Defining midwifery autonomy in Belgium: consensus of a modified Delphi study.

ABSTRACT

Aims: Although there is substantial literature on autonomy of midwifery, the concept remains
vague, and what it exactly constitutes is little clear. Attempts to define this have been carried
out, but did not result in a communal understanding. The aim of this study therefore is to

define a consistent definition of midwifery autonomy in Belgium.

Design: A modified Delphi survey with content experts.

Methods: Critical components of the available definitions on midwifery autonomy were
retrieved from the literature, and translated into Dutch and French. An online Delphi panel of
content expert assessed components of autonomy in midwifery on clarity and relevance
between June and October 2021. From the validated components, a preliminary consolidated

definition was generated, which was validated in a final Delphi round.

Results: After round one, experts (n=27) evaluated ten out of 17 components to be clear and
relevant. Two components were judged inappropriate and therefore removed. After further
adaptation four additional components were identified appropriate after the second round,
and one component after a third Delphi round. Experts’ suggestions for improving the clarity
and relevance were taken into account. Finally, experts assessed the preliminary definition.
After minor modifications the definition of midwifery autonomy in Belgium was confirmed

valid.

Conclusion: We established a communal definition of midwifery autonomy in Belgium, the
creation of such a definition results in a joint understanding of the concept of midwifery

autonomy.



Impact: If midwives internationally want to successfully achieve autonomy, a clear
understanding of the concept of midwifery autonomy is needed. The consensus definition of
midwifery autonomy in Belgium comprises 15 components related to midwives’ work content,
professionalism and relationship with others. Our definition of midwifery autonomy has the
potential to encourage an international dialogue, grounded in a common understanding of
autonomy, enabling stakeholders in maternity care to strengthen professional midwifery

autonomy.
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1. INTRODUCTION
An essential aspect of midwives’ drive for professionalisation is the need for increased
involvement in national policy development, in which the midwifery profession is recognised
as animportant partner in decision-making. Internationally however, considerable differences
in midwives’ status and roles, autonomy and responsibilities have been identified. A recent
study on professionalisation of midwifery in Europe (Vermeulen et al. 2019) showed that
whereas progress in initial midwifery education had taken place, midwives’ status and roles in
practice as well as their influence on the health care systems, culture and politics in various
countries are matters of concern. In particular, midwives’ autonomy is limited, because they
face restrictions to fulfilling a comprehensive role as defined by the International
Confederation of Midwives and the EU Directives (Van kelst et al. 2013a). Therefore, a more
in-depth study of relevant influencing factors, such as professional autonomy in individual

countries, has been recommended (Vermeulen et al. 2019).

2. BACKGROUND
Defining professional autonomy of midwifery is difficult (Pollard 2003), as while there is a
substantial body of literature on autonomy, the definition and its description remains unclear.
A recent literature review revealed that autonomy is a central element in midwifery. It is
usually linked to informed choices, decision-making and power to control over a situation
(Zolkefli et al. 2020). However, the central element that is most frequently documented in the
literature is the capacity for decision-making (Perdok et al. 2017, Zolkefli et al. 2020, Pollard
2003) in which the midwife is responsible and accountable for her decisions (Pollard 2003).
Hence, a midwife should have the expertise (Clemons et al. 2021), knowledge and skills

required for making decisions (Zolkefli et al. 2020). A recent study strongly links midwifery



autonomy with the provision of expertise, individualised maternity care for women and
families (Clemons et al. 2021). Competency therefore is considered a prerequisite for

autonomy.

In a number of articles, autonomy is used interchangeably with the term ‘independence’
(Zolkefli et al. 2020, Perdok et al. 2017). Job autonomy thus has been defined as the degree
of control a worker has over his or her own immediate scheduling and tasks (Perdok et al.
2017, Clemons et al. 2021, Pollard 2003). Perdok et al. (2017) used the Leiden Quality of Work
Life Questionnaire for Nurses (van der Doef and Maes 1999), to measure job autonomy
experienced among maternity care professionals in the Netherlands (Perdok et al. 2017). The
job autonomy experienced was highest for primary care midwives, followed by obstetricians,
clinical midwives and obstetric nurses. Thompson highlights that midwifery in the Netherlands
is considered an autonomous profession, as midwives are not supervised by doctors or any
other health professionals (HPs) (Thompson 2020). Autonomy may thus include, a state of
being independent and self-directing from the control or power of another (Legault 2016).
When midwifery decisions are challenged by other HPs, these challenges might obstruct
professional debate, e.g. in situations where midwives experience difficulties to question a
decision for fear of repercussions, job autonomy is hindered (Clemons et al. 2021). In addition,
it is Clemons et al.’s (2020) opinion that an autonomous midwifery profession must be self-

governing and self-regulating (Clemons et al. 2021).

While high levels of job autonomy are found to be beneficial for midwives (Yoshida and Sandall
2013, Perdok et al. 2017) and for the relationship with their patients (Perdok et al. 2017),
autonomy has been identified as being at odds with the hierarchical and routine-based culture

of hospitals (Clemons et al. 2021, Thompson 2020). Internationally, it is suggested that



medicalisation of birth limits midwifery autonomy (Ghérissi and Brown 2014). Therefore,
infrastructure and culture at work impacts on autonomy in midwifery practice (Zolkefli et al.
2020), while collegial relationships could support or hinder midwives’ autonomy (Clemons et

al. 2021).

In the early 2000s, midwifery students in the United Kingdom believed that working towards
midwifery autonomy had not been explicit enough in their educational programme (Baird
2007). Many midwifery students considered that they had only witnessed professional
autonomy in midwifery led birthing units and that it was almost invisible in obstetric led units.
Consequently, newly-graduated midwives did not felt prepared for professional autonomy
(Baird 2007, Pollard 2003). Australian midwifery students’ experiences within a student led
clinic confirmed that this learning experience promoted a sense of autonomy and prepared
them to practice autonomous (Hamilton et al. 2020). Conversely in Flanders and the
Netherlands, midwifery education have identified professional autonomy as an essential part
of additional advanced professional skills (Mestdagh et al. 2019). As maternity care HPs are
poorly aware of each other’s competencies, (Mivsek et al. 2021) recommend interprofessional
education to promote interdisciplinary collaboration in maternity care while retaining

autonomy within each profession.

In Belgium, midwives’ degrees of autonomy strongly vary; in hospitals most midwives work
under the authority of an obstetrician. Midwives in hospitals have limited control over the
organisation of their work such as one to one care, continuity of care, or working hours, most
of which is determined by hospital management (Vermeulen et al. 2020b). As in other
countries, Belgian primary care midwives, however, tend to have more autonomy in the

organisation of their work than midwives in a hospital for example taking decisions



independently (Vermeulen et al. 2020b, Vermeulen et al. 2019, Clemons et al. 2021, Yoshida

and Sandall 2013).

In the current Belgian maternity care context, midwives experience some difficulties in
practising the full scope of midwifery practice according to the International Confederation of
Midwives’ definition (Van kelst et al. 2013a). The historical value that society gives to specialist
medical services has an impact on midwives’ autonomy, for example, most obstetricians
conduct births in Belgium. Consequently, Belgian midwives’ autonomy is limited. This situation
is in contrast with the country’s legal framework, the growing body of evidence about the
positive outcomes and cost effectiveness of midwife led care (Sandall et al. 2016) as well as
the increasing international calls for strengthening the contribution of midwifery in the public

health field (Vermeulen et al. 2019).

Lack of discussion on midwifery autonomy has come about because, according to the World
Health Organization, midwives are, by definition, autonomous practitioners (WHO 2016). The
study of Perdok et al. demonstrated that especially primary care midwives scored highest in
expecting to lose their job autonomy in an interprofessional care system in the Netherlands
(Perdok et al. 2017). As many midwives continue to practise in a setting that is often
dominated by the medical and nursing profession (Vermeulen et al 2021), it is time to open
the issue of midwifery autonomy for debate. However, it remains unclear if midwives in
Belgium themselves want to be autonomous practitioners. Pollard’s study suggests that this
is open for debate (Pollard 2003). She identified mixed views among midwives about whether
they practise autonomously, the central issue appearing to be if midwives actually want to be

autonomous practitioners and take on more responsibility. Midwives’ attitudes to their



working environment and their basic understanding of the concept of autonomy in midwifery

may help researchers in identifying this uncertainty.

Although there is substantial literature on autonomy, it remains a vague concept and lacks a
pragmatic understanding of how professional autonomy is translated into daily midwifery
practice (Clemons et al. 2021). In literature, attempts to define autonomy have been made,
but definitions vary and no consolidated definition has been made. If Belgian midwives want
to obtain an autonomous position in health care, they must have clear understanding of its
meaning. Thus, a valid and consistent definition of the professional autonomy of midwives in

Belgium is needed.

3. THE STUDY

3.1. Aims
The aim of this study is to develop a consolidated definition of midwifery autonomy in

Belgium.

3.2. Design

A modified Delphi survey with content experts in Belgium.

3.3. Data collection
For the creation of the consensus definition we included content experts (Zamanzadeh et al.
2014). Content experts were defined as professionals with research or work experience in the
field of interest (Rubio et al. 2003), Belgian midwives with work or research experience from
all identified domains: obstetrics, reproductive medicine, gynaecology and neonatology were
invited. Additionally we included midwives practising in primary care, research and education.
In order to include representation of professional associations, board members of the Flemish

Organisation of Midwives, Professional Union of Belgian Midwives and the French speaking
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Association of Catholic Midwives, were invited to participate. We aimed for a participation of
at least 20 experts representing all Belgian regions, namely the Flanders (Dutch-speaking),

Walloon (French-speaking) and Brussels-Capital (bilingual) regions.

To incorporate the content experts in this study, a modified Delphi method was chosen. The
Delphi method is a structured process that gathers information in a series of rounds which are
continued until agreement is reached. The Delphi methodology is an important method for
achieving consensus on issues where none previously existed (Rubio et al. 2003). A classical
Delphi is defined as the process wherein panel experts initiate the alternatives in response to
the researcher’s questions. A modified Delphi indicates the process whereby the initial
alternatives in response to the researcher’s questions are carefully selected before being

provided to the panel (Avella 2016).

Content experts were invited in June 2021 by e-mail to participate in this online survey. Initial
participants were identified through personal contacts of one researcher (JV) and thereafter
by snowball sampling. The invitation included information about the study, an informed
consent form and a link to the survey site (Qualtrics*™). Only respondents who received a
personal link by e-mail could access the survey, additional settings were set to prevent

multiple submissions. A reminder was sent two weeks after the first invitation.

3.4. Ethical considerations
All data were stored in a secured and locked server of the Vrije Universiteit Brussel (VUB), only
accessible to the researchers. No data were shared or discussed with other colleagues, to
maintain anonymity all identifying information was removed by a researcher (JV). Participants
were informed by an information letter. After reading the informed consent form, participants

informed consent was asked by indicating ‘yes’ before starting the survey. Ethical approval



was obtained from the University Hospital Brussels/Vrije Universiteit Brussel (VUB), Belgium

in May 2021 (registration number: B.U.N. 143/202/100/0490).

3.5. Validity and reliability/rigour
Critical components of the available definitions located in the literature were translated and
adapted for assessment by content experts to create a consolidated definition (Schaap et al.
2019). After identification, the critical components of midwifery autonomy were translated
into Dutch (JV) and French (MG). The Dutch version was reviewed by another researcher (MF),

likewise the French version was checked (JV).

Every critical component’s clarity was assessed (Feo et al. 2018). Additionally, every critical
component’s relevance was evaluated on its relevance to a definition of midwifery autonomy
in Belgium. As suggested by the literature, a 4 point Likert type scale was used with responses
ranging from: 1=not clear/relevant, 2=somewhat clear/relevant, 3=quite clear/relevant,
4=very clear/relevant (Zamanzadeh et al. 2014). By using open questions, the experts were
also invited to suggest additional items and make comments. The content validity was
guantitatively measured by establishing the proportion of experts agreeing on the clarity and
relevance of the selected critical component. The selected methodology was adapted from
Zamanzadeh et al. (Zamanzadeh et al. 2014) and has also been used in earlier validation

studies (Vermeulen et al. 2018, Vermeulen et al. 2020a).

3.6. Data analysis
The content validity index (CVI) of individual critical components was calculated as suggested
in literature (Zamanzadeh et al. 2015). To determine the CVI for each critical component’s
clarity and relevance (I-CVI), the number of experts assessing it as relevant or clear (rating 3

or 4) was divided by the total numbers of experts. The I-CVI expresses thus the degree of



consensus between experts, with a value between 0 and 1.00. These values were interpreted
as recommended (Zamanzadeh et al. 2014): if the I-CVI is higher than 0.79, the critical
component was considered appropriate, and if the I-CVI is between 0.70 and 0.79 needed
revision. In the latter case the critical component was adapted based on the content experts’
advice and subsequently included in a next Delphi round. Components with an I-CVI is below

0.70 were removed.

In the final stage, an initial consolidated definition of midwifery autonomy in Belgium was
created by the research team based on the critical components that reached content validity.

As suggested in literature (Feo et al. 2018) we asked if the definition:

1. captures the main components of autonomy;
2. is complete or missing a crucial component;
3. isunderstandable by midwives from all identified domains and;

4. if it should be changed in any way.

Participants were asked to provide a yes/no response to each question and space was given
to add free-text comments. The free text responses were analysed independently by two
researchers (JV, MF) focusing on frequently recurring themes in experts’ feedback. The

definition was refined following a discussion with the research team.

4. FINDINGS

4.1. Delphi round one

4.1.1. Characteristics of participants
From the 37 invited content experts, 27 (n=73%) agreed to participate in the validation
process. Participants, all female but one, from the age group 41-50 years were the most

represented (n=11), the age groups 20-30 years (n=2) and 61-65 years (n=1) were the least
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represented. Maximum variation sampling was exerted as defined in the professional and
competency profile of Belgian midwives, meaning the inclusion of experts from clinical
midwifery (n=8), primary care (n=7), both clinical midwifery and primary care (n=5), education
(n=9) and research (n=6). Most participants had many years of relevant work experience,
between 21-30 years (n=9) and between 11-20 years (n=5). Seven midwives working in
Flanders, seven midwives working in the Walloon and 13 from the Brussels-Capital Region

participated.

Table 1: Area of expertise of the content experts to include here

4.1.2. Item Content Validity Index I-CVI (Relevance and clarity)
The first Delphi round resulted in the content validity (I-CVI 2 0.80) of 10 components out of
the 17 components for both clarity and relevance. The component regarding having political
influence as midwives did not reach the cut off value of 0.70 for clarity (0.67). The component
addressing that women respect the competencies of the midwife did not reach the cut off
value of 0.70 for both clarity (0.67) or relevance (0.63), both inappropriate components were
removed. Three components scored I-CVI between 0.70-0.79 on both clarity and relevance,
while respectively one component was inappropriate for clarity (0.78) only and another one

for relevance (0.78) only.

Table 2: Item-Content Validity Index I-CVI after round one to include here

The five components with an I-CVI between 0.70-0.79 were revised by two researchers (JV,
MF) based on experts’ comments and suggestions received. Several content experts explicitly
suggested changing the scope of the definition of midwifery autonomy in Belgium to the
practice domains were the midwife is legally entitled to work autonomously, namely

uncomplicated pregnancy, childbirth and postpartum (Vermeulen et al. 2020b, Van kelst et al.
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2013b). As most experts’ additional comments were related to unclear or confusing wording,
in four components a clarification of terms was added. More specifically, the following words
were explained: ‘work method’, ‘competent’, ‘recognised by society’ and ‘authority’. One
component needed a minor linguistic adjustment as advised by the experts. Five components

required a second validation round.

4.2, Delphi round two
In the second round (July-August 2021), we received responses from 15 (56%) of the 27

content experts who participated in the first round (table 1).

From the five components revised by the Delphi panel in the second round, four components
reached content validity for both clarity (0.93-1.00) and relevance (0.80-1.00). The
component ‘the professional group of midwives can regulate their own profession’ (Regulate:
subject to rules), reached an acceptable item content validity for relevance (0.87), but

remained inappropriate for clarity (0.73) in this second validation round.

Table 3: Item-Content Validity Index I-CVI after round two to include here

Based on the suggestion of the experts, the word ‘regulation’ was substituted as considered
confusing and not well known by Belgian midwives. Therefore, this component was rephrased
and it was specified that in fact a professional association of midwives, in consultation with
the competent authorities’, defines the rules governing the exercise of their profession and

send for a third Delphi round.

4.3. Delphi round three
From the 15 content experts who participated in the two previous rounds, 11 experts (73%)
assessed the component regarding a legitimately established professional association of

midwives defining the rules governing the exercise of their profession, in a third round. Those
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experts still represented each of the identified midwifery domains, namely four clinical
midwives, three primary care midwives, three midwives from education and two midwives
involved in research. Four midwives were professionally active in Flanders, two in Walloon

and five in the Brussels-Capital Region.

The component reached validity both for clarity (0.91) and relevance (0.91), and was thus

included in the preliminary consolidated definition of midwifery autonomy.

4.4. Delphi round four
From the 15 validated components, the research team generated a preliminary consensus

definition of midwifery autonomy in Belgium.

Table 4: The validated components of midwifery autonomy to include here

The preliminary consolidated definition was send for a fourth Delphi round, with only the 11
experts who participated in all three Delphi rounds included. Ten experts (91%) participated
in this round, two adjustments were brought forward. Firstly, it was suggested clarifying that
the definition of midwifery autonomy is independent of the place of employment of the
midwife. The second suggestion was to modify a sentence that a midwife ‘gets more
responsibility in the course of her duties’ instead of the midwife ‘getting more responsibility
when performing her tasks’. Consequently, after these modifications the definition of

midwifery autonomy in Belgium was confirmed valid and consolidated by the research team.

Table 5: Consolidated definition of midwifery autonomy to include here

5. DISCUSSION
In this paper we established a communal definition of midwifery autonomy in Belgium, the

creation of such a definition results in a joint understanding of the concept of midwifery
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autonomy. The definition comprises 15 critical components related to midwifery autonomy in
Belgium, together they encompass the essentials of midwifery autonomy as indicated by
content experts. These 15 components are related to the work content, professionalism of
the midwife and relationship with others. In our definition we identified work related content
as one in which the midwife is responsible, can independently take decisions and control her
work. Likewise, identified components related to the professionalism of the midwife such as
expertise, authority and competency were included in our consensus definition. In regard to
the relationship with others, our definition comprises components concerning respect for the
independence of midwives, their recognition and respect by other health professionals in
maternity care. While throughout the literature, accountability, responsibility and autonomy
are used interchangeably (Zolkefli et al. 2020), some aspects of our definition are in line with
a suggested definition of midwifery autonomy in New Zealand (Clemons et al. 2021). More
specifically the right and responsibility to practice within the midwifery scope of practice in

accordance within a professional framework is closely related to our consented definition.

From the 17 identified critical components in literature, related to midwifery autonomy, two
components were inappropriate, namely the component regarding having political influence
as midwives and the component addressing women’s respect for the competencies of the
midwife. It may be that the component ‘political influence’ is not considered as relevant for
midwives and their autonomy in Belgium. The suggestion that midwives should have more
political influence was not clear to all participants, and thus interpreted differently. Some
experts interpreted this component as midwives being actively engaged in politics rather than
having policy making influence. Nevertheless, while professional midwifery associations are
important key stakeholders and can play an important role in policy discussions related to

education, regulation and professionalisation of midwifery, there is a scarcity of data that
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describe the involvement of midwives in national policy development currently (Lopes et al.
2015). The component, related to the professional association of midwives being able to
regulate their own profession only reached validity after a third round. The component was
rephrased and as suggested. We defined ‘regulation’ as the defining of the rules governing the

exercise of the midwifery profession.

That women respect midwives’ competence was considered as obvious by most experts who
therefore advised against linking this component to midwifery autonomy. Conversely, several
experts highlighted that midwives’ competencies are not well known by public. Indeed, this
point was also raised is in another Belgian study which concluded that the knowledge of
Brussels women about midwives’ legal competences during pregnancy, labour and childbirth
is poor, especially in women between 15-20 years and women who have never given birth
(Vermeulen et al. 2016). As midwives’ competencies are not well known by the public, content
experts questioned the relevance of the component relating women’s respect for midwives

with midwifery autonomy.

This is the first study to elicit a valid consolidated definition of midwifery autonomy in Belgium,
nevertheless attention should be drawn to the limits of our study. Despite the fact that a
Delphi survey with content experts is widely accepted in validation studies in health research
(Keeney et al. 2006), our study may be considered vulnerable to potential bias due to the
selection of the content experts and thus their input prejudiced. From the 27 participants who
participated in the first Delphi round, 15 experts participated in the second round. The reasons
for this drop out was not further explored. Due to the anonymity, the researchers could not
personally approach nonrespondents, which made it difficult to maintain connection and

involve them in the consecutive rounds. Experts dropping out of a Delphi study may however
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affect the final results of the study, as the resultant consensus may not be representative
of all the experts in the domain of interest (Greatorex and Dexter 2000). However, despite
the drop an acceptable variation sampling was achieved with participation from experts within

all identified domains

Critical components related to midwifery were selected from the identified literature. The
basis of our search was a recent systematic literature review aiming to explore midwifery
autonomy and its impact on midwifery practice (Zolkefli et al. 2020). The available information
was supplemented by an additional literature search. It may be that we have overlooked other
components. As a Delphi survey does not necessarily identify components that might have
been overlooked, content experts were able to suggest other items and adjustments to
minimise this limitation (Rubio et al. 2003). We also recognise the limitations of a Delphi
survey, as a group consensus represents expert opinion rather than indisputable fact
(Trevelyan and Robinson 2015). Nonetheless, we rigorously applied our chosen methodology
throughout our research to make sure that the entire process was robust and we estimate
that our findings to be accurate. Additionally, the researchers followed the Consensus-Based
Checklist for Reporting of Survey Studies (CROSS) while designing and conducting the Delphi
survey to ensure our study was sufficiently reliable, reproducible and transparent (Sharma et

al. 2021).

The potential impact of the agreed definition of autonomy on the culture of midwifery practice
is unclear. Literature is inconclusive about the question as to whether midwives want to be
more autonomous. The WHO report 'Midwives’ Voices - Midwives’ Realities' (WHO 2016)
showed that midwives worldwide are asking for more autonomy and recognition, especially

from obstetricians. Although, as midwifery autonomy is associated with increased job
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satisfaction (Papoutsis et al. 2014) and proactive behaviour (Mestdagh et al. 2019) the fear of
being held responsible for professional choices is an important reason for some midwives’
reluctance for increased autonomy (Weltens et al. 2019). Likewise in Ireland, the perception
amongst both midwives and obstetricians is that many midwives do not want more autonomy,
because they are fearful of being accountable for decisions (Healy et al. 2016). Nevertheless,
midwives in Flanders and the Netherlands recently indicated the need for shifting towards
shared responsibility, autonomy and healthy interprofessional cooperation (Mestdagh et al.
2019). A study to explore Belgian midwives’ desired professional autonomy using present

consented definition of midwifery autonomy is planned for the near future.

An area for future research includes the exploration of stakeholders in maternity care views
and their own understanding of midwifery autonomy. As suggested in literature (Feo et al.
2018), the comprehensiveness of a definition of midwives’ autonomy may be subject of
debate with other health professionals providing maternity care, researchers, women,
students and policymakers. In order to explore midwives’ wishes regarding their own
autonomy, further research in the different midwifery settings is recommended. Our
consolidated definition of midwifery autonomy in Belgium has the potential to guide this type
of research, not only in Belgium but also throughout Europe where initial education
programmes all have to meet the same standard. There is also the potential to apply it

internationally as its contents are based on the literature in this field.

6. CONCLUSION
The definition of midwifery autonomy in Belgium presented in this article has the potential to
encourage an international dialogue, grounded in a common understanding of autonomy,

enabling stakeholders in maternity care to strengthen professional midwifery autonomy. It is
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also important that worldwide other health professionals in maternity care comprehend fully
what midwifery autonomy entails, both for maternity care and the midwifery profession. A
challenge lies in finding the balance between maintaining a high level of professional
autonomy amongst health professionals and good collaboration between them (Perdok et al.
2017). A clear and consolidated definition of midwifery autonomy contributes to
understanding how autonomy exactly translates to maternity care, daily midwifery practice

and has the potential to pave the way to a stronger professionalisation of midwifery.
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