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A qualitative exploration of 
midwives’ and ambulance clinicians’ 
experiences working together

Abstract
Background/Aims Effective teamwork represents a significant 
component of high-quality maternity care. Midwives and ambulance 
clinicians are sometimes required to work together in the 
pre‑hospital setting, but these interactions are not well documented 
or understood.This study aimed to explore the views and 
experiences of clinicians, to describe the barriers to and facilitators 
of effective teamwork in this context.   
Methods Focus group discussions and in-depth interviews were 
conducted with 30 London-based clinicians who had experience of 
providing emergency maternity care in the pre-hospital setting as 
part of a multidisciplinary team. Data were analysed thematically, 
informed by principles of grounded theory. 
Results Three overarching themes emerged: significance of 
the patient environment, reaching a shared mental model and 
interpersonal dynamics. Challenges included conflicting priorities 
and lack of understanding each other’s roles and skillsets. Civility 
and multidisciplinary training were perceived as conducive to 
effective teamwork.  
Conclusions The findings provide insight to the factors that were 
perceived to impact teamwork in a pre-hospital maternity context. 
Actions to improve patient safety include increased partnership 
working between acute and ambulance trusts, including the 
provision of multidisciplinary training. 
Implications for practice Midwives and ambulance clinicians report 
a shared goal of a safe and positive experience for the families in 
their care. When working towards these outcomes, teams require 
leadership that acknowledges the various professional remits present.
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M aternal and newborn health is a 
cornerstone for public health and 
human development (World Health 
Organization and UNICEF, 2023). 
While the UK has a low incidence of 

perinatal morbidity and mortality when compared with 
global figures, there has been a concerning plateau in the 
number of adverse outcomes over recent years (Knight 
et al, 2023), particularly in comparison to other similarly 
resourced countries (Diguisto et al, 2022). National 
efforts to reduce stillbirth rates were hindered by the 
COVID-19 pandemic (NHS England, 2023) and the 
maternal mortality rate has seen a statistically significant 
increase (Felker et al, 2024). London has more births 
per year than any other region in the UK (Office for 
National Statistics, 2022) and its maternity services are 
challenged with chronic staffing issues (NHS England 
and NHS Improvement, 2019) and higher rates of 
medical complexity and social disadvantage (Bewley and 
Helleur, 2012). There is discussion on how such pressures 
can displace risk into the community, with implications 
for ambulance services (Heys et al, 2023).

It has been estimated that 9.9–31.9% of women who 
plan to give birth at home require transfer to hospital via 
ambulance services because of maternal, fetal or neonatal 
concerns (Blix et al, 2014). Rates may now be higher, as 
the percentage of births at home has seen a slight increase 
(Office for National Statistics, 2022); however, there is 
no recent national dataset examining this. When birth 
complications occur in the community, midwives may 
be required to refer to and work in collaboration with 
the ambulance service. Unpublished internal data from 
the London Ambulance Service show that approximately 
11 000 maternity related emergencies are attended each 
year. It is unclear how many of these calls represent 
complex births or obstetric emergencies with midwives 
in attendance; however, when these professionals do 
interact, it is in the context of clinically significant and 
often time-critical circumstances. 

The NHS faces scrutiny because of preventable harm 
and problematic organisational cultures in maternity 
services (Kirkup, 2022; Ockenden, 2022). Reports have 
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called for actions to address these issues (Birthrights, 
2022; Care Quality Commission, 2022; Ockenden, 2022;  
NHS England, 2023). A common recommendation is 
multidisciplinary training, although these programmes 
rarely include ambulance clinicians.

It is widely acknowledged that effective teamwork 
is critical for patient safety and outcomes (Rabol et al, 
2011; West, 2011; Sun et al, 2018). Many characteristics 
of functioning teams are described in the literature. 
General definitions recognise a team as a group of 
people who work together, with commitment to 
shared objectives, whose members are clear about their 
specified roles and communicate regularly (Richardson, 
2011). In healthcare, team definitions place emphasis 
on patient safety, time efficiency and multidisciplinary 
working (West and Lyubovnikova, 2013; Harris et 
al, 2022). 

According to some studies, effective teams positively 
impact patient outcomes, including morbidity and 
mortality (Sun et al, 2018; West et al, 2011). Furthermore, 
breakdowns in communication in multidisciplinary 
teams are considered a primary cause of errors and near 
misses in healthcare (Rabol et al, 2011). While healthcare 
professionals generally share the common objective of 
providing high-quality care to their patients, they are 
often trained in silos with varying professional identities, 
values and remits (Harris et al, 2022). When professionals 
of multiple disciplines are required to work together, 
these cultural and organisational differences can challenge 
the ideals of effective teamwork and in turn may impact 
patient care and outcomes. 

Literature on multidisciplinary teams providing 
maternity care in the pre-hospital environment is 
limited. In the UK, the majority of births and obstetric 
emergencies occur in hospital (Office for National 
Statistics, 2023); therefore, the larger body of evidence 
focuses on labour ward teams. Working relationships 
between midwives and obstetricians have been explored 
in a number of studies (Smith et al, 2008; Reiger and 
Lane 2009; Howarth et al, 2011; Ratti et al, 2014). A 
common finding is that staff perceive effective teamwork 
to be pivotal in the provision of safe care, which is 
reflected in studies that examine teams working in other 
areas (Babiker et al, 2014; Royal College of Physicians, 
2017). While midwife-obstetrician teams may share 
some qualities and challenges with midwife‑ambulance 
clinician teams, the findings are unlikely to be transferable, 
as hospital‑based clinicians have more regular contact, 
opportunities to train together and familiarity with their 
working environment.

A small number of studies have explored the 
pre‑hospital perspective (Davis-Floyd, 2003; Feltham 
et al, 2016; Heys et al, 2022). The main findings are 
that communication in obstetric emergencies is often 

‘fractured’ and that individuals value opportunities 
for multidisciplinary training. However, a gap in the 
evidence remains; it is unclear how midwives and 
ambulance clinicians interact with each other in the 
context of unplanned births and obstetric emergencies 
in the community. Notably absent from the literature is 
a focus on the internal values and external factors that 
influence the ability of multidisciplinary teams to work 
effectively together in this setting.

This study aimed to explore midwives’ and ambulance 
clinicians’ experiences of teamwork in the provision of 
maternity and neonatal care in the prehospital setting 
in London, including home births, stand-alone birth 
centres and other non-hospital environments. The study 
considered how physical, cognitive and organisational 
factors (referred to as human factors) impact teamwork 
in multidisciplinary teams and their ability to provide 
quality pre-hospital maternity care. Participants shared 
experiences from various clinical situations, including 
unplanned community birth or birth before arrival of 
healthcare professional and/or midwife, postpartum 
haemorrhage, shoulder dystocia, eclampsia, newborn life 
support, twin birth, antepartum haemorrhage, uterine 
rupture, retained placenta and fetal wellbeing concerns.

Methods
This phenomenological study explored interpersonal 
dynamics and individual experiences of midwives 
and ambulance clinicians using both focus group 
discussions and in‑depth interviews. Plummer (2017) 
proposed that the interaction between participants in 
focus groups can elicit narratives that may not emerge 
in one‑to‑one interviews. Therefore, it was anticipated 
that the discourse between participants may provide 
a foundation of core concepts to be explored further 
during in-depth interviews. 

Participants
A total of 30 healthcare professionals participated in the 
study, recruited through purposive sampling of every 
individual who met the inclusion criteria and consented 
to participate. The aim was to recruit an equal number 
of midwives and ambulance clinicians, to provide a 
balanced representation of the various perspectives in a 
multidisciplinary team. London Ambulance Service NHS 
Trust employees were invited to participate through 
internal communications, including bulletins, emails 
and posters displayed in ambulance stations. Midwives 
were primarily recruited through social media; posts on 
midwifery Facebook forums and Twitter (now known as 
‘X’) provided information about the study. A ‘snowball’ 
sampling technique was used for both professional 
groups, where existing participants referred colleagues 
to the study.
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Posters, emails and social media posts included a 
QR code that could be scanned to access a screening 
page, which provided information on the purpose of 
the study and inclusion criteria. These criteria included 
ambulance clinicians of any skill level currently employed 
by the London Ambulance Service and registered 
midwives based in London with experience in the 
last 3 years of working in a multidisciplinary team to 
provide emergency maternity care in the pre-hospital 
environment. Those who expressed interest were asked 
to disclose their job role and confirm their experience 
with the subject matter. 

Clinicians who met the inclusion criteria were given 
a participant information sheet and a consent form to 

return to the authors. All who consented to participate 
were recruited.

Data collection
Data were collected between July and August 2023 and 
involved three focus group discussions held at a central 
London location (one with ambulance clinicians, one 
with midwives and one with participants from both 
professional groups) and 16 online in-depth interviews 
(Table 2). In-depth interviews were conducted over 
Microsoft Teams video call at a time convenient to the 
participant, to minimise environmental distractions. 

The first author conducted interviews using a 
semi‑structured approach, which ensured flexibility to 
explore interesting topics as they arose in the participant 
narrative. This resulted in rich and local data. The 
first author’s own experience and knowledge led to a 
partly deductive approach, as the topic guide included 
questions based on anticipated issues, such as leadership 
and teamwork. The first author designed the guide with 
open-ended initial questions, funnelling in specific topics 
later in the interview. Example questions include: 

	● Tell me about your experience in pre-hospital 
maternity care

	● How did you feel about what was happening at 
the time?

	● How was the team dynamic?
	● Who was the leader?
	● What worked well in that case?
	● What did not work well?

Focus group discussions and interviews were 
transcribed verbatim to ensure accuracy and familiarity 
with the data. 

Data analysis
Thematic analysis was conducted by the first author, 
informed by grounded theory principles (Glaser and 
Strauss, 1967), as such methods are appropriate when 
little is known about a phenomenon (Bryant and 
Charmaz, 2019). Open coding was used to examine 
each line of transcript and process codes were assigned. 
The first author navigated each stage of thematic analysis 
iteratively and reflexively. The stages were familiarisation 
with the data, generation of initial codes, searching for 
themes, reviewing potential themes, defining and naming 
themes and producing the report. Key words and patterns 
were labelled and assigned ‘groups’ in NVivo software, 
which allowed for the emergence of themes. As data 
analysis continued, earlier transcripts were revisited to 
ensure that coding was accurate. 

There is no universally defined criterion for 
determining data saturation in qualitative research. 
However, a grounded theory perspective considers 
saturation as reaching the point in analysis where no new 

Table 1. Participant descriptions

Profession Role Number included

Midwife 
(n=13)

Community midwife (working in traditional 
community midwifery teams that attend 
home births and/or standalone birth 
centres during ‘on-calls’)

6

Home birth midwife 2

Consultant midwife 2

Senior midwife manager 1

Case-loading midwife 2

Ambulance 
clinician 
(n=17)

Paramedic 7

Paramedic clinical team manager 3

Emergency medical technician 
(non‑registered clinicians working  
in the ambulance service)

2

Critical care advanced paramedic 
practitioner

2

Newly qualified paramedic 2

Urgent care advanced 
paramedic practitioner 

1

Table 2. Data collection methods

Collection 
method

Professional group n Time each 
(hours)

Focus group 
discussion A

Ambulance clinicians 5 1.5

Focus group 
discussion B

Midwives 3 1.5

Focus group 
discussion C

Midwives and 
ambulance clinicians

6 1.5

In-depth 
interviews

Midwives and 
ambulance clinicians

Midwives=7;
ambulance 
clinicians=9

1
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codes occur in the data (Urquhart, 2013). This required 
data collection and analysis to occur simultaneously. 
Using this definition, saturation was reached as the 
final interviews added to the same codes with no new 
emergent themes.

Ethical considerations
The study received ethical approval by the London 
School of Hygiene and Tropical Medicine’s Ethical 
Review Committee (reference: 28622) and the Clinical 
Audit and Research Unit at London Ambulance Service 
NHS Trust (reference: 150623). All standards stipulated 
by the ethics boards and research and development teams 
were upheld throughout the duration of the research 
project. Participant confidentiality was maintained 
through pseudonymisation and data protection measures.

Results
The participants included diverse roles, experience 
and skillsets (Table 1). A total of 13 midwives took 
part, half of whom were community midwives, and 
17 ambulance clinicians took part, with the largest group 
being paramedics. 

As the study reached saturation, it became apparent 
that the participants all perceived their experiences 
through a ‘human factors’ lens, encompassing physical, 
cognitive and organisational factors. This informed the 
eventual definition of themes: significance of the patient 
environment, reaching a shared mental model and 
interpersonal dynamics.

Significance of the patient environment
Participants highlighted the environment’s significance, 
with issues like patient access and space affecting 
teamwork. Ambulance clinicians often felt excluded 
from the patient space, while midwives focused on 
optimising the environment to support labour and 
birth. These variations were rooted in participants’ 
professional backgrounds, knowledge of physiology and 
organisational protocols.

‘Being’ in the space
Many ambulance clinicians described being denied access 
to patients as a barrier to working effectively in the team. 
There were numerous reasons cited for not ‘being’ in 
the space: the clinician’s gender, not being needed and 
minimising people in the environment were all discussed 
in multiple accounts. This led to mixed feelings among 
ambulance clinicians, with some comfortable waiting 
outside and others feeling obligated to provide care, 
particularly for vulnerable patients.

‘There was no physical room for me to get anywhere 
near the patient or even attempt to be involved. I just 

had to watch and ask ... “Shall I get some kit out?” 
Even if you wanted to join the team … You might not 
be able to, just due to physical space’. Maria, Urgent 
Care Advanced Paramedic Practitioner 

‘Optimising’ the space
Both groups stressed the importance of optimising the 
environment, but their use of language was indicative 
of different perspectives, priorities and approaches. 
Midwives saw their role as advocates, focusing on 
facilitating the woman’s choices and protecting the space 
to enhance labour and birth. 

‘You work so hard, thinking about those 
environmental factors that are going to get labour 
going well and get the woman comfortable. I feel 
like a big part of our job is gatekeeping that room’. 
Chloe, Home Birth Midwife

In contrast, ambulance clinicians adopted a 
problem‑solving approach, viewing pre-hospital 
maternity care similarly to high-acuity scenarios, such 
as cardiac arrests.

‘We try to optimise the environment with 360 degree 
access, like for a cardiac arrest, with space for each 
team member to come in’. John, Paramedic

‘Something has gone wrong, that is why we’ve been 
called. I think our role is to slot in and troubleshoot’. 
Muhammad, Paramedic

On the ambulance
Midwives described ambulances as unfamiliar and 
uncomfortable, feeling a shift in dynamics when moving 
onto the vehicle, which often led to confusion around 
decisions on patient transport and care.

‘I’d say that on stepping into the ambulance, that’s 
the really stark difference for me, of when I’m no 
longer in charge. That’s kind of how I feel. Like I’m 
on your turf. You tell me what we do now’. Esther, 
Caseloading Midwife 

Reaching a shared mental model 
A shared goal of ensuring the best outcomes for 
mother and baby was recognised, but differing clinical 
concerns and risk perceptions posed challenges. 
Lack of understanding of each other’s roles hindered 
team efficiency.

‘We have the same overall goal, but different ways of 
getting there. The midwife’s priority might be giving 
a drug to stop the haemorrhage, whereas one of my 
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priorities is thinking about how we are going to 
get this patient out of the five-storey house’. Peter, 
Paramedic Clinical Team Manager

Scope of practice
Both midwives and ambulance clinicians had limited 
understanding of each other’s roles, skills, drugs and 
equipment. This was evident through their language and 
reflections of teamwork. Some midwives referred to the 
ambulance service as ‘the paramedics’ and didn’t appear 
to recognise the diverse workforce of registered and 
non‑registered clinicians that may respond to a maternal 
or neonatal emergency. This lack of clarity sometimes 
negatively impacted the ability to work together. While 
both professional groups acknowledged the midwife’s 
role as ‘the expert’, how this translated to the delegation 
of tasks in an emergency was less clear.

‘[Midwives] were seemingly unaware of what we 
can and can’t do. They asked if I had done fetal 
monitoring, which I can’t do as I’m a paramedic’. 
Talia, Paramedic 

However, multidisciplinary training improved mutual 
understanding of each other’s scope of practice.

‘Having done the study day with London 
Ambulance Service, it changed my perspective on 
things. Because I think before doing that, I didn’t 
understand their role at all. That training really 
helped my communication with them’. Asha, 
Community Midwife

Interpersonal dynamics
Behaviours and relationships significantly influenced 
teamwork. Mutual respect and civility facilitated effective 
communication, while lack of respect and dysfunctional 
relationships hindered teamwork. 

Civility and respect
Overall, participants reported feeling appreciated for 
being present and grateful when attended to by other 
members of the team.

‘They were relieved that we were there, and we were 
relieved that they were there’. Fred, Paramedic

However, a minority of participants alluded to 
experiences where a lack of friendliness or respect 
impacted on clinicians’ bandwidth and ability to 
coordinate care. This was not felt to be specific to the 
midwife-ambulance clinician dynamic, as participants 
reflected on similar tensions when working with GPs, 
obstetricians, neonatal nurses and the fire service. 

‘We felt dismissed. [The midwives] walked in, didn’t 
introduce themselves and asked me to wait in the 
corridor. I’d built a rapport with the woman and had 
all my kit set up. It felt like a negative experience’. 
Michaela, Paramedic

In contrast, introductions, active listening, coaching 
and asking for each other’s clinical opinion were felt to 
have a positive effect on relationships in the team.

‘The scene management was brilliant. The midwife 
was calm, explained things, coached me through it. 
I learned a few things there and the [neonatal] resus 
felt smooth’. John, Emergency Medical Technician

Leadership
Leadership roles were assumed based on expertise, 
but role delegations were often unclear, leading to 
challenges in decision making and coordination of care. 
This ambiguity was particularly evident in scenarios that 
involved both maternal and newborn emergency care.

‘There’s been a couple of times where role definition 
hasn’t been as clear with who’s leading what at what 
point. So at what point does it stop being a maternal 
emergency and come to us with resuscitation, where 
our skills come into it more?’. Joseph, Paramedic 
Clinical Team Manager

In some cases, midwives were newly qualified or had 
not previously provided care in the community and yet 
assumed the position of leader. One midwife described 
how delegating tasks was challenging in the absence 
of experience.

‘I found it difficult because I was quite junior at that 
point as well. Trying to know exactly what role I 
should give the paramedics, what should I do? I was 
like, “how am I the one that’s supposed to make 
these decisions” when I don’t really know what I am 
doing other than dealing with the emergency myself?’ 
Rosie, Home Birth Midwife

A common area of contention was deciding when 
and how to transport patients and where to convey to. 
Extrication and transport were deemed to be the remit 
of the ambulance service; however, the teams often had 
competing priorities and approaches, which in some cases 
led to confusion and delays. These challenges highlighted 
how important decisions often lay in a figurative crevice 
between the two professional remits. Participants felt 
that effective leaders trusted their colleagues’ clinical 
assessment and were able to make plans considering the 
contributions of each team member. However, this was 
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Key points
	● Midwives and ambulance clinicians can be required to form a team to provide 

maternity and newborn care in the pre-hospital environment.

	● However, these professional groups rarely interact outside of clinically 
complex encounters and therefore have a limited understanding of the other’s 
priorities and scope of practice.

	● While it is generally agreed that the primary goal for both groups is to ensure 
a positive outcome for the families in their care, there can be conflict in how 
the team achieve this. 

	● There are several human factors perceived by midwives and ambulance 
clinicians to impact on their ability to work effectively together. 

	● There is a need for ambulance services and acute trusts to collaborate more, 
to improve patient safety in this area.  

difficult to achieve when professional policies did not 
align with each other.

‘It is challenging, trying to get your scopes of practice 
to work on the same patient at the same time. We are 
all just trying to advocate for the patient’. Thomas, 
Paramedic Clinical Team Manager

Followership
Followership behaviours were more evident among 
ambulance clinicians, who often followed midwives’ 
direction and provided support. Less experienced 
ambulance clinicians sometimes missed elements 
of care because of their passive roles, while more 
experienced paramedics actively contributed their 
skills and knowledge to complement that of their 
midwife colleagues. 

‘I walked in and said “what do you need?”. I 
suggested, “shall I give my tranexamic acid? Shall I 
get the carry chair?”. You know, things that I know I 
can bring to the picture. But I think you need a level 
of experience for that’. Maria, Urgent Care Advanced 
Paramedic Practitioner

‘We were trying not to step on each other’s toes. 
As a newly qualified paramedic, I didn’t know 
how to speak up or suggest things. We assume the 
midwives know what they are doing’. Jade, newly 
qualified paramedic

Participants expressed that effective followership 
required confidence and competence. However, 
ambulance clinicians frequently cited a lack of maternity 
exposure and training as factors that limited their clinical 
understanding of obstetric emergencies.

Effective collaboration
There was no consensus on when to assume leadership 
or make suggestions in the team. The clinical situation 
and the perceived ‘bandwidth’ of team members often 
prompted these decisions. Participants often offered 
rigid or dichotomous ideals when discussing their views 
on roles in the multidisciplinary team. However, as 
participants reflected on their experiences, the concept 
of collaborative leadership emerged. Both midwives and 
ambulance clinicians spoke positively of situations where 
primacy of care was fluid and the respective clinicians 
lead on their areas of expertise.

‘There was a sense of calm that [the ambulance 
crew] were there and an understanding between 
the two teams. We made a plan together’. Mariam, 
Homebirth Midwife

Discussion
This study highlights how physical and intangible 
aspects of the environment, shared mental models and 
interpersonal dynamics impact team performance in 
pre‑hospital maternity care. The participants’ familiarity 
(or lack thereof) in pre-hospital environments affected 
behaviour and confidence. These results corroborate 
the findings of O’Donovan and McAuliffe (2020), that 
a lack of familiarity can impact dynamics in teams. 
Various studies have considered how the layout and 
design of the healthcare environment can positively or 
negatively impact teams (Huisman et al, 2012; Nordin 
et al, 2021) but the literature rarely considers that in the 
pre-hospital context, clinicians work in unfamiliar and 
often challenging environments that are not designed 
with emergency care provision in mind. 

The absence of shared ‘mental models’ and a lack 
of understanding of one another’s roles reduced team 
efficiency. The concept of shared mental models in 
healthcare are described as facilitators of effective 
teamwork (McComb and Simpson, 2014). The findings 
support this view, as communication challenges and 
differing levels of clinical concern created barriers to 
making plans of care. 

Training and collaboration opportunities improved 
clincians’ ability to reach shared mental models with 
other professionals, aligning with literature that links 
simulation-based training to better team functioning 
in obstetric emergencies (Buljac-Samarddzic et al, 
2020; Hernandez et al, 2021). However, midwives 
and ambulance clinicians rarely had chances to train 
together outside of urgent care situations. Relationships 
significantly affected experiences and patient care: mutual 
respect enhanced communication, while incivility 
hindered teamwork, supporting Riskin et al’s (2015) 
assertion that rudeness reduces medical team performance. 
Active listening, coaching and seeking clinical opinions 
improved cross‑professional relationships.
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Strengths and limitations
The study’s diverse sample and interactive focus 
groups provided rich insights. The interaction between 
participants during the focus groups elicited discussion 
and a deep level of reflection. The discourse was 
interspersed with ‘light bulb’ moments of understanding, 
poignant sharing of perspectives and offering of solutions. 
Ethnography refers to the method of studying individuals 
in their cultural context (Burke and Kirk, 2001); an 
ethnographical dimension emerged as the first author 
observed how the participants interacted with each other. 

However, the data collection methods also represent 
a potential weakness. The use of focus groups and 
interviews can be criticised for only showing what 
people say, and not what they do (Anderson, 2010). 
Social desirability may have influenced how participants 
shared their experiences, considering the presence of the 
researcher and their peers. 

Owing to the academic requirements of a Masters 
project, all data collection and analysis was conducted 
by the first author. While the emergence, identification 
and definition of themes were discussed with the second 
author, it did not provide the multiple perspectives that 
increase reliability and rigour. The first author’s dual 
role as a researcher and practitioner provided unique 
insights but also potential biases. An inductive approach 
helped mitigate these biases and ensure data represented 
participants’ experiences.

It was acknowledged that the first author’s position 
as a midwife and an ambulance service employee may 
influence the questions asked and the interpretation of 
the data. While it would lack transparency to deny the 
potential impact of their personal values and assumptions, 
the complementary use of an inductive ‘bottom‑up’ 
approach provided unexpected results without 
attempting to fit the data into existing theories (Vossler 
and Moller, 2017). 

Implications for practice
Policymakers should recognise the ambulance service’s 
role in maternity care, including them in local and 
national recommendations. Increasingly, ambulance 
services across the UK are employing consultant and 
specialist midwives; these roles are instrumental to 
facilitating inter-organisation learning and improvements. 
NHS trusts should consider these as examples of 
learning from excellence. Education providers both in 
pre‑registration courses and practice development should 
facilitate and promote simulation-based multidisciplinary 
training with parity across professional groups. 

Future research
It was outside the scope of this study to include the 
perspectives of women and their families directly. 

However, patient experience is an essential dimension 
to consider in the pursuit of healthcare improvement 
and should be explored in future enquiries concerning 
prehospital maternity care. Equally, clinicians’ experiences 
of working together can be affected by transfer times, 
policies and organisational cultures. Therefore, clinicians 
working outside of London are likely to have views and 
experiences that differ from those expressed in this study 
and should be explored in future research.

Conclusions
The insights gathered from this study highlight that 
midwives and ambulance clinicians work together 
in the context of high acuity and often time-critical 
circumstances. Teamwork and management may 
impact maternal and newborn health and experience, 
with far‑reaching implications across the life course. 
However, there is an absence of strategy acknowledging 
the ambulance service and their input at a national and 
local systems level. Many clinicians have reported a lack 
of understanding of each other’s roles and remits, which 
is perceived to inhibit their ability to work effectively as 
a team. BJM

Author contributions: AH was responsible for the study’s 
conception, design, data collection, data analysis and write up. 
MR assisted with the study design and write up.

Data sharing: Data are available from the authors on 
reasonable request.

Declaration of interests: The authors declare that there are no 
conflicts of interest.

Funding: No funding has been received for this work.

Peer review: This article was subject to double-blind peer 
review and accepted for publication on 28 October 2024.

Alvesson M, Sköldberg K. Applications of reflexive methodology: 
strategies, criteria, varieties’. In: Alvesson M, Sköldberg K. 
Reflexive methodology: new vistas for qualitative research. 
Los Angeles, CA: SAGE Publications; 2009

Anderson C. Presenting and evaluating qualitative research. Am 
J Pharm Educ. 2010;74(8):141. https://doi.org/10.5688/
aj7408141

Babiker A, Husseini ME, Nemri AA et al. Health care 
professional development: working as a team to improve 
patient care. Sudan J Paediatr. 2014;14(2):9–16

Bewley S, Helleur A. Rising maternal deaths in London, UK. 
Lancet. 2012;379(9822):1198. https://doi.org/10.1016/
S0140-6736(12)60511-X

Birthrights. Systemic racism, not broken bodies: an inquiry 
into racial injustice and human rights in UK maternity 
care. 2022. https://www.birthrights.org.uk/wp-content/
uploads/2022/05/Birthrights-inquiry-systemic-racism_exec-

Research_ambulance.indd   98Research_ambulance.indd   98 23/01/2025   14:47:2023/01/2025   14:47:20

Downloaded from magonlinelibrary.com by 2A00:23C8:1693:DC01:DC23:3E64:72A1:7FA2 on February 9, 2025.



©
 2

02
5 

T
he

 a
ut

ho
rs

British Journal of Midwifery, February 2025, Vol 33, No 2 | https://doi.org/10.12968/bjom.2024.0064� 99

Research

summary_May-22-web.pdf (accessed 9 January 2025)
Blix E, Kumle M, Kjærgaard H, Øian P, Lindgren HE. Transfer 

to hospital in planned home births: a systematic review. 
BMC Pregnancy Childbirth. 2014;14:179. https://doi.
org/10.1186/1471-2393-14-179

Bryant A, Charmaz K. The SAGE handbook of current 
developments in grounded theory. London: SAGE 
Publications Ltd; 2019

Buljac-Samardzic M, Doekhie KD, van Wijngaarden JDH. 
Interventions to improve team effectiveness within health 
care: a systematic review of the past decade. Hum Res Health. 
2020;18:2. https://doi.org/10.1186/s12960-019-0411-3

Burke J, Kirk A. Ethnographic methods. Maryland, USA: 
University of Maryland; 2001

Care Quality Commission. Maternity survey 2022. 2022. https://
www.cqc.org.uk/publication/surveys/maternity-survey-
2022#:~:text=What%20we%20found,from%20between%20
2017%20and%202022 (accessed 16 January 2025)

Davis-Floyd R. Home-birth emergencies in the US and Mexico: 
the trouble with transport. Soc Sci Med. 2003;56(9):1911–
1931. https://doi.org/10.1016/s0277-9536(02)00213-7. 

Diguisto C, Saucedo M, Kallianidis A et al. Maternal mortality in 
eight European countries with enhanced surveillance systems: 
descriptive population based study. BMJ. 2022;379:e070621. 
https://doi.org/10.1136/bmj-2022-070621

Felker A, Patel R, Kotnis R, Kenyon S, Knight M (eds). Saving 
lives, improving mothers’ care 2024 - lessons learned to 
inform maternity care from the UK and Ireland confidential 
enquiries into maternal deaths and morbidity 2020-22. 2024. 
https://www.npeu.ox.ac.uk/assets/downloads/mbrrace-
uk/reports/maternal-report-2024/MBRRACE-UK%20
Maternal%20MAIN%20Report%202024%20V1.0%20
ONLINE.pdf (accessed 15 January 2025)

Feltham C, Foster J, Davidson T, Ralph S. Student midwives 
and paramedic students’ experiences of shared learning in 
prehospital childbirth. Nurse Educ Today. 2016;41:73–88. 
https://doi.org/10.1016/j.nedt.2016.03.020

Glaser BG, Strauss AL. The discovery of grounded theory: 
strategies of qualitative research. Chicago, IL: Aldine; 1967

Harris J, Beck S, Ayers N et al. Improving teamwork in 
maternity services: a rapid review of interventions. 
Midwifery. 2022;108:103285. https://doi.org/10.1016/j.
midw.2022.103285

Hernandez E, Camacho M, Leal-Costa C et al. Does 
multidisciplinary team simulation-based training improve 
obstetric emergencies skills? Healthcare. 2021;9(2):170. 
https://doi.org/10.3390/healthcare9020170

Heys S, Rhind S, Tunn J, Shethwood K, Henry J. An exploration 
of maternity and newborn exposure, training and education 
among staff working within the North West Ambulance 
Service. Br Paramed J. 2022;7(2):50–57. https://doi.org/10.2
9045/14784726.2022.09.7.2.50

Heys S, Main C, Humphreys A, Torrance R. Displaced risk. 
keeping mothers and babies safe: a UK ambulance service 
lens. Br Paramed J. 2023;8(2):52–56. https://doi.org/10.2904
5/14784726.2023.9.8.2.52

Howarth AM, Swain NR, Treharne GJ. First-time mothers’ 
perspectives on relationships with and between midwives and 
doctors: Insights from a qualitative study of giving birth in 
New Zealand. Midwifery. 2011;28(4):489–494. https://doi.
org/10.1016/j.midw.2011.07.004

Huisman ERCM, Morales E, van Hoof J, Kort HSM. 
Healing environment: a review of the impact of physical 
environmental factors on users. Build Environ. 2012;58:70–
80. https://doi.org/10.1016/j.buildenv.2012.06.016

Kirkup B. Maternity and neonatal services in East Kent: ‘reading 
the signals’ report. 2022. https://assets.publishing.service.gov.
uk/media/634fb083e90e0731a5423408/reading-the-signals-
maternity-and-neonatal-services-in-east-kent_the-report-of-
the-independent-investigation_print-ready.pdf (accessed 9 
January 2025)

Knight M, Bunch K, Felker A et al (eds). Saving lives, improving 
mothers’ care report - lessons learned to inform maternity 
care from the UK and Ireland confidential enquiries into 
maternal deaths and morbidity 2019-21. Oxford: National 
Perinatal Epidemiology Unit, University of Oxford; 2023

McComb S, Simpson V. The concept of shared mental models in 
healthcare collaboration. J Adv Nurs. 2014;70(7):1479–1488. 
https://doi.org/10.1111/jan.12307

NHS England. Saving babies’ lives version three: a care bundle 
for reducing perinatal mortality. 2023. https://www.england.
nhs.uk/long-read/saving-babies-lives-version-3/ (accessed 9 
January 2025)

NHS England, NHS Improvement. London maternal mortality 
thematic review three year report (2015-2017). 2019. 
https://www.england.nhs.uk/london/wp-content/uploads/
sites/8/2019/11/London-maternal-mortality-three-year-
report_-18th-July-2019-.pdf (accessed 15 January 2025)

Nordin S, Swall A, Anåker A, von Koch L, Elf M. Does the 
physical environment matter? - A qualitative study of 
healthcare professionals’ experiences of newly built stroke 
units. Int J Qual Stud Health Well-being. 2021;16(1):1917880. 
https://doi.org/10.1080/17482631.2021

O’Donovan R, McAuliffe E. A systematic review exploring 
the content and outcomes of interventions to improve 
psychological safety, speaking up and voice behaviour, 
BMC Health Services Res. 2020;20(1):101. https://doi.
org/10.1186/s12913-020-4931-2

Ockenden D. Ockenden report: findings, conclusions and 
essential actions from the independent review of maternity 
services at the Shrewsbury and Telford Hospital NHS Trust. 
2022. 2022. https://www.ockendenmaternityreview.org.uk/
wp-content/uploads/2022/03/FINAL_INDEPENDENT_
MATERNITY_REVIEW_OF_MATERNITY_

CPD reflective questions
	● Can you think of an example in your clinical practice where you were 

required to work together with an unfamiliar professional? What barriers and 
facilitators were there to you providing the best possible care?

	● How would you mitigate the challenges associated with a crowded and noisy 
environment in a time-critical scenario?

	● What communication techniques could you use to ensure that you 
are understood by another professional who may be unfamiliar with 
your terminology?

	● What does the term ‘collaborative leadership’ mean to you, and how would 
you use this in your practice?

	● You attend a woman in labour at home, two paramedics have arrived first. 
The woman appears to be birthing imminently and is being supported by the 
ambulance crew. How would you approach this situation?

Research_ambulance.indd   99Research_ambulance.indd   99 23/01/2025   14:47:2023/01/2025   14:47:20

Downloaded from magonlinelibrary.com by 2A00:23C8:1693:DC01:DC23:3E64:72A1:7FA2 on February 9, 2025.



©
 2

02
5 

T
he

 a
ut

ho
rs

100 https://doi.org/10.12968/bjom.2024.0064 | British Journal of Midwifery, February 2025, Vol 33, No 2

Research

SERVICES_REPORT.pdf (accessed 9 January 2025)
Offi  ce for National Statistics. Live births. 2022. https://

www.ons.gov.uk/peoplepopulationandcommunity/
birthsdeathsandmarriages/livebirths (accessed 15 
January 2025)

Offi  ce for National Statistics. Birth characteristics 
in England and Wales: 2021. 2023. https://www.
ons.gov.uk/peoplepopulationandcommunity/
birthsdeathsandmarriages/livebirths/bulletins/
birthcharacteristicsinenglandandwales/2021 (accessed 9 
January 2025)

Plummer P. Focus group methodology. part 1: design 
considerations. Int J Ther Rehab. 2017;24(7):297–301. 
https://doi.org/10.12968/ijtr.2017.24.7.297

Rabøl L, Andersen ML, Østergaard D, Bjørn B, Lilja B, 
Mogensen T. Descriptions of verbal communication errors 
between staff . an analysis of 84 root cause analysis-reports 
from Danish hospitals. BMJ Qual Saf. 2011;20(3):268–274. 
https://doi.org/10.1136/bmjqs.2010.040238

Ratti J, Ross S, Stephanson K, Williamson T. Playing nice: 
improving the professional climate between physicians and 
midwives in the Calgary Area. J Obstet Gynaecol Can. 
2014;36(7):590–597. https://doi.org/10.1016/S1701-
2163(15)30538-7

Reiger KM, Lane KL. Working together: collaboration between 
midwives and doctors in public hospitals. Aust Health Rev. 
2009;33(2):315–324. https://doi.org/10.1071/ah090315

Richardson J. An investigation of the prevalence and 
measurement of teams in organisations: the development and 
validation of the real team scale. Doctoral thesis submitted to 
Aston university, 2011

Riskin A, Erez A, Foulk TA et al. The impact of rudeness on 
medical team performance: a randomized trial. Pediatrics. 
2015;136(3):487–495. https://doi.org/10.1542/peds.2015-
1385

Royal College of Physicians. Improving teams in healthcare: 
resource 1 - building eff ective teams. 2017. https://qicentral.
rcpch.ac.uk/wp-content/uploads/sites/9/2022/03/
Improving-teams-in-healthcare-Building-eff ective-teams.pdf 
(accessed 16 January 2025)

Smith AHK, Dixon AL, Page LA. Health-care professionals’ 
views about safety in maternity services: a qualitative study, 
Midwifery. 2009;25(1):21–31. https://doi.org/10.1016/j.
midw.2008.11.004

Sun R, Marshall DC, Sykes MC, Maruthappu M, Shalhoub J. 
The impact of improving teamwork on patient outcomes 
in surgery: a systematic review. Int J Surg. 2018;53:171–177. 
https://doi.org/10.1016/j.ijsu.2018.03.044

Urquhart C. Grounded theory for qualitative research: a practical 
guide. Los Angeles, CA: Sage Publications; 2013

Vossler A, Moller N. The counselling and psychotherapy research 
handbook. Los Angeles, CA: SAGE Publications Ltd; 2017

West M. NHS staff  management and health service 
quality. 2011. https://assets.publishing.service.gov.uk/
media/5a7c8b0eed915d6969f459d5/dh_129656.pdf (accessed 
9 January 2025)

West M, Lyubovnikova J. Illusions of team working in health 
care. J Health Organ Manag. 2013;27(1):134–142. https://
doi.org/10.1108/14777261311311843

World Health Organization, UNICEF. Maternal and newborn 
health. 2023. https://www.unicef.org/health/maternal-and-
newborn-health (accessed 9 January 2025)

Submit a 
research paper
Contact the editor at 
bjm@markallengroup.com

For author guidelines, please visit 
www.magonlinelibrary.com/journal/bjom

Research_ambulance.indd   100Research_ambulance.indd   100 23/01/2025   14:47:2323/01/2025   14:47:23

Downloaded from magonlinelibrary.com by 2A00:23C8:1693:DC01:DC23:3E64:72A1:7FA2 on February 9, 2025.


