wealth o f  support during labor, and a healthy baby. Her birth plan contained 

contingency plans if  either she or the baby had medical problems. It should be noted 

that there was a change in Rochelle's verbal behaviors when her elevated blood 

pressure was identified at this prenatal visit. She became worried and sought 

additional information about the problem. She agreed to go to the hospital for further 

evaluation which consisted o f a non-stress test (NST) to  assess fetal well-being and 

several blood tests. Both Rochelle and Rita (CNM) were relieved when the NST and 

blood tests yielded favorable results.

Della and Vicki (CNM)

Vicki's predominant verbal behaviors were giving information about the topics 

included in Della's written birth plan such as labor support, medication, water therapy, 

mobility during labor, episiotomies, and her husband's anxiety in anticipation o f the 

birth experience. They reviewed the birth plan together and Vicki (CNM) asked Della 

to elaborate on several points because her written birth plan was very concise. Other 

verbal behaviors o f  Vicki (CNM) were giving anticipatory guidance and clarifying 

information about the nurse-midwifery management o f  care, agreeing with Della,
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giving support and reassurance, and storytelling to illustrate a point. She encouraged 

Della to call the CNMs if  worried or anxious as labor approaches.

Della's verbal behaviors included giving and clarifying information about her 

written birth plan. She elaborated on numerous topics in her plan, such as her reasons 

for wanting two labor support persons. She discussed her hopes and fears and 

explained the rationale and feelings behind her preferences. In turn, she sought 

additional information from Vicki (CNM) about the nurse-midwifery management o f 

care because Della's professional background is in the area o f high risk newborn care.

Elise and Sara (CNM)

Sara's verbal behaviors included giving, seeking, and clarifying information 

about a myriad o f  topics covered in Elise’s birth plan, such as labor support, analgesic 

medications, epidurals, water therapy, breastfeeding, newborn care, bonding, cutting 

the umbilical cord, music in labor, episiotomies versus perineal lacerations, perineal 

massage, and the use o f a lactation consultant. Sara (CNM) stated her position about 

the conduct o f  normal labor and birth from a nurse-midwifery perspective. Other 

verbal behaviors were giving support, reassurance and direction.

Elise's verbal behaviors consisted o f agreeing with many o f Sara's suggestions 

for dealing with the stress o f  labor. Elise engaged in storytelling to express her 

concern about noise and shouting in labor. She said, "I don’t really do well with 

shouting. Like you know how sometimes you see people going—push, push, push. I 

don't like that." Sara (CNM) explained the need for firm directive communication in 

an emergency situation but related that CNMs usually engage in gentle coaching.
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Elise was clear and precise in stating her preferences regarding the conduct o f normal 

labor and birth. She was specific and detail-oriented about her husband's desire not to 

cut the umbilical cord, wanting to see a lactation consultant while still in the hospital, 

and wanting skin-to-skin contact with the baby immediately after birth.

Vivian and Marie (CNM)

Marie's verbal behaviors consisted o f giving information on a variety o f topics 

related to the birth plan, seeking information about Vivian's past childbirth experience, 

and giving direction. Marie (CNM) addressed Vivian’s three major concerns, which 

were getting her 3-year-old daughter situated with relatives before going to the 

hospital, arriving at the hospital while she could still walk and tolerate the 

contractions, and having continuous care by one CNM in labor. Marie (CNM) 

explained the CNM on-call schedule to Vivian with regard to less "woman power" 

during summer vacations. Yet, she reassured Vivian that the CNMs in the practice try 

their best to accommodate client requests.

Vivian's predominant verbal behaviors were giving and seeking information, 

agreeing with Marie (CNM), and stating her position. For example, Vivian could not 

recall the length o f her first labor but said that it was not quick. However, she did 

remember that it was a vacuum extraction, that the baby's head was in a posterior 

position, and that the episiotomy extended into a fourth degree laceration. Vivian was 

very articulate in expressing her three major concerns to Marie (CNM) as mentioned 

above.
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Kendra and Abbie (CNM)

Abbie's predominant verbal behaviors were giving and seeking information 

about Kendra's birth plan. Perhaps this was the case because Kendra had transferred 

her care to Abbie's practice late in the pregnancy. Much o f  the discussion focused on 

Kendra's plan to have a water birth and to receive labor support from her friend,

Mowa, who is studying to be a doula. Other verbal behaviors included agreeing with 

statements made by Kendra and stating her position about the conduct of normal labor 

and birth from a nurse-midwifery perspective.

Kendra's verbal behaviors consisted o f  giving and seeking information about 

nurse-midwifery care in relation to her planned water birth and the labor support 

provided by a doula. All o f the women, Kendra, Mowa and Abbie (CNM) were 

enthusiastic about the prospect o f  this unique and meaningful birth experience.

Kendra was clear about her desire to assist the CNM in lifting the baby out and to cut 

the umbilical cord herself. Both she and Mowa engaged in storytelling to acquaint 

Abbie (CNM) with their backgrounds and feelings about childbirth.

Kara and Marion (CNM)

Marion’s verbal behaviors included agreeing with Kara on numerous points 

regarding her birth plan, seeking information, and giving support, reassurance, and 

direction. In reviewing Kara’s birth plan, Marion (CNM) exclaimed, "You're not 

techno-phobics... you're less apprehensive about the pain o f  labor... you're more 

apprehensive about the idea o f  an epidural and the lines that go into you." Kara and 

Marion (CNM) agreed on the importance o f flexibility and openness in approaching
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labor and birth. Marion (CNM) gave anticipatory guidance about what to expect in 

labor with regard to nurse-midwifery care.

Kara's verbal behaviors consisted o f agreeing with Marion's comments, 

suggestions, and advice. She shared her particular concern about the distance between 

her new home and the hospital. She gave information about the preparatory tasks she 

has already completed, such as packing her bag for the hospital, getting baby clothes 

ready, and purchasing an infant car seat and changing table.

Rose and Kim ('CNM)

Kim’s predominant verbal behaviors were giving information about the 

conduct of normal labor and birth from a nurse-midwifery perspective. This was 

important because, although Rose had given birth twice before, this was her first 

experience with CNMs and a birth plan. Other verbal behaviors included giving 

anticipatory guidance and assuring flexibility in the plan o f  care. Kim (CNM) was 

receptive to the idea o f  Rose's husband helping to catch the baby. She was pleased 

that he had the desire to be so involved.

Rose's verbal behaviors consisted o f agreeing with Kim's comments, 

suggestions, and advice. Rose discussed her preferences such as comfort measures, 

water therapy, avoiding an episiotomy, having family visit during labor, positions for 

labor and birth, and breastfeeding soon after the baby is bom. She gave and sought 

information and stated her position. She told Kim (CNM) that this baby will most 

likely be her last one and that she wants to savor and treasure not only the childbirth 

experience but the entire pregnancy.
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Tara and Jude (CNM)

Jude's verbal behaviors included giving and seeking information about Tara's 

birth plan. Jude (CNM) spent considerable time teaching a mini-childbirth preparation 

class in the context o f  the prenatal visit because Tara did not attend childbirth classes. 

She provided anticipatory guidance as well since Tara was feeling particularly anxious 

as her due date approached. Jude (CNM) explained that all women are a bit afraid as 

the onset of labor gets closer because o f the "unknown" nature o f  labor and the pain 

associated with it. She added, "Your imagination usually is a lot worse than reality". 

Jude (CNM) asked Tara to think about what might help her in labor and Tara complied 

with this suggestion.

Tara's predominant verbal behaviors were agreeing with the comments, 

suggestions, and advice provided by Jude (CNM). She related various measures that 

she would like to try in labor such as, relaxation techniques, breathing exercises, the 

use o f massage, walking, leaning on a large birthing ball, and water therapy with a 

jacuzzi or in the shower. They reviewed the birth plan together to make sure that they 

both understood the details involved with each topic mentioned.

Mia and Abbie (CNM)

Abbie's verbal behaviors were giving and seeking information about Mia's 

birth plan. Although Mia actually forgot to bring the completed written birth plan 

with her to the prenatal visit, she was able to relate the specific aspects o f  it to Abbie 

(CNM). Abbie (CNM) asked Mia about her hopes and fears as well as her
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preferences. They discussed comfort measures, water therapy, activities in labor, 

positions for labor and birth, and medications. Mia appeared very firm in her 

decision to go without analgesic medications or anesthesia. Abbie exclaimed, "It is 

very exciting for us to have somebody who wants to deliver naturally."

Mia's verbal behaviors consisted o f  giving information about her birth plan and 

stating her position about the conduct o f normal labor and birth. She was adamant 

about avoiding interventions as much as possible and told Abbie (CNM) that she 

asked her husband to be an advocate for her, telling him, "Don't let anybody give me 

any drugs". She added that she doesn't like "not feeling in control". To a large extent, 

Mia agreed with the comments, suggestions, and advice given by Abbie (CNM). Mia 

had excellent recall o f  the topics she addressed in her birth plan even though she did 

not have the actual document in front o f her.

Connie and Abbie (CNM)

Abbie's verbal behaviors included giving and seeking information about 

Connie's birth plan. Abbie (CNM) inquired about Connie's two labor support persons, 

her husband Ken and her friend Holly. She also asked about the series o f twelve 

Bradley Method childbirth preparation classes they had attended. She attempted to 

interface the material covered with a nurse-midwifery approach. In their review o f the 

birth plan, they enumerated a wide range o f topics. Abbie (CNM) had the opportunity 

to clarify information, agree with Connie about many things, and state her position as 

well.
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Connie’s verbal behaviors focused on her preferences for labor and birth. She 

stated that she planned to walk and swim in early labor, avoid medications, use 

relaxation techniques, and spend most o f labor in a jacuzzi or in a large tub that 

resembles a child's swimming pool. She was firm in her wishes to delay the baby’s 

antibiotic eye drops, allow the baby to receive the Vitamin K. injection only if clearly 

indicated, decline the Hepatitis B vaccine, and avoid the use o f pacifiers. Connie told 

Abbie (CNM), "We're not anti-everything. What we are is anti-procedure, you know, 

procedural routine".

With eleven cases in the "pattern o f validation", there was a plethora of 

communication to consider in examining the verbal behaviors o f the CNMs and 

clients. Most importantly, CNMs and clients reviewed the birth plans together which 

encouraged the exchange o f information and appropriate feedback. Predominant 

CNM verbal behaviors included: giving information, support, reassurance, 

encouragement, praise, and anticipatory guidance. CNMs often asked clients to 

elaborate on certain points stated in their birth plans. They also stated their own 

preferences from clinical experience and emphasized flexibility in approaching 

childbirth. Clients engaged in reviewing and clarifying specific aspects o f  their birth 

plans. They gave information, agreed with the CNMs, stated their positions and 

preferences along with supporting rationale, and engaged in storytelling to illustrate 

certain points.

Table 6 illustrates the major types o f communication behaviors used in the 

different patterns o f  interaction which occurred during the prenatal visits. As shown, 

it is evident that similar forms o f communication behaviors are adopted in the patterns
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with subtle differences. The differences were mainly in the depth and breadth of 

information exchanged and the type o f  information.

Table 6. Major Types o f Participative Verbal Behaviors o f CNMs and Clients 
According to the Patterns o f Interaction

Patterns of Interaction
Communication Behaviors

CNMs Clients

Pattern of Directives

•  Giving information
•  Seeking information
•  Illustrated options and 

gave rationale
• Stating preferences
•  Stating position
• Clarifying information
•  Agreeing with client
•  Giving direction
• Teaching
• Giving anticipatory 

guidance

•  Giving information
•  Seeking information
•  Stating preferences
•  Stating position
•  Clarifying 

information
•  Agreeing to work on a 

birth plan

Pattern o f Emergence

•  Giving information
•  Seeking information
• Stating preferences
• Storytelling to 

illustrate certain points
• Reinforcing clients' 

positions

• Giving information
• Seeking information
•  Affirming positions
• Consenting/agreeing

Pattern o f Validation

• Reviewing
•  Giving information
•  Giving support
•  Giving reassurance
•  Giving encouragement
•  Giving praise
•  Giving anticipatory 

guidance
•  Asking for clarification 

or elaboration
•  Stating preferences
•  Agreeing with client
•  Emphasizing flexibility

• Reviewing
• Giving clarification
•  Stating position
• Stating preferences 

with supporting 
rationale

• Giving information
• Storytelling
• Agreeing with CNMs
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There were more decision-making situations in CNM-client interactions that 

followed the "pattern o f validation" than in the other two patterns. In this pattern, the 

birth plan was written and complete. The CNM and client were in the process o f  

reviewing it. The decision-making situations were both collaborative and non- 

col laborative. Examples o f some o f the collaborative situations were: Yvonne and 

Abbie (CNM) deciding that it was advantageous for Yvonne to try pushing in a 

squatting position; Vivian and Marie (CNM) deciding that it would be acceptable to 

bring Vivian's 3-year-old daughter to the hospital with her if labor was progressing 

rapidly and her relatives had not arrived yet; and Rose and Kim (CNM) deciding that 

it was appropriate for Rose’s husband to help with the birth. Examples o f  some o f the 

non-collaborative or independent decisions were: Rita (CNM) sending Rochelle to the 

hospital for a NST (Non-Stress Test) and blood work to further evaluate her elevated 

blood pressure; Elise's decision to have her husband remain with her in the hospital; 

and Mia's decision to have her husband join her in the large tub during labor.

However, it is o f paramount importance to recognize that most o f  the CNM- 

client interactions in this study were not totally collaborative or non-collaborative.

The majority o f the CNM-client interactions tended to have a mixture or combination 

o f both collaborative and non-collaborative or independent decisions. The CNM- 

client encounters confirmed the occasion o f collaboration as well as non-collaboration.

CNM-client interactions that followed the "pattern of directives" also yielded a 

high number o f decision-making situations. These, too, contained a blend o f 

collaborative and non-collaborative decisions. Examples o f collaborative situations in 

this pattern were: Kassie and Rita (CNM) deciding to try aromatherapy in labor;
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Betsy and Vicki (CNM) agreeing that it would be a good idea to pack her bag for the 

hospital in advance; and Ann and Marie (CNM) deciding to maintain a quiet, peaceful 

atmosphere in the birthing room. Examples o f  non-collaborative or independent 

decisions were: Kassie's decision to give birth in the left lateral position; Gloria's 

decision to have the father o f the baby as her labor support person; and Charlotte's 

decision to have her friend, who is a massage therapist, with her and her husband in 

labor.

In the "pattern o f emergence", CNM-client interactions had fewer decision

making situations than the other two patterns. Two out o f  four CNM-client encounters 

during the prenatal visits did not have instances o f  collaboration. For example, the 

interaction between Ellen and Sara (CNM) did not include decision-making even 

though they discussed Ellen's anxiety regarding the upcoming labor and birth. During 

the prenatal visit, Sara (CNM) provided detailed information about epidural anesthesia 

as well. The verbal exchange between the two women was amiable and educational 

with Sara (CNM) being flexible but not directive. Another example o f a interaction 

lacking collaboration was the prenatal visit between Sue and Vicki (CNM). Sue had 

made an independent decision not to attend childbirth classes. Similarly, Vicki 

(CNM) made an independent decision to change the schedule o f Sue's prenatal visits, 

indicating that she would perform an internal exam at the next visit to assess cervical 

effacement and dilatation if Sue continued to experience cramping. The other two 

cases o f CNM-client interaction that followed the "pattern of emergence" had a few 

collaborative and non-collaborative decision-making situations.
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The findings suggest that the way in which decisions are made depends on a 

myriad o f factors. It is quite possible that the nature o f  CNM-client participation in 

decision-making regarding the formulation o f  a birth plan was influenced by several 

factors. First, the actual timing o f the observed/recorded prenatal visit in the third 

trimester, such as 34 weeks or 37 weeks, may have contributed to the pattern o f 

interaction followed by each CNM-client dyad. For example, the data suggests that 

the greatest number o f  clients beyond 36 weeks o f gestation followed the third pattern 

of interaction, meaning that these clients were in a position to seek validation o f  their 

birth plans by the CNM at the prenatal visit. Thus, clients further along in pregnancy 

may have had a longer amount o f  time to develop a birth plan, if  the appropriate seeds 

for such an endeavor were planted accordingly at a previous prenatal visit by a CNM.

This may mean that the three different patterns o f  interaction identified in this 

study may be phases o f  interactive patterns that are followed by CNMs and clients in 

formulating birth plans. That is, as the third trimester o f  pregnancy progresses, the 

CNM-client dyads engage in the pattern o f directives at which point the clients 

become fully oriented to the specifics to be included in a birth plan by the CNM*s 

initiative. This is followed by the pattern o f emergence in which issues o f major 

concern to clients are discussed in detail for clarification. This proceeds to the pattern 

of validation at which point clients are somewhat firm with their plans, and the CNMs 

are basically involved in validation and support. O f course, this conjecture could not 

be validated in the present study, and would need a longitudinal study. However, this 

identification o f  three patterns even with the same CNMs with different clients 

suggests that the patterns are not simply specific ways o f interaction, but are different
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birth plans. This may indicate as suggested in Kim's ( 1983b, 1987b) theory that the 

context o f the situation has an impact on the way the participants interact with regard 

to decision-making, as was the case in formulating a birth plan. Furthermore, it 

appears that the most important force that seemed to shape the patterns o f  interaction 

may have been the CNMs' apparent motivation to have a birth plan completed.

Figure 3 shows this.

Figure 3. The patterns o f interaction in relation to the formulation of a birth 
plan

Birth Plan in 
Formulation

Birth Plan 
Formulated

No Birth Plan 
Formulated

Degree of 
Client Control

Degree of 
CNM Control

Formulation of a

Pattern of 
Directives

Pattern of 
Emergence

Pattern of 
Validation

Another factor that may have had an impact on the nature o f  CNM-client 

participation in decision-making may be whether or not a client has given birth in the 

past. Even though all o f  the clients in the study were receiving nurse-midwifery care 

for the first time, a few clients had given birth to other children. Perhaps, these 

clients were more familiar with the topics that warrant consideration when one is 

formulating a birth plan. Women who have given birth previously may also have
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attended childbirth classes with a prior pregnancy and may be more comfortable with 

the notion o f a birth plan. However, there were clients in each o f the three patterns o f 

interaction that had not previously given birth. Thus, this insight may be valid but 

could not be confirmed in the present study. Clients who have done a sufficient 

amount o f reading about labor and birth to supplement the knowledge gained in their 

prenatal visits and through attendance at a series o f childbirth preparation classes may 

be in a much better position to develop a birth plan.

Lastly, the verbal behaviors o f  the CNM and client participants in this study 

suggest general tendencies toward collaboration. However, the CNM-client 

interactions were not necessarily totally collaborative or non-collaborative. Most 

encounters confirmed the occasion o f collaboration as well as non-collaboration. It is 

evident that the way decisions are made depends on many factors, some o f which are 

the characteristics o f  the participants, the type o f  decision, and the context o f  the 

situation within which the decision is made.

After reviewing the research questions and supporting data, it is apparent that 

the nature of CNM-client participation in decision-making regarding the formulation 

of a birth plan depends to a large extent on the efforts o f  the CNM to move the verbal 

communication forward during a prenatal visit to complete a birth plan. The CNM's 

guidance, direction, and advice are essential in motivating a client to thoughtfully 

evaluate the vast amount o f information to be considered in developing a birth plan. 

This was evident in the eleven cases o f CNM-client interaction which followed the 

"pattern o f validation", in which a birth plan had already been completed. The five 

cases o f CNM-client interaction from the "pattern o f directives" provided additional
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support, in that, the CNMs were observed to actively direct, guide, and advise clients 

regarding the formulation o f their birth plans. Yet, the four cases from the "pattern o f  

emergence" illustrated what happens when CNMs do not take a proactive stance in 

getting clients to work on their birth plans. In this pattern, CNMs effectively 

addressed client concerns and mentioned the birth plan, but did not become actively 

involved in the creative endeavor.

It is not clear whether or not the CNMs were aware that they were adopting a 

specific pattern o f interaction according to the state a client was in regarding the 

formulation o f  a birth plan. However, the CNMs' somewhat different ways of 

interacting with clients relative to whether they do or do not have birth plans 

formulated suggests that interactive patterns are highly adaptive to situational needs. 

Thus, CNM-client interactions may evolve "tailored" to the needs o f client situations.

The study identified numerous verbal and non-verbal participative behaviors 

on the part o f clients during the decision-making process with regard to a birth plan. 

Some o f these were: giving and seeking information, stating one's position, 

agreement and approval, clarification, confirmation, storytelling, stating preferences, 

reviewing, anticipating, and showing flexibility. These client behaviors informed 

CNMs of what had been done and the CNMs became aware o f  the current status o f 

the birth plan.

A plethora o f  CNM behaviors were also identified during the decision-making 

process with regard to a birth plan. Some o f  these were, giving and seeking 

information, giving anticipatory guidance, storytelling, stating one's position, giving 

direction, agreement and approval, clarification, confirmation, validation, stating
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preferences, presenting options and alternatives, qualifying, reviewing, showing 

flexibility, giving encouragement, giving support and reassurance, showing 

sensitivity, and interpreting. These behaviors could foster client participation in 

developing a birth plan.

As one can see, there is considerable similarity and overlap in CNM and client 

behaviors during the decision-making process with regard to a birth plan. However, 

the data suggests that it is the CNM who is the catalyst or coach o r mentor that drives 

the decision-making process in many instances. CNMs are in the  position to foster 

client participation in decision-making with regard to a birth plan through interaction 

at prenatal visits.
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CHAPTER VI

CONCLUSIONS, IMPLICATIONS, AND RECOMMENDATIONS

The goal o f this research study was to contribute to knowledge development in 

the client-nurse domain and the theoretical and empirical work on collaborative 

decision-making in nursing. The objective o f  this study was to examine the 

interaction o f CNMs and clients during prenatal visits in the third trimester of 

pregnancy with regard to the formulation o f a birth plan. Data gathered from CNM 

and client participants helped to answer the following research questions:

1. What is the nature o f  CNM-client participation in decision

making regarding the formulation o f a birth plan?

2. What are the clients' verbal and non-verbal participative 

behaviors during the decision-making process in the 

formulation o f a birth plan?

3. What are the CNMs' verbal and non-verbal participative 

behaviors during the decision-making process in the 

formulation o f a birth plan?

Twenty prenatal visits between CNMs and clients were observed and 

audiotaped. The audiotapes were transcribed verbatim by a professional transcriber 

and checked for accuracy by the researcher. The use o f audiotapes ensured that the 

verbal communication involved in decision-making was collaborative or non-
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collaborative. The audiotapes o f  the prenatal visits were invaluable for documenting 

the occurrence o f collaborative decision-making and for providing qualitative data to 

explain the process of interaction. Both clients and CNMs used their own words to 

express feelings and opinions, state preferences, ask questions, and give information. 

Data was clearly "the voices" o f the prenatal clients and the CNMs participating in the 

study. An integral part o f the collaborative decision-making process was for clients to 

have an opportunity to discuss their hopes and fears regarding childbirth and 

beginning parenthood. The act o f "being listened to" by the CNMs was another 

component o f the process. The transcriptions o f the audiotapes wrere analyzed by 

content analysis with the assistance o f the Ethnograph computer program. Analysis o f 

the data generated from the CNM-client interactions during the prenatal visits, the 

researcher's field notes, and the post-visit telephone interviews portrayed the 

multifaceted and therapeutic nature o f the CNM-client relationships.

Examination of the three patterns o f interaction that were identified in the 

study (the pattern o f directives, the pattern o f emergence, and the pattern o f validation) 

depicted the various processes used by CNMs in conducting prenatal visits and 

approaching the subject o f a birth plan. It also revealed the numerous decisions being 

made and whether the decision-making situations were collaborative or non- 

collaborative. In each pattern o f interaction, CNMs and clients exhibited a variety of 

behaviors which affected the status o f  the birth plan, such as seeking and providing 

information, agreeing and approving, clarifying or confirming, and stating preferences.

The findings from the data analysis have important implications for 

collaborative decision-making in nursing. These implications have theoretical,
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educational, clinical, and research orientations which will be addressed in the 

following discussion, along with the study's limitations and methodological issues.

Theoretical Implications

This study validated and extended Kim's (1983b, 1987b) Theory o f  

Collaborative Decision-Making in Nursing Practice by using it in the context o f  a 

descriptive investigation exploring CNM-client interaction with regard to a birth plan.

It provided an opportunity to examine CNM-client communication, relationships, and 

participative behaviors in decision-making situations. Kim's theoretical framework 

had utility for understanding and explaining encounters between CNMs and clients in 

a prenatal setting. The findings o f the study indicated that the framework explained 

the phenomena being observed and proved to be a useful way o f conceptualizing 

decision-making in nursing practice. Kim's framework simply offers one way to think 

about collaborative decision-making, a major and complex issue in nursing practice 

today.

The strengths o f Kim's (1983b, 1987b) theoretical framework are that it is 

clear, concise, and logical. It can be easily applied to a clinical situation, such as a 

prenatal visit. The framework is concerned with how decisions are made. In this 

study, it helped to investigate the nature o f  CNM-client participation in decision

making with regard to the formulation o f a birth plan. It guided the examination o f 

interaction patterns and participative behaviors o f the CNM and clients.

Decision-making is the process o f choosing between alternative courses o f 

action, which also includes taking no action. When a woman is expecting a baby, she
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is faced with a myriad o f  decisions and some o f  the most difficult ones to make 

concern the conduct o f  normal labor and birth. CNMs are often in the position to 

advise and guide clients who are experiencing decisional conflict. Clients readily rely 

on CNMs for information and assistance in making decisions. CNMs facilitate client 

decision-making and encourage the use o f a birth plan as a communication vehicle to 

document these decisions. How should these decisions be made? Are there ways to 

make decisions more effective, more beneficial, and more satisfying? This study 

attempted to examine the communication between CNMs and clients to determine 

ways o f fostering participation in decision-making.

The basic assumptions o f Kim’s (1983b, 1987b) Theory of Collaborative 

Decision-Making in Nursing Practice were consistent with the research findings.

These two m ajor assumptions are: 1) in nursing care situations, many different types 

o f nursing care decisions are made for clients that influence their health in a variety o f  

ways; and 2) clients have resources to be active participants in making such decisions 

and their participation may have effects on the outcomes o f nursing care (1983b. p. 

271).

The CNM-client relationship, the pattern o f  interaction, the behaviors o f  the 

participants, and the CNM's role in decision-making were found to be important 

factors in understanding the communication dynamics taking place and also 

contributed to the client's progress in developing a birth plan. The decision-making 

situation itself, the decision type with its specific subject matter, and the 

characteristics o f  the participants also added to one's comprehension o f the 

communication involved.
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In most instances, the client and CNM contributed to the decision-making 

together, though there were unilateral decisions on the part o f  both participants. 

Although the focus was clearly on the client as the recipient o f nurse-midwifery care, 

collaborative decision-making regarding this care with regard to a birth plan was 

frequently evident. It is important to recognize that most decision-making situations 

were not totally collaborative or non-collaborative; instead there was a combination of 

the two—a mixture, a blending.

The clients who participated in the study were all healthy, low-risk pregnant 

women, and were considered appropriate candidates for nurse-midwifery care. This 

client factor greatly influenced the way decisions were made because clients were not 

limited in their choices, options, and alternatives. This factor was reflected in their 

birth plans, too. It is important to note that high-risk pregnant women and even "at 

risk" ones do not have quite the same opportunity, which is determined by both one's 

past health history and one’s current health status.

The findings suggest that collaborative decision-making took place within a 

communicative interaction where there were shared goals and perspectives as well as 

separate ones. These various goals and perspectives o f  the participants affected the 

way communication progressed. It was clear that all CNM participants were 

knowledgeable about the basic content o f a birth plan. However, the degree to which 

they were able to advance this process with their clients depended on a variety of 

factors, such as the pattern o f interaction and the behaviors o f  both participants. For 

example, a CNM may direct or guide a prenatal visit with her verbal communication
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about a particular subject such as a birth plan or a client may take the lead by asking 

the CNM to focus on a specific concern.

Both groups o f participants, especially the CNMs, engaged in storytelling 

during prenatal visits to illustrate a certain point that they were trying to make. This 

validated their own work in many instances because they were either reviewing a birth 

plan or encouraging a client to get started on a birth plan or urging a client to finish 

one. It appeared that their processes or behaviors supported client participation, 

focused on the importance o f  health throughout the life span, and gave particular 

attention to where the client was in her pregnancy and the events that she will be 

dealing with in the near future. However, it was also evident that in some instances 

CNMs expressed their own opinions subtly, but with a latent push to influence the 

clients. This seemed especially true when the CNMs believed in certain things 

strongly, such as the need for participation in childbirth preparation classes, or the 

need for flexibility.

The CNMs viewed birth as a normal physiologic event but also as a miraculous 

transformation and a celebration o f life. They believed that intervention certainly has 

its place and is dictated by the individual situation. In observing the prenatal visits, 

the researcher got the sense that the CNMs were carefully watching over their clients 

much like "guardian angels", trusting in the clients' abilities to carry on through the 

remainder o f the pregnancy but keeping a watchful eye on the work the clients needed 

to do to complete a birth plan in preparation for the "blessed event". CNMs were 

clearly partners in the joint enterprise o f a birth plan as well as "with women" for the 

long haul.
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Kim’s (1983b, 1987b) framework specifies three areas in the context o f the 

situation, which are: organization, participation in decision-making, and decision 

type. The context within which each CNM-client interaction took place was during a 

third trimester prenatal visit in a nurse-midwifery office setting. It was found that the 

prenatal visits included four basic types o f communication situations: a) information 

giving situations; b) information seeking situations; c) social conversation situations; 

and, d) decision-making situations. This indicates that decision-making takes place 

within the context o f  other types o f  communication situations. In addition, the 

different types o f communication situations may influence the way decision-making 

occurs. For example, a CNM and client may engage in participative verbal behaviors 

in a discussion about a particular event which exists outside o f  a decision-making 

situation. However, their verbal behaviors may influence the frequency and manner in 

which decisions are made.

A typology o f participative verbal behaviors developed through analysis o f the 

20 cases (prenatal visits) enhanced the understanding o f participative behaviors of 

CNMs and clients in decision-making situations. It was found that the verbal 

behaviors o f both the CNMs and clients were oriented to openness, flexibility, 

receptivity to information, willingness to provide information, acceptance for the 

opinions o f others, mutual respect, agreement, and approval. The non-verbal 

behaviors which were identified as important factors in CNM-client decision-making 

situations were the amount o f  eye contact; the positions o f  the participants in the office 

or examination room; and facial expressions, such as smiling and nodding the head.
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Kim (1983a) reported that when her framework was applied to usual nursing 

practice situations, there was little evidence o f collaborative decision-making taking 

place between clients and nurses. She proposed that this may have been due to a lack 

o f organizational/institutional processes facilitating collaboration or that the nurses 

were not familiar with the strategies involved in this type o f  decision-making. Nurses 

may be willing and able suppliers o f  information but they may not be adept at actually 

helping clients use the information given to make decisions.

In this study, collaborative decisions were made in 18 out o f  20 cases (prenatal 

visits) and non-collaborative decisions occurred in 19 cases. This suggests that certain 

conditions or elements may foster collaboration or at least contribute to it, such as a 

nurse-midwifery office setting, the context of a prenatal visit, or the formulation o f a 

birth plan. Other studies using Kim's (1983b, 1987b) framework did not report as 

many collaborative decision-making situations. For example, Kim's (1980) study in 

an acute care setting mentioned 6 collaborative situations out o f  41 decision-making 

situations when observing 10 nurses providing care to 51 clients. Another study 

conducted by Dalton (1995) with triads (clients, caregivers, and nurses) in a home 

health care setting reported that at least half o f the decisions in the 12 cases were 

collaborative.

There are several possible explanations for the disparity o f  observed 

collaborative decision-making situations in the aforementioned varied settings. One 

explanation may be that the prenatal clients were comfortable in a nurse-midwifery 

office setting, having selected this specialized care with its emphasis on participation 

and education and its view o f  pregnancy as a healthy state. Conversely, the clients in
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Kim's (1980) study were in an acute care setting and may have felt less "in control" 

and more unsettled because they were hospitalized for an illness o r a problem. They 

may have felt weak, fatigued, ill, worried, or be experiencing pain. Thus, the setting, 

environment, and the client's condition may have affected their participation in 

decision-making. In Dalton's (1995) study the clients were elderly (65 years o f age 

and older) and had been discharged from the hospital very recently. The observed 

visits were first-time admission home health care visits. Therefore, clients and their 

caregivers were meeting the nurses for the first time which may have influenced 

decision-making.

The fact that both collaborative and non-collaborative decisions were made 

during the prenatal visits may indicate that the manner in which decisions are made 

depends on the nature o f the interaction and its communication dynamics, on the type 

o f decision and its specific content, and on the characteristics o f the participants with 

their unique agendas and perspectives. Decision types found in the 20 cases in this 

study were either program decisions or operational control decisions. Program 

decisions involve program planning and are related to goal priorities and program 

contents. Examples of program decisions in the study were: the method o f infant 

feeding, a lactation consultant referral, plans for labor support, fetal monitoring, 

visitors during labor, the length o f  hospital stay, pediatric coverage, a social service 

referral, the use of a massage therapist, an OB-GYN MD referral, and a contingency 

plan in the event o f an emergency cesarean section. Operational control decisions are 

defined in Kim's (1983b, 1987b) framework as decisions o f selecting the manner in 

which actions are performed in terms o f handling materials, energy, or information in
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specific situations. Examples o f operational control decisions in the study concerned 

the following topics: hydration; mobility; comfort measures; water therapy; positions 

for labor, pushing, and birth; therapeutic modalities such as music, aromatherapy, and 

special equipment; the cutting o f the umbilical cord; baby procedures; activities during 

labor; medications; bonding; and assistance with the birth.

Knowledge Development in the Client-Nurse Domain

The findings o f this study contribute to knowledge development in the client- 

nurse domain in terms o f applying the theoretical notions of Kim's (1983b, 1987b) 

Theory o f Collaborative Decision-Making in Nursing Practice to understand the nature 

of CNM-client interaction. The results provide an expansion o f  our understanding and 

beginning explanation about the nature o f  collaborative decision-making in the CNM- 

client dyad as viewed from an etic perspective.

Some clients may need considerable help and guidance in formulating a birth 

plan based on their personal preferences, resources, particular concerns, and a myriad 

o f other factors. In response to the client, the CNM may take a proactive stance and 

enumerate on specific topics relevant to a birth plan. Other clients who are further 

along in the process o f formulating a birth plan may simply be looking for validation 

of their plan by the CNM. Then, there are clients who are very concerned about one 

or two issues that need to be addressed before they can begin working on a birth plan, 

such as extreme anxiety or pain relief. In response to the client, the CNM may choose 

to focus on these problematic areas in depth and not move in the direction o f  a birth 

plan until these issues are addressed and hopefully resolved.
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In examining the verbal behaviors o f  the CNMs and clients, there were more 

similarities than differences. However, in most cases, especially in  the pattern o f 

directives and the pattern o f validation, it was the CNM who exerted a greater 

influence on the flow and content o f  the communication. Predominant behaviors for 

both groups consisted o f  giving information, agreeing, and seeking information. Non

verbal behaviors o f the CNMs and clients were again somewhat uniform with smiling, 

nodding, good eye contact, and the occasional use o f hand gestures.

Methodological Comments

The method used to obtain, prepare, and analyze the data was time consuming 

but necessary in addressing the research questions o f this study. The data collection 

process consisted o f  observations, audio-recordings, and post-visit telephone 

interviews with each client and CNM separately. Even though a professional 

transcriptionist was used to make the verbatim transcriptions from the audio

recordings, further refinement done by the researcher was necessary. The researcher 

listened to the audio-recordings and made corrections and additions accordingly. The 

fieldnotes and transcriptions were put into the Ethnograph format. The coding and 

analysis o f  each transcript was a lengthy process but a necessary one in order to obtain 

data that were valid and reliable.

The Ethnograph program was a useful tool in analyzing the qualitative data.

The coding systems which were developed inductively helped greatly in classifying or 

categorizing the data. However, this entire process was an arduous but worthwhile
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task with twenty cases, numerous program and operational control decision types, and 

the actual decisions relevant to a birth plan.

A major strength o f  this field study was that the data (observations, audio

recordings, and post-visit telephone interviews) could be examined and evaluated after 

the researcher left the field. This allowed the researcher time for reflection and a more 

thorough, unhurried analysis.

The researcher considered her "insider" position o f being a CNM and a past 

recipient o f nurse-midwifery care as an asset in conducting this study. Personal 

interest in the phenomenon under investigation as well as professional experience as a 

CNM were definite advantages. The researcher had access to nurse-midwifery 

practice situations, was comfortable in a prenatal office setting, and was 

knowledgeable o f  the content o f a birth plan. As an "insider", the researcher had a 

basis o f comparison from past experience and was able to ask appropriate and incisive 

questions. However, she recognized that subjective experience can be a source o f  bias 

as well as one o f  insight and understanding. It was o f paramount importance to 

maintain a delicate balance when researching this familiar area; a balance between 

subjective judgment and objectivity. It was also essential to protect the rights o f  the 

study participants and hold a firm position regarding the non-participant status o f  the 

researcher to avoid interfering in the CNM-client interactions.

The intimate familiarity or deep immersion in the culture under investigation 

implies physical, social, and emotional closeness to the people studied and is the core 

of observation. The researcher had the opportunity to "witness" CNM-client 

interaction in a third trimester prenatal setting, rather than being just a listener or an
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interviewer. Thus, the participant-observation done in this study provided the 

researcher with information, insight, and understanding in relation to the decision

making process.

With regard to the possibility of bias, the researcher was aware o f the 

selectivity involved in human perception, knowing that all description is partial and 

selective (Emerson, 1983). Inclusion and exclusion depended on the researcher's 

decisions about what was observed and recorded, meaning that some details were 

considered more important and relevant than others. Thus, a description is always 

inextricably linked and influenced by a researcher’s methods o f observing and 

recording.

Limitations o f the Study

This study o f  decision-making between CNMs and their prenatal clients is 

descriptive and exploratory. Although the findings o f the study may not be 

generalizable to all CNMs and clients who have different characteristics and who are 

in different settings, the CNM practices used for the study are typical. Therefore, it is 

possible to conjecture that the findings are illuminative o f general CNM practice 

situations. In addition, it is important to recognize that CNM-client interactions taking 

place within the context o f continued care by particular CNMs may share some 

common decision-making processes. The primary care model o f nurse-midwifery 

practice includes antepartal, intrapartal, postpartal, and well-woman gynecological 

services.
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A study o f this type describes CNM-client interaction at only one point in time 

with a specific group o f  participants, yet it does provide an inductive platform for 

future research studies to validate its findings. Plans for future studies will be 

discussed in the following section.

A sample size o f  20 cases (CNM-client dyads) may be considered to be a 

limitation o f the study. Redundancy was achieved in reference to the verbal behaviors 

o f the CNMs and clients in decision-making situations in these 20 cases. However, a 

larger sample o f both CNMs and clients is needed to expand and evaluate the various 

communication dynamics found in the decision-making situations. A larger sample is 

also recommended so that collaborative decision-making can be observed, recorded, 

and analyzed in a more culturally diverse CNM-client dyad population.

The lack o f cultural diversity within the CNM participant group in the study 

was unfortunate. The four private nurse-midwifery practices that agreed to participate 

in the study all employed Caucasian CNMs.

There was also a lack o f  cultural diversity with the client participant group but 

not to the same extent as in the CNM group. O f the 20 client participants, 18 were 

Caucasian, 1 was African American, and 1 was part Hispanic and part Asian. It is 

hoped that replication o f  this study will yield a greater representation o f cultural 

diversity in both CNM and client participants.

It is possible that the presence of the researcher and the audio-recorder in the 

office and/or examination room during the prenatal visit may have affected the usual 

flow o f  the visit. However, the researcher remained a non-participant, a complete 

observer, and did not interfere with CNM-client interaction during the visit. CNM and
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client participants were provided with an explanation o f the researcher’s role prior to 

the prenatal visit. After the visit, many CNMs and clients stated that they forgot about 

the researcher's presence once the visit commenced and that they also forgot that their 

conversation was being tape recorded. The CNMs mentioned that they became very 

involved in giving information, seeking information, and planning for the upcoming 

birth. Many clients said that they were actively listening to the "words o f wisdom" 

espoused by the CNM, which kept their attention completely. Both CNMs and clients 

later expressed satisfaction or a sense o f accomplishment with having participated in a 

research study. The participants volunteered this information without being asked. 

Some clients said that they were especially comfortable knowing that the researcher 

was a CNM herself and that she was a past recipient o f  nurse-midwifery care as well. 

The CNMs participating in the study did not mention feeling uncomfortable with 

having a CNM colleague observe and tape record their prenatal visits with clients. 

Conversely, they wholeheartedly supported the research process for the advancement 

o f knowledge in our profession.

Another limitation o f  the study was that the non-verbal behaviors o f the 

participants (CNMs and clients) were not coded systematically. These behaviors were 

recorded in the researcher’s fieldnotes and were considered along with the 

transcription.

Recommendations for Future Research

There are several recommendations for future research in the area o f 

collaborative decision-making between CNMs and clients. More descriptive and
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exploratory studies need to be done with a larger and more culturally diverse sample 

o f  CNM-client dyads. Such a sample would increase the probability o f obtaining 

different combinations o f  CNMs and clients. A larger sample would also yield a 

greater number o f decision-making situations and more variety in the type o f 

decisions. It would be interesting to see if more decisions would be collaborative or 

non-collaborative in light o f  the participants' characteristics and the context of the 

decision-making situation. A larger sample would be conducive to a variety of 

quantitative statistical analyses as well.

Future studies which include different types o f CNM-client dyads are 

recommended. The present study could be replicated with a younger cohort, such as 

adolescents, or an older cohort, such as women having their first baby over the age o f 

35 years to examine similarities and differences in CNM-client decision-making. 

Another replication o f  the present study could compare CNM-client dyads from an 

inner city clinic with a suburban midwifery practice.

Further inquiry into the roles o f  participants (CNMs and clients) as influencing 

or limiting the emergence and nature o f interaction is needed with respect to client 

satisfaction and midwifery care outcomes. Such an investigation would elucidate the 

relationship between CNM-client interaction, client satisfaction, and the outcomes o f 

care.

It would also be interesting to follow clients through a series o f prenatal visits 

with CNMs in the third trimester o f  pregnancy to track the emergence and 

development o f a birth plan. A researcher could look at the level of collaboration and 

describe how the interaction progresses over time. The patterns o f  interaction in such
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a study may be different than the ones identified in the present study which targeted a 

single prenatal visit in the third trimester o f pregnancy. Another longitudinal study 

that examines the process o f arriving at a birth plan and how that birth plan is 

actualized during labor, birth, and in the post partum period would be important to 

understand whether or not the manner with which a birth plan gets formulated and the 

content o f  a birth plan influence outcomes.

The data from this study could be analyzed using discourse analysis to sort out 

the linguistic elements associated with decision-making. This type o f  analysis would 

allow a researcher to examine similarities and differences in discourse from the 

perspective o f client-nurse talk.

A follow-up study to this present study in the post-partum period would be 

interesting to see how the birth plans were followed. Also, a secondary analysis of the 

data from the present study could compare the primiparous clients with the 

multiparous ones.

The profession of nurse-midwifery is in need o f research that analyzes the 

methods o f providing care, the processes such as decision-making, and the outcomes 

of clinical practice. It is only through scholarly inquiry that the profession will be able 

to move forward toward the realization o f midwifery as a standard o f  care for all 

women.

Research must also be conducted that explores CNM-MD collaboration in 

practice because CNMs do not practice in isolation. It may be the case that in certain 

situations CNM-MD collaboration actually influences decision-making between
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CNMs and clients, especially when clients need to be "co-managed" because o f 

medical problems or "at risk" situations.

Future research in the arena o f  collaborative decision-making is essential to 

validate and gain further insight into communication strategies which relate to 

improved health care outcomes for women and their families, not only during the 

childbearing season but throughout the life span.

Educational and Clinical Practice Implications

The different types o f  decision-making situations found in the twenty cases 

(CNM-client dyads) indicate that decision-making between CNMs and clients in the 

third trimester o f  pregnancy regarding the formulation o f a birth plan is important 

phenomena to study. A birth plan can be a huge anticipatory asset and a useful 

preparatory tool for the CNM-client dyad as they approach labor and birth together.

The significance o f collaborative decision-making situations in regard to the 

development of a birth plan has implications for the manner in which CNMs (and 

nurses) are educated.

Communication situations involving CNMs and clients with specific attention 

to their participative verbal behaviors may be useful in educating CNMs and nurses in 

matemal-child health to the complexity o f decision-making with clients regarding the 

formulation of a birth plan. The typology o f  these communication situations may be 

used in providing an overview o f  the content typically addressed in third trimester 

prenatal visits to nurse-midwifery students who are unfamiliar with the process of 

developing a birth plan.
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There were three distinct patterns o f  interaction that took place in the prenatal 

visits conducted by the CNMs. The pattern o f  directives involved the CNM taking a 

proactive stance, guiding the client toward completion o f  the birth plan. In doing so, 

the CNM was very directive and enumerated on various topics to be included in the 

birth plan. In the pattern o f  emergence, the birth plan was in a state o f  evolving. The 

CNM exhibited complete flexibility in dealing with the client. Sometimes the birth 

plan was already under construction and other times the seed was just being planted by 

the CNM. During these visits, often the client would focus on a major concern or 

issue and the CNM would spend most o f  the visit working on it with the client. With 

the pattern o f  validation, the CNM was in the position to validate a birth plan that was 

already established. Therefore, this was mainly a supportive and elaborative process.

All CNMs in the study were appropriately focused on the formulation o f  a 

birth plan in most instances, unless the client directed them elsewhere because o f a 

problem or bothersome thought. All CNMs communicated a sense o f flexibility, 

which was recognized as a valued entity and appreciated immensely by the clients. 

Flexibility was incorporated into all three patterns o f  interaction as described above. It 

has its place with a proactive stance to complete a birth plan, is present in the 

supportive and elaborative process o f  validating an already established birth plan, and 

certainly exists with a birth plan that is in the state o f emerging.

In general, CNMs need to be aware o f the implications o f  their flexible 

approach to decision-making regarding the formulation o f a birth plan. For example, 

if  a CNM has a serious but flexible approach, the client will realize the importance of 

giving thought, time, and effort to writing down her desires, hopes, fears, and
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expectations concerning her upcoming labor and birth experience. Conversely, if  a 

CNM fails to introduce the topic o f  a birth plan, or forgets to check a client's progress 

with this creative endeavor, the message that the CNM is giving may be that the 

development o f a birth plan is not an important thing to do. Moreover, if  clients do 

not give some thought and consideration to what their preferences are for the conduct 

o f normal labor, they may experience disappointment with their care in labor because 

o f a lack o f communication. CNMs need to be aware that their behavior may impact 

their ability to allow collaboration in decision-making, which may also affect client 

outcomes.

The findings o f this study suggest that the pattern o f interaction and the verbal 

behaviors o f  both participants influenced the decisions made with regard to a birth 

plan. In particular, the verbal behaviors o f the CNMs shaped the pattern o f interaction 

by affecting the flow and content o f  communication. This determined how the 

prenatal visit proceeded and had direct bearing on the status o f  the birth plan.

Although this study was concerned with the application o f Kim's (1983b,

1987b) theoretical framework to a specific practical situation, a prenatal visit between 

a CNM and a client, the findings are readily transferable to many other nursing 

situations. The common thread throughout this multihued tapestry o f  decision-making 

is that CNMs (or nurses) have input into the decisions. Furthermore, the philosophy 

o f nurse-midwifery care supports client participation in decisions regarding their care 

and this participation was evident in practice according to the findings o f this study.

CNMs are challenged to devise ways o f combining their professional role o f 

providing information and guiding the development of a birth plan with clients'
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methods o f  dealing with the information and the task involved in formulating a birth 

plan. Clearly, the process o f collaborative decision-making has an essential role in 

this endeavor because it hears the client's voice, discovers the client’s reality, and 

considers the client's agenda.

The findings o f the study emphasize the importance o f the process o f  decision

making. If one judges the value o f  a decision strictly on the outcome, the process 

which led to that outcome is overlooked. This has great relevance and applicability 

for professional midwifery practice with CNMs supplying a plethora o f information 

about pregnancy, labor, birth, the postpartum period, normal newborn care, infant 

feeding, and a vast array of other topics. Yet, it is also important for CNMs to be 

knowledgeable about how decisions are made so that they are able to help clients who 

need assistance in this area.

The data suggests that both clients and CNMs wanted their "voices" to be 

heard. One cannot truly comprehend how another person is feeling and what they are 

thinking unless some form o f communication is used. This is precisely why it was so 

important to actually "witness" CNM-client interaction in the context o f  a prenatal 

visit rather than simply ask clients and CNMs about their communication 

retrospectively.

On a concluding note, the findings o f  this study depicted the complex, 

multifaceted nature o f  decision-making between CNMs and prenatal clients in the 

third trimester o f pregnancy as they formulate a birth plan. More descriptive studies 

which contain larger and more culturally diverse samples are needed to contribute to
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greater understanding o f  the many communication processes involved in CNM-client 

collaboration.
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APPENDIX A

THE UNIVERSITY OF RHODE ISLAND 
COLLEGE OF NURSING 

White Hall 
Kingston, Rhode Island 02881-0814

CONSENT FORM FOR CLIENTS

You are invited to participate in a nursing study. The purpose o f the research in which 
you are being asked to participate is to find out about the nature o f  interaction between nurse- 
midwives and clients during a prenatal visit in the third trimester. This information will be used to 
assist in improving maternity care. If you decide to participate in the research study, you will be 
allowing a nurse researcher (who is also a nurse-midwife) to observe and tape record the 
interaction which occurs between you and your nurse-midwife during a prenatal visit. In addition, 
the nurse researcher will be conducting a brief post-visit telephone interview with you within 36 
hours after the prenatal visit. There are no known complications or risks associated with 
participating in this study.

It is not known at this time if you will benefit from participating in this study. Information 
obtained from this investigation may lead to improved care for yourself or other nurse-midwifery 
clients in the future.

You are making a decision whether or not to participate in this study. Your decision to 
participate or not to participate will not prejudice your future relationship with the nurse-midwives 
who are currently providing your care. If you decide to participate, you are free to withdraw your 
consent and to discontinue your participation at any time without prejudice.

The audiotapes and observational notes will be kept strictly confidential and stored in a 
secure place. Any information that identifies you by name will be omitted. Information which 
does not identify you by name may be used for scientific purposes including teaching and/or 
publication.

If you are not satisfied with the way this study is being conducted, or if any problems 
arise, the nurse researcher, Mary Ellen Doherty, can be contacted by calling . In 
addition, you may contact the researcher’s major professor. Dr. H. Suzie Kim, by calling (4 ) 

 or you may contact the office o f  the Vice Provost for Graduate Studies, Research and 
Outreach, 70 Lower College Road, Suite 2, University o f Rhode Island, Kingston, Rhode Island, 
by calling .

Your signature on this document indicates that you have decided to participate in the study 
after reading the information and having all o f  your questions answered. Thank you.

Client’s Signature:  Date:____________________
Printed Name:_______________________

Researcher’s Signature: _____________________________________ Date:
Printed Name: ____________

Signature, o f  Witness:  Date:
Printed Name: ____

R e p ro d u c e d  with p erm iss ion  of th e  copyright ow ner.  F u r the r  reproduction  prohibited without perm iss ion .



301

APPENDIX B
THE UNIVERSITY OF RHODE ISLAND 

COLLEGE OF NURSING 
White Hall 

Kingston, Rhode Island 02881-0814

CONSENT FORM FOR NURSE-MIDWIVES

You are invited to participate in a nursing study. The purpose o f  the research in which you 
are being asked to participate is to find out about the nature o f  interaction between nurse-midwives 
and clients during a prenatal visit in the third trimester. This information will be used to assist in 
improving maternity care. If you decide to participate in the research study, you will be allowing a 
nurse researcher (who is also a nurse-midwife) to observe and tape record the interaction which 
occurs between you and your client during a prenatal visit. In addition, the nurse researcher will be 
conducting a brief post-visit telephone interview with you within 36 hours after the prenatal visit. 
There are no known complications or risks associated with participating in this study.

It is not known at this time if you will benefit from participating in this study. It is hoped 
that information obtained from this investigation will yield insights into effective interactive aspects 
o f nurse-midwifery practice which will result in improved care for clients.

You are making a decision whether or not to participate in this study. Your decision to 
participate or not to participate will not prejudice your future relationship with your current practice 
or professional organization. If you decide to participate, you are free to withdraw your consent and 
to discontinue your participation at any time without prejudice.

The audiotapes and observational notes will be kept strictly confidential and stored in a 
secure place. Any information that identifies you by name will be omitted. Information which does 
not identify you by name may be used for scientific purposes including teaching and/or publication. 
Your current practice or professional organization will not have access to any information gathered 
in this study. All data will be analyzed and reported anonymously and collectively.

If you are not satisfied with the way this study is being conducted, or if any problems arise, 
the nurse researcher, Mary Ellen Doherty can be contacted by calling . In addition, 
you may contact the researcher's major professor, Dr. H. Suzie Kim, by calling  or 
you may contact the office o f the Vice Provost for Graduate Studies, Research and Outreach, 70 
Lower College Road, Suite 2, University o f Rhode Island, Kingston, Rhode Island, by calling  

.

Your signature on this document indicates that you have decided to participate in the study 
after reading the information and having all o f  your questions answered. Thank you.

Nurse Midwife’s Signature:  Date:___________________
Printed Name: ___

Researcher's Signature:  Date:
Printed Name:

Signature o f Witness  Date:
Printed Name:
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APPENDIX C

PHILOSOPHY 
OF THE AMERICAN COLLEGE OF NURSE-MIDWIVES

Nurse-midwives believe that every individual has the 
right to safe, satisfying health care with respect for human 
dignity and cultural variations. We further support each 
person's right to self-determination, to complete information 
and to active participation in all aspects o f care. We believe 
the normal processes of pregnancy and birth can be enhanced 
through education, health care and supportive intervention.

Nurse-midwifery care is focused on the needs of the 
individual and family for physical care, emotional and social 
support and active involvement of significant others 
according to cultural values and personal preferences. The 
practice o f nurse-midwifery encourages continuity o f care; 
emphasizes safe, competent clinical management; advocates 
non-intervention in normal processes; and promotes health 
education for women throughout the childbearing cycle. This 
practice may extend to include gynecological care o f well 
women throughout the life cycle. Such comprehensive health 
care is most effectively and efficiently provided by nurse- 
midwives in collaboration with other members o f an 
interdependent health care team.

The American College of Nurse-Midwives (ACNM) 
assumes a leadership role in the development and promotion 
of high quality health care for women and infants both 
nationally and internationally. The profession o f nurse- 
midwifery is committed to ensuring certified nurse-midwives 
are provided with sound educational preparation, to 
expanding knowledge through research and to evaluating and 
revising care through quality assurance. The profession 
further ensures that its members adhere to the Standards of 
Practice for Nurse-Midwifery in accordance with the ACNM 
philosophy.

Revised and approved October, 1989 © American College of Nurse-Midwives
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APPENDIX D-l

STANDARDS 
FOR THE PRACTICE OF NURSE-MIDWIFERY

N urse -m id w ife ry  p ra c t ic e  is th e  independen t m a n a g e m e n t o f  w o m e n ’s  health  c a re , fo c u s in g  
p a rticu la rly  on  p reg n an cy , c h ild b ir th , th e  p o stp a rtu m  p e rio d , c a re  o f  th e  n ew b o rn , and th e  fam ily 
p lan n in g  and g y n eco lo g ica l n e e d s  o f  w o m en . T h e  C ertif ied  N u rse -M id w ife  (C N M ) p rac tic e s  w ith in  a  
health  c a re  system  th a t p ro v id e s  fo r  co n su lta tio n , c o lla b o ra tiv e  m a n a g e m e n t o r  referral a s  in d ic a te d  by  
th e  h ea lth  s ta tu s  o f  th e  c lien t. C e rtif ied  nu rse -m id w iv es p ra c tic e  in  a c c o rd  w ith  th e  S tan d a rd s  fo r  th e  
P ra c tic e  o f  N u rse -M id w ife ry , a s  d e fin ed  by th e  A m erican  C o lle g e  o f  N u rse -M id w iv es  (A C N M ).

T he n u rse -m id w ife  is  c o m m itte d  to  m ain ta in ing  a  high s ta n d a rd  o f  p ro fessiona l c a re , to  
p a rtic ip a tin g  in th e  e d u c a tio n  o f  nu rse -m id w iv es. an d  to  p ro m o tin g  th e  c o n c e p ts  o f  nu rse -m id w ife ry  
p ra c tic e  in th e  co m m u n ity

STA N D A R D  I

NURSE-M IDW IFERY C A R E IS PROVIDED BY 
QUALIFIED PRACTITIO NERS

The practitioner
1) Is ccnificd by the A CN M  approved certify ing 

agent.
2 ) Shows cv idcncc o f  continuing competency as 

required by the American College o f  Nursc- 
Midwivcs.

3) Is in compliance with the legal requirements 
o f  the jurisdiction where the nursc-midwifcry 
practice occurs.

STA N D A R D  II

NURSE-M IDW IVERY C A R E  SUPPORTS 
INDIVIDUAL RIG HTS A N D  SELF-

DETERM INATION W ITHIN BOUNDARIES OF 
SA FETY

The certified nurse-midwife:
1) Practices in accord with the Philosophy and 

the Code o f  Ethics o f  the American College 
o f  Nursc-Midwivcs.

2 ) Provides clients w ith a  description o f  the 
scope o f  nurse-midwifery services and 
information regarding the c lien t's  ngh ts and 
responsibilities.

3 ) Provides clients with inform ation on other 
providers and services w hen requested or 
when care required is not w ithin the scope o f 
practice o f  the individual nurse-midwife.

4 )  Promotes involvement o f  support persons in 
the practice setting.

STA N D A RD  III

N U RSE-M ID W IFERY  C A R E IS C OM PRISED  O F 
K N O W LED G E. SKILLS. AND JU DG M ENTS 

T H A T FO ST E R  THE DELIVERY O F SAFE AND 
SA TISFY IN G  CARE

The certified nurse-midwife:
1) Collects and assesses client care data, develops 

and im plem ents a plan o f  management, and 
evaluates the outcom e o f  care.

2 ) D em onstrates the clinical skills and judgm ents 
described in the ACNM  Core Competencies for 
Basic N ursc-M idw ifcry Practice.

3 ) Practices in accord w ith the ACNM Standards 
for the P ractice o f  Nursc-M idwifcry

4 )  Practices in  accord w ith the policies o f  the 
nurse-m idwifery scrvicc/pracucc that m eet the 
requirem ents o f  the particular institution or 
practice setting.

5) Expands clinical practice in accordance w ith 
ACNM  G uidelines for the Incorporation o f  New 
Procedures into Nursc-Midwifcry Practice

STA N D A R D  IV

N U RSE-M ID W IFERY  CA RE IS BASED UPON 
K NO W LED G E. SKILLS. AND JUDGM ENTS 

W HICH A R E  REFLECTED  IN W RITTEN 
PO LICIES/PRA C TICE GUIDELINES

The certified nurse-midwife:
1) Describes the param eters for the 

service/practice for nurse-midwifery 
m anagem ent, physician management and 
collaborative management

2 ) Establishes practice guidelines for each 
specialty area, which include but arc not limited 
to:
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APPENDIX D-2

Antepartum  2 ) Prom otes adequate staffing in the clinical setting
a) criteria for admission to the nursc-midwifcry where the nurse-midwife practices.

service 3) Demonstrates appropriate techniques for
b) parameters and methods fo r assessing the emergency m anagement including arrangements

progress o f  pregnanes’. for emergency transportation.
c) parameters and methods fo r assessing fetal

well-being.
d) indicators o f  risk in pregnanes and STA N D A RD  VI

appropriate interv ention. NURSE-M IDW IFERY CARE OCCURS WITHIN
c) parameters for medications prescribed/used THE HEALTH CARE SYSTEM  OF THE

dunng pregnanes’. COM M UN ITY  USING APPROPRIATE
RESOURCES FO R  REFERRALS TO MEET

Intrapartum  MEDICAL. PSY CH OSO CIAL. ECONOMIC. AND
a) parameters and methods fo r assessing CULTURA L O R  FAM ILY NEEDS

progress o f  labor and birth.
b) parameters and methods for assessing The certified nurse-midwife:

maternal and fetal status. 1) Uses records that facilitate communication o f
c) parameters for medications and solutions information to consultants and institutions.

prescribed/used during labor and birth. 2) Facilitates clients ' access to their records.
d) management o f  birth and the immediate 3) Provides written documentation o f  risk

postpartum period. assessm ent, course o f  management, and outcome
c) methods to facilitate the new born 's o f  care.

adaptation to  extrautenne life. 4 ) Provides for prom pt entry on the health record o f
0 significant deviations from normal and laboratory tests, treatm ents, and consultations.

appropriate interventions. 5) Provides a mechanism for sending a copy o f  the
s) parameters and methods for assessing the health record on referral o r transfer to other

immediate well-being o f  the newborn. levels o f  care.
6) Treats records as confidential documents.

Postpartum/Newborn
a) parameters and methods for assessing the

postpartum status o f  the mother. STAN DA RD  VIII
b> parameters and methods for assessing the NURSE-M IDW IFERY CARE IS EVALUATED

w ell-being o f  the newborn. ACCORDING TO AN ESTABLISHED PROGRAM
c) parameters for medications prescribed/used in FOR QUALITY A SSESSM EN T THAT INCLUDES

the pucrpcnum. A PLAN TO IDENTIFY AND RESOLVE
d) significant deviations from normal and PROBLEM S

appropriate interventions.
The certified nurse-midwife:

Family Planning/Gynecology 1) Participates in a program  o f  quality
a) parameters and methods for assessing general assurance/improvement for the evaluation o f

physical and emotional status o f  the c lien t nursc-midwifcry practice within the setting in
b) parameters for medications and dev ices which it occurs and within legal requirements.

prescribed/used. 2) Collects client care  data systematically and is
c) significant deviations from normal and involved in analysis o f  that data for the

appropriate interventions. evaluation o f  the process and outcome o f  care.
3) Seeks consultation to  review problems identified

STANDARD V by the quality assurance/improvement program.
NURSE-M IDW IFERY CARE IS PROVIDED IN 4) Acts to  resolve problem s that arc identified.

A SAFE ENVIRONM ENT 5) Participates in peer review .

The certified nurse-midwife: Standards for the Practice ofNursc-Midvvifcry.
1) Demonstrates knowledge o f  and utilizes Approved BOD August 1993; supersedes Functions.

federal and state regulations that apply to Standards, and Q ualifications. 1983 and Standards for
practice environment and infection control. the Practice o f  Nursc-Midvvifcry. 1987.
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APPENDIX E

CODE OF ETHICS 
FOR CERTIFIED NURSE-MIDWIVES

A Certified Nurse-M idwife has professional moral obligations. The purpose o f  this 
code is to identify obligations which guide the nurse-midwife in the practice o f  nurse- 
midwifery. This code further serves to clarify the expectations o f  the profession to consumers, 
the public, other professionals and to potential practitioners.

1) Nurse-midwifery exists for the good o f  
women and their families. This good is 
safeguarded by practice in accordance 
with the ACNM Philosophy and ACNM 
Standards for the Practice o f  Nurse- 
Midwifery.

2) Nurse-midwives uphold the belief that 
childbearing and maturation are normal 
life processes. When intervention is 
indicated, it is integrated into care in a 
way that preserves the dignity o f  the 
woman and her family.

3) Decisions regarding nurse-midwifery care 
require client participation in an ongoing 
negotiation process in order to develop a 
safe plan o f  care. This process considers 
cultural diversity, individual autonomy, 
and legal responsibilities.

4) Nurse-midwives share professional 
information with their clients that leads to 
informed participation and consent. This 
sharing is done without coercion or 
deception.

5) Nurse-midwives practice competently. 
They consult and refer when indicated by 
their professional scope o f  practice and/or 
personal limitations.

6) Nurse-m idwives provide care without 
discrim ination based on race, religion, 
life-style, sexual orientation, socio
economic status or nature o f health 
problem.

7) Nurse-m idwives maintain confidentiality 
except when there is a clear, serious and 
immediate danger or when mandated by 
law.

8) Nurse-midwives take appropriate action 
to protect clients from harm when 
endangered by incompetent or unethical 
practices.

9) Nurse-m idwives interact respectfully 
with the people with whom they work 
and practice.

10) Nurse-midwives participate in developing 
and improving the care o f women and 
families through supporting the 
profession o f  nurse-midwifery, research, 
and the education o f  nurse-midwifery 
students and nurse-midwives.

11) Nurse-m idwives promote community, 
state, and national efforts such as public 
education and legislation, to ensure 
access to  quality care and to meet the 
health needs o f  women and their families.

Source: Ad Hoc Committee on Code o f  Ethics 
Approved by Board o f Directors May 18, 1990
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APPENDIX F

 

October 1, 1998

Dear Nurse-Midwifery Colleagues,

I am a CNM and PhD candidate at the University o f Rhode Island. I plan to 
conduct a research study in the near future investigating CNM-client interaction in the 
third trimester o f  pregnancy. The first phase o f data collection will involve the 
observation and audiotaping o f prenatal visits. The second phase will consist o f  post
visit telephone interviews with each CNM and client separately within 36 hours after 
the prenatal visit.

I am looking for midwifery practices that might be interested in participating in 
this study. CNM participation criteria include membership in the American College o f 
Nurse-Midwives and at least 2 years experience in clinical midwifery. Client 
participation requires that their current pregnancy is their first experience with nurse- 
midwifery care.

It is hoped that this study will serve as a foundation for future studies in the 
area of CNM-client interaction. This generation o f new knowledge will contribute to 
improved care and lead to better health outcomes for women and infants.

I look forward to hearing from you and will be happy to answer any questions 
regarding this study. I can be reached at  Thank you for your kind 
and prompt attention to this request.

Sincerely,

Mary Ellen Doherty, RN, CNM, MSN
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APPENDIX G-l

Obaerria
Gynecology
Inferriliry
Midwifery

s.’5H7\'*5S
. The Untversly of Rhode Island 
.Graduate School Colege of Nursing 
AMtfe Hal 2 Heathman Road 
Kingston. Rhode Island Q2M1-0814

Date: February 23.1800

Re: Doctoral Research Study Data Collection for MaryEMen Doherty

The Certified Nurse-Midwfcres at 
Elen's research study on Certified Nurse-I 
proceed with her data collection.

are delighted to participate in Mary 
interaction. Mary Elen has appnwai to

If I can be of any further assistance or you have any questions, pleas do not hesitate in contacting 
me at.!

Sincerely,
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APPENDIX G-2

F e b r u a r y  2 4 , 1 9 9 9

T o  W hom  i t  m a y  c o n c e r n ;

I  a m  p l e a s e d  t o  p a r t i c i p a t e  i n  t h e  r e s e a r c h  s t u d y  o n  C W t - C l i e n t  

i n t e r a c t i o n  p r o p o s e d  b y  M a r y  E l l e n  D o h e r t y .

F e e l  f r e e  t o  c o n t a c t  m e  w i t h  a n y  q u e s t i o n s .
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APPENDIX G-3

February 22. 1999

Mary Ellen Doherty, CNM 
.65 FordRd.

> Sudbury, 'MA 01776-

Dear Mary Ellen, ■

I  have spoken with the other midwives in our practice and we would be happy to 
participate in your research You may observe visits with our clients (pending their 
permission, o f course) and collect data on CNM-client interaction.

We admire your desire to further your education and would appreciate knowing- 
'the results o f  your study.

Please contact me to set up the plan fo r  the dates involved. The best lime to reach. 
me is Monday or Tuesday between 9:00 am and 4:30 pm  at the office or between 7:00pm- 
10:00pm at home.

Sincerely,
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APPENDIX G-4

' —  W om en’s H ealth  —

Mary Ellen Doherty November 15, 1998

D ear Mary Ellen,

Thank you for sending the information about your research study on 
C N M /client interaction.

We w ould be happy to participate. P lease notify u s  when you are ready 
to  collect data.

Sincerely,
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