Applying a midwifery specific decision making tool to Midwives clinical
reasoning and midwifery practice when managing a woman’s
perineum in labour: An exploratory study
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Introduction: Many of the risk factors for perineal trauma are modifiable and midwives are in an
ideal position to mitigate such risks. To date, no investigation using a midwifery specific decisionmaking tool has sought to determine how midwives make decisions within a midwifery
philosophy/context or identify the factors that may contribute to that decision-making about perineal
management. We sought to apply such a tool to midwives narratives and explore their clinical
reasoning and midwifery practice when managing a woman’s perineum in labour.

Methods: A qualitative interview-based study with practising midwives in one regional Australian
maternity unit was conducted. The decision-making matrix specified by a psychometrically robust and
validated measure of clinical decision-making and midwifery practice guided analysis.

Results: Effective clinical decision-making in response to perineal trauma is contingent on a heuristic
and individualised ‘working hypothesis’ that combines distinct elements of optimal clinical decisionmaking process. Midwives narratives highlighted ability to engage in some form of clinical reasoning.
Some elements of midwifery practice was lacking within several midwives narratives, thus resulting in
them abdicating their professional role.

Conclusion: The manner and processes by which midwives engage effectively with perineal
management are complex.

However, a significant influence on this process appears to be

recollections from original training in perineal management, which appears to be largely rote and
taught by example. We recommend balance between practical experience and synthesis with
contemporary evidence-base within a midwifery philosophy to optimise perineal care and risk
modification.
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Introduction
Perineal trauma is a common phenomenon associated with childbirth around the world (Kettle &
Tohill, 2011); it may occur through surgical intervention or spontaneously (Dahlen, 2007). Birthrelated perineal trauma is ubiquitous; approximately 80% of nulliparous, and 30% of multiparous
women experience it (Kettle & Tohill, 2011; Lumbigannon et al., 2010). In 2010, 70.3% Australian
women suffered some degree of perineal trauma following a vaginal birth (Zeiki, Hilder, & Sullivan,
2010) and in 2015 UK data identified, 85% of women sustain some degree of trauma (Bulchandani,
Watts, Yates, & Ismail, 2015). Aasheim et al (2011) noted associated postnatal morbidities to be
perineal pain, dyspareunia and faecal incontinence. Psychological consequences include negative
maternal body image and deleterious transition to motherhood, negative feelings of ‘self’, a sense of
loss and feelings of guilt (Priddis, Schmied, & Dahlen, 2014), with a concomitant impact on a woman’s
ability to undertake baby care tasks and breast-feed (Priddis et al., 2013).

Multiple studies have considered modifiable versus non-modifiable risk factors for perineal trauma
(Aasheim et al., 2011; Komorowski et al., 2014; Mazza et al., 2007; Wang, Jayasekara, & Warland,
2015; Zare, Pasha, & Faramarzi, 2014; Zeiki et al., 2010). Non-modifiable risk factors are well document
within level 1-4 research literature (Gurol-Urganci et al., 2013; Hauck, Lewis, Nathan, White, &
Doherty, 2015; Kapoor, Thakar, & Sultan, 2015; Kettle & Tohill, 2011; Komorowski et al., 2014; Revicky,
Nirmal, Mukhopadhyay, Morris, & Nieto, 2010; Royal College of Obstetricians and Gynaecologists,
2015). The quality of the evidence surrounding modifiable risk factors is somewhat varied and lacking
in consensus (Aasheim et al., 2011; Cluett & Burns, 2009; Gupta, Hofmeyer, & Shehmar, 2012; Ratier,
Balenbois, Letouzey, Mares, & de Tayrac, 2015; Royal College of Obstetricians and Gynaecologists,
2015; Wang et al., 2015), which presents a complexity for midwives in ensuring they are applying
evidence-informed perineal care. Further, midwives work in a midwife-woman partnership model
undertaken within a framework of quality and safety, professional regulation and legal structures
(Australia, 2006; International Confederation of Midwives, 2008, 2010, 2011; Nursing and Midwifery
Board of Australia, 2007, 2008; Nursing and Midwifery Council, 2008, 2012). Hence, when facing
conflicting evidence and opinion, the clinical reasoning and decision-making process becomes more
complicated. In such instances, midwives instinctively draw upon their intuition and experiential
knowledge, which potentially places them in a vulnerable position (Jefford & Jomeen, 2015). This
therefore has implications for the quality and safety of care provision for the women.

Several studies have explored midwives decision-making and perineal management (J. Cioffi, Arundell,
& Swain, 2009; J Cioffi, Swain, & Arundell, 2010; Dahlen & Homer, 2008 ; Spendlove, 2005) but no
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study has utilised a validated psychometric midwifery decision-making tool. No study disentangled,
which aspects of midwifery decision-making are utilised and prioritised within the philosophy of
midwifery and the context of a potentially ambiguous evidence base. The Enhancing Decision-making
and Assessment in Midwifery (EDAM) is midwifery specific tool, which measures/assesses (student)
midwives’ ability to undertake decision-making processes in the second stage of labour. EDAM is a
robust and reliable psychometric instrument for measuring midwifery decision-making, validated via
a cross sectional design study using expert panels in two countries. This study has been reported
elsewhere (Jefford, Jomeen, & Martin, 2016). EDAM identifies two necessary and sufficient conditions
required to facilitate optimal midwifery decision-making during 2nd stage labour. Factors, which may
or may not influence the final decision, are under the identified conditions of Good Clinical Reasoning
and Good Midwifery Practice. The midwifery philosophy is entrenched within EDAM.

This exploratory study sought to apply the EDAM tool to midwives narratives about perineal
management with the aim of consistently assessing their clinical reasoning, factors, which may or may
not influence their final decision-making related to perineal management. Findings from this
exploratory study may be potentially useful to underpin future study development in this area.

Methods
Procedure
Ethics approval was via a University and Local Health District. Dissemination an expression of interest
letter occurred in one regional Australian maternity unit that has approximately 1200 births per
annum. Interested midwives received a study information sheet. The inclusion criteria, was limited to
midwives who had been primary accoucher, within the past six months, where perineal integrity was
not maintained. Midwives chose a pseudonym to ensure confidentiality and anonymity.

Sampling
Nine practicing midwives consented to take part in the study; two subsequently were withdrawn due
to data quality issues. These issues related to the midwives using the interviews as an opportunity to
focus on the actions of medical practitioners present rather than their own clinical reasoning and
actions. Data was analysed upon completion of each interview. This aided the researchers in reaching
the conclusion that data saturation occurred as no new data was transpiring thus no further
recruitment occurred (Patton, 2002).
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Data collection
A demographic questionnaire provided information about age, level of qualification, length of
midwifery practice, and type of perineal trauma sustained (Burns & Grove, 2005). One-on-one
interviews asked midwives to describe one experience of being primary accoucher where perineal
integrity was preserved and one experience of being primary accoucher for a woman during birth
where perineal integrity was not preserved. To provide a deeper exploration of the context of practice
or the midwives' perceptions of their decisions and actions and their ‘in the moment’ thoughts as they
undertook their clinical reasoning in their unfolding narratives prompts such as: “what were you taking
in to consideration when you made that decision?” and “was that important to you and why? and “
what influenced you to put your hands on the perineum?” were utilised. This resulted in 14 narratives.
,

Data Analysis
Sample characteristics were analyzed using descriptive methods. Verbatim transcription of the
interviews occurred. Participants validated their transcribed interview. Three researchers read and
applied the EDAM tool to each of the transcripts (Jefford et al., 2016). This occurred by focusing on
the words the midwives used in relation to the two domains of EDAM: Clinical Reasoning and
Midwifery Practice, which are distinct but correlated, and their respective subscales. The Clinical
Reasoning subscales are:
1. The clinical reasoning process – focuses on making the decision after balancing the alternatives.
2. Integration and interpretation – involves the addition of intuitive thinking and reflection during
initiation and evaluation of the treatment.
The Midwifery Practice subscales are:
1. Women’s relationship with the midwife – actions necessary to form and maintain the midwifewoman relationship.
2. General Midwifery Practice – concerns behaviours occuring within that relationship, which
support or detract from good (optimal) decision-making.

The two domains and sub scales are scored on a 5 point likert scale from Strongly Disagree (meaning
absent or negative influence) through Neither Agree or Disagree (meaning neither positive nor
negative) to Strongly Agree (meaning very positive influence): thus acting as a rating scale to identify
and grade the overall presence of the action/behaviour. The scoring of each variable underpinned the
categorization of decision-making into one of the four EDAM categories (see figure 1). We used a
process of investigator triangulation to validate the interpretation of the narratives against the EDAM.
There was minimal disagreement between the researchers on the categorisation of the narratives
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using EDAM. Where discrepancy existed (2 cases) this was then worked through collectively using the
EDAM tool to identify the differences. Consensus was reached via discussion (Holloway & Wheeler,
2004; Jirojwong & Pepper, 2011). An independent researcher reviewed and validated the final data
analysis.

Figure 1 EDAM

Results
Decision-making categories
The categorization of each narrative is presented in tables 1 (intact perineum) and 2 (perineal tear).
The majority of midwives engaged in good clinical reasoning, with only 1 narrative providing an
example of poor clinical reasoning. However, overall only three examples of optimal decision-making
were evident, with both good clinical reasoning and midwifery practice identified.

Table 1 and table 2 here
Representative quotes from some of the midwives narratives illustrate actions/behaviour, which
manifested themselves in relation to the two domains of EDAM, their respective subscales and
perineal management. Bold italicized denotes the identified factors of EDAM.

Good Clinical Reasoning
Good Clinical Reasoning was evident through cue acquisition, cue clustering and cue interpretation,
which led in to ruling in and ruling out hypothesis, as demonstrated in Sarah’s and Mary’s narratives
below. It is important to note not all steps in the clinical reasoning process appear to be essential or
linear in order to reach a hypothesis.

‘I could see the perineum was pink (cue acquisition), there were no signs of pocketing (cue
acquisition), when it goes a whitish colour and dimples, the bulb of the perineum was not
showing signs of getting swollen (cue acquisition), or oedematous (cue acquisition), to
indicate signs of obstructed labour (cue clustering/cue interpretation/ruling out
hypothesis). Also there was no bleeding (cue acquisition), indicating it had started to tear
superficially (ruling out hypothesis)’. [Sarah: perineal tear]
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Midwives who engaged in good clinical reasoning also demonstrated evaluation of treatment options
relevant to their hypothesis, evaluated outcomes and integrated intuition within their clinical
reasoning. Beverley evidences this.

‘After 20 minutes, I decided to do a vaginal examination (prescribes care) to see if Stefanie’s
cervix was fully dilated (focused cue acquisition). Her cervix was fully dilated (evaluates
outcome). Stefanie felt most comfortable in left lateral, with her leg up on my hip, and her
other leg was bent up towards her chest. I felt anxious she liked this position because in my
experience women in this position always suffer a perineal tear. I sort of think ’you’re going
to get tear, because you’re in le left lateral (uses intuition)’. [Beverley: perineal tear]

Mary’s narrative highlights reference to the evidence base, when stated in relation to treatment
options, was often somewhat tenuous, despite the majority of midwives engaged in good clinical
reasoning.

‘I encouraged Anna to try warm washers on Juliette’s perineum as some women like it and
it helps with the stinging pain (prescribing care). What I was really thinking about was the
warm compresses would help perineal integrity on the perineum, because I’ve read that
somewhere (evaluating treatment options)’ [Mary: intact perineum]

Clinical guidelines or teaching during training, rather than direct knowledge of the evidence base
appears to influence midwives’ decision-making. Educational training around ‘hands-on’ the perineum
or ‘hands-poised (off)’ demonstrated this, with ‘hands-on’ the perineum more prevalent. The
following two narratives demonstrate this.

‘We have a ‘hands-on’ policy (cue acquisition) and it was the way I was taught in my
training…’ [Beverley: intact perineum]

‘I did worry about the perineum because you’re not touching the baby’s head in water and
I do normally do controlled pressure on the baby’s head when it’s …’Carmen: perineal tear]

Poor Clinical Reasoning
Midwives, who demonstrated poor clinical reasoning, still engaged in some aspects of the clinical
reasoning process but failed to employ others. In Amber’s narrative below cue acquisition, cue
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clustering and cue interpretation is evident throughout; there is no real use of the cue interpretation
to guide practice or evidence of ruling in or ruling out alternate hypotheses. Despite the clear
implementation of a ‘hands-on’ intervention, no other options are considered and no evaluation of
the approach takes place.

‘I had full view of Grace’s perineum, it was stretching beautifully (cue acquisition), and it
was pink (cue acquisition). There was no perineal tissue holding the head back (cue
acquisition), it didn’t blanch (cue acquisition), it didn’t show any signs of breaking in any
nasty way (cue acquisition) and there was no evidence of bleeding (cue
acquisition/clustering). But I’m old school and always have ‘hands-on’ to protect the
perineum. I feel like it comes naturally to do so’ [Amber: perineal tear]

Good Midwifery Practice
Midwives who demonstrated good midwifery practice, engaged in effective communication to
underpin the relationship with the woman, shared information, which both defined and
acknowledged common goals and imbued trust in women’s bodies to birth. As in Evelyn’s narrative:

‘As Suzy and I chatted she said she didn’t want another episiotomy or another tear. We
spoke about scar tissue from the episiotomy, and if the perineum looked like it wasn’t going
to stretch (rigid) to allow the baby to come out then we might need to do an episiotomy
again (shares common known goal with the woman/honest and complete information
sharing/ assumes appropriate responsibility for woman/baby)….I encouraged Suzy to
have a couple of pushes where she tightened her perineal muscles, then I coached her to
relax the perineal muscles when pushing (shares common known goal/trust in woman and
her body). Suzy was really responsive to the coaching and managed to let those muscles
loose while she was pushing (shares common known goal/ trust in woman and her body).
She listened to what I was saying and she could feel the difference…’ [Evelyn: intact
perineum]

Poor Midwifery Practice
This occurred when either, the midwife-woman relationship was not well established; there were no
attempts to share information and/or to determine a common goal. This left Jane, for example, feeling
like she had no control, ultimately undermining her professional accountability. This compromised
Jane’s ability to undertake what she felt was the appropriate action, in light of good clinical reasoning.
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‘During the first stage of labour I tried to talk to Kya about what her body was doing and why
she was feeling things (honest and complete information sharing). I did try and talk about
second stage and how it was important the baby’s head was breathed out (honest and
complete information sharing), but she was not listening and really just being
uncooperative… Kya was out of control even her mother didn’t have any control over her (cue
acquisition, woman is the final decision-maker). I can say as a midwife I didn’t have much
control over her pushing or stopping her pushing (not accountable for own professional
behaviour in accordance with professional frameworks)… I was thinking we might be lucky
we might get away with just a little first degree or something (uses intuition)…The tension in
the room definitely influenced my decision-making (shows reflexive practice). I couldn’t make
any decisions (not accountable for own professional behaviour in accordance with
professional frameworks), because she made them all (woman as final decision-maker): she
made the decision she was going to do labour and birth her child like she did (woman as final
decision-maker). I just along with her even if I didn’t think there were right (not accountable
for own professional behaviour in accordance with professional frameworks/does not take
appropriate action (documentation and consultation) when the woman and midwife
disagree). Maybe if I’d had longer with her in from the beginning maybe that might have
been more helpful (shows reflexive practice) but in the hospital system when you met a
woman when you arrive on shift you don’t always get to know the person’ [Jane: perineal
tear].

Despite good clinical reasoning, Carmen’s midwifery practice was poor, in accordance with EDAM’s
two domains and their sub scales. In spite of early attempts to share information, the desired outcome
(minimising perineal injury) voiced as hers, rather than a truly shared goal between the midwife and
woman. This theme carries on as Carmen continues strongly to focus on the ‘I’ in the narrative and
fails to revisit the situation with Sue in light of identifiable risk factors for perineal damage.

‘First stage of labour was uneventful…During that time we talked about what would be
happening in second stage of labour (honest and complete information sharing). We talked
about the perineum and how important it was for Sue to listen to me as I would be coaching
her to push and what sort of breathing I would like her to do (prescribes care) when the baby’s
head was being born as I wanted to minimise any perineal tears (honest and compete
information sharing but not a common known goal)… The perineum however started to
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‘funnel up’ (cue acquisition) around the baby’s head. As the baby’s head was slowly advanced
the perineum started to form a fairly tight band around the head (cue acquisition). The
perineum also started to look blanched (cue acquisition), all the colour drained out of it (cue
acquisition). So I start to ask myself questions: ‘is the baby’s head going to get past that
band? (cue interpretation). If I just keep on pushing her to push this baby out will the
perineum just explode and there’ll be tears everywhere? (ruling in/out hypothesis). Do I do
an episiotomy? (evaluating treatment options) I knew the perineum was tight (cue
acquisition) and I was not sure I would have got my fingers in (cue interpretation) to infiltrate
with local anaesthetic. In the back of my mind was the thought that episiotomies aren’t
comfortable when they’re repaired and can cause a lot of post-natal pain (evaluating
treatment options). As there was no fetal distress (cue acquisition) I decided an episiotomy
was the thing I want to do (no honest and complete information sharing/no sharing of a
common goal with the woman/woman is not the final decision-maker)’ [Carmen: perineal
tear]

There is a clear attempt by several midwives to actively gate-keep certain information, as the two
examples below illustrate.

‘Gail and I talked about what I was going to ask her to do when it got to 2nd stage: how to use
different positons, movement and breathing techniques (shares common known goal/
honest and complete information sharing). This was so when she got to that crucial part of
second stage of losing control and being frightened and the pain is too much, it’s not the first
time she’s heard of what I’m going to ask her to do or how I’m going to guide her and reassure
her (shares common known goal/ honest and complete information sharing/ trusts the
woman and her body). I asked Gail just to do the blowing ‘phh, phh, phh’ when the head
comes out (assumes appropriate responsibility for woman/baby wellbeing). I told her this
should protect her perineum from tearing (honest and complete information sharing/ruling
in a hypothesis). I chose not to mention the possibility of an episiotomy (not honest and
complete information sharing) as she only had a second degree tear previously (cue
acquisition) and I don’t tend to discuss episiotomies with any woman (not honest and
complete information sharing/ no sharing of a common goal with the woman/woman is
not the final decision-maker/ not accountable for own professional behaviour in
accordance with professional frameworks)’ [Beverley: intact perineum].
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‘I chose not to voice any of my thoughts with Shannon as they’re not things that are beneficial
to tell her (not honest and complete information sharing)’ [Carmen: perineal tear].

Discussion
We have presented evidence of some interesting issues in relation to midwives’ decision-making
around perineal management, though as a small exploratory study some caution is required when
viewing the results in this paper. It is pleasing to note only one narrative out of 14 narratives could be
categorised as poor decision-making using EDAM.

By applying EDAM to midwives perineal narratives, we aimed to provide further insight in to how
midwives in a practice setting engaged in clinical reasoning within a midwifery philosophy. It is evident
to reach a ‘good’ decision, it is not essential to engage in all stages of the clinical reasoning process.
Further, grouping together of the stages of the clinical reasoning process occurs. This may or not be a
conscious process by midwives. Cue acquisition, cue clustering and cue interpretation occurred in all
14 narratives. Formulation of a hypothesis may be an important aspect in midwives progressing on to
the integration and intervention phase of clinical reasoning. The failure to formulate a hypothesis, as
noted in one narrative, it seems, potentially prevents evaluation of treatment options occurring.

Midwives use intuition to aid decision-making in the integration and intervention phase of clinical
reasoning. Arguments whether intuition plays a key role in provision of health care have over the last
30 years has occurred (P. Benner, 1983, 2000; Patricia Benner, Stannard, & Hooper, 1996). The findings
from this study appear to add voice to that argument: intuition is demonstrated in the 13 narratives
displaying good decision-making. It is interesting to note, and maybe relevant that the only example
of poor decision-making did not show evidence of intuition. It is difficult to ascertain whether this is
linked to the failure to formulate a hypothesis here but may be an area worthy of further investigation.

This study raises interesting questions about how midwives consider relevant evidence within their
practice. A significant influence on their practice appears to be how they had ‘been taught’ during
their original midwifery training to manage the perineum: for the majority this was a ‘hands-on’
approach. This is despite evidence from the UK HOOP trial (McCandlish et al., 1998), a Cochrane review
(Aasheim et al., 2011) to a structured review of the literature (Wang et al., 2015), which have been
unable to unequivocally support a ‘hands-on’ approach. Recent 2015 guidelines from the UK RCOG,
however, advocate a ‘hands-on’ approach in an attempt to reduce the incidence of 3rd and 4th degree
tears (Royal College of Obstetricians and Gynaecologists, 2015). As noted by Cooper (2016) the feature
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of perineal protection (‘hands-on’) is taken in isolation from other elements also indicated as
important in reducing perineal trauma, such as good communication with the woman to help breath
the head out slowly. The midwifery practice domain of EDAM incorporates communication as of key
importance in the midwife-woman relationship.

Other elements of EDAM midwifery practice were also highly evident as lacking within midwives
narratives, such as the woman as the final decision-maker. This encompasses women feeling in control
and having the autonomy to make individual choices about their own unique birthing journey.
Women’s autonomy is compromised if a midwife employs techniques (e.g. ‘hands on’ which dictate a
certain birthing position) in the face of ambivalent evidence. Whilst we acknowledge it is possible to
apply a hands-on technique in other positions, the optimal position, for the midwife to have clear
unhindered visualisation, room to apply the ‘hands-on’ the perineum manoeuvre is for the woman to
be on her back semi-recumbent or in a lithotomy or an upright position (Cooper, 2016; Petrocnik &
Marshall, 2015). If the optimal position is encouraged it will limit both the woman’s choice of birth
position, feelings of control and her role as a partner in decision-making (Cooper, 2016). Further this
potentially compromises other elements of good midwifery practice such as honest and complete
information sharing, sharing a common known goal and trust in the woman and her body. Hence, it is
feasible to suggest the ambiguity of the evidence on perineal management, when combined with the
pervading influence of midwives education training may be a contributing factor where midwives
failed to demonstrate good midwifery practice.

Additional elements of good midwifery practice, absent in the midwifery narratives of this study are
midwives’ accountability for their professional behaviour in accordance with professional frameworks
and appropriate responsibility for the woman and baby’s wellbeing (Australia, 2006; International
Confederation of Midwives, 2008, 2010, 2011; Nursing and Midwifery Board of Australia, 2007, 2008;
Nursing and Midwifery Council, 2008, 2012). Previous work by Jefford and Jomeen (Jefford, 2012;
Jefford & Jomeen, 2015) identified how midwives abdicate their professional role while undertaking
decision-making in one of three interconnected ways. These include, internalised perceptions of
midwifery practice; knowing but failing to act; prioritisation of the woman’s needs. In the midwives’
narratives from this study, there is evidence midwives engage in ‘Midwifery Abdication’ in the context
of perineal management.

Though more examples of ‘Midwifery Abdication’ were evident in the narratives, the two examples of
‘Midwifery Abdication’ presented are, ‘knowing and failing to act’ (Jane’s narrative) and ‘internalised
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perceptions of midwifery practice’ (Beverly’s narrative). The unfortunate consequences of ‘Midwifery
Abdication’ are it undermines the safety and efficacy of midwifery practice, destabilizes midwifery’s
right to claim professional autonomy, leads to relegation of clinical judgement because of the
behaviours or perceived needs of women and ultimately leaves midwives exposed to professional
censure. ‘Midwifery Abdication’ in essence, renders midwives vulnerable, as the boundaries of the
midwife-woman relationship are un-negotiated. Midwives whilst believing they are working for the
woman are not working in partnership with the woman and are therefore compromising women’s
opportunity to make fully informed decisions. This is an area, which is undoubtedly worthy of further
investigation.

Limitations
This study is early exploratory work and there are some limitations, which require acknowledgement.
The sample is small and drawn from a single site, which clearly influence the broader application of
these findings. However, the application of EDAM, a midwifery specific decision-making tool, afforded
a workable structured approach to analysing qualitative data. EDAM offers potential transferability
and replicability as a basis for future work, as well as offering some useful insights into how midwives
approach perineal management.

Conclusion
Midwives in this study appear in the main to engage in good Clinical Reasoning, as an implicit process
rather than an explicit process. Intuition appears integral to good clinical reasoning. Where midwives
fail to engage in good clinical reasoning may result in compromising effective care. Midwives ability to
integrate evidence affects good midwifery practice and can result in ‘Midwifery Abdication’, which
can compromise a midwife’s professional accountability thus placing them in a vulnerable position
from a regulatory perspective.

In addition, this study offers further support for the use of the EDAM tool as a useful framework for
exploring midwives decision-making, incorporating both assessment of clinical reasoning and
midwifery practice. Professional midwifery and legislative frameworks demand midwives practice in
a safe and accountable way but in a manner that promotes the decisional autonomy of women. Using
EDAM facilitates interrogation of those aspects in which midwives perform less effectively. This can
provide a useful platform from which to design training and education packages. The application of
EDAM to reflective accounts or even observational contexts in practice would facilitate practice based
support and supervision and ultimately promote transparent and defensible decision-making.
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Table 1: EDAM Categorisation of Decision-Making within each Midwife Narrative with intact perineum
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Table 2: EDAM Categorisation of Decision-Making within each Midwife Narrative with perineal trauma
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