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Birth Undisturbed. Its recreation of the birth of Prince 
Edward depicts what is widely believed to be Elizabeth II’s 
first active and conscious birth at the beginning of the end 
of the practice of knocking out the mother and delivering 
via planned forceps. Who knew that our own Queen, in 
this Jubilee year, might be significant in increasing the role 
women have to play in their own care and that of their 
babies, shifting away from the control of the medics? If only 
progress like this had stayed on that trajectory. 

A feminist perspective on the history of labour and 
childbirth instead sees increasing attempts by the patriarchy 
to wrestle control back in the guise of greater safety, even a 
greater experience. It sometimes feels like a backlash against 
those who fought for birthing women; but we remain 
thankful for Dick-Read, Lamaze, Leboyer, Gaskin – all of 
whom provide a background to the articles presented here 
and continue to encourage women to reclaim autonomy. 
How sad that we still need that.

My co-editor, Alex, and I couldn’t resist adding our 
own contributions to this edition of the AIMS Journal, 
but we’ve cleverly hidden them in a list of thoughtful and 
thought-provoking contents. This will be my last edition as 
an editor, though I hope to remain involved in a different 
role. Like my own birth experiences, it’s been enlightening, 
painful at times, and I did it at home with the help of a 
wonderful woman. 

We start off with Anne Glover’s and then Alex Smith’s 
stories of births handed down to them, both featuring 
their grandmothers. Tania Staras shares some midwifery 
history with us before two pieces follow that have multiple 
authors sharing their reflections and memories; Jo Tyler, 
Nadia Higson, Alison Bryan and Dorothy Brassington share 
stories that have carried through the generations, and then 
Sue Primrose, Ann Price and Fiona Cann reflect on their 
memories and those of their mothers.

Pamela Ward is now into her 80s but recalls in detail her 
life before and beyond becoming a mother in rural Cheshire 

“I did this for the new baby”

The pace of change in medicine, technology, social care and 
communities has accelerated to the point that living memory 
can take us to times that feel like ancient history. Now when 
we have ‘lightbulb moments’ someone has at least invented 
the lightbulb. In matters around pregnancy and birth, a 
walk into the past encounters the hysterical as well as the 
historical. Unravelling diverse perspectives on what defines 
both of those is tricky. In this edition of the AIMS Journal, 
we layer remembered stories and retold reflections onto AIMS 
knowledge, evidence and strength.

We hope that much of what is here will bring a smile 
to the reader’s face, sometimes a sad smile where a distant 
echo is heard. There is loss, triumph, regret and hope, and 
maybe an occasional lightbulb moment! There is possibly 
no equivalent to birth seen culturally and historically. 
Inventions, discoveries and changing cultural perceptions of 
this and the last century have both enhanced and damaged 
the birth experience. Landsteiner’s 1901 discovery of human 
blood groups and Fleming’s penicillin both continue to save 
many lives. Anaesthesia, too, saved lives but in birth its use 
sometimes masqueraded as helpful when in fact for a long 
time it was a tool of oppression, having negative effects on 
women and babies. The December edition of the Journal – on 
Birth and Art – will cover Natalie Lennard’s collection called 

Editorial

Once upon a birth
by Salli Ward
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This is my maternal grandmother Mary, who was born on 
Derry’s walls in 1902. I’ve grown up with her amazing and 
very positive birth stories since I was a little girl, which I do 
believe subconsciously led me to being a doula. She gave 
birth to all six of her babies at home between 1933 and 
1944, even though she only started her mothering journey 
when she was 31 years old.

In Northern Ireland in the 1920s the province had 
the highest maternal mortality and second highest infant 
mortality in the UK.  The maternal mortality rate was 7.3 
per 1000 live births. Home birth was the norm as there 
was no maternity hospital outside of Belfast. In 1924, Sir 
Dawson Bates led an enquiry into the provision of a health 
service, yet it wasn’t until 1936 that the first enquiry into 
maternal mortality was held.[1]

There was no NHS then and I never heard my 
grandmother mention midwives, only district nurses, 
or community nurses. It was neighbours, or untrained 
midwives known as ‘handywomen’ in Ireland,[2] who 
supported each other during labour, birth and with 
parenting. The doctor would have been called if there was 
a problem or when the mother was ready to give birth, so 
he could administer chloroform. Fathers were not expected 
to be at the birth, as giving birth was generally viewed as 

in the early 1960s. She is followed by AIMS stalwart, Nadia 
Higson, looking back at some of the early AIMS campaigns 
and how things have changed. Deborah Maw comes next with 
her relatively recent birth experiences – one of which, I confess, 
I was at, so I follow with my own story of my son’s illness just 
after birth.

The Journal continues with Dot Parry focussing on 
induction in her reflections and recollections of life as a 
midwife. We have a briefing for birth activists and then a catch-
up from the AIMS Campaign Team to bring the Journal – but 
not the story on improving birth – to a close.
We are very grateful to all the volunteers who help in the 
production of our Journal: our authors, peer reviewers, 
proofreaders, uploaders and, of course, our readers and 
supporters. This edition especially benefited from the help of: 
Megan Disley, Anne Glover, Carolyn Warrington, Caroline 
Mayers, Jo Dagustun, Katherine Revell and Josey Smith.

We really hope you will enjoy this issue. In our next Journal 
coming in December we will be exploring the expression of our 
experience of birth through the medium of art. 

~~~

Article

Oldest birth  
stories
by Anne Glover

Previous issues of the AIMS Journal 
online

AIMS Journal articles from 1998 to the present day are 
available on this page of the AIMS website - www.aims.
org.uk/journal.
Choose what you would like to read by date or title 
from the drop down menu on the left side of the page.

Many journals are also available to read in magazine 
format at 
https://issuu.com/search?q=AIMS%20Journal. 
You can read and download the magazine, free of 
charge.
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Interestingly, mothers kept their babies in bed with them 
at night time, not only for ease of breastfeeding, but also 
to keep warm. Isn’t it ironic that babies born at home then 
benefited enormously from physiological birth, microbiome, 
breastfeeding – all the natural aspects that some mothers 
and parents today struggle to find the necessary support and 
respect for?

By the time my mother came to birthing her babies in 
the 60s, the maternity services had changed as a result of the 
NHS and new maternity facilities. My mother chose to have 
her first baby in a private nursing home, as she had heard 
some rumours about babies having sore feet from being left 
in cots in the new local maternity hospital. It was her most 
traumatic birth, as she tells the tale of her baby being stuck 
in the birth canal for a long time, but she did have a vaginal 
birth. Her second baby was born in a hospital, and her third 
baby at home.  So my mother had the full experience of 
maternity services in the 1960s and she would happily tell 
you that the birth at home was by far the easiest, even with a 
bonny 10lber!

Author Bio:  
Anne Glover works as a doula in Northern Ireland.

ENDNOTES

1 O'Sullivan JF. Two hundred years of midwifery 1806-2006. Ulster Med 
J. 2006 Sep;75(3):213-22. PMID: 16964815; PMCID: PMC1891762. 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1891762/

2 Breathnach C. (2016). Handywomen and Birthing in Rural Ireland, 
1851–1955. Gender and History, volume 28, pages 34-56. https://
onlinelibrary.wiley.com/doi/abs/10.1111/1468-0424.12176

3 Derry Journal (March 30th 2022) July 1933: when Derry went Italian 
for six memorable days. https://www.derryjournal.com/heritage-and-
retro/retro/july-1933-when-derry-went-italian-for-six-memorable-
days-3632976

women’s work. It was the district nurses who called at the 
homes to check on the babies and mothers.

My grandmother’s first baby was born breech, and he 
lived into his 80s. The district nurse assisted her birth, as 
there were no doctors around on the day he was born. It was 
the 2nd July 1933 and quite a spectacle was happening in 
the city on that particular day. An Italian air armada,  
24 Savoia-Marchetti twin-hulled flying-boats led by General 
Balbo, had just landed in Derry for refuelling enroute to 
America, and all the doctors in the vicinity were at this 
unusual event.[3] My grandmother’s birthing story goes that 
the baby pooed as he was being born, bottom first, and the 
district nurse said he wouldn’t have a care in the world!

Her second baby was due in February and arrived in 
December, so he was born premature, probably at 32 weeks. 
He was around 3lb and kept in a drawer, rubbed with 
olive oil daily and wrapped in cotton wool. Breastmilk was 
expressed with a glass extractor (see photo below) and fed by 
glass dripper into her baby’s mouth, with my grandmother 
squeezing his cheeks together to imitate a sucking motion, 
until he was able to breastfeed.

Four healthy bonny girls followed at 18-month intervals  
(9 months breastfeeding and 9 months pregnant), all born at 
home. There was not so much chat about these births, so they 
must have been fairly uneventful compared to the first two!

It's rather incredible that my grandmother had 6 
successful home births and 6 healthy babies, who were all 
then breastfed for 9 months. Living conditions were very 
different then to what we know nowadays. For example, 
there was no hot running water in any of the homes where 
my grandmother gave birth. Instead a kettle would have 
been sitting on the range all day long to provide hot water, 
mainly for tea! The toilet was outside, and a bathroom 
was unheard of. There was no central heating either, 
remembering that her second baby was born prematurely 
during winter.

Editorial contd.

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1891762/
https://onlinelibrary.wiley.com/doi/abs/10.1111/1468-0424.12176 
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The care instructions include the use of a clothes basket if 
the cradle has not arrived. This is lined with brown paper 
and flannel and warmed with three hot water bottles of 
an exact temperature. The crib is screened from draughts 
but a window kept open at all times while the baby is in 
bed. An incubator is “not necessary nor desirable” because, 
without plenty of fresh air, “baby cannot possibly thrive”. 
The author suggests cutting very simple clothes from a sheet 
of gamgee tissue (a roll of cotton wool between two layers of 
gauze) and not to undress and redress the baby more than 
once every three days “until baby is over 3½ lbs in weight”. 
Though guidance is given for “artificial feeding”, if needs 
must, “mother’s own milk” is considered “never so vital”. 

  

   Rolls of gamgee tissue   

The distant memory of this knowledge of the care of tiny 
babies has been carried into common parlance with idioms 
such as ‘being wrapped in cotton wool’, and ‘still wet behind 
the ears’, which premature babies are.  The self-reliance and 
competence required to care for a premature baby is illus-
trated in Anne Glover’s account of the premature birth of 
her grandmother's second baby and Alison Bryan’s account 
of her mother’s birth in 1942. Indeed, a great uncle of mine, 
born in the late 1800’s, had the life-long nickname ‘Tiny’ on 
account of having been born very early.

Of course, historically, not all mothers or babies survived 
childbirth and the mortality rates were much higher than 
today. However, things may not have been as dreadful as 

My Grandmother Mary

My maternal grandmother, Mary Hannah Alberta Patchett, 
born at home in 1896, was so small at birth that her family 
always said they could have put her in a pint pot. She 
seemed very proud of this fact. Neonatal intensive care units 
did not exist in those days and tiny babies were raised, or 
died, at home. Until the advent of the NHS, many people 
could not afford hospital care, and in any case, its benefits 
were uncertain. Home nursing skills, guided by a nurse, 
handy woman, or the older women in the family and 
neighbourhood, were mastered very quickly and people 
knew what to do. They did not feel helpless. 

My 1930s motherhood book[1] is very reassuring. 

To care for a premature baby demands exceptional 
thoroughness and devotion. Given these, a little 
knowledge and plenty of common sense, almost any 
baby who is really complete and alive at birth can be 
safely and successfully reared in an ordinary home, 
with ordinary equipment, no matter how tiny they may 
be. 

Article

Family Stories:  Putting them into a  
wider context
by Alex Smith
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attended at home by a midwife who by today’s standards 
would be considered ‘untrained’, the fact that 99.5% of 
mothers survived childbirth in the care of these two women 
is a remarkable testament to traditional midwifery and the 
inherent safety of birth.

In Leap and Hunter’s book ‘The Midwife’s Tale’ [9], 
an oral history of midwifery, the community midwives 
interviewed (working in the decades before the NHS) 
reported seeing very few maternal deaths as women with 
really severe problems were referred to hospital by then. 
One midwife who had attended 4000 births saw only one 
woman die. This mother had given birth in hospital and had 
developed complications after she had come home. There 
are tales of midwives attending the home birth of triplets 
(without a doctor present as “it would have frightened the 
patient”), the home birth of twins born 24 hours apart (the 
second baby was in a good position…”so why worry!?”), 
and the home birth of a 21st baby. One midwife from 
Wales attended 200 births and didn’t have to transfer a 
single mother into hospital – including the one caesarean 
carried out with the help of the GP (who she later married). 
The mother refused to go into the hospital...but that is a 
longer story. Another midwife describes how a baby, born 
at 30 weeks and weighing only two and a half pounds, was 
successfully cared for at home. However, childbirth, and the 
various medical or surgical procedures employed, did leave 
their toll.

In my own family story there were two maternal 
deaths that are remembered. My 4’11” maternal great 
great grandmother, Elizabeth, safely gave birth to thirteen 
children between the years of 1862 and 1889. (The records 
show that she once spent a week in jail for disorderly 
conduct. I like to think that this may have been a little 
holiday for her.) Elizabeth’s ninth baby, Benjamin, died 
aged two; the others all survived to lead full lives. However, 
her young daughter-in-law, Emily, died from puerperal 
septicaemia following the birth of her baby in 1906, my 
Uncle Hector. I just remember Uncle Hector. We have a 
picture of his beautiful mother, and we also have a book, 
a book about Florence Nightingale, that was awarded to 
Emily at school in 1891 for gaining 135 out of 150 marks. I 
feel a strange sense of maternal pride and sadness whenever I 
think of this. Hector’s Auntie Martha (a favourite great aunt 
of my mother’s) helped raise Hector, and my Nanna, as a 

historians would have us believe. Catherina Schrader (1656-
1747)[2] was a Dutch midwife who left records of each 
of the 4000 births she attended between 1693 and 1745, 
95% of which were spontaneous and without intervention. 
Analysis of her figures shows her maternal mortality was 4.6 
in a 1000 (comparable with the UK up until 1935) and her 
perinatal mortality 54 in a 1000. It is hard to compare these 
figures with today’s because it is likely that different criteria 
were used, but they show that, in her practice, around 
99.5% of mothers and 95% of babies survived the birth. 

To set this into context we should know that Catherina 
attended: breech and transverse-lie births; cases of placenta 
praevia and cord prolapse; twin births[3]; births of babies 
with mothers who were well into their forties; births of 
babies with conditions not compatible with life (less seen 
today because of therapeutic abortion); and babies stillborn 
or close to death because of rhesus incompatibility. Her 
figures align with those of Martha Ballard[4], an 18th 
century midwife working in the wilds of New England with 
no medical support other than her skills as a herbalist. In 
27 years of practice Martha lost only 5 mothers, none of 
whom died during the labour or birth itself. Two were from 
infection when scarlet fever was present in the house, two 
from what was probably eclampsia, and one is uncertain. 
Her perinatal mortality rate was the same as the UK’s in the 
30s.  It is likely that Catherina and Martha were exceptional, 
but their records show what was possible with skilled care. 

The maternal death rate in the UK throughout the 
second half of the 19th century and up until the mid-1930s 
was roughly 1 in 200.[5], [6] Everyone would have known, 
or known of, a mother who died. 55% of these deaths were 
from infection, with another 42% caused by bleeding, 
convulsions, and illegal abortion.[7] Infection was (and still 
is) much more likely from a hospital or doctor-attended 
birth (there was a mortality rate of about 85 in 1000 for the 
lying-in hospitals of that time), but mortality plummeted 
following the introduction of the first antibiotics. By today’s 
standards the idea of 1 in 200 mothers dying is appalling, 
but when you consider that this figure included women 
of all risk groups: women with undiagnosed or untreated 
medical conditions such as heart disease, diabetes, rickets 
or preeclampsia[8]; women with no recourse to antibiotics 
or safe surgery; women having very large families; women 
living is abject poverty; and almost all women being 

Editorial contd.
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the birth of her own twins. Apparently she had always had 
a bad heart and the cause of death is given as ulcerative 
endocarditis and pulmonary embolism. The babies survived 
and one stayed with my grandmother until arrangements 
were made for their adoption within the wider family. 

For hospital and doctor-attended births, the eventual 
acceptance of hand-washing in the late 1880s saved 
countless maternal lives[10], and the improved living 
conditions of people from 1900 onwards made a vital 
contribution to lowering mortality and morbidity rates 
[11]. Medical breakthroughs in the 20th century also 
made a real difference. Antibiotics in the late 1930s 
further reduced mortality from infection. At around the 

girl, remembers pushing him up and down the road in his 
wicker pram. The extended family must have been a God-
send in times of birth and death. 

My paternal great grandmother Mary Anne, had eleven 
children. Her first pregnancy in 1880 was with twins. One 
was stillborn and the other, Mark John, died at three days 
old. The other nine children thrived, but sadly, Mary’s 
youngest daughter Dorcas died in 1920 one month after 

  One of the baby twins with my father and 
auntie.  

Great grandma Mary is on the left.

Elizabeth and her husband with my great grandmother and her little 
daughter (my Nanna) to the left of the picture, and Auntie Martha to 
the right.
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again on her bicycle saying that, as it 
was a first baby, it would take some 

time and she would call again at 
teatime. Not long after she had left, 
things progressed rapidly and my 

father-in-law was dispatched to fetch 
the sweetshop lady who had once 

been a nurse.

Having attended home birth and home death, there is a 
strange comfort in the normalcy and ownership of the 
everyday surroundings, and of the life transitions themselves. 
In these situations I have experienced a really strong sense of 
connection with the past, as if all the women who had been 
there before me were sharing their support and wisdom. It 
really is true that what you need when a baby is being born 
is towels, hot water and faith. In 1981 I was issued with a 
list of requirements for my planned home birth:

1 hand bowl
2 jam jars
Supply of clean newspapers
Saucepan and lid
1 large jug
1 jug ½ pint
2 boilable pudding basins
2 forks
Supply of clean mackintosh sheeting

I rather thought that the midwife had plans to make me a 
celebratory omelette. Having gathered everything as asked, 
none of it was used. My baby was born before they had time 
to boil a pudding basin. I kept the list though, because, for 
me, it epitomises the everyday and timeless ordinariness of 
childbirth.

Author Bio:  
Alex is an editor for the AIMS journal. She remembers birth stories 
from her grandmother’s time and before, all the way through to 
those of her great grandchildren. 

ENDNOTES
1  The Motherhood Book. (1930) The Amalgamated Press, Ltd., London
2 Dunn P M (2004) Catherina Schrader (1656-1746): the memoirs of a 
Friesian midwife. Archives of Disease in Childhood -- Fetal & Neonatal 

same time, ergometrine was introduced to help control 
excessive postpartum bleeding.[12] Blood transfusion 
reduced mortality for women who did haemorrhage, and 
blood transfusion combined with improved anaesthesia 
made surgery a viable option in emergencies.[7] Legal 
abortion, however conflicted we may feel about this, has 
saved countless maternal lives,[13] and Anti-D medication, 
introduced in the 1960s, meant that women who were 
rhesus negative no longer had a string of stillbirths after 
their first child.[14] This last advance meant that I was 
able to have five healthy children, whereas my older friend 
Dorothy, determined to provide a sibling for her daughter, 
experienced the death of her second-born at three days (she 
wasn’t allowed to see him) and then four stillbirths of term 
babies. Brilliant and welcome as they are, none of these 
medical advances require the mass hospitalisation of birth 
we see today.

With a gradual shift towards hospital over the middle 
decades of the 20th century, home remained a very normal 
place to give birth well into the 1960s. My petite mother-in-
law gave birth to my husband at home one snowy Sunday 
morning in 1950. She remembers that the church bells were 
ringing. Help was summoned using the village telephone 
box. The telephone operator said, “Is that you Ron? Is 
the baby on the way?” Birth was a community event. The 
midwife duly arrived but rode away again on her bicycle 
saying that, as it was a first baby, it would take some time 
and she would call again at teatime. Not long after she had 
left, things progressed rapidly and my father-in-law was 
dispatched to fetch the sweetshop lady who had once been 
a nurse. While he was gone, the baby was born with only 
grandma in attendance. My mother-in-law shared her birth 
story with me a few times, and rather than focusing on the 
‘no midwife present’ part, she always mentioned that she 
was walking around right up until the birth with her mother 
following behind trying to tempt her with a bowl of cereal. 
The homeliness and ordinariness of her account helped 
cement in me my utter and unshakeable belief that in the 
right environment babies usually just come out. Where else 
would they go?  

Birth was a community event. The 
midwife duly arrived but rode away 

Article contd.
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Edition, November. https://bmj.altmetric.com/details/556365
3 Co-editor Salli Ward’s memory: “My dad, born at home in 1927, was a 
twin. The story was he came out the wrong way round (feet first) and had 
to be pushed back in and told to come out the right way. He lived to be 
85, though his twin sister died of the hospital superbug in her 70s.”
4 Ulrich L T (1991) A Midwife's Tale: the Life of Martha Ballard Based 
on Her Diary, 1785-1812. Vintage
5 Chamberlain G. (2006). British maternal mortality in the 19th and 
early 20th centuries. Journal of the Royal Society of Medicine, 99(11), 
559–563. https://doi.org/10.1258/jrsm.99.11.559
6 Loudon I. (1986). Deaths in childbed from the eighteenth century 
to 1935. Medical history, 30(1), 1–41. https://doi.org/10.1017/
s0025727300045014
7 Irvine Loudon, Maternal mortality in the past and its relevance 
to developing countries today, The American Journal of Clinical 
Nutrition, Volume 72, Issue 1, July 2000, Pages 241S–246S, https://doi.
org/10.1093/ajcn/72.1.241S
8 Author’s note: Preeclampsia (previously referred to as Toxaemia) is not 
a modern disease but its cause is still not known. Current theories remain 
theories. Bell (2010) outlines the history of the condition:
Bell M. J. (2010). A historical overview of preeclampsia-eclampsia. 
Journal of obstetric, gynecologic, and neonatal nursing : JOGNN, 39(5), 
510–518. https://doi.org/10.1111/j.1552-6909.2010.01172.x 
9  Leap N. Hunter B. (1993) The Midwife's Tale. London: Scarlet Press
10 Little B (2020) History Stories. https://www.history.com/news/hand-
washing-disease-infection
11 Tew M. (1985). Place of birth and perinatal mortality. The Journal of 
the Royal College of General Practitioners, 35(277), 390–394. 
12 Dunn P M (2002) Perinatal lessons from the past: John Chassar Moir 
(1900–1977) and the discovery of ergometrine. https://fn.bmj.com/
content/87/2/F152
13  Haddad, L. B., & Nour, N. M. (2009). Unsafe abortion: unnecessary 
maternal mortality. Reviews in obstetrics & gynecology, 2(2), 122–126.
14 Lundevaller EH, Edvinsson S. The effect of Rh-negative disease on 
perinatal mortality: some evidence from the Skellefteå region, Sweden, 
1860-1900. Biodemography Soc Biol. 2012;58(2):116-32.  http://umu.
diva-portal.org/smash/get/diva2:359114/FULLTEXT01.pdf

~~~ Your body’s physiology is in the spotlight in this book.

 The AIMS Guide to Giving Birth to Your Baby 
 focuses on the second and third phase of the  

birth process: from your cervix reaching full dilation  
and your baby descending through your pelvis,  

to the final stage when your baby is born.

 You will learn about the supportive role of hormones, about 
how to use your body’s powers and your instinct and emotions 

to help your baby negotiate his or her way into the world.

Available in paperback (£8)  
and kindle format

from
the AIMS shop

www.aims.org.uk/shop

https://doi.org/10.1093/ajcn/72.1.241S
https://doi.org/10.1093/ajcn/72.1.241S
http://shop.aims.org.uk/collections/books


12 AIMS JOURNAL, Vol 34 No 3, 2022 www.aims.org.uk www.aims.org.uk

1940s and 1970s. They were powerful, respectable, bossy and 
a bit scary. They are not the only stories – midwives were also 
remembered as kind and caring. But they give us a strong sense 
of how midwives were seen and of how they saw themselves.

This paper explores the work of district midwives in 
England between 1948 and 1974. This seems like a very 
specific group of people and a very specific time but it allows 
us to consider what made maternity care tick in the post 
war period. It also gives us an idea about why the home-
based model of care struggled to endure. The paper focuses 
on the working lives of midwives in this period and then 
considers their relationships with those around them: general 
practitioners and most importantly women and families.

Background

As long as there have been women giving birth, there have 
been other women looking after them. In England the title of 
‘midwife’ became legally protected after 1902 when the first 
Midwives Act was passed.[2] This meant that to describe herself 
as a midwife a woman (and it was always a woman – men were 
legally barred from midwifery between 1902 and 1979[4]  when 
the law was challenged) had to have been trained, examined and 
her name entered on the Midwives Roll held by the governing 
body, the Central Midwives Board. Midwifery had been 
formalised in this way as it was increasingly felt that midwives 
had the capacity to ‘sell’ public health messages at a time of 
concern for infant and maternal well-being. There was also a 
drive to ‘professionalise’ midwifery, making it a suitable career 
option for middle-class women.[5] Most midwives worked 
‘on the district’ – in their local communities – because that is 
where the majority of babies were born. After 1936 some local 
authorities began to pay their district midwives a salary (prior 
to this they had been reliant on case fees, not always easy to 
collect in poor communities) and in some areas went so far as 
to provide housing, bicycles, uniforms, and headed-note paper.

In 1948 the National Health Service [NHS] commenced 
work, offering ‘healthcare free at the point of need’. The 
midwifery services fell under the umbrella of the NHS but 

The majority of the oral history quotes come from interviews carried 

out by the author. The interviewee is identified by their initials. They 

are discussed in more detail in McIntosh (2012)[1] and McIntosh 

(2014)[2]

Tania Staras 

[One] patient said, ‘I’ve got Sister’s tea.’ I said 
‘Tea?’ ‘Oh yes, she only drinks Earl Grey’ My 
midwife wouldn’t go to the back door. You 
know some farmhouses; they don’t actually use 
the front door. ‘I’m not the tradesman,’ she said. 
They were quite bossy in some ways, but it was 
accepted.                                   (DS interview)

As soon as the midwife’s bike appeared, I sent 
the young one two doors up to fetch the cup 
and saucer. She was the only woman on the 
road with a matching cup and saucer … we all 
borrowed it for visitors. I would run and wipe 
the lavvy seat … I had four boys you see … 
the old man would push his paper down his 
waistcoat and slip over the back fence to next 
door, he was really terrified of the midwife. I’d 
be left to face the music.[3] 

Introduction

These two brief stories give a snapshot of how midwives 
were viewed by women and families in England between the 
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district midwife was held in high esteem by local authority 
employers. 

No longer seen as ignorant or dangerous, as midwives 
had been viewed by the medical profession before 1902, 
she had a high level of autonomy in her work. By virtue 
of their training and practice, midwives were competent 
and confident to care for uncomplicated cases but also to 
manage, single-handedly, situations that could make modern 
hospital midwives reach for the emergency buzzer. In an 
era before scanning, every labour was to a certain extent 
a journey into the unknown. Midwives delivered breech 
babies, twins, premature babies, and those with congenital 
abnormalities. They were allowed to offer nitrous oxide 
for pain relief (although the equipment was heavy and 
cumbersome – it was only practical for midwives who had 
cars to transport it in) and after 1959 were able to give 
pethidine. 

They did not suture however, and prided themselves on 
birthing a baby over an intact perineum where possible; 
otherwise, the GP had to be called out. One midwife 
recalled how this felt:

Or if she [the patient] was torn the doctor 
would come and stitch her up. Nowadays they 
don’t seem to bother at all if the mother gets 
torn. In those days it was a terrible disgrace if 
you had a delivery and the mother was torn. It 
just wasn’t done. It was bad midwifery; it was 
bad nursing to get a tear and you, you know, if 
you sent for a doctor you were almost apologetic 
that the mother was torn.[7]  

their organisation remained the same as it had been since 
the mid-1930s. The ‘tripartite’ system of care, as it was 
called, meant that women could receive care from their 
district midwife through the local authority (who also 
ran antenatal and postnatal clinics); from their General 
Practitioner [GP] (who now contracted their services to the 
NHS); from hospital-based services, including midwives and 
obstetricians. Some women had care from just one of these 
bodies, while others moved through the system and might 
have had care from their district midwife and a GP who 
might then have referred them to hospital.

Despite the proportion of hospital births rising from 
around 30% in the late 1940s to 98% by the early 1970s, 
the system endured.[6] In 1974, however, midwifery care 
changed for good. Local authorities no longer employed 
district midwives or ran clinics or welfare centres. Their 
work was subsumed into the NHS and run by hospitals. In 
some ways this seems logical; there was now one employer 
for all NHS midwives and having them together meant 
that training and rotas were easier to organise. However, the 
system had huge consequences that endure today. District 
midwives (called community midwives after 1974) were 
employed by an organisation that increasingly had risk as its 
focus. The idea of home-based midwifery and a social model 
of care was much harder to maintain when the focus was 
on acute and hospital care. Many very experienced district 
midwives left the service in 1974 rather than work under the 
new model. For those who remained, their work revolved 
almost entirely around antenatal clinics and postnatal visits. 
Home births were vanishingly rare in many areas. 		

There is a sense that the period between 1948-1974 was a 
golden era for the social model of midwifery care. This idea 
has gained traction through the TV series ‘Call the Midwife’ 
that focuses on the midwife as part of their community. 
The rest of this paper explores the work and relationships 
of district midwives and considers to what extent they were 
actually part of their communities. The evidence comes from 
oral histories of women and midwives, from midwifery case 
books and from local and national policies.

The working life of the district midwife

By 1948 all midwives working in England were trained – the 
practice of the untrained ‘handywoman’ or ‘woman who did’ 
died out after lingering well into the 1930s. The modern 
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 In district work the limits to the midwife’s role were set 
only by her ‘physical endurance’. Although there was 
never a marriage bar in midwifery as there was in other 
professions such as teaching and the civil service, in practice 
the work precluded midwives from getting married and 
having families of their own. One midwife, interviewed by 
Leap and Hunter,[10]  commented: “I often wish I’d had 
a baby...yes...but there it was...I chose the profession.” For 
some midwives, the people they worked with became their 
families. A district midwife who worked in Sheffield in the 
1940s explained, “you never really got the feeling that baby 
was yours until you delivered it on the district”[11].   

District midwives prided themselves on their expertise, 
autonomy and on their resilience in the face of very heavy 
workloads. The baby boom in the 1940s and another spike 
in the 1960s meant that midwives recalled rushing from case 
to case.

I’ve delivered three babies in a night. I’ve 
worked all day and then during that night I’ve 
literally gone out, delivered a baby, come home, 
just got back into bed again, the phone rings, 
go out. And that’s the most I’ve done is three 
confinements in one night.      (BR interview)

The idea that district midwives could cope with anything 
was important to their self-image. They saw themselves as 
tough, knowledgeable, and having ownership of families and 
births. Inevitably this sense had an impact on relationships 
with women and families.

Relationships with women			 

Most people know that ‘midwife’ means ‘with woman’ 
(from the old English). The word carries the sense that 
midwives support and nurture women during pregnancy 
and the postnatal period and particularly during labour 
and birth. Traditionally midwives were drawn from their 
local communities and their knowledge was gained through 
attending births and giving care. As we have seen, in post-
war England the situation was very different. Midwives 
were trained, increasingly used medical terminology and 
specialist equipment, wore uniforms, and drove to visits. 
They were no longer obviously ‘with woman’ in the sense 
that they were the same as them – they were now set apart 
and saw themselves, and were seen by families, as educated 
professionals. As the stories at the beginning of this paper 

In dire emergencies the Flying Squad could be 
summoned. Mandatory in all areas after 1948, this 
service was provided by local hospitals and consisted of a 
doctor, midwife, anaesthetist, and equipment to manage 
transfusions and other emergencies at home. Flying squad 
records suggest that most callouts were for post-partum 
haemorrhage and that only in the rarest of cases were 
women transferred to hospital.[8] 

The confidence to work alone and to manage complex 
cases was instilled in pupil midwives. During this period, 
training consisted of two parts – the first in hospital and the 
second on the district. Only with both parts was a midwife 
qualified to take on a district role. One midwife recalled 
how pupils were thrown in the deep end:

Then when you came on the district, you went 
with a midwife and then she would choose cases 
and say “you go there and I’m there if you want 
me” ... I did it as well but you have to be sort 
of confident in your student really and she has 
to be confident in you, and then you delivered 
them alone.

(DS interview)

Delivering the baby was not the end of the midwife’s work. 
Postanal care was seen as essential, and given the number of 
visits, was time-consuming.

We used to do two visits [a day] for six days in 
the community...if they had stitches we had to 
go for six days and swab them down. But if they 
hadn’t then it was twice a day for three days, and 
then daily for ten days we looked after them.

(MB interview)

There are many stories of midwives staying up all night with 
births and then still doing a full load of visits the next day. 
Sometimes midwives worked in pairs, occasionally even 
living together to support each other. However, the caseloads 
and the intensity of work took its toll on the workforce. 
Through the period there were reports and inquiries looking 
at the workload of midwives and the professional exhaustion 
and attrition that followed. The Stocks committee in 1949 
commented that

The midwife] is unable to give sufficient time and 
attention to her mothers and babies, too busy to 
be calm, too pressed to enjoy her work’. [9] 

Article contd.
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Relationships with GPs	

The relationship between midwives and women was the 
central plank of their work, but they also worked with GPs 
and, increasingly, with hospitals. Before 1948, GPs and 
midwives had been in competition for maternity cases and 
fees. Now that midwives were salaried this was no longer the 
case, although GPs did get a fee for attending births, which 
meant they were keen to be there. Case books show that GPs 
attended many routine births when their presence was not 
required on clinical grounds. One midwife recalled what this 
looked like in practice:

And one GP, he was at the top of the hill, 
he used to like to come and give the girls 
chloroform for delivery. I mean at least he came 
out, but you got wise to this and sent for him 
too late. But he’d still get his fee for coming. 
But I mean the mums didn’t want...they want to 
be awake, even in those days they wanted to be 
with it for the delivery.              (MB interview)

This suggests that midwives felt they knew women, and 
what they wanted, better than doctors. Another midwife 
described how much more skilled she believed she was than 
the generalist GP:

I only ever had one [breech birth] to be truthful, 
it wasn’t my patient, I was relieving for the 
midwife. Partway through the GP said … 
‘definitely breech, I’m just going back to the 
surgery’. I said, ‘If you’re going back to read 
about it, you needn’t bother, I’ll tell you what 
to do’. I think the GP was a bit … wouldn’t be 
overjoyed with it myself but at least it all turned 
out alright.                                   (ST interview)
	       	  

As with women, however, the power that midwives had 
could be more illusory than real. Doctors were set above 
them professionally. One midwife recalled trying to have 
a baby admitted to hospital, but the hospital refusing to 
take the referral unless it came from a GP. In describing the 
incident, midwife MB explained that the GP took her side 
and concluded that:

...the GPs did support you. We didn’t get them 
out unnecessarily, but you knew they were there 
if you needed anything, and you really knew 
that you knew more about the situation than 
they did. But often it was the doctor who had to 
say...’                                          (MB interview)

show, midwives expected to be treated with respect by 
women. Midwives saw themselves as at the heart of their 
communities, but also powerful within them. The evidence 
suggests that to a certain extent women accepted this 
relationship, but also that they subverted it. One midwife 
recalled that women were not afraid to ask things of their 
midwives:

But when I first came on the District I had a 
Council Morris Minor and then I got my own 
bright yellow Ford. The other midwife, Johnson, 
she had an orange car. So they’d ask you 
sometimes to park down the side street because 
they didn’t want the neighbours to know they 
were pregnant.                            (DS interview)

This story is partly about social beliefs about pregnancy, but 
also reminds us that midwives were, in many ways, servants 
of the women they cared for. This is most clear in relation to 
place of birth. Women giving birth at home were very much 
the centre of their experience, whatever the midwife might 
believe. Women chose if and when to call for the midwife, 
whether to attend clinics, and whether to be out when the 
midwife dropped by postnatally. Evidence from casebooks 
suggests that women would call midwives very late in labour 
or sometimes not until the baby was in the cot.[12] 

The relationship between midwives and women was 
always one of negotiation and acceptance. What midwives 
across the period clearly found harder to manage was the 
growth of ‘consumer’ groups such as the Association for 
Improvements in Maternity Services (AIMS) and the 
National Childbirth Trust (NCT). These groups were 
created as a deliberate challenge to elements of the system 
of maternity care in the UK, although not necessarily 
to district midwives themselves. The impact they had, 
however, was to make midwives feel threatened because 
women increasingly had knowledge and a voice and would 
not always meekly accept the power of the midwife. Some 
midwives clearly felt that their status was under threat, “We 
were the professionals. I think women were just encouraged 
to have unrealistic expectations.” (ST interview) The belief 
that midwives were professionals, and controlled knowledge 
is suggestive. Developments in care were not about what 
women needed and wanted; they were about the ownership 
and control of pregnancy by midwives.[13] 
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District midwife just before the Second World War  
showing uniform and transport
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reality, however, GPs and hospitals still controlled the way 
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between women and midwives could be warm, supportive, 
and nurturing. However, there were often undertones of 
control by midwives and subversion by women which were 
brought more into the open as a consumer movement in 
maternity developed in the 1960s.

Many district midwives prided themselves on their 
resilience and capacity for hard work. It was only looking 
back that some realised that the nature of their work blinded 
them to the fact that maternity care was changing under 
their feet. The growth in hospital births meant that the main 
feature of their work – home births – was disappearing, 
leaving them with a diet of antenatal clinics and postnatal 
visits. A midwife who worked through the period 
commented that:

Once women went into hospital and booked under 
obstetricians, the midwifery profession started to decline. It 
was very easy with hindsight to see that. My generation of 
midwives has to bear the responsibility for it but at the time 
we were just too busy getting on with our job to notice the 
erosion of our role.[14] 	

It is important not to use history to make glib 
connections to contemporary situations. However, the 
evidence suggests that the qualities district midwives were 
most proud of, their busyness and sense of difference, may 
have contributed to their decline as the landscape of care 
changed around them. And once birth lost its social and 
community connection it has proven very hard to recover.
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went into labour without fuss or ceremony. Our neighbour 
was summoned early in the evening to babysit me. The 
evening progressed, as did mum's labour. It was getting on 
for midnight and our family GP (dressed in scrubs complete 
with white wellies!) who was attending her birth began to 
pace the birthing room. Seemingly he should have ended his 
shift hours previously but had been waylaid by our mother's 
labour. Our mother, ever the rule-follower and terribly 
British in some ways, felt that she should really hurry up 
so as not to delay Dr Dickson any further. My brother was 
born and there are no further details. Her abiding memory 
of her son's birth is the pacing white wellies! 

What I am certain of, is that my brother's birth was 
a positive one, despite the erstwhile doctor. She never 
questioned her body's ability to birth her son. Nor did she 
contemplate any interventions. She breastfed him exclusively 
as her mother had done for her four children and her 
mother before that.

Nadia Higson

Nadia’s mother, Fran Smulian

My mother gave birth to my brother in 1955 at Barts. 
Clearly being quite forward-thinking, she had learned the 

What strikes me about reading these interesting 
accounts is the strangeness of time. The stories 
span a period in which world wars came and went, 
whole lifetimes were lived, and day to day lives 
changed almost beyond recognition. Yet I can so 
easily imagine that if these authors reached back to 
hold their mother’s hands, and the mothers reached 
back to the grandmothers, and the grandmothers 
to the great grandmothers, they would span that 
time – and if those women talked about their birth 
experiences together, they would understand each 
other completely.

Jo Tyler

Jo’s baby brother with his grandmother

My brother was born in the autumn of 1980. He was 10 
days ‘overdue’ and the result of fertility treatment due to my 
mother's premature menopause caused by a lifelong genetic 
disorder – but we didn't know that then. Our mother opted 
for our small Suffolk town's cottage hospital for his birth. I 
was born in Suffolk's largest hospital four years previously 
as I, being first born, was deemed 'more precious.'  Mum 
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and have been told that his first wife died of the anaesthetic 
given to her during the birth of her first child[1], my half-
brother Robert, in 1941 or thereabouts.  ‘He was a big 
baby’ seems to have been the rationale although, as already 
stated, the practice of administering a general for a vaginal 
birth was pretty much normal at the time. A friend who is a 
retired midwife tutor says that deaths still occur in childbirth 
as a fatal reaction to a general anaesthetic, although they 
are very rare[2] as the drugs are better tested, and they are 
nowadays always administered in a hospital operation room 
by a highly qualified specialist, not by a GP in a low-tech 
private midwifery clinic or for a home birth as would have 
been the case for Robert’s mother.

So there we are, if my father’s first wife had not been 
given the drug, she would almost certainly not have died 
nearly so young and my parents would most likely never 
have become closer than any other pair of commuters on the 
train to their respective offices in Glasgow and I would never 
have been conceived, let alone born.

This story from my husband’s family must date from 
around the time of Clement Atlee’s birth or a few years after.

My husband’s maternal grandparents had one of 
those long Victorian families, with 11 children.   The last 
pregnancy in 1895 produced twin girls, totally unexpectedly 
and the smaller baby was put to bed in a hastily emptied 
drawer. 

What follows is not particularly relevant to the birth but 
does explain why Olive and Violet have lived on in family 
memory. The twins both married, despite a family plan 
that one of them would stay at home to look after their 
parents in their old age. Olive married an Algie Willis, who 
eventually became First Sea Lord, while Violet married a 
young man who went into politics, Clement Atlee, later the 
first Earl Atlee. Didn’t the twins do well for themselves!

ENDNOTES
1 Editor’s note: This was probably chloroform or ether
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then very new Lamaze method of breathing but sadly it did 
not work for her. I recall her saying that she’d been told that 
if she followed the method labour would not hurt at all, so 
when it turned out to be painful she assumed she must be 
doing the breathing wrong and panicked. I don’t think she 
tried it when she gave birth to me two years later.

She had more success with self-help induction. The night 
before I was born she had a craving for fresh pineapple – not 
at all an easy thing to come by in London in those days. My 
father somehow managed to find one, and I was born at six 
am the following morning. That’s not exactly a statistical 
sample, but I feel that her body must have known what it 
needed to get things going.

 It’s also interesting to reflect that having already given 
birth once she was expected to have a homebirth next time, 
and had to fight hard to be ‘allowed’ to have me in hospital.

My other recollection, though related to baby care rather 
than birth, is of her telling me how mothers were expected 
to put their babies in a pram on the front doorstep every 
day. She didn’t want to do that with me because she thought 
(not unreasonably given that I was born at the beginning of 
March) that I’d be cold. However, she didn’t like to admit 
this, and when neighbours enquired, “Where’s your baby 
Mrs Smulian?”, she’d tell them she’d got me out in the back 
garden.

There is also a tale from my father’s side of the family. I’m 
not sure who or when it relates to, but probably the early 
20th century. The lady in question knew nothing about how 
babies are born and assumed (perhaps not unreasonably) 
that they must come out through the belly-button. Not 
knowing who to ask, she enquired of her maid how the baby 
would manage to get out. The maid replied, “Why, the same 
way it got in, Madam!”

Dorothy Brassington
My claim to obstetric fame – that I owe my existence – not 
survival, existence – to modern obstetrics.

There was a fashion to administer a general anaesthetic 
for second stage, on the principle that it was unbearably 
painful. The practice started in Queen Victoria’s time – she 
was a big fan – and continued on until at least the Second 
World War. I am the child of my father’s second marriage 

https://associationofanaesthetists-publications.onlinelibrary.wiley.com/doi/full/10.1111/anae.14246
https://associationofanaesthetists-publications.onlinelibrary.wiley.com/doi/full/10.1111/anae.14246
https://associationofanaesthetists-publications.onlinelibrary.wiley.com/doi/full/10.1111/anae.14246
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Mum was kept in cotton wool, dressed in dolls clothes and 
kept in part of their oven, a Victorian range. She was fed on 
goat's milk (and sometimes brandy) using a feather.  Mum 
told me that a friend of my grandmother's told her to feed 
her on goat's milk. The doctor told her that if she did do 
that, it would kill her.  My grandmother went ahead and fed 
her with goat's milk anyway. Local people wanted to see ‘the 
small baby who looked like a doll’, but my grandfather sent 
them away, saying she wasn't a freak show.  Mum obviously 
survived.         

Alison’s mother aged 3     

Alison and her mother in more recent times
  

                  

Violet and Olive

I don’t think my mother-in-law, Margaret’s family was 
desperately posh; certainly they weren’t rich by the time I 
came along, and although Margaret always said that they 
were landed gentry I don’t know what happened to the land; 
I think it was long gone as well.

Alison Bryan 
My mother was born at home in 1942, very underweight 
and weighing in at 2lbs.  Of course during WW2 there were 
no incubators or neonatal drugs; the idea of drugs back then 
was opium drops.  The local doctor, Dr Graham, told my 
Nanna that her baby would not survive and to leave her.  
My Nanna was a nurse before she married and she put her 
nursing skills to use. 

Alison’s Nanna (centre) in her nursing days

Article contd.
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My great, great, great  grandmother was a midwife, Ann Williams nee Jones and born in 1830 in Trefeglwys, 
Montgomeryshire (what is now part of Powys):

1891 age 61:

1901 age 71:

By 1911 she was retired at age 81 and she died in 1917.

Ann didn't have any formal training as far as I can tell but she lists herself as a Midwife after her husband had died in a 
mining accident in 1888.  Unfortunately I don't have any birthing stories about her, but I suspect that she attended the birth 
of my grandfather, who was born in 1906.  Ann had two twin girls born when she was age 20.  Sarah and Ann were born on 
the 1 July 1850, Sarah died age 5 days on the 6 July of "debility not certified" and Ann died on the 13 July again "debility 
not certified".  Ann went on to have five more children, one daughter and four sons. The only daughter, Sarah, was obviously 
named after one of the twins who had died.  This second Sarah had a son Edward, who was born on 12 May 1873; Sarah 
died the same day during childbirth.  Interestingly Ann is buried with the second Sarah, not her husband who is buried in 
the next grave.  Ann and her husband Matthew raised their grandchild, Edward, and I had an issue with figuring out who he 
was for many years (I solved this from looking at the school records).  I really do wonder how much these experiences shaped 
Ann and her role as a Midwife; she knew too well the dangers of childbirth.  Did she undertake the role out of economic 
necessity, or was (she) doing some Midwife work prior to her husband dying and her occupation was just left blank?  Was she 
determined to learn from her past experiences and it shaped her, or something else?

						    

Volunteering with AIMS

AIMS is run by a small team of Volunteers. If you would like to volunteer for AIMS, we would love to hear 
from you! Our email contact is volunteer@aims.org.uk
In order to volunteer you need to be a member of AIMS, but we are able to offer a reduced rate if paying the 
full fee would be a problem for you.

AIMS Volunteers are organised into teams: small groups of Volunteers responsible for carrying out different 
parts of AIMS work. As a Volunteer you will join one or more of these teams depending on your interests, 
skillset, experience and the time you have available to volunteer. Each Team has a coordinator who is 
responsible for overseeing the work of the team, training and support for team members and organising team 
meetings. As an AIMS Volunteer you will be expected to participate regularly in the work of the team(s) to 
which you belong and attend Team meetings.
For more information, see www.aims.org.uk/volunteering

http://www.aims.org.uk/volunteering
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The hospital was a small cottage hospital in Market 
Harborough and was run by a most formidable matron 
called Sister Cobb. I was whisked into bed and checks 
were done regularly in a very military fashion. She was 
strict and ruled the ward with a rod of iron. You didn’t ask 
questions, you just complied with her instructions, as did 
all the nurses. I don’t remember my waters breaking or any 
of the details, only that time was moving on and not a lot 
was happening. Eventually it was decided that I should be 
moved to either Leicester Infirmary or St Mary’s Maternity 
Hospital in Kettering. I was whisked off to Kettering – I 
had no idea why, other than the cottage hospital was not 
equipped for any complications!!!

I arrived at a bigger hospital  with more staff and trusted 
them all to do the job in hand. I was checked regularly but 
this reassured me – I needed to hear my baby’s heartbeat. 
Bill had been informed of the change of hospital and needed 
to make his way over – remember no car and no mobile 
phones!  After nearly 14 hours I was tired; I had been offered 
gas and air but was reluctant to use it as it made me feel 
sick. I heard the doctor say that if the baby wasn’t born by 2 
am then it would have to be a c-section. I had no idea what 
he was talking about but they were the doctors; it was their 
job to know what was best for me and the baby. As long as 
my baby was going to be safe, that was all I was concerned 
about.

The baby had turned over they said, not round as in 
breech, but over. The baby was distressed and they needed 
to deliver. They told me I was going to have a high forceps 
delivery. No time for explanations, just get on with it please. 
I was asked if I minded student doctors watching the birth. 
I didn’t care, I just wanted my baby to be born. If some 
of them learnt from watching, that was great. I remember 
thinking, what were they doing there at that time of the 
morning, why weren’t they out clubbing? I also thought, 
come to think of it, I'm younger than most of them, why 
aren’t I out clubbing?

Before what? Before things are as they are? Before we knew 
better? Or when things were better? Here three women give 
accounts of births that mattered.

A 1970 baby

It was 52 years ago and I was pregnant with my first child. I 
was 18 years old, of slight build, weighing around 7 stone. 
Maybe I should have been concerned – I wasn’t, I was 
excited. I loved babies and couldn’t wait for my baby to be 
born. I had no idea what sex it was as we didn’t have scans 
in those days. If anyone knitted anything it was usually 
white or lemon (boys were mainly in blue and girls in pink). 
I didn’t have much for the baby other than a second hand 
1950s carriage pram, an old cot and a carrycot. I had what 
they used to call a layette which was a collection of baby 
essentials, clothes etc. This consisted of a crocheted blanket, 
a dozen terry towelling nappies, a dozen muslin nappies, 
a couple of vests and flannelette nighties, (worn by both 
sexes as babygros weren’t around then), and some booties. I 
remember taking them out regularly and looking at them, 
impatient for my now overdue baby to be born.

The morning of the birth was calm, I was on my own 
as Bill, my husband, was at work. I had little idea of what 
to expect, but I felt different and I knew that the baby was 
almost a fortnight overdue. Luckily my mother-in-law was 
visiting that day and she soon put me right. The baby was 
indeed on its way. My waters hadn’t broken, I remember, 
as my brother-in-law was more concerned that they didn’t 
break in his car as he drove us to the hospital.

Article

Birth Stories Before
by Sue Primrose, Ann Price, Fiona Cann
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but I only saw it once briefly after my mother had died.
It was really something that was never talked about, 

but my mother would have very little involvement with 
my older sister or me when we were pregnant or with her 
grandchildren until they were over 6 months old . She told 
us she was worried she would bring us bad luck but now, 
looking back, it was probably too painful for her. Even once 
I was a nurse and midwife she would not discuss things.

My mother would have talked about her experience 
of having me by elective caesarean in 1964 at Billericay 
hospital. She tried to reduce her hospital stay but was not 
successful and spent a lot of the 10 days on enforced bed 
rest. She did have success in letting me stay with her, rather 
than be whisked away to the nursery all the time apart from 
the scheduled breastfeeding. I was born in July and she 
would talk about this positive memory of being able to listen 
to the proms with me as a new baby. 

Fiona Cann, Cheshire

~~~

My sister didn’t make it - but I did
My mum was in labour with her second child having the 
baby at home. The midwife felt there were problems, so she 
was taken to hospital. Once there, she was left in a delivery 
room.

 She was in a lot of pain, so went to look for a nurse to 
help her. When she found one and asked for assistance, the 
nurse said, ‘The baby’s dead, you know the baby’s dead, now 
go back to your room’. Mum didn’t know she had lost her 
child. She then had to go back and give birth to her dead 
baby.

The forcep delivery was done. Again I don’t remember 
much about it, just relieved that the pain had subsided and 
my baby cried. I was given a quick look – he was a bouncing 
baby boy with a mop of dark hair and he had the Price 
family dimple in his chin. He was quickly taken down to 
the baby unit in an incubator. For a moment I thought I 
was having another and it was the afterbirth, then the catgut 
stitches then sleep. Bill had turned up on a Honda 50. The 
baby had already been born but they wouldn’t let him in to 
see him or me then. He had to return later that day.

I woke up in a ward, my little boy at the bottom of my 
bed in a crib. I was given him to feed. He was wrapped up 
tightly in a shawl and he had his hair combed up in a quiff. 
The nurses told me that he had caused quite a stir. They 
said he looked so mature with streaks in his dark hair, broad 
shoulders and the dimple in his chin. It was good to spend a 
little time with him. They let him stay as he was thriving.

After a day I was transferred back to Harborough 
Cottage Hospital. I was now back in the hands of Sister 
Cobb. I was wheeled into the 4–bed ward and told to rest. 
Darren, as he was now called, was carried into the creche. 
He was never to be seen again unless he needed feeding, 
when he was brought to me. I stayed in that hospital for 
another 9 days, me resting, even when I didn’t need to, and 
Darren doing what babies do in the creche. I was so grateful 
that I had spent some time with him at St Mary’s and I 
wasn’t afraid to be with him on my own. 

Ann Price, Leicestershire

~~~

What my mother talked about
I’m not sure I can write much about my mother’s first 
pregnancy in 1958. My mother would have been 26 and my 
father 29. She had a terrible headache in the evening, but 
it was the time when you called out the GP from his home 
so they both decided to wait. During the night my mother 
started fitting with eclampsia and was unconscious so was 
then taken by ambulance to Amersham hospital.

As things like that were never talked about, I am not sure 
whether my mother ever saw her baby. I know my father did 
as the baby boy lived for a day or two, but at 34 weeks there 
was limited neonatal care. He did have a birth certificate, 
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This story still makes me feel angry towards the person 
who could be so cruel to an expectant mother.

When my mother was having me. some time later, my blood 
levels dropped. I needed to have three transfusions after I 
was born. The last one was with Mum’s blood. It turned out 
that she had a rare condition, which meant that although 
she had a positive blood group, when she was pregnant she 
reacted as if negative.

I was a fighter and survived but the baby girl she had 
before me didn’t make it. So, so sad, but if her other baby 
girl had made it, I probably wouldn’t have been here because 
she only wanted two children, a boy and a girl.  

Sue Primrose, Cheshire

~~~

Article

Village birth and 
life
by Pamela Ward

Pam with her husband, Harold, and ‘the girls’, 1963

Pam with her mother, daughter and granddaughter, 1987

Article contd.
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for Mrs Shortland) and then got the bus back home. My 
mother cycled! Nurse Hatton attended and care was given 
by Dr. Dixon of Wilmslow because Dr. Langford wouldn’t 
attend confinements as he said he was too old. All was well. 
What a difference from the old days. Thank God for the 
NHS.

When I thought I could be pregnant with my first baby 
(I was 22) I visited my GP, Dr. Edward, who everyone in 
the village knew. He gave me an internal examination to 
confirm I was pregnant. He wanted me to give birth in 
hospital, even though homebirth was quite usual in that area 
back then – Dr. Edward’s first wife had died in childbirth so 
he tended to be extra cautious. I couldn’t get into the nearest 
hospital, Macclesfield, so I was booked into Cranford Lodge 
at Knutsford – a nursing home, really. 

My antenatal care was conducted by the GP, which 
entailed taking a urine sample to test for sugar and having 
my blood pressure taken. Generally everything went well; 
nobody suggested any exercises but, being a know-all, I 
contacted the Natural Childbirth Trust, now the National 
Childbirth Trust. This was founded by an obstetrician 
gynaecologist, Dr. Grantly Dick-Read. I was then sent a 
diagrammatic exercise chart, which I found a tremendous 
help when I was in labour.

Towards the end of the pregnancy I went to Cranford 
Lodge for a final antenatal examination. All was well and 
on 18th August 1960 Ruth was born. The labour was fairly 
easy, thanks to Dr. Dick-Read, the only nasty bit apart from 
transition was being ripped (only externally) and having to 
have stitches. A local GP, Dr. Beardsmore, had the honours 
of doing this. There was no doctor permanently at Cranford 
Lodge – any problems and the mother would be transferred 
to Macclesfield. Many of my contemporaries thought the 
exercises were a waste of time so did not persevere, saying 
they would be forgotten about during labour, but my 
experience was the opposite – I remembered them and they 
were a great help.

I had to stay in hospital for ten days as the health service 
was responsible for that time. The midwife I had, Sister 
Fisher, was kind and understanding. In those days the baby 
did not stay in the ward with you but was brought from the 
nursery at feeding times.

After I came home I found the health visitor a great 
help, especially with feeding. All health professionals need 

I have lived all my life in rural Cheshire, in or near Alderley 
Edge, known now for football and TV stars; back then it was 
an ordinary village – the money was certainly there but much 
of it was ‘old money’, and most of the rest of us worked for 
the big houses or in lowly jobs. 

Sometimes village life can seem old-fashioned but not 
everything old-fashioned is bad!

I was born in 1937, more than ten years before the start 
of the NHS. There was no such thing as antenatal care for 
people who couldn’t pay a lot of money. When my mother, 
Marjorie Barr (nee Timperley) was first pregnant she went 
to the GP who said he would see her again in nine months’ 
time. When she went into labour (she was at her mother’s) 
the midwife, Nurse Wraith, was called. The labour was long 
(a ‘dry birth’) and so the doctor was called and I was delivered 
with forceps. I can still feel the dent in my head. The doctor 
was called Dr. Gilmore (“...makes you ill more”). We always 
knew it could be dangerous for working class women pre-
NHS as they wouldn’t receive the same level of care as those 
who could pay. Someone my mother knew had puerperal 
fever just after giving birth; the doctor told her she would die 
so she gave the baby to her sister to bring up. She didn’t die 
but the baby stayed with the sister!

On the other hand, it was normal to have babies at home 
and I now know that this is usually safe, although back then 
the lack of antibiotics – at home or in hospital – was a risk.

Back in those days it was also normal never to talk about 
‘women’s things’ with men, so husbands didn’t get a say in the 
care of their womenfolk.

During the war my mother’s sister – Aunt Stella – gave 
birth to a baby boy who was sadly still-born – the cord 
was broken. She had had no antenatal care and her sisters 
supported her and each other. I don’t know if more healthcare 
would have made a difference. My Uncle Jack was away in 
North Africa fighting the Rommel-led Axis forces. After the 
war, in the late 40s, Aunt Stella gave birth to my cousin John. 

My dad never came back from the war so I was an only 
child.

Because she had lost her first baby, Aunt Stella went into 
West Park hospital in Macclesfield and all the antenatal care 
was done there. John arrived safely. Just under two years later 
Brian was born at home. When Aunt Stella went into labour 
she took the bus to where my mother worked (cleaning 
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welcome at births – things had changed a bit by the 1970s 
but my husband had to be home with three little girls by 
then. I believe I didn’t need pain relief because I had done 
the exercises. Having a home birth is the best experience 
you can have for a confinement but even then the midwife 
would shave you and give you an enema in labour – I would 
now consider shaving an assault.

In 1987, when my daughter was pregnant with my first 
grandchild, I met the retired Dr. Edward in the village and 
told him she was going for a homebirth. He was positively 
thrilled.

Author Bio: 
Pamela Ward now has three grandchildren and one great grandchild. 
At 85 she remains active in the Methodist church, politics, Guiding 
and crossword puzzles. Having lived away from the village (a mile 
down the road) for 40 years, she is about to move ‘home’ again. 

                                              ~~~

to explain that it takes about six weeks for breastfeeding to 
get well-established, making sure baby gets enough. Many 
mums give up because of problems and change to bottle-
feeding, when really they just need a lot of support and 
understanding.

My next pregnancy was two years later when I opted for 
a home birth and Nurse Maud Hatton, the local district 
nurse (she also laid out the dead), was the midwife. Her care 
could not be bettered. My antenatal care was again with the 
GP and Nurse Hatton delivered the baby without the doctor 
being present until after the birth, for stitching. Dr. Edward 
had the utmost respect for Nurse Hatton – he would say, 
“What do you think, Maud?” I remember looking out of the 
window and seeing the nurse approaching the house over 
the field. It was a lovely fulfilling experience. Sally weighed 
in at 9lbs, 12 oz. 

Seventeen months later I gave birth to Helen. I was in 
labour for longer. We had moved house by then and Nurse 
Hatton stayed with me all night. To speed labour up in the 
morning she stood me up and Helen was born with me in 
that position. One of the reasons, I am sure, that things took 
a long time was that Helen was born at the time of President 
John Kennedy’s assassination. This shocked and frightened 
the world as people, including me, were afraid of what it 
might trigger. We had already gone through the Cuban 
missile crisis and all this fear had rubbed off on me. We all 
need to be calm and not fearful when giving birth.

After eight years I was pregnant again in 1971. As I was 
‘old’ at 34 the GP persuaded me to go into hospital, so I was 
booked into Wythenshawe in Manchester. Fortunately, I 
had my antenatal care again with the GP until the last check 
when the hospital said that the baby wasn’t very big. A few 
weeks later our son Jonathan was born weighing 10 lbs. He 
was born very quickly in the small hours. The midwife was 
wonderful but I was left shivering in a pool of water for an 
hour. I caught cold. There was a lot of water – the bigger 
the baby, the more water. At all my births the waters would 
break just a minute before the baby was born – it usually 
wet the midwife through. I stayed in hospital for 48 hours 
because I am rhesus negative. My only criticism apart from 
the water soaking was that they mistakenly gave Jonathan 
a bottle at one feed – the midwife who came to me when I 
arrived home said I should have sued them.

When I look back, I remember that fathers were not 

Article contd.
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In the second Newsletter, she describes a visit to the 
recently reorganised maternity unit at Charing Cross 
Hospital. Notable features were the “cheerful colours and the 
cheerful atmosphere”, a policy “to get the mother up as soon 
as possible” and that, “the babies are in cots at the foot of the 
bed for most of the day.” The implication is that these were 
not the practice in most other hospitals. Furthermore the 
‘Admission Ritual’ had been reformed, with the usual “castor 
oil, bath and enema” replaced by a shower and suppositories. 
Another apparent novelty was that, “Husbands are 
welcomed at this hospital and are invited to stay with their 
wives during labour.”  Elsewhere this Newsletter queries, 
“Why are most mothers in this country delivered lying flat 
on their backs?” – despite the then recently re-discovered 
benefits of birthing in a sitting position. “Surely a properly 
designed delivery chair would not be beyond the bounds of 
20th century ingenuity?” it asks.

Slightly later the same year the Newsletter was protesting 
that, “Antenatal clinics should not have to be conducted in 
a small room containing a dentist's chair and a screen with 
a bedpan behind it for collecting urine samples, or in dirty, 
draughty drill-halls.”

The right for women to be accompanied by their 
‘husbands’ as well as the need for compassionate care 
and better maternity facilities (even such simple things 
as comfortable armchairs) were regular features of AIMS 
campaigning at the time. There are also repeated comments 
over these years about the shortage of midwives and how this 
was impacting on the care that midwives could give. AIMS 
was campaigning as early as 1961 for “more midwives and 
good working conditions, time off, more pay, an attractive 
uniform, prestige”.

Newsletter 3 explained the goal of “bringing all 
maternity units to the standards of the best” with a 

From the start, AIMS’ campaigning and activities have been 
informed by the experiences of maternity service users, so it 
seemed instructive to look back at the issues being faced by 
women giving birth in the early 1960s. How many of these 
have been resolved, and how many are still concerns today?

AIMS started in 1960 after the publication of an 
impassioned letter to the press from our founder Sonia 
(Sally) Willington. This recounted the appalling experiences 
of many women who were giving birth in maternity 
hospitals that were “overcrowded, understaffed and 
inhuman.” The letter says:

“In hospital, as a matter of course presumably, 
mothers put up with loneliness, lack of 
sympathy, lack of privacy, lack of consideration, 
poor food, unlikely visiting hours, callousness, 
regimentation, lack of instruction, lack of rest, 
deprivation of the new baby, stupidly rigid 
routines, rudeness, a complete disregard of 
mental care or of the personality of the mother. 
Our maternity hospitals are often unhappy 
places with memories of unhappy experiences.” 

Article

Stories told to AIMS in the 1960s

by Nadia Higson, on behalf  of  the AIMS Campaigns Team
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many examples of respectful, supportive and compassionate 
personalised care. The shortage of midwives and the impact 
this has on the quality of care that they are able to deliver is 
as urgent a concern now as it was in the 1960s.

ENDNOTES

1 CQC Maternity survey 2021.www.cqc.org.uk/publications/surveys/

maternity-survey-2021

campaign based on “talking and writing and collecting 
information and facts in the form of signed accounts of 
experiences and questionnaires.” Our predecessors clearly 
realised the power of personal accounts and were frequently 
writing to both local and national newspapers to highlight 
these experiences.

Newsletter 4 quoted a report by the Minister of Health’s 
Standing Maternity and Midwifery Committee saying, 
“The Committee received a general complaint that many 
hospitals had too little regard for the personal dignity and 
emotional condition of women during pregnancy.” Clearly 
so, since another horrifying, but apparently not uncommon, 
experience was the practice of midwives slapping a 
“hysterical patient.” AIMS member Mrs Taylor engaged 
in a debate in the Nursing Times saying that “slapping in 
midwifery is unnecessary and it should be banned.” The fact 
that there was any debate at all about this is telling!

So what has changed and what has not? It would now 
be normal to try “to get the mother [or birthing person] 
up as soon as possible” and for well babies to be in cots by 
the bed at all times, not just during the day. It is also now 
standard at least in normal circumstances  for ‘husbands’ – 
or other partners or supporters – to be allowed to be present 
throughout labour, though that wasn’t always the case 
during the pandemic.

Thankfully we are no longer subjected to castor oil, 
enemas or suppositories as part of an ‘Admissions Ritual.’ 
The facilities in antenatal clinics are much improved and 
many maternity units offer equipment to enable the use 
of upright positions in labour, if not always a “a properly 
designed delivery chair” (or couch). However, as the latest 
Care Quality Commission (CQC) survey[1] reveals it is still 
the case that  “most mothers in this country delivered lying 
flat on their backs” – 37% with their legs in stirrups and 
22% lying flat or lying supported by pillows, compared with 
16% standing. squatting or kneeling. 

Any midwife who slapped a client today would surely be 
struck off and probably sued for assault! But we know from 
the callers to the AIMS Helpline as well as other sources that 
far too many women and birthing people still experience a 
lack of  “regard for (their} personal dignity and emotional 
condition” and for many it is still the case that, “Our 
maternity hospitals are often unhappy places with memories 
of unhappy experiences” – though of course there are also 
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labour and a three hour second stage (not usually permitted 
in hospital). When I went to register her birth in Skibbereen 
the registrant had forgotten how to fill out the paperwork – 
it had been 20 years since a baby had been born in the area 
– everyone went to the hospital in Cork. This was 1988. She 
is now blessed with an Irish passport. 

Three years later I was living in Macclesfield – which has 
its own maternity unit – and I had a phone. My baby was 
due mid-winter, so nothing outdoors planned this time. 
I was blessed with a midwife who was not afraid of home 
births. I went into labour around my due date and had 
arranged for two close friends to assist – one a healer and 
trainee doula, the other Salli Ward – who had had two home 
births herself (and who asked me to write this). 

The first stage was straightforward, about 10 hours, 
and the second stage was 3 hours again.  My midwife was 
so calm throughout and yet she explained afterwards that 
pre-transition the baby was presenting face first. She decided 
to wait and see if it would change – it did – to a brow 
presentation. This is usually considered to be undeliverable 
and an automatic caesarean section in hospital. She shared 
that because she knew I’d done a 3 hour second stage before, 
she knew I had the strength to do it again. No tree for 
support this time and my two friends bravely supported me 
with my arms around their shoulders as I squatted again to 
deliver. 

Seven years later – now 43 – I was pregnant again in 
Macclesfield. The same midwife attended me antenatally 
and we were excited to be working together again. But I 
went into labour while she was on holiday. The midwives 
who arrived were anxious. Fortunately my healer friend also 
came, and this time I had a partner. We had decided on a 
water birth. 

I was labelled as an elderly primigravida (pregnant for the 
first time) at the age of just 31 and warned severely about 
the dangers of a home birth by the midwife who visited on 
my GP’s referral. 

My experience of home births was fairly limited. 
However I had attended a home birth, had a close friend 
who’d had two home births, I’d read Spiritual Midwifery 
inside out and assisted a friend at a home birth – AND I was 
terrified of hospitals. I was unmovable in my determination. 

I was living in a remote Scottish farm two hours from 
a hospital and with no phone (pre-mobile days) so I 
could understand the midwife’s fear on that account, but 
when I went to visit the consultant in Dumfries he was so 
disparaging of my somewhat unconventional birth plan, and 
effectively wouldn’t let me out of his room until I relented. 
I left in tears, phoned my lay midwife friend in Southern 
Ireland, bought a car, packed all my baby things and an 
accomplice and drove to a remote cottage in County Cork. 

My daughter was born on a summer’s day 2 months later 
(3 weeks late – not usually permitted) with me in a squatting 
position pulling against a tree for support, after two days of 

Article

Elderly primigravida has three home 
births
by Deborah Maw



www.aims.org.uk www.aims.org.uk30 AIMS JOURNAL, Vol 34 No 3, 2022 www.aims.org.uk www.aims.org.uk

I highly encourage all pregnant women to read Ina 
May Gaskell’s Spiritual Midwifery. It’s old now, 1970’s, 
but childbirth is still childbirth. There are accounts from 
dozens of women that she delivered safely in extremely 
basic conditions, through patience, trust in the process, love 
and reassurance. The first half of the book gives detailed 
information, diagrams and descriptions of how to deliver all 
manner of different births. We may never need to deliver a 
baby ourselves; however it’s fabulous to be informed as to 
the variety of perfectly normal deliveries. 

Would I have changed anything? Yes. After the ‘pushing’ 
experience of my third, I now know that forcibly pushing 
is not necessary – unless the mother is made to lie on her 
back. In a more upright position i.e. squatting, kneeling, 
birthing stool, the body’s own pushing impulse with the aid 
of gravity, is sufficient – the mother only needs to relax into 
the experience, allowing the pelvis to open and the expulsion 
of the baby to happen naturally. 

Also, I was ill-prepared for breastfeeding – most women 
in 1988 bottle fed or fed 4 hourly. I was feeding on demand 
and had never heard of the need for a baby to latch on 
properly, never heard of hind milk and I didn’t produce an 
abundance. My nipples were in a mess for weeks; however I 
persevered and we enjoyed 4 years of happy feeding (the last 
6 months, I was tandem feeding). 

I believe so much of our attitude to childbirth is now 
ruled by fear. We’re so unprepared and ill-informed – we’re 
not surrounded naturally by birth and breastfeeding from 
an early age as in traditional cultures. The mother is afraid 
and expected to hand over control of her own body, the 
partner is clueless, the medics are exhausted and terrified of 
litigation, and hospital environments are not conducive to 
a relaxing, loving, reassuring and nurturing experience. We 
have the right to choose our own birthing experience. Get 
informed and take it.

Author Bio:  
Deborah believes that everyone is free to make their own decisions, 
to follow their inner guidance. She began her education in science; 
however, after gaining a PGCE and PhD in Biochemistry, she changed 
track, travelling for 4 years before starting a family and re-training 
as a complementary therapist and artist. Deborah now works with 
people who want more freedom in their lives, freedom to follow their 
dreams. 

The first stage was fast – I was in transition by the time 
I knew I was in labour. The endorphins never really kicked 
in. It was the early hours of the morning; the midwives 
took their time arriving – not believing me that I was in 
transition – and my partner was working a night shift. They 
all arrived when I was already urgently needing to push. This 
was my partner’s first child and he went into anxious busy 
mode setting up the birthing pool. I could tell the midwives 
were also anxious. On examining me they had discovered 
the baby was in a back to back presentation. Fortunately my 
friend was steady and calm as a rock, speaking on my behalf, 
insisting I be kept at home, and keeping me going up and 
down the stairs to free up my pelvis. After over two hours of 
second stage contractions the midwives were clearly agitated 
and talking about transferring me to hospital up the road. 

I was upstairs squatting over the toilet with my friend 
when the midwives came in and basically said give birth now 
or we’re taking you in. They kept telling me to push as if I 
was having a poo – my partner who had spent all this time 
attending to the birthing pool – came in and whispered so 
calmly in my ear ‘imagine your pelvis opening and the baby 
sliding out’ – and out he slipped – I was effectively using the 
toilet as a birthing stool. Another three hour second stage. 
The power of love and trust. 

As a family we spent many hours relaxing in the pool, 
first in the house, and then, it being mid-summer, in the 
garden. A few days after the birth, my baby developed 
a strange purple area on his upper back and thickening 
of his arm muscles. The doctor was perplexed and sent 
us to a paediatrician, who equally had never seen such a 
phenomenon but had heard about it. Subcutaneous fat 
necrosis – due to oxygen depletion in the adipose tissue. It 
had disappeared by two weeks. He’s now almost 22, and 
was described as being of ‘gifted’ intelligence at school – so 
no lasting damage. This harmless condition was relatively 
common pre-routine C-sections for any birth that does not 
comply with the standard textbook birthing ideal. 

I appreciate that my stories seem a bit scary – my age, 
3 weeks late, 3 hour second stages, brow and occipito-
posterior presentations, subcutaneous fat necrosis. I share 
them because with a confident, experienced and reassuring 
midwife they are not necessarily excuses for caesareans. And 
yet I am convinced that had I been in hospital for my first, 
that would have been the outcome for all of them. 
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Miracle baby
by Salli Ward

I didn’t know I was pregnant until I was over 16 weeks gone and that was just an estimate. I was breastfeeding my first baby 
and noticed some soreness, and I had felt mildly sick for a couple of weeks. I must have felt it worth doing a pregnancy test 
but was still shocked that it came back positive. Without oversharing, let’s say there hadn’t been many opportunities since my 
first, though I always have said I could get pregnant looking at a man across a crowded room. 

I was 27 and a little scared of the world but on birth and breastfeeding I knew my mind. I’d had my first baby at 
home, having had to find a new GP willing to cover me. It was all good and I felt hugely confident. My son was born 25th 
September 1988, at home, after under three hours of labour. My daughter was 17 months old. 

Liam was a biggish baby – 8lbs, 12 oz – and looked a bit bruised and battered on entry. He also went a bit blue, which 
the midwife blamed on him getting a bit cold while she checked him over after having to extract him a little forcefully – his 
shoulder got a bit stuck, I was told. Still, he warmed up and fed straight away. All was well. 

A few days after he was born, when the midwife was still visiting frequently, I noticed a strange, raised bruise on his wrist, 
but was told it was nothing to worry about. His umbilical took a while to settle and bled more than I thought was normal. I 
worried but was assured it was all ok. 

Tiny baby in big bed

Liam today
Safe and sound with big sis - look closely to see the scar
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When Liam was two weeks old he didn’t wake to be fed in the night. I picked him up a couple of times and he wouldn’t 
latch on. He seemed like a sleepy, peaceful baby, but just didn’t want feeding. By morning, however, I knew something was 
wrong and took him to the nearby GP. My husband was still at home and so could look after our daughter.

I know now that the GP suspected meningitis, but at the time she just said we had to get to hospital. We lived in 
Southampton where there was a big teaching hospital, which did turn out to be important. We had one couple we called 
‘friends’ locally – we weren’t Southampton natives and I’d only been there three years – so they looked after our daughter.

Arriving on the hospital ward was like a scene from a TV medical drama. I recall, perhaps a little melodramatically, huge 
double doors that opened magically and a swarm of medics lined up to meet us. Liam was whisked away as we were asked a 
flurry of questions. Somehow we ended up in a single bed room waiting for results and somehow we heard that he didn’t have 
meningitis but was gravely ill, in a coma, not expected to live. Eventually – and I don’t know if it was that day or the next – we 
heard that a student doctor had been studying haemorrhagic disease of the newborn and suspected it might be that. It was. It 
was explained to us that some babies aren’t born with enough vitamin K, which helps blood to clot, and that – weirdly – breast 
milk doesn’t provide vitamin K so babies born in hospital are given a dose at birth. The illness is rare and Liam had ‘late onset’, 
which means it hadn’t shown itself at birth (though, I think it did), which is even rarer. Babies can bleed from anywhere; my 
baby had had a brain haemorrhage.  

He was operated on to remove what these days we refer to as ‘half his brain’ – given the size of the bleed and the tininess 
of the baby, I’m not sure we’re wrong. He was wired up with a machine breathing for him and we started living in that 
suspension-of-life state that people with sick children will recognise, though I am fully aware that our initial trauma time was 
relatively short. My parents had arrived to look after our daughter and I remember them in and out of the hospital, my mum 
putting her arm around me – which she never did. My sister had died in childhood, so I knew children die sometimes. I never 
felt, ‘why us?’ – it almost seemed inevitable, if a little unfair.

Periodically the consultant – we called him Mr Miserable – came to look at us seriously and emphasise that Liam was likely 
to die, a nurse standing by to comfort us if we cried more than Mr Miserable could cope with. Spoiler alert – it all turns out ok, 
but honestly, we did laugh about it even at the time. My dad was a church minister, and my best friend a committed Catholic 
- we thought it hilarious that Liam was receiving intercessions from several different denominations and all over the country. I 
offered a few prayers of my own in the hospital chapel – including the inevitable, ‘I will never do anything wrong ever again if 
you will just let my baby live’.

Anyway, God kept his side of the bargain – but not before putting us through some agony. About 10 days after we entered 
the hospital, we were told they would turn off the breathing machine to see how Liam managed. Apparently, it would breathe 
for him but give him a chance to breathe for himself. He didn’t breathe. We were given a deadline – I think it was 12 hours 
– and still he didn’t breathe. I believed he was dead and sent my husband down to be with him, wanting someone to be with 
my dead baby but not wanting it to be me. We were ensconced in a hospital parents’ room, me trying to pump milk by hand 
(someone lent us a machine after a while). 

There’s something peaceful that comes over you when you accept the loss. Hope hurts – and that pain surged through me 
again when my husband came in to tell me Liam had taken a breath. Later, he took another one and then more and within a 
few hours – he wasn’t in a hurry – he was breathing for himself. 

Together with my miracle baby, I found myself on a children’s ward – for 0 – 2 year olds. I wanted home births because I 
don’t think birth is an illness, but goodness me, when there is an illness, the medics – the NHS – all the accolades are deserved. 
However, now in the land of ‘business as usual’, I was up a whole night as Liam breastfed. I would have happily done that for 
a month. The nurse, however – on this specialist baby ward - told me I would run short of milk if I fed him so much. I even 
said, through bleary smiles, that he was building up my dwindled milk supply. In fact, I had bottles and bottles of frozen milk 
in hospital-issue containers. I kept one for many years (the container, not the milk) and could cry each time I saw it in the 
cupboard.

Article contd.
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Within a few days we were taking Liam home – huge 
staples in his head, referrals to specialists and outpatient 
appointments weighing us down. My parents brought our 
daughter in to escort us home and she declared, ‘Baby!’ on 
seeing her little brother. ‘Yes, our baby – Liam’, I replied (I was 
acutely aware of how bizarre and unsettling it all must have 
been for her). ‘Leemy’, she said. That moniker lasts to this day.

Back home he put on weight quickly, had the staples 
removed (his hair never grows on the scar); we moved back 
north and a health visitor came round to see the sickly baby 
who had been referred – only to find a pudding of a child with 
no signs of illness or developmental delay. 

When I had my third baby at home 2.5 years later, I took 
her to a hospital appointment to have the vitamin K injection 
and was accused of putting her life at risk by having her at 
home after my son had that dreadful condition. I must have 
been in the post-baby bubble because I didn’t batter him with 
a bag of nappies, but it angers me to this day. I believe babies 
now get the injection even if born at home.

Anyway, Leemy half-a-brain went on to study Philosophy 
at Durham University (not until a bit later) which provided 
all the training he needed to become a professional blues 
harmonica player. My husband eventually became my ex-
husband but was always a great dad, until sadly he died early 
– leaving me as the only keeper of these memories. 

God and I are still negotiating on our deal and Liam 
doesn’t even believe in him. He married a doctor, though.

Author Bio:  
Salli is co-editor of the AIMS Journal
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I learned a lot! The relationship the clients had with their 
midwives meant that their basic care was undertaken 
alongside deeper, holistic support for the family. It was 
intense but rewarding work.

One afternoon my main mentor (J) arranged for us to 
meet in the delivery suite to take over the care of a first-
time mum who was being induced. Our client (let’s call 
her Sally) had been on the antenatal ward for a few days, 
and we’d popped in to see her a couple of times already. J 
said that we should have a look at the delivery room before 
Sally arrived. We spent some time rearranging the room, 
bringing a beanbag in to create a nesting area, pushing 
the bed up against the wall, working out where we could 
plug in the CTG[1] so that Sally could move around while 
being monitored. I went to the ward to collect Sally and 
her partner. Sally looked anxious as we entered the delivery 
suite but when she walked into her room to see the dimmed 
lights, the rocking chair and J finding a good station on 
the radio, she visibly relaxed. The induction was successful. 
There were times when we had to turn down the Syntocinon 
infusion[2] because she was producing so much of her 
own oxytocin. The birth was beautiful, as unbothered as 
it could be. The baby was born safely into a calm, loving 
environment.

Fast forward to my second year as a qualified midwife. 
I was working on a mixed antenatal/postnatal ward in a 
large maternity unit that catered for both low and high 
tech births. I rotated on to the delivery suite and loved 
the work there so much. The relationship between the 
midwifery, support, and obstetric staff was excellent and I 
felt well supported by the whole team. One day I witnessed 
prostaglandin-induced uterine hyperstimulation[3] that 
resulted in a precipitate birth in a side room. Nobody did 
anything wrong, the staff all responded to the situation 
effectively and efficiently – but it was rubbish. The blinds on 
the windows were broken so it was bright. The woman only 
had one pillow because I’d not had time to find any more. 

A woman remembers the birth of each child for her entire life, 
and as we can see from the stories in this September issue of 
the AIMS journal, her account is often passed to her children 
and her children’s children. In these reflections, Dot shows how 
the care and the antenatal education the parents receive, can 

shape that story for better or for worse.

	
	
Preparing parents for a positive birth experience has been 
my passion since I qualified as an antenatal educator over 30 
years ago. I went on to train as a midwife and led antenatal 
education within the NHS, as well as providing one to one 
education to individual clients as part of my midwifery role. 
I stopped practising as a midwife in the NHS a little over 10 
years ago. I’ve kept contact with my colleagues as they work 
through the closures, the changes in policy, the erosion of 
community midwifery support, the staffing shortages, and 
the immense challenges of COVID. I continue to work as a 
birth educator and tutor to people training to take on that 
role.

In 1996 I was a student midwife mentored by a 
wonderful group of women working in Reddish, Stockport. 
The team provided continuity of care to all the women in 
their patch, regardless of the complexity of their pregnancy. 
We ran community clinics, cared for people at home and 
in the hospital, and visited postnatally for up to 28 days. 

Article
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There are many instances of expectant parents who have 
been told induction is necessary for their baby’s safety and 
they are admitted to hospital. But then the pressures on the 
service mean that they wait hours and sometimes days for 
every step of the process.

In October 2021 a client messaged me asking for a 
chat. We talked on the phone for a while as she told me 
her situation. She had been unwell through most of her 
pregnancy and was relieved to have reached a point in her 
pregnancy where induction would be possible. Changes 
in her condition meant that her baby needed to be born 
soon but not urgently, so induction rather than caesarean 
seemed like the right course of action. She was fully aware 
that induction of labour can take time, but she had worked 
out that even with the slowest progress, she would have a 
baby in her arms by Wednesday lunchtime. But every dose 
of prostaglandin had been delayed as the obstetric unit was 
full and she was currently waiting for a space on the labour 
ward to have her membranes ruptured. She was already 
four days into a three-day process, not really in labour, 
and losing hope. The support from the ward midwives had 
been wonderful as they sought to support all the people 
being induced, re-prioritising as individual needs changed, 
while caring for other people with a variety of antenatal 
complications. We talked about what she needed most 
right now, and she worked out that it was some privacy 
and some rest. She spoke to the midwives who had no idea 
how distressed she was because she had been so lovely with 
them and didn’t like to cause a fuss when they were so busy. 
Together they hatched a plan that she should go home 
overnight, with the understanding that they would call her 
if the situation in the hospital resolved. She returned the 
following day, ready to resume the induction. Her baby 
was born by caesarean section another 24 hours later, the 
parenting journey beginning in a haze of exhaustion. She 
told me afterwards that the midwives had cared for her the 
best they could, and she felt extremely grateful to them for 
her care. She had a healthy baby after all and that was the 
main thing. But she was deeply traumatised by the events 
she’d lived through and is still struggling to come to terms 
with what felt like a dangerous situation for her and her 
baby.

Induction can work well, but queueing on an antenatal 
ward is not the right environment for the process to be 

And there was a constant stream of people coming in to do 
the theatre prep until we bustled them all out because the 
baby was visible and advancing quickly. The baby was fine. 
There were no stitches needed, no postpartum haemorrhage. 
We talked on the postnatal ward the next day. The woman 
was shocked by what had happened but relieved it was all 
over. I don’t know how her long-term mental health fared 
because I didn’t see her again.

Throughout my midwifery career the lessons learned 
from these two situations stayed with me as I went on to 
care for many more people having their labours induced. 
I never forgot the importance of the birth environment, 
championing improvements to the hospitals and birth 
centres where I worked, as well as doing a small amount of 
consultancy work for other Trusts. I also never forgot how 
careful one needs to be when using prostaglandins and how 
vital it is to be available even when you have five other things 
you’re supposed to be doing. Over the last 10 years those five 
things have probably doubled for the midwives who remain.

I currently run antenatal courses for two organisations. 
For one I teach on-line courses for parents all over the UK 
and sometimes overseas. For the other I run small group 
courses. In the small group courses, I usually have one or two 
clients planning a caesarean birth. In the rest of the group at 
least 50% will be offered induction of labour. The reasons for 
the high induction rates are well discussed elsewhere[4]. I’m 
able to meet my antenatal class clients after the birth and to 
hear their birth stories. I ask them what they wish they had 
known so that I can prepare the next group more effectively. 
I listen to their birth stories and reflect on my practice, 
always aiming to be a better educator.

Until recently, my approach to education around 
induction has been to focus on facts about the process 
itself, and on decision making and negotiation skills for 
the parents. I encouraged the parents to explore acronyms 
to prompt them to ask the right questions when discussing 
induction with their caregivers. We would also discuss the 
challenges that those caregivers face in a very busy system. I 
admit I wanted some of them to change their minds through 
this process, to maybe opt for the alternative care pathway of 
watchful waiting until their baby was ready to be born and if 
there were no medical complications.

“I knew it would take a long time, but I didn’t 
think it would take forever!”



36 AIMS JOURNAL, Vol 34 No 3, 2022 www.aims.org.uk www.aims.org.uk

process at the same time as keeping themselves and their 
babies safe.

So I’m noticing that my approach to teaching about 
induction is changing.

•	 My clients are sometimes reluctant to use decision 
making templates to ask their caregivers for the pros/
cons/alternatives of a suggested course of action. I 
suggest that in order for their bodies to get on with 
having a baby they need to feel safe and supported. 
If they have unanswered questions, or if they don’t 
really believe that they need to be induced, their 
body might not be able to go along with the process. 
Care providers are under immense pressure and are 
not infallible. Sometimes the way forward changes 
if the implications of the plan and any alternatives 
are explored – sometimes not – but the very act of 
exploring and deciding means that parents can then 
look back and know they made their best decision and 
that they were not forced or coerced in any way. 

•	 We discuss absolute risks and relative risks. This 
understanding is useful in so many contexts around 
birth and parenting. Some of them use this in the 
discussions with their caregivers about induction plans 
– many don’t but they still have the tool for later use.	

•	 We have an honest discussion about the option of a 
caesarean and look at the NICE guidance to see what 
their midwives and doctors are working towards.	

•	 I encourage the clients to look back at some relevant 
life skills. Most of them will 	have endured tedious 
journeys in overcrowded trains or long waits at an 
airport. They may have developed some brilliant 
coping strategies to help themselves in these situations, 
strategies that could be adapted to enable them to 
create some tranquillity on a busy antenatal ward.

•	 We explore the elements of the birth process they can 
influence – staying mobile or resting in a beautiful side 
lying position, keeping the oxytocin levels up, making 
positive connections with their midwives, receiving 
support from a birth partner who understands them. 
Taking responsibility for these elements of the birth 
means that their midwife can do their job even if their 
resources are stretched.

These strategies shouldn’t have to be the answer. Midwives 
should be able to prepare the birth room, care for people 

successful. Too many people being induced makes this 
situation inevitable. The impact of COVID absences is 
simply exacerbating a problem that was already deeply 
entrenched.

Parents who have been told that induction is urgent, but 
then experience delays that prolong the process over days, 
might feel like they have only narrowly avoided disaster. 
One client is still struggling months after an induction 
that ended in a category 1 caesarean section under general 
anaesthetic. She was worried about her baby’s condition but 
couldn’t get anyone to check things out on the induction 
ward as they were ‘spinning too many plates’. She’s now 
terrified that she will miss something important about 
her baby’s condition, worried that not enough people are 
checking her baby’s well being still, trying not to make too 
much of a fuss because everyone is overstretched.

With the recent changes in the NICE guidance around 
induction of labour, some clients are choosing caesarean 
birth to avoid the marathon induction stories their 
friends and family tell them about. With the effects of the 
Ockenden report only beginning to be felt, the caesarean 
rate in the UK is likely to rise. Caesarean birth can be 
beautiful, but as the numbers go up, it might be harder to 
achieve a family centred caesarean service.

As a birth educator I strive to help parents work 
towards a positive as well as safe birth whether the labour is 
spontaneous or induced, or the birth is by caesarean. I have 
seen examples of ‘teaching for compliance’ or ‘telling them 
how it is’. This is as effective as telling expectant parents 
that their baby won’t sleep much so neither will they. They 
know this. What they need is an understanding of the 
normal range of baby sleep patterns, to work on strategies 
for maximising stamina, to put support in place, to think 
about how they might manage conflict when they are sleep 
deprived, and to consider ways to take care of their mental 
and physical health.

If we just teach that ‘this is how it is’, there is no hope 
for positive change nor for people to take responsibility for 
the elements of the birth they can influence – staying active 
in pregnancy, moving their bodies during the birth to help 
the baby on their journey, speaking up when they are aware 
that something isn’t right or that they need to do things 
a different way, preserving their sense of self through the 

Article contd.
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they know, spend time in the labour room, help to maximise 
the oxytocin. But until there are a lot more midwives, we 
have to do something to help with the status quo.

I’m seeing some interesting changes. Last month a client 
messaged to ask for a chat part way through her induction. 
She told me that she had asked for a single room as soon 
as possible because the four bedded bay was so noisy. She 
described how the busy midwife had spent over half an hour 
with her trying to get a decent CTG trace on her very active 
baby, simultaneously helping her to work through the pros 
and cons of continuing with the induction or going on the 
list for a caesarean in the morning. She told me about the 
comfort measures she had brought with her and how much 
her little aromatherapy stick and her pillow were helping her 
to feel calm and at home. It was good to hear her working it 
all out for herself, ably supported by a partner who admitted 
he was pretty terrified before they came to the course. She 
laboured effectively overnight and gave birth in the small 
hours. She told me she would never forget those wonderful 
midwives.

Theirs was a safe, empowering induced labour and 
birth. Two new parents who felt on top of the world as 
they welcomed their healthy little baby. No flashbacks. No 
postnatal anxiety. Midwives who got to do their job.

Author Bio: Dot Parry qualified as an antenatal educator over 30 
years ago. She went on to train as a midwife and to lead antenatal 
education within the NHS, as well as providing one to one education 
to individual clients as part of her midwifery role. Dot continues to 
work as a birth educator and tutor to people training to take on that 
role.

ENDNOTES

1 Editor’s note: Cardiotocography (CTG) is a technique used to monitor 
the fetal heartbeat and the uterine contractions during pregnancy and 
labour.
2 Editor’s note: Syntocinon is artificial oxytocin and is used via a drip (an 
infusion) to start labour contractions or to strengthen them.
3 Editor’s note: Prostaglandin is the drug used to help prepare the 
cervix prior to induction of labour. It can occasionally cause uterine 
hyperstimulation which results in unnaturally strong contractions that can 
affect the baby’s heart rate.
4  AIMS (2022) Induction: love's labours lost? https://www.aims.org.uk/
journal/index/34/1

What happens when you have an 
 induction of labour?

What are the reasons why you might be offered an 
induction?

What does the evidence show about the risks and 
benefits of having an induction?

What methods are commonly used?

Are there other options?

The AIMS Guide to Induction guides 
you through  your rights and gives you 
suggestions of things to consider and 
questions you may want to ask your 

doctor or midwife, as well as ideas for how 
to prepare and encourage an induction to 

work.

www.aims.org.uk/shop

www.aims.org.uk/shop

https://www.aims.org.uk/journal/index/34/1

https://www.aims.org.uk/journal/index/34/1
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the website, and the plan was to update this quarterly. 
Unfortunately, although the website says that the “next 
update, reporting on data current to 31st January 2022, 
is planned for April 2022”, this does not seem to have 
happened yet.

The team also carries out what they call Sprint Audits, 
which take an in-depth look at the data relating to a 
particular issue. Recent topics have included multiple births, 
perinatal mental health services in Scotland, body mass 
index of 30 kg/m2 or more, and ethnic and socioeconomic 
inequalities. (See the AIMS Journal articles, How does BMI 
influence maternity care and outcomes? A review of NMPA’s 
report: NHS Maternity Care for Women with a Body Mass 
Index of 30 kg/m2 or Above [2] and Racial inequalities in 
maternity outcomes: what are the causes?[3] 

Earlier this year the NMPA introduced a Family 
Gateway which is intended to give easier access to their 
online resources in a printable form. It was co-produced 
with the Women and Families Involvement Group[4].

Annual Clinical Audits

The Annual Clinical Audits[5] report on a range of 
interventions and outcomes in maternity and neonatal 
services. The full report summarises these at country level, 
and there are various ways to review the detailed data online:

•	 View by site or Trust/Health Board displays all 
available measures for the selected hospital site or 
Trust/Board. These are adjusted for ‘case mix’ (the 
characteristics of maternity service users at the site/
Trust/Board) and shown in comparison to the expected 
range for a site/Trust/Board of its size, and the national 
mean. These charts can be downloaded as pdf files.

•	 View by measure provides a comparison of one selected 
measure at site, Trust/Board, or country level either as 
a table or as a ‘funnel plot.’ Tables can be downloaded 

The National Maternity and Perinatal Audit (NMPA) is 
commissioned by the Healthcare Quality Improvement 
Partnership (HQIP). This is on behalf of NHS England, 
the Welsh Government and the Health Department of 
the Scottish Government. Their role is to carry out audits 
of the maternity services in England, Scotland and Wales, 
using data collected from hospitals. The group is led by the 
Royal College of Obstetricians and Gynaecologists (RCOG) 
and includes the Royal College of Midwives (RCM), the 
Royal College of Paediatrics and Child Health (RCPCH) 
and the London School of Hygiene and Tropical Medicine 
(LSHTM). 

The information published by NMPA is intended 
both to help maternity and neonatal services evaluate and 
improve the care they provide, and to help pregnant women 
and people make informed decisions, such as where to have 
their maternity care. It is also a valuable resource for MVP/
MSLC user representatives and other birth activists who 
want to see how their local services compare with others 
and with the national position. This article provides a brief 
overview of the resources available on the NMPA website.

What does the NMPA produce?
For some years, the NMPA has been publishing Annual 
Clinical Audits, but difficulties in accessing the data have 
led to delays in publishing reports for the last few years. 
The most recent report, published in March 2022  NMPA 
Clinical Report_2022.pdf [1] covers births in NHS 
maternity services in England and Wales between 1 April 
2018 and 31 March 2019. 

In an effort to provide more timely (though more 
limited) data the NMPA has now introduced Rapid 
Quarterly Reporting. This shows data for a rolling 12-
month period, though so far only for England. Data for 
the period October 2020 to September 2021 is now on 

Campaigns

Birth Activists’ Briefing:  The NMPA  
clinical audits and Family Gateway
by the AIMS Campaigns Team

https://www.aims.org.uk/journal/item/racial-inequality-birth
https://maternityaudit.org.uk/pages/WomenFamilyInvolvementGroup
https://maternityaudit.org.uk/pages/WomenFamilyInvolvementGroup
https://maternityaudit.org.uk/FilesUploaded/Ref 336 NMPA Clinical Report_2022.pdf
https://maternityaudit.org.uk/FilesUploaded/Ref 336 NMPA Clinical Report_2022.pdf
https://maternityaudit.org.uk/FilesUploaded/Ref 336 NMPA Clinical Report_2022.pdf
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the sprint audit report, what information the report 
includes (and what is missing) and the key findings 
together with an outline of the ‘calls to action’, and 
further work needed to address the issues identified. 
The language is mostly appropriate for a lay audience 
and there is a glossary explaining some of the technical 
terms used.

•	 This section also has a link to a lay summary of the 
annual clinical audit report, though sadly only the one 
with data for 2016/17, not the more recent one for 
2018/19. Hopefully, summaries of more recent reports 
will be added later. This summary also includes data 
from the 2017 organisation survey, which reported 
information on the availability of facilities such as birth 
pools and midwife-led units, and on place of birth.

•	 Decision making[10] This section is currently rather 
limited. It includes the guidance ‘Ask three questions’ 
and links to some ‘Shared Decision Making [sic][11] 
– Case Studies’ from AQuA (the Advancing Quality 
Alliance). However, these are not related to decision 
making in maternity care. You might like to use this 
AIMS Birth Information page Making decisions about 
your care[12] instead.

•	 Useful links[13] offers a range of links, divided into 
‘Charities and support information’, ‘Maternity and 
health care’ and ‘National audit and research.’ Apart 
from these broad groupings they seem to be arranged 
in no particular order, and as they only display the 
logo of the organisation it would be hard for users to 
identify where to go for the information they want. It 
is good to see AIMS listed, however.

Actions for Birth Activists

•	 Review the statistics  for your NHS Trust/Health 
Board and see how it performs on key measures 
compared to others in your region and your country. If 
there’s a difference – ask why.

•	 Familiarise yourself with the Sprint Audit Reports and 
check what your NHS Trust/Health Board is doing to 
implement relevant ‘calls to action.’

•	 Promote awareness of the local audit data and the 
Family Gateway amongst local maternity service users.

into Excel. The funnel plot shows the expected 
variation about the mean for locations of different sizes, 
and whether the figure for a particular location falls 
outside of this range. There appears to be an intention 
to include analysis at the Region/Local Maternity 
System level, but this is not available yet. Many of the 
measures (including inductions, spontaneous vaginal, 
instrumental and caesarean births, episiotomies and 
3rd/4th degree tears) are further broken down between 
those having their first births (primips) and those 
having subsequent births (multips). For some measures 
there are other breakdowns available (e.g., inductions 
at three ranges of gestational age).

•	 Results Table is an interactive table which allows you 
to select which measures and which units or Trusts/
Boards you want to compare. There are tools for 
sorting, grouping or filtering the data, and it is also 
possible to export the data from here.

Rapid quarterly reporting

This covers fewer measures than the annual report and is 
currently only available for England, but is more up to 
date, currently including data up to September 2021. It has 
national[6] and NHS Trust[7] (though not hospital site) 
level figures for the percentages of stillbirths, SGA (small 
for gestational age) babies, preterm births, 3rd/4th degree 
tears, induced labours and assisted vaginal births, though 
caesarean births are not yet being reported. The Trust level 
data is presented in the same way as in the ‘View by site or 
Trust/Health Board’ option for the annual audit report, with 
the result compared to the expected range for the Trust’s size 
and the average (mean) of all Trusts.

Family Gateway

The Family Gateway[8] is a new resource and presumably 
a ‘work in progress’ as some parts are more extensive than 
others. It has an introductory video explaining the role of 
the NMPA, then three sections headed Report summaries, 
Decision making and Useful links.

•	 Report summaries[9] gives access to lay summaries 
of the sprint audits on ethnic and socioeconomic 
inequalities, BMI of 30 kg/m2 or more, and perinatal 
mental health in Scotland. These are short documents, 
clearly set out with illustrations and helpful 
infographics. They explain the methods used to create 
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ENDNOTES
1 The Women and Families Involvement Group for the National 
Maternity and Perinatal Audit. 
https://maternityaudit.org.uk/pages/WomenFamilyInvolvement-
Group
2 How does BMI influence maternity care and outcomes? A 
review of NMPA’s report: NHS Maternity Care for Women with 
a Body Mass Index of 30 kg/m2 or Above. https://www.aims.org.
uk/journal/item/bmi-maternity-care
3 Racial inequalities in maternity outcomes: what are the causes? 
https://www.aims.org.uk/journal/item/racial-inequality-birth
4 National Maternity and Perinatal Audit Clinical Report 2022. 
https://maternityaudit.org.uk/FilesUploaded/Ref%20336%20
NMPA%20Clinical%20Report_2022.pdf
5 NMPA Clinical Audit reports. https://maternityaudit.org.uk/
pages/clinpub
6 NMPA Rapid Quarterly Reporting: National results. https://ma-
ternityaudit.org.uk/Audit/Charting/RapidNationalQuarterly
7 NMPA Rapid Quarterly Reporting: NHS hospital results. 
https://maternityaudit.org.uk/Audit/Charting/RapidTrustAnnual
8 NMPA What is the National Maternity and Perinatal Audit? 
https://maternityaudit.org.uk/pages/familygateway
9 NMPA Report summaries. www.maternityaudit.org.uk/pages/
fgreportsummaries
10 NMPA Decision making. www.maternityaudit.org.uk/pages/
fgdecisionmaking
11 AIMS Making decisions about your care. www.aims.org.uk/
information/item/making-decisions
12 NMPA Useful links. www.maternityaudit.org.uk/pages/fguse-
fullinks
13 Editor’s note: While many people will seek and value the 
thoughts of the midwife and doctor, the final decision is not 
shared, it is (legally) the mother’s alone.
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•	 15th June: Nottingham & Nottinghamshire MVP 
Showcase Event 2022 

•	 21st June: Northern Maternity and Midwifery Festival 
2022

•	 23rd June: National Voices' Annual Conference, 
focussed on the new landscape of Integrated Care 
Systems 

•	 30th June: NHS England’s Maternity Transformation 
Programme (MTP) Stakeholder Council: focus group 
on Maternity Transformation Programme evaluation 

•	 1st July: Global Black Maternal Health’s Air Pollution 
in Pregnancy project launch 

•	 July 7th and 8th: The Global Women’s Health Research 
Society (GLOW)’s 2022 conference - Caesarean Section 
Births: Right Time, Right Mother, Right Way

•	 Regular attendance at Maternity & Midwifery Hour 
- Wednesdays at 7-8pm, organised by Maternity and 
Midwifery Forum

•	 Plus monthly meetings with a working group on a Zine 
Project on consent and obstetric violence. Watch this 
space!

•	 What else we have been reading about

•	 Appointment of Professor Dame Lesley Regan as 
England’s first Women’s Health Ambassador.Her role 
is to improve the health and care provided to women 
and to help implement the upcoming Women’s Health 
Strategy

•	 ‘Reflections on woman-centred care in the NHS’ by 
Mavis Kirkham, International Journal of Birth & 
Parent Education Volume 9 Issue 4 July 2022

Thanks to all the AIMS campaigns Volunteers who have 
made this work possible. We are very keen to expand our 
campaigns team work, so please do get in touch with 
campaigns@aims.org.uk if you’d like to help!

Covid-19

•	 Supported Birthrights with finding case studies for a 
potential analysis and report by the Parliamentary and 
Health Service Ombudsman

Campaign development work

•	 As a member of the Project Oversight Group, we 
reviewed and commented on the RCM’s re:Birth 
project outputs, launched on 15th June

•	 As a member of NHS England’s Maternity 
Transformation Programme’s Stakeholder Council, we 
reviewed and commented on:

•	 the quality of reviews and investigations into ‘maternity 
service failures’ 

•	 the proposals being developed for a new independent 
advocate role in maternity 

•	 the development process and further material related 
to NHSE&I’s (NHS England and NHS Improvement) 
iDecide project (Intrapartum Intervention Information 
- Assisted Vaginal Birth and Unplanned Caesarean 
Birth) 

•	 We have commenced an in-depth AIMS review of 
Chapter 8 of the Ockenden Report 

Conferences and meetings attended

•	 3rd May: RCOG/RCM Conference, Each Baby Counts 
- Maternity Safety - A New Approach 

•	 4th May: Charities’ and Service Users’ Maternity 
Continuity of Carer Network 

•	 25rd May: Final Project Oversight Group meeting for 
the RCM’s re:Birth project 

•	 26th May: England Maternity Transformation 
Programme’s Stakeholder Council 

•	 7th June: Whose Shoes workshop on Maternity Triage 
Experiences 

Campaigns

What has the AIMS Campaigns Team 
been up to this quarter?
by the AIMS Campaigns Team
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