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Abstract 
 

Although legislative reform in 1977 allowed men to train as midwives in the UK, they 

have remained a marginal presence and there has been little empirical enquiry and no 

in-depth qualitative studies into the phenomenon.  The purpose of this work is to 

address this gap in knowledge.  The overarching argument in this thesis is that men who 

become midwives are entering a contested space which has hitherto been fiercely 

maintained as woman-only via political, social, and cultural arguments produced from 

within and without the profession.  Understanding the experiences of men who work as 

midwives will therefore generate key insights into how and why gender is produced and 

regulated in organizational spaces.  The specific aims of this thesis are firstly to situate 

men in midwifery within the historical and professional literature, secondly to explore 

what the experiences are of men who work as midwives, and thirdly to understand why 

the gap in the literature has persisted.  

The research methodology used is Interpretative Phenomenological Analysis.  

Semi-structured interviews with 15 men who have worked as midwives in the UK over 

the past 40 years were analysed and organised within three key themes.  These showed 

that Gender was an obstacle that needed to be negotiated, that identifying as a Minority 

was important for justifying their presence, and that a recognition of becoming 

Sexualised at work both challenged and reinforced these understandings.  These themes 

are first discussed in dialogue with essentialist and social constructionist theories to 

explain the internalised complexity and uncertainty in the findings.  Application of 

Ahmed’s theory of orientations then exposes how their bodies disrupt normal processes 

and how they are brought back into line.  Finally, an autoethnography of the research 

journey explores the politics of knowledge production and the silence around men who 
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work as midwives.  This new knowledge not only supports the development of NHS 

policy making, but also makes new theoretical contributions to the fields of gender and 

masculinities, queer phenomenology, and triple hermeneutics.  

 

Key Words: “Male Midwife,” “Queer Phenomenology,” Masculinities, Gender, 

Hermeneutics, IPA 
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Introduction 

At 34 I left a career in television to become a midwife.  This meant that, prior to 

entering an almost exclusively female profession, I had experienced a workplace where 

I was not the only man.  I started that career as a personal assistant to a female 

executive.  If I ever thought of how this inverted accepted gender roles at that time, it 

was only in passing or as part of a light-hearted joke with friends and other (exclusively 

female) assistants.  I needed a job, I liked my boss, and it was only the first rung on a 

career ladder which would (I presumed) lead me to something more prestigious, and 

which (others might have presumed) would be more gender congruent.  Now that I 

reflect on my time there, coupled with the newfound knowledge of gender this thesis 

has gifted me, I see how gender was always directing mine and everyone else’s 

experiences and behaviours in that workplace in multiple micro and macro ways.  I later 

learnt that the female executive had hired me because it was too risky to hire a female 

assistant in an environment with some very predatory and powerful male executives.  In 

so doing she was denying other women the opportunity to start a career in the 

competitive field of television production, but simultaneously sparing them the 

harassment that she herself no doubt had had to contend with.  At least I presume she 

had - I don’t know because we never discussed it.  Therefore, it is perhaps more 

accurate to say that I have experienced the privilege of being ignorant of how gender 

gets to direct my - and other people’s - experiences in the workplace. 

In becoming a student midwife I joined an almost mono-gendered profession, 

men constituting only 0.3% of the professional population in the United Kingdom (UK) 

(Nursing and Midwifery Council (NMC), 2022) and 0.6% globally (Sannomiya et al., 

2019).  Three years later I became the only midwife at my National Health Service 

(NHS) Trust and did not meet another man who was a midwife for several years.  This 
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extreme occupational gender segregation in any field of employment is arguably unique 

outside of conservative religious jurisdictions.1  Gender is frequently considered 

something that is only assigned to women, and it is therefore invisible to men (Haase, 

2008) who are left free to define themselves in relation to other characteristics without 

having to consider the intersecting role of gender on these identities in their everyday 

lives.  After five years of clinical practice I became a lecturer in midwifery and was 

invited to write a reflective piece about my experiences up to that point of being a 

“Male Midwife” (Pendleton, 2015).  By immersing myself in a new profession where I 

was working within a space and tradition that was purposefully constructed to exclude 

men, it would be logical to assume that my gender would become something I had to 

encounter on a regular basis.  Indeed, this was no doubt the motivation for 

commissioning this piece in the first place.  However, reading this paper again I am 

struck by how I describe striving towards being “a midwife who just happened to be 

male” and “making my gender not count” (p. 466).2  I was endeavouring to construct a 

professional persona where my gender was not the most salient factor for either myself, 

those I worked with, or those I provided care for.  It seems that whilst I no longer had 

the privilege of being entirely ignorant of my gender in that space at that time, how I 

responded to this encounter had taken an interesting and unanticipated turn.  What I 

actually thought and felt about the impact of gender on my interactions with other 

 
1 Gender segregation within midwifery is also not consistent on a global level.  It may seem unsurprising 
given the influence of Sharia law on social arrangements between men and women that men are banned 
from becoming a midwife in Afghanistan, Brunei, and Saudi Arabia.  Other Muslim-majority countries 
such as Bangladesh, Indonesia, and Malaysia, however, do not legislate against men but also do not have 
any registered male midwives.  Conversely Japan, a secular nation, and Cambodia, whose state religion is 
Buddhism, do have legislation prohibiting men from training and working as midwives (Sannomiya et 
al., 2019).  The taboo surrounding men working as midwives exerts a powerful regulatory force in some 
countries more than others and the cause of this is not easily attributable to one simplistic cultural or 
religious driver. 
2 A similar narrative is found in McEwan (2014), another man who is a midwife and writing as an 
academic reflecting on his clinical experiences.  It is perhaps a mark of the ongoing fascination within the 
profession towards men who work as midwives that two such pieces were published in close succession.  
Other first-person accounts include Camm, 2006, Trueman, 2011, and Walsh, 2009.  There is also 
widespread evidence of more journalistic fascination (e.g. Johnson, 2019; Kelly, 2017) and polarized 
public debate on social media and networking websites. 
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people and spaces whilst immersed in that experience I cannot say.  I didn’t record it.  I 

was probably too busy doing the work of not noticing.   

I centre these experiences here at the beginning of this thesis to explain the 

genesis of the overarching research question that guides this work, which is:  

What are the experiences of men who work as midwives? 

In support of this question, there are three specific research aims.  The first is to situate 

men in midwifery within the historical and professional literature, the second is to 

provide empirical evidence from men who work as midwives, and the third is try and 

understand why the gap in the literature has persisted.  To provide answers, the thesis is 

divided into three discrete sections; these have been arranged to follow the 

chronological trajectory of the project and will be introduced in turn.  For transparency 

it should be noted that one of the characteristics of Interpretative Phenomenological 

Analysis (IPA), the research approach I have chosen for the empirical study at the heart 

of this thesis, is that it is non-linear.  It requires a moving back and forth between all 

elements of the thesis to constantly review and modify them to ensure they are in 

alignment as my work evolves.  At times I am therefore required to introduce some 

concepts out of order.  For example I reference phenomenology whilst introducing the 

background chapters so that the whole makes sense.  Similarly, the reflexivity which 

has characterised the writing so far is integral to acknowledging my emic and etic 

perspectives as both midwife and researcher.  Whilst this is central to the discussion in 

Chapter 10, it is also threaded throughout the work when my positionality can help 

provide a distinctive insight and interpretation unavailable to someone without a lived 

experience of the phenomenon and is a cornerstone of IPA.  Finally there is explicit and 

implicit acknowledgment of ethical decision-making at every stage of the process as 

befits a qualitatively grounded piece of work (Birch et al., 2012).  These three concepts 
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- phenomenology, reflexivity, and ethics - are unpacked in detail and given due 

attention in Chapter 4 but are in evidence throughout.   

Beginning to Engage With Gender 

When deciding the focus of my research, I chose the term “men who work as 

midwives.”  When recruiting I called for “anyone who identifies as male.”  Using 

gender and sex interchangeably betrays my ignorance at that time of key debates that 

had been taking place in the academy about what was or could be meant by these 

words.  My research began in 2019 and evolved simultaneously with an increasingly 

politicised debate in mainstream media.  High profile writers and academics (see 

Brooks, 2020; Kelly, 2021) called for precision in the language used, and argued for the 

importance of policing the boundaries between the two terminologies.  As my 

understanding grew about the unstable and contested meanings of man/male and 

woman/female, I published a paper (Pendleton, 2021) deconstructing the word midwife 

to expose its multiple possible gendered meanings and which forms the basis of 

Chapter 3.  It was subsequently cited by a widely read paper (Gribble et al., 2022) 

which challenged any attempt to understand the word “woman” other than in purely 

biological and essentialist terms when discussing pregnancy and childbirth which, they 

assert, are “inherently sexed processes and states” (p. 7).  Gribble et al. in turn were 

referenced in a statement by Lord True (2022) in the House of Lords concerning the use 

of gender neutral language in legislation relating to pregnancy and childbirth.  This was 

a salutary lesson.  By trying to understand what it means to be a man working as a 

midwife and publishing my work as it evolved, I found I had contributed to a debate I 

was still learning about, the effects of which were now starting to solidify in UK 

legislation.  I asked myself if this was a debate that I intended to be part of when I set 

off writing the PhD?  Was this a debate I even wanted to be part of or felt legitimately 

able to discuss?  As I unpacked these thoughts, I realised that much of what I had 
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experienced as a man working as a midwife sat in the space between these positions and 

informed the meanings attributed to these experiences by me and those I interacted 

with.  By beginning to interrogate the phenomenon, its hidden obviousness was being 

revealed to me in surprising and unexpected ways. 

Attempting to set out clear parameters about which words I choose to use 

throughout this thesis - and stating that I will always use them consistently with those 

understandings - would arguably consolidate the point of view expressed by Gribble et 

al. (2022) and True (2022) that linguistic stability is important, always available, and 

universally understood.  My experience of interviewing and listening to the responses 

of the participants in my empirical study is that the terms male/man and female/woman 

were used just as interchangeably by them as I had done myself.  At times one term is 

mobilised precisely to illustrate a point which is consciously rationalised and at other 

times another term is employed unconsciously when talking freely to make the same 

argument.  Similarly, the aforementioned Lord True uses “woman” and “man” as 

examples of “sex-specific language” when “female” and “male” are more commonly 

recognised as indicating biological sex.  In the next paragraph he talks about 

“gendered” nouns which might adequately encompass “both sexes.”  I would argue that 

the linguistic contortions we may be forced to make - and which inevitably trip us up - 

in order to try and pair the right noun with its corresponding adjective emphasises how 

sex and gender are inextricably enmeshed in people’s minds.  There does not appear to 

be one universally accepted word to encompass all pregnant and birthing people who do 

not identify as a woman or female.  In one qualitative study alone where 10 people were 

interviewed about their experiences of accessing reproductive services, participants who 

did not identify as women used at least nine different terms to refer to their gender 

identity (Hoffkling et al., 2017).  
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For expediency, in this thesis I choose to use sex to refer to biological 

characteristics and gender as the social and cultural identities and behaviours that are 

aligned with a particular sex (Hines, 2018).  In the main I use the words woman and 

women when referring to those who are accessing midwifery services in the first two 

background chapters and again in the findings chapters as this was the most widely 

accepted terminology used by researchers, historians, and participants with a tacit 

understanding that this referred to cisgender women.  Accordingly, unless otherwise 

indicated, I also use woman/women to refer to both gender and sex.  In the discussion 

section I prefer to use more expansive and encompassing language by referring to either 

“women and birthing people” or “service users” to include all who access midwifery 

services to avoid the connotations of pathology, suffering, and powerlessness implicit in 

the alternative word “patient” (Silverton, 2017).  This choice reflects my growing 

awareness of the debates around how to acknowledge the diversity of people who are  

pregnant and giving birth whilst also making visible those who stand outside of binary 

understandings of sex and gender. 

Finally, in writing this thesis I found myself unconsciously alternating between 

the use of they/them and we/us when talking about men who are midwives.  Dwyer and 

Buckle (2009) note that, from their experiences on doing insider-outsider research, to 

assign a position of always being with or always standing outside of a group or 

experience is overly simplistic, and a dialectical approach throughout might introduce a 

layer of richness and complexity to the thesis.  Nevertheless, I decided to refer to men 

who are midwives in the third person (he/they) or as “participants.”  This is both a 

pragmatic decision as well as one which ensures that I am centring their experiences of 

the phenomenon, and so that it is also clear when I am using my own experiences to 

contribute to analysis as part of the double hermeneutic of the phenomenon.   
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Background Chapters 

Phenomenological enquiry cautions the researcher against the possibility of considering 

a being-in-the-world aculturally and ahistorically (Langdridge, 2007).  As part of my 

study I must therefore be mindful of potential legacies and influences that are integral to 

understanding the experiences of men working as midwives, what Husserl calls a 

“genetic phenomenology” (Donohoe, 2016, p. 20).  Accordingly, the three background 

chapters provide a critical discussion of pre-existing knowledge to help contextualise 

the experiences of men working as midwives today and address the first of this thesis’s 

research aims.  Chapter 1 sets out to understand what the conditions of arrival are for 

men into midwifery.  In this chapter I argue that the historiography of men’s 

involvement in childbirth up to and including admitting the first men to midwifery 

training in the UK in 1977 has been (re)presented by key midwifery texts as “conflict 

writing” (McIntosh, 2012, p. 9).  The male birth attendant arrived in the 17th century 

bringing with him a technocratic approach to birth which is depicted as being at odds 

with the philosophy of female midwifery that preceded it because they foregrounded 

risk and pathology as lucrative areas for expansion.  The 20th century saw midwifery 

settle into an uneasy alliance with the newly created profession of obstetrics.  This 

coexistence required a constant need to negotiate and demarcate respective spheres of 

practice which overlap with increasing frequency in tandem with the escalating use of 

technology and intervention in birth.   

It is into this struggle for protection of the profession from male encroachment 

that the Male Midwife arrived.  This arrival was vehemently opposed and in Chapter 2 I 

move on to consider what has already been written that might help further contextualise 

their experiences in this contested space.  Through a comparative literature on men in 

nursing and in midwifery I show how the figure of the Male Midwife has been 

constructed as a series of questions which need resolving in order for him to be 



8 

legitimised as acceptable to all stakeholders in maternity services.  Responding to key 

remarks made in the foundational report by Speak and Aitken-Swan (1982) evaluating 

the first “experimental” (p. 5) training courses as a framing device, the literature is 

organised thematically to try and provide answers to four questions which are explicit 

or implicit in their work:   

o Can men who work as midwives ever be acceptable in relation to the provision 

of intimate care? 

o Are they essentially different to their female counterparts?   

o Do they share a minority status equal to that of marginalized or oppressed 

groups?  

o And are men necessary in midwifery in order to address workforce shortages?  

Chapter 3 brings discussions around the profession’s relationship with gender 

up to date.  It focusses on recent debates that question the stability of the gender binary 

which has hitherto determined whether men were morally or legally allowed to work as 

midwives, and how they have performed this role to date.  Recent acknowledgment of 

the need to accommodate trans masculine and non-binary service users has 

problematized the meaning of the word “midwife.”  Defined as meaning “with woman,” 

I deconstruct the word midwife to examine it from multiple perspectives to highlight 

the responses from within and without the profession.  I seek to understand how a 

postructuralist understanding of gender might help me uncover some of the challenges 

of accommodating men both as service users and as practitioners within an overarching 

professional identity.    

All three chapters in the background section combined serve two purposes.  

Firstly, they make the case that, whilst the legitimacy of men working as midwives and 

the problems they present to the normal gendered order of midwifery and wider 



9 

organizational spaces have been widely discussed and debated, the voices of men who 

work as midwives are largely absent and this presents a gap in the knowledge.  Why 

this gap might be worth exploring can be understood in relation to Connell’s (2021) 

understanding of gender as the “structure of social relations that centres on the 

reproductive arena” (p. 12).  Due to the exclusive legacy of rigidly enforced gender 

segregation that has persisted in midwifery, the relatively recent arrival of men into this 

contested space might act as a crucible for a unique perspective on these social relations 

and how they are experienced in reverse from more traditional foci of gender research 

looking at what happens when women penetrate traditionally male workplaces.     

The Empirical Study 

The empirical study takes the form of four chapters with a view to addressing the 

second research aim of providing empirical evidence from men who work as midwives.  

Chapter 4 begins by explaining the choice of IPA as the most suitable methodology to 

answer the research question by delving into it its philosophical underpinnings.  I move 

through the three key theoretical axes that guide the IPA approach in turn.  I show how 

being grounded in an ontology of phenomenology is important in order to centre 

embodied experiences whilst coupling this with hermeneutic enquiry allows for 

capitalising on both my emic and etic perspectives as midwife and researcher.  This 

positionality means that I am able to offer an additional layer of interpretation based on 

insights I have gained from having worked as a midwife and as a researcher who has 

studied the phenomenon.  Finally idiography ensures that the richness and complexity 

of participants voices shine through and avoids the reductionist approach which has 

hitherto characterised the literature as evidenced in the background chapters.  In the 

second section I describe in detail the steps taken to collect data in the form of 

individual semi-structured interviews with 15 men who work - or had previously 

worked - as midwives.  In the final section I provide evidence of the analytic process.  
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For IPA studies, analysis is a complex and labour intensive process.  The researcher 

must let the individual participants voices shine through so that the reader has a sense of 

the individual behind the words.  At the same time, they must tentatively bring together 

patterns identified across the 15 interviews into a series of themes that capture both the 

breadth and depth of the discussions on the phenomenon.  Finally, the researcher must 

show how they have identified another layer of meaning that sits behind the words 

spoken by the participants - the analyst making sense of the participant making sense of 

the phenomenon - which constitutes the double hermeneutic (Smith et al., 2022).  

 At the very centre of this thesis are Chapters 5, 6, and 7 which constitute the 

research findings.  These findings are presented by incorporating extended quotes from 

across the participants to provide a rich range of voices with multiple points of 

convergence and divergence within the themes to illustrate the complexity of the 

phenomenon under investigation.  It also captures the sense of the participants in the act 

of making meaning from their experiences and is presented free from being analysed in 

dialogue with wider literature or the application of theoretical lenses.  This is done in 

order that the organization, presentation, and analysis of findings is guided by what is 

actually given as opposed to what might be expected (Zahavi, 2019).  In Chapter 5 the 

participants explore their relationship with the concept of gender, how it is recognised, 

negotiated, rejected, accepted, and even capitalized upon.  Chapter 6 shows how the 

participants make sense of their experiences by positioning themselves as a minority 

within the profession and how this is discussed in relation to issues of diversity, 

discrimination, and privilege.  Finally, Chapter 7 gives space for the men to discuss 

how they become aware of the role that sexuality plays in their experiences of 

midwifery which at times causes challenges and distress and directs them to modify 

their behaviour to allow their presence to be accepted by staff, service users, and their 

partners. 
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Discussion Chapters  

The final part of this thesis constitutes three chapters and reintroduces theory and wider 

literature  to contextualise and offer a further layer of understanding to the findings.  

Chapter 8 shows how the complexity and uncertainty which characterise the findings 

and sense-making of the participants can be understood through explorations of the 

tensions that exist between essentialist and social constructionist understandings of 

gender.  I apply Connell’s (2009) theory of masculinities to examples from the findings 

in Chapters 6 and 7 to show how unresolved issues of power and privilege might lie at 

the heart of these experiences.  Chapter 9 moves from the interiority of the participants’ 

words towards the more recognizably phenomenological concern of embodiment as 

encountered primarily in the findings in Chapter 7.  Using the heuristic device of 

orientations from Ahmed’s (2006a; 2006b) work on queer phenomenology, I show how 

sedimented paths worn down in the service of heteronormativity are disorientating for 

the participants when their bodies are paused from following them.  I discuss how 

eyelines from services users signal that there is a body out of place when their gaze fails 

to line up with those of the participants.  Finally I give examples of how the participants 

must reorientate their bodies in relation to the service users in order to make the space 

safe and workable for all concerned.  Chapter 10 concludes the discussion chapters and 

also serves to place a full stop at the end of the thesis as a whole by trying to answer the 

question that provoked the work in the first place.  Centring reflexivity, I combine 

autoethnographical gems to examine a possible third hermeneutic level sitting beyond 

my immediate awareness to explore the concept of mansplaining attributed to Solnit 

(2014).  By answering the question of why the experiences of men working as 

midwives have not hitherto been the focus of research I am able to both address the 

final research aim and add a further level of understanding to the findings of the 

participants.  
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Chapter 1:  Conflict Writing 

This thesis is positioned epistemologically in the belief that it is not possible to talk 

about and make sense of the experiences of men working as midwives without being 

cognisant of the long legacy of gender segregation within the arena of childbearing and 

the wider health care context.  The purpose of this chapter is to understand both the 

origins and purposes of this segregation, how and why it has been sustained and 

reinscribed throughout history, and how it has been (re)presented.  Donnison (1977; 

1988) has written the foundational work on the topic of men’s involvement with 

childbirth.  First titled “Midwives and medical men: a history of inter-professional 

rivalries and women’s rights,” it was reissued in 1988 with the subtitle amended to “A 

history of the struggle for the control of childbirth.”  These form the basis for a co-

authored chapter in the influential and leading “Mayes’ Midwifery” textbook (Donnison 

& Macdonald, 2017).  Donnison’s (1977) stated motivation for authoring the book was 

that “history is generally written by the winners of any conflict” (p. 9) and thus seeks to 

redress this imbalance by presenting the work of midwives as being set within the 

binary concepts of male/man versus female/woman, winners versus losers, with 

childbearing women at the centre of this struggle.  The work has been frequently cited 

in academic papers and books discussing the history of maternity and perinatal services 

(see Cahill, 2001; Callaghan, 2007; Leap and Hunter, 1993; McIntosh, 2012; Oakley, 

1984; Wilson, 1995) and the central argument will therefore be widely known by all 

men who have entered the midwifery profession in the UK, given that its first 

publication in 1977 coincided with the first cohort of men being admitted for midwifery 

training (Speak & Aitken-Swan, 1982).  McIntosh (2012), both a midwife and a 

historian, endorses Donnison’s text as the “touchstone for those referencing the history 

of maternity services” (p. 9), arguing that it continues to “exert a powerful influence 

over the way that the story of maternity has been told” (p. 10).  She terms this 
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historiography of maternity care as “conflict writing” (p. 9).  I centre this perspective as 

I critically analyse how men involved in childbirth up until the late 20th century, viewed 

through a critical feminist lens, are overwhelmingly positioned as problematic and 

working in opposition to a midwifery philosophy of care which sees pregnancy and 

childbirth as both a transformative social event and a normal physiological process 

(International Confederation of Midwives (ICM), 2014) led exclusively by women and 

for women.3   

With a primary focus on the UK, I take a critical look at the historiography of 

midwifery whereby the profession is depicted in key texts as exclusively female both 

philosophically and existentially, primarily negotiated and foregrounded in its 

oppositional relationship to men and evolving along strictly sex-segregated lines.  First, 

I look at the narrative of a Golden Age of midwifery which existed up until the late 17th 

century and which has been retroactively constructed by writers in the late 20th century 

to describe a time when midwifery was practised free from male involvement.  I discuss 

how this notion is destabilised by historical accounts which both challenge the veracity 

of some narratives and expose the influences of pervasive patriarchal structures.  I go 

on to summarise the discussion from key texts on midwifery after the Golden Age from 

the late 17th to 19th century on the arrival of the “man midwife” or obstetrician.  I show 

how this figure signalled the end of the Golden Age and the beginning of the gendered 

conflict narrative because he is portrayed as working in opposition to the interests of 

midwives, encroaching on their sphere of practice.  Finally, I show how the 

professionalisation of midwifery in the 20th century through regulation has tethered it 

into a co-dependent relationship with the medical profession which is presented as an 

 
3 A recent example of the continued pervasive influence of the conflict narrative can be seen in the 
exhibition at Surgeons’ Hall Museums, Edinburgh, titled “In safe hands: The battle for midwifery.”  
Described as examining the history of midwifery in the face of the “rise of the man-midwife and the 
medicalisation of childbirth,” the curator argues that this phenomenon “would see women in the 18th 
century being challenged for the most traditional female role in history – the midwife” (Wilkie, 2023). 
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uneasy but necessary step to ensure its continued existence.  I conclude this chapter by 

summarising what is known about the arrival of what has come to be termed the Male 

Midwife.  I explore why men were admitted into midwifery in 1977 and raise the 

question why, given the body of conflict writing, their arrival into the profession 

contributed so little to this corpus. 

A Golden Age of Midwifery: Up to the Late 17th Century 

20th century writing on midwifery has constructed the practice of midwifery prior to the 

17th century as a Golden Age (MacIntyre, 1977).  Here I argue that this is a necessary 

discourse for midwives to draw upon when faced with the escalating pathologization of 

birthing bodies that followed it.  It has been claimed that midwifery is one of the oldest 

recorded professions, and there exists a widely held belief that, prior to the late 17th 

century, midwifery and assisting at childbirth was the exclusive domain of women, free 

from interference from male authority (Evenden, 2000).  Ancient Greece required by 

law that only mothers could practice midwifery (McKenna, 1991).  This is echoed in 

the UK where, until the end of the 17th century, midwives were married or widowed and 

had borne children themselves (Donnison, 1988).  Embodied knowledge meant that 

their work was not merely a financial transaction but invested with the legacy of women 

who had gone before and supported them, as well as the responsibility to carry it 

forward and hand it on for the benefit of their daughters and future generations.  This 

measure of altruism and relationship-building in their work may have survived to the 

present day with students citing a desire to help other women and safeguard the 

profession for future generations as a motivation for becoming midwives (Carolan & 

Kruger, 2011; Ulrich, 2009; Williams, 2006).  Implicit in this is an essentialist belief 

that midwifery is a distinctly female domain and adds credence to the argument of those 

who believe that being perceived as having the potential to become pregnant – whether 
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realised or not – is a defining characteristic of a midwife and key to their professional 

identity.   

From the current vantage point, the epistemological foundations of midwifery 

are understood only when contrasted with the coordinated, documented, and inductive 

knowledge of the realist discourse that followed it.  Prior to the 17th century, midwifery 

knowledge was oral and confined to the isolated practices of individuals and the 

communities they worked within.  Intuition, experience, embodied knowledge, ideas, 

emotions, religious teaching, and accepted cultural norms informed practice (Donnison 

& Macdonald, 2017).  Women were excluded from universities and seats of learning 

where knowledge was written in Latin by men and for men.  Their knowledge became 

further marginalized as academic discourse required knowledge to be written down in a 

book to acquire any authority (Green, 2008).  Even when women’s knowledge was 

written down, Phelps Walsh (2014) has questioned the credibility of a woman being 

able or willing to do so.  They argue that one of the earliest midwifery texts, 

purportedly by the celebrated 17th century midwife Jane Sharp, was written by a man 

seeking to gender experiential knowledge in a strategic appeal to female readers.  If this 

were to be the case, it would be an extraordinary early attempt by men to monetise 

women’s knowledge and gain a foothold in midwifery.    

There are, therefore, few uncontested contemporaneous accounts from what has 

come to be constructed as midwifery’s Golden Age written by women.  It is, however, 

still possible to gain an insight into how birth practices might have looked prior to male 

involvement by looking at recent anthropological accounts of communities where 

midwifery is practised free from the influence of biomedicine and mandatory 

professional regulation.  Jordan (1997) observed midwives at work in Yucatán, Mexico, 

and concluded that women from the community and family worked alongside the 

(female) midwife to support the parturient woman.  Decision making was collective, 
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collaborative, and non-hierarchical, developed through shared experiences and stories 

and frequently based on intuitive knowledge.4  Intuition has been defined as knowing 

something without conscious reasoning and has been posited as a key component of 

midwifery decision making (Barnfather, 2013; Newnham & Rothman, 2022).  The fact 

that it has no obvious rational explanation which can be verbalised, written down, and 

then open to challenge using accepted forms of (male) academic discourse renders it 

invalid as a form of knowledge within the biomedical paradigm.  It has been suggested 

that intuition cannot be divorced from scientific enquiry given that is often the very 

impetus to explore and test scientific theories (Davis-Floyd & Sargent, 1997).  Others 

have argued that intuition is tacit knowledge, increasing with experience and multiple 

exposures to similar events.  Angeli and Campbell (2017) develop this argument further 

to suggest that being in the presence of a patient and having contact with them allows 

healthcare providers to be alert earlier to altered health states and then start 

investigating how to translate this sense into accepted medical terminology, masking 

the embodied – and in the case of midwifery, female - origin of knowledge.  Midwives 

are required to spend prolonged periods of time watching and observing the behaviour 

of women as labour unfolds and by tradition are embedded within the community they 

serve.  This intimacy with the women they are supporting means that midwives are 

uniquely privy to a way of knowing that is not accessible through the pervasive 

androcentric authoritative knowledge framework that arrived with the Enlightenment in 

Europe in the late 17th century.   

Following the medicalization of childbirth in the second half of the 20th century, 

consumer groups were set up to promote women-centred and holistic maternity care 

 
4 Although it is not an explicit aim of this thesis to apply a decolonial lens when discussing male 
involvement in childbirth, the evidence from Jordan’s (1997) work contrasts with the androcentric and 
technocratic model of healthcare which has come to dominate countries of the Global North, and which is 
rooted in - and runs parallel with - colonialism.  Lokugamage et al. (2022) provide insightful commentary 
on this topic.    
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which harked back to the pre-Enlightenment era as a “Golden Age of childbirth” (Kent, 

2000, p. 27) to counteract the opposing narrative constructed by male obstetric practice 

from the 19th century onwards of rescuing women from the “dark ages of midwifery” 

(Aveling, 1872, cited in Evenden, 2000, p. 3).  It placed emphasis on the holistic and 

woman-centred model of supporting childbirth, viewing it as a normal physiological 

process nurtured by kind and caring women.  This has been viewed in contemporaneous 

accounts by sociologists (Oakley, 1984) and second wave feminists as a reaction to the 

social control of women enacted by doctors (Al-Gailani & Davis, 2014) which 

conferred personhood on the fetus by the newly created discipline of fetal medicine, and 

the emergence of sonography which reduced childbearing women to disembodied 

passive vessels (Kingdon, 2009).  This tendency to idealise pre-Enlightenment - or 

Golden Age - attitudes to childbirth is challenged by MacIntyre (1977), a sociologist 

who highlights the lack of evidence to support this claim.  Oral accounts from and about 

midwives, service users, and “handywomen” practicing before the advent of the NHS 

add nuance to the narrative of a Golden Age of midwifery.  Leap and Hunter (1993), 

both midwives, described their positionality prior to undertaking their interviews as 

being “disappointed by the rigid and authoritarian attitudes that often accompanied the 

professionalization of midwifery” and consequently decided that “the key to reclaiming 

the art of midwifery must lie with the much-maligned and persecuted handywoman” (p.  

xi).  The handywoman is defined by them as a working class lay midwife who worked 

within her community who had learned her trade through an apprentice model but 

lacked any formal training or education.  Poverty and lack of universal free healthcare 

meant women and their families relied on her support.  They admit that their hope of 

looking to this Golden Age was thwarted by accounts of: 

…disturbing experiences of being at the mercy of authoritarian behaviour from 

handywomen.  There were also accounts that highlighted meddlesome, even 
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dangerous practices that sometimes took place in the absence of education, where 

there was limited access to information about the basic anatomy and physiology of 

childbirth. (p. ix) 

  The Golden Age of midwifery narrative is therefore likely more complex than 

suggested by the title of Donnison’s (1977) influential work.  Key to its construction is 

the absence of men’s involvement in childbearing and its idealization as “a realm of 

female autonomy” (Wynne Johnson, 2016, p. 383).  It appears true that male 

involvement in the childbearing continuum was historically limited to the moment of 

conception and, in cases of severe complications, male surgeons being called upon to 

use instruments to extract a fetus.  Blackshaw (2003) provides an interesting 

perspective to suggest that men, if not actually practicing as birth assistants, have not 

always been such remote figures divorced from domestic matters including 

childrearing.  Just as the history of midwives lacks much written testimony, so does 

male involvement in domestic matters including childbirth and parenting.  He found 

evidence that, prior to the industrial revolution, the architecture of homes allowed for 

little division between children and fathers because there was minimal separation 

between domestic and work spaces, with most parents working from home and a 

quarter of children between 1599 and 1811 living in lone-father households (Burgess, 

1997, cited in Blackshaw, 2003).  Given that home was where the overwhelming 

majority of babies were born until the middle of the 20th century (Leap & Hunter, 

1993), it is possible or even likely that men had greater involvement with the 

childbearing and child rearing spectrum than is often assumed.  As will be evidenced in 

the next section, Blackshaw argues that it was the advent of male obstetricians rather 

than female midwives who were instrumental in positively excluding the father from 

being present at birth.  Turning again to pre-industrial societies from beyond the Global 
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North5 for a glimpse of what the Golden Age might have looked like, MacIntyre (1977) 

cites numerous examples from ethnographic studies in societies where birth took place 

in what she terms primitive societies.  She describes women as being separated from the 

domestic space, their behaviour in birth controlled and kept apart from men by women 

against the birthing woman’s wishes.  She sees many parallels between this coercive 

behaviour and that of midwives working in UK hospitals at the time of her writing.   

Whilst it is commonly understood that men were physically absent from 

supporting women through pregnancy, childbirth, and beyond, their influence was felt 

through the patriarchal institutions that held power and control.  Prior to the 

Reformation in the UK, midwives played a key role in ensuring that all babies were 

baptized and therefore under the control and influence of the exclusively male clergy.  

Midwives led the procession at baptism and, later, the churching or purification 

ceremony whereby newly delivered mothers were welcomed back into the church once 

their lochia6 had ceased.  Midwives held other responsibilities to uphold the patriarchal 

legal system including identifying the gestation of fetuses of women claiming rape and 

assessing virginity in potential brides, or when there were claims of unconsummated 

marriages due to impotence (Donnison, 1988).  Evenden (2000) also presents in detail 

the attempts of the church, beginning in the 16th century, to circumscribe the power and 

influence of midwives.  It produced the forerunner to 20th century professional 

regulation by requiring midwives to be licensed by the church.  They were threatened 

with  excommunication if found practicing without the authority of the church although 

Donnison provides evidence that this was unevenly implemented and formal training 

 
5 Whilst widely used, this is an imprecise term.  It is employed at times in this thesis within the context of 
problematizing other widely understood but oversimplified binaries.  In learning about the racist and 
colonialist origins of terms to classify countries and people I am indebted to the work of Khan et al. 
(2022). 
6 Postpartum vaginal blood loss lasting on average six weeks as the uterus sheds its decidual lining and 
returns to its pre-pregnancy state ready to recommence menstruation. 
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was not a precondition for being granted licensure.  Whilst this gives the impression 

that midwives were subservient to structures of male control, the reality is more 

complex.  It has been argued by historians that in licencing midwives, the church 

empowered them, endorsing their knowledge and reversing a trend that began in the 

Middle Ages of midwifery disappearing as a discrete profession (Wynne Johnson, 

2016).  Midwives themselves understood the importance of adequate training and 

support, and there is evidence of coordinated schemes of mentoring, generally seven 

years, by experienced midwives before practicing independently (Evenden, 2000).   

Midwifery After the Golden Age: 17th to 19th Centuries 

The advent of men physically into this exclusively female world came about as a result 

of the Enlightenment, the 17th century movement where male scientific enquiry into 

anatomy via dissection extended to women’s bodies and childbirth.  A new positivist 

ontology of childbirth represented a dramatic paradigm shift that sought to explain and 

thus control the process of labour.  Key texts (Cahill, 2001; Donnison, 1988; Wilson, 

1995) argue that this change, along with a gradual secularization of society and 

concomitant decrease in the influence of the church, created space for the first 

significant male involvement in childbirth as caregivers.  In contrast to the midwifery 

tradition, this new scientific enquiry led to an understanding of childbirth as a 

depersonalised, mechanical process which could be expedited by developing 

instruments like the forceps7 (Wilson, 1995).  It is widely accepted that, prior to the 17th 

century, the arrival of a man into the birth room “presaged the death of mother or child, 

possibly both” as they would be called upon in dire situations to extract a fetus 

“piecemeal” (Donnison & Macdonald, 2017, p. 24) with sharp instruments or perform a 

 
7 An instrument composed of two curved metal blades inserted into the vagina and positioned on both 
sides of the fetal skull during advanced labour; the operator will apply traction to aid delivery. 
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perimortem caesarean section (Donnison, 1988)8 even though there is evidence that 15th 

century midwives too were required to perform this function in order to save the soul of 

the fetus through baptism (Wynne Johnson, 2016).   

Donnison’s “conflict” between the genders is affirmed and validated with books 

by Evenden (2000) and Wilson (1995) devoted to the emergence of what were known 

as the “man midwives” of the late 17th century onwards.  Their remit would now be 

recognised under the modern term obstetrics, focusing on the intrapartum period (rather 

than the entire childbearing spectrum) and viewing birth as an inherently risky and 

potentially pathological event requiring (male) intervention.  The dominant reason for 

men’s involvement in childbirth was financial.  From this point in history onwards men 

began to physically be present in the birth chamber (Cahill, 2001; Towler & Bramall, 

1986) and challenged the female exclusivity of attending birth.  Evenden (2000) asserts 

that “young surgeons and apothecaries, struggling to become established, were enticed 

into midwifery as an untapped, pseudo-medical area of expansion and by the prospect 

of acquiring the family of the new mother as prospective patients for their general 

practice” (p. 176).  The female birthing body, it is argued, was commodified as a result.  

Parallel with the arrival of male Enlightenment, midwifery during this period has been 

described as entering its dark ages (McIntosh, 2012), leaving what later came to be 

understood as its Golden Age behind. 

Just as it is written that the midwife in late Medieval times had to negotiate a 

contested space with professional autonomy and accountability unparalleled for women 

in pre-Enlightenment England (Wynne Johnson, 2016), the medical man wishing to 

make a living through delivering babies is also presented as being caught in the 

 
8 Abdominal surgery performed at or around the point of death on a pregnant woman to extract a fetus in 
the hope of saving its life and/or, in contemporary times, to be able to resuscitate the mother more 
effectively. 
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crossfire of a gendered conflict.  Surgeons of the day were opposed to men being called 

in to births for fear of their profession being tarnished by association, risking being 

denigrated as “mere nurses” (Donnison, 1988, p. 36).  Mrs Stone, a midwife, wrote a 

textbook on midwifery to try and further upskill midwives, suggesting that childbearing 

women would suffer a loss of modesty if midwives ceded their place in the labour room 

to men.  Not only did a woman handled by a man midwife risk a loss of modesty for the 

transient period of childbirth but, it was argued, she became polluted and consequently 

more likely to become promiscuous and adulterous (Donnison, 1988),  threatening the 

very fabric of society and deterring husbands from sending for a man to attend his wife 

(Donnison & Macdonald, 2017).  Equally, contemporaneous pamphlets were written 

accusing medical men of being both homosexuals and sexual predators (Donnison, 

1988), stereotypes that persist for men in non-traditionally male gendered occupations 

(O’Connor, 2015).  In contrast, Donnison also writes that husbands of pregnant women 

could signal their standing in society and relative wealth by employing a medical man 

to attend to the birth of their child.  Once they had gained a foothold, they could further 

their power and influence by denigrating the work of midwives and blame them for 

poor outcomes.  By frightening women about the dangers of childbirth, man midwives 

encouraged families to believe that the presence of an educated and technically skilled 

male attendant was vital.   

At this time the gender of the person who attended childbirth is presented as 

socially significant and problematic in contrast to the Golden Age when it was always a 

female midwife who was present.  The person who was most affected, however, was 

perhaps the childbearing woman whose voice is largely absent in the conflict writing.  

Outcomes for women and babies attended by men were significantly worse (Donnison, 

1988; Evenden, 2000) either due to injuries caused by the use of forceps or infection, 

but the legacy of the superiority of medical intervention versus the midwifery tradition 
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of “masterly inactivity” (Walsh, 2006, p. 662) continues to the present day.  Recent 

research has found that women still perceive obstetric units - rather than home - as the 

default place of birth (Coxon et al., 2014) due to the pervasive narrative of risk involved 

in childbirth.  This is despite evidence from a prospective cohort study of over 64,000 

women (Birthplace in England Collaborative Group, 2011) which concluded that 

midwifery-led care for those who planned to birth at home was associated with positive 

outcomes for mother and baby.  There was also a significantly reduced likelihood of 

surgical and operative interventions when compared with those who planned births at 

obstetric units and regardless of any risk factors that emerged as the pregnancy 

progressed.  Furthermore, once women have experienced the care of obstetricians, 

longitudinal narrative interviews show that they will chose to birth in obstetric units for 

subsequent pregnancies (Coxon et al., 2015) as it reinforces their beliefs that birth is 

inherently risky despite a decreased risk of interventions in second and subsequent 

pregnancies.  Whilst there was a financial transaction in exchange for midwifery 

services, the key distinction between midwives and medical men is presented as lying in 

the motivation and the philosophy behind their work.  Midwives were there to facilitate 

and safeguard physiological processes.  Men were there to justify their emergent 

professional status, receive an enhanced financial reward and, in-keeping with the 

Enlightenment spirit of the times, prove their technical superiority over undisturbed 

birth. 

The commodification of childbirth as a lucrative revenue stream and gateway to 

the rest of the family for men in a role that was the forerunner to General Practice 

required a supply of women to develop their skills on.  In the 1730s lying-in hospitals 

were introduced which, Evenden (2000) asserts, was the “single most important factor 

in the demise of the authority and superiority of the female midwife” (p. 187) and the 

precursor to the wholesale transference of midwifery and birth from the domestic space. 
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The woman had authority in her own home and her caregiver was an invited guest 

whereas in the hospital women were patients, subservient, and hostage to hospital 

policies and protocols.  This gave men access to empirical experience of normal birth 

and labours.  The women admitted to the hospitals were the respectable poor, many of 

whom had husbands who were away in the army or at sea and therefore unable to act as 

advocates for them.  The reality was that men had little interest in childbearing as a 

continuum, neglecting antenatal or postnatal care and, as before, largely leaving labour 

care to female midwives except when complications occurred (Donnison, 1988).   

The Professionalisation of Midwifery: Into the 20th Century 

A realization emerged that there would be work for both obstetricians and midwives if 

the labour was divided along lines that advantaged men over female midwives.  With 

the formation of the Obstetrical Society in the middle of the 19th century and the 

growing recognition of the term and sphere of influence of the obstetrician came the 

understanding that men could devolve the “exhausting and unremunerative work” 

(Donnison, 1988, p. 105) of the rural and poor, and the drudgery and anti-social 

working patterns of caring for uncomplicated labouring women to the midwife so long 

as the boundaries were clear and were not transgressed.   

The continued existence of midwifery in the UK can be traced back to the 

Midwives Act of 1902.  In order to maintain the work of women supporting other 

women, midwives needed to lobby parliament to recognise their work as a profession.  

This created an exclusively female profession sitting in an uneasy alliance with 

obstetrics and was only agreed to on the basis that an exclusively male medical 

profession controlled the regulation and admittance to the register.  Mander and 

Murphy-Lawless (2013) summarise it thus: “Through this legislation, medical 

practitioners assumed control over midwifery practice by limiting it to cases in which 

they had no interest, envisaged no financial gain and, hence, labelled normal” (p. 100).  
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The Act prohibited unqualified women from practising midwifery.  It was further 

amended in 1952 to clarify that this included unqualified men (Lewis, 1989) despite 

there being no evidence that any men actually wished to practice midwifery.  A 

pessimistic view of this collusion could suggest that men once again mobilized 

structures of power to subjugate and limit the financial and political power of women 

and, in so doing, they raised their own status.  Others have argued that it sought to make 

the profession elitist and limit the scope of midwifery (McIntosh, 2012).  It is possible, 

though, that without this legislation all midwifery in any form in the UK would have 

been subsumed into a nursing role and all professional autonomy lost as has been the 

case in nearly all industrialized countries outside of Europe.  Many rapidly 

industrialising nations have experienced a doubling in caesarean sections rates this 

century to over 50% of all births (Betran et al., 2021) 9 and in the United States (USA) 

birth can no longer be thought of as a “nonmedical” event due to the disappearance of a 

midwifery voice (Inhorn, 2006).  In practice this means that, in many countries, birth is 

the domain of doctors (obstetricians) supported by nurses or midwives (women) rather 

than - as in the UK - led by midwives who can call upon the expertise of obstetricians in 

the minority of cases when pregnancy and birth becomes pathological.  Donnison 

(1988) is more emphatic about the significance of the gendered division of labour at the 

heart of the 1902 Midwives Act.  Without it, she asserts: 

She [the midwife] would most probably have vanished from the scene within the 

next fifty years, squeezed out by her medical competitors.  Midwifery would 

then have become… a predominantly male profession.  Women would have 

 
9 Due to the need to balance the risks of surgical intervention against the benefits of vaginal birth, in 1985 
the World Health Organization stated that there was no justification for any region to have a caesarean 
rate higher than 10-15%.  This target has since been abandoned but available evidence indicates that rates 
above 10% do not lead to further reductions in maternal and neonatal mortality rates (World Health 
Organization, 2015).   
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suffered a double loss – the disappearance of a traditional female occupation, 

and the denial of female attendance in childbirth. (p. 175) 

The Arrival of the Male Midwife 

It perpetuates the privileging of men in maternity services to expect key historical texts 

to dedicate any discussion to the recent arrival of a vanishingly small number of men 

into the profession.  However, in light of Donnison’s (1988) predictions about what 

could have happened without the safeguard of the 1902 Midwives Act, it appears 

surprising that so little attention has been given in any midwifery histories to the 

admittance of men into the profession once that safeguard was breached, thereby 

disrupting millennia of gender exclusivity held to be a cornerstone of the profession.  

The reason why men were admitted in the face of such conflict is not immediately 

obvious.  In 1977, the year of entry for men into midwifery training, Donnison writes 

on the penultimate page that, “this development stems from the recent demands of a 

few male nurses for the right to enter the midwifery profession” (p. 199).  In the second 

edition, updated and published in 1988, she makes no reference to the phenomenon of 

men having unrestricted access to the profession since 1983 despite a new concluding 

chapter entitled, “Has the midwife a future?”  Lewis (1991), himself one of the first 

men to train as a midwife, concurs with Donnison that lobbying by male nurses was 

instrumental in bringing about a change in statute which was opposed by the Royal 

College of Midwives (RCM), the Royal College of Obstetricians and Gynaecologists 

(RCOG), the Royal College of Nursing (RCN), the British Medical Association, and the 

Association of Nurse Administrators (McKenna, 1991).  These organisations argued 

that being female was a prerequisite for being a midwife and cited three main concerns: 

o “Midwives give intimate care to women and the majority of the public 

would not accept this care from a man. 
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o The desired psychological support required during pregnancy is best 

given by a female. 

o The fact that the midwife is a woman is an important part of her 

function” (Banks, 1975 cited in McKenna, 1991, p. 483) 

In fact the conversation about admitting men into the profession was precipitated by a 

government White Paper in 1973 preparing the ground for what would become The 

British Sex Discrimination and Equal Opportunities Act 1975 which sought to legislate 

against sex discrimination in employment.  Speak and Aitken-Swan (1982) refer to the 

admittance of men into the profession as first arising “in connection with proposed 

European Economic Community legislation” (p. 2) but do not elaborate further.  The 

only other reference to this is in Towler and Bramhall (1986) who state that the decision 

to exclude men from midwifery would have been ruled as discriminatory under the 

European Economic Community Directives launched in 1976.  Under pressure from 

powerful lobbyists, transitional restrictions were agreed by the Secretary of State 

limiting training and employment of men to two hospitals.  These restrictions were only 

overturned in 1983 following threats of litigation from the European Parliament 

(McKenna, 1991).  It is therefore equally likely that, in the face of resistance from all 

the major professional bodies with a stake in maternal health, the introduction of men 

into midwifery in the UK was driven by wider political and economic agendas rather 

than as a result of the demands of a few male nurses, a pattern that was replicated 

around the same time in France (Charrier, 2011), Spain (Torres Diaz et al., 2018), and 

likely other European nations.   

Conclusion 

In this chapter I have argued that the gendered history of midwifery has largely been 

presented as a struggle for control of the profession from male encroachment into its 
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territory.  First, I showed how texts position midwifery as enjoying a Golden Age free 

from the influence of men until the late 17th century which has been retroactively 

constructed in opposition to what was to follow.  Post Enlightenment, influential texts 

(Cahill, 2001; Donnison, 1977; Evenden, 2000; Wilson, 1995) have adopted a “conflict 

writing” (McIntosh, 2012, p. 9) approach, showing midwifery as exclusively female, in 

decline, and under threat from the emerging man midwives, the forerunners to 

obstetricians who identified birth as a pseudo-medical area of expansion for financial 

gain.  Their technocratic approach to viewing childbirth as a risky and potentially 

pathological event is depicted as the site of the conflict, at odds with a longstanding 

midwifery philosophy of care as encompassing the whole childbearing spectrum, being 

embedded within the community, and exclusively the domain of women.  Until the late 

20th century the two professions are portrayed as having an uneasy alliance, midwifery - 

exclusively female - regulated and controlled by male medical professionals in order to 

exist as a credible entity.  Donnison (1977) argues that the Midwives Act of 1902 

stopped the erasure of midwifery both existentially and as a monogendered profession.  

I conclude this section by showing how the advent of men into the profession was 

precipitated by political and economic drivers and in the face of fierce opposition from 

powerful lobbyists but has been largely ignored in histories of the profession written in 

the years and decades that followed.   

This chapter started by asserting that in order to understand how men make 

sense of their experiences of working as a midwife, it is necessary to understand the 

historical context which precedes them.  For men in maternity care, the central 

messaging is a well-argued and widely disseminated corpus of “conflict writing” 

focusing on the divisions between the gendered professions of midwifery and the more 

recent obstetrics.  The purpose of writing this chapter is not, however, to try and 

discredit this work, nor to try and diminish the negative influence of individual men and 
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institutions created to uphold patriarchal power over midwifery.  Perhaps more 

importantly this chapter is not seeking to minimise the very real harm this struggle has 

caused individual midwives and countless birthing women.  The process of writing this 

chapter has, however, raised two important points for consideration.  In their 

foundational work on gender, Butler (1990) cautions us “not to promote a politically 

problematic reification of women’s experience in the course of debunking the self-

reifying claims of masculinist power.” They continue:   

The self-justification of a repressive or subordinating law almost always 

grounds itself in a story about what it was like before the advent of the law, and 

how it came about that the law emerged in its present and necessary form... The 

story of origins is thus a strategic tactic within a narrative that by telling a 

single, authoritative account about an irrecoverable past, makes the constitution 

of the law appear as a historical inevitability. (p. 48) 

Here they raise the spectre of the constructedness of gender when calling upon what 

they term an “irrecoverable past”; in describing the past through conflict writing, a 

narrative is constructed of the inevitability of this binary whilst simultaneously pointing 

to the artificiality of it.  This supports the supposition I laid out in the introduction, that 

there is something intrinsically interesting in exploring the experiences of those who 

enter the spaces which others have worked so hard and for so long to keep them out of.  

What might this reveal about the binary?  What might it reveal about gender?  And 

what might it reveal about midwifery?  These are important questions which need to be 

able to be captured within the research methodology I choose for my empirical study on 

the experiences of men working today as midwives.  The second point for more 

immediate consideration is that the conflict writing co-exists and contrasts with a 

noticeable silence and lack of commentary on the impact of the arrival of men as peers, 

colleagues, and fellow professionals by those engaged in conflict writing.  In the next 
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chapter I start to address this gap by looking at the empirical evidence about men 

working as midwives and in the allied profession of nursing in the intervening 40 years 

and how this has constructed and solidified the figure of the Male Midwife.    
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Chapter 2:  The Male Midwife 

The previous chapter set out the historical narrative within which men arrived into the 

midwifery profession, written as centuries of gendered conflict between women 

supporting women, whilst operating within patriarchal structures which sought to 

delineate their professional realm.  These professional boundaries were constantly 

negotiated and fiercely defended, particularly in the 20th century against rising obstetric 

intervention.  It concluded with the arrival of the first men as midwives, labelled as the 

Male Midwife, and this chapter seeks to understand who this figure is and how he has 

been written about since his arrival.  The foundational work exploring men working as 

midwives is by Speak and Aitken-Swan (1982), a 93-page governmental report 

commissioned and published by the Department of Health and Social Security as an 

impartial and independent study to monitor the experimental training schemes for the 

first men in midwifery.  Through its title, “Male Midwives: A report of two studies,” it 

interpellates men joining the profession into being as a monolith to be held up and 

scrutinised.  The embodied beings at the heart of the studies remain in the shadows, 

with emphasis given instead to constructing the Male Midwife through responses to 

questionnaires sent to husbands, female midwives, obstetricians, mothers, general 

practitioners, and their fellow students with minimal attention paid to hearing from the 

men themselves.  Whilst Speak and Aitken-Swan were not the progenitors of this title, I 

argue that their report sets the tone for any discussion of men working as midwives that 

ensued.  It presents them as homogenous, emphasising their sex over their gender,10 and 

centres them as a question or a problem that needs resolving.  In this chapter I conduct a 

narrative review to understand how the elements of this problematic figure have come 

 
10 As discussed in Chapter 1, the term Man Midwives existed from the 17th century onwards.  The term 
“Male Midwife” appears to have come into being as already understood and widely adopted uncritically.  
Whilst Lewis (1991) argues that the distinction between the two is that the male midwife “enters the 
profession with a background in nursing and not as a doctor substitute” (p. 271), why one should be 
signified via gender and the other via sex is not unpacked.  
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to be sedimented through empirical studies and academic literature over the past 40 

years.   

I had some awareness that academic investigation into men who are midwives 

was likely to be a neglected area of research from when I had conducted literature 

searches for previous publications (Pendleton, 2015; 2019; 2020).  Nevertheless, 

reviewing what little has been written can be helpful.  Firstly, there is a pragmatic need 

to ensure that I am not duplicating existing research  (Fry et al., 2017).11  I am also 

mindful that reviewing pre-existing literature can be configurative (Booth et al., 2016), 

helping to develop and refine a research focus which can make an original contribution 

to knowledge in the fields of gender and midwifery.  Nevertheless, since the initial 

study, the Male Midwife has remained a spectral figure with only one further study 

(Lewis, 1991) and one discussion paper (McKenna, 1991) published in the UK.  In 

order to flesh out the figure of the Male Midwife, I decided that identifying a parallel 

corpus of literature on men in nursing would be useful for comparative analysis on 

aspects of the roles and experiences that the men in each profession might have in 

common.12  Historically there has been friction between the two professions in the UK 

which, in the 20th century, have come to co-exist in an “uneasy alliance” (Hunter & 

Borsay, 2012, p. 205).  This was accelerated by the move of birth from the domestic 

arena into the hospital and a rise in obstetric and technological dominance, which has 

led to both professions sharing a subordinate status to that of medicine (Kellett et al., 

2014).  Nevertheless, combining and comparing the two bodies of literature recognises 

the symbiotic relationship between nursing and midwifery13 and acknowledges that 

 
11 See Appendices 1, 2, and 3 for details on how the literature was systematically searched. 
12 See Appendices 4, 5, and 6 for details on how this corpus was identified. 
13 Until the late 1980s most students in the UK trained as nurses first and then undertook a post-
registration qualification in midwifery (Radford & Thompson, 1993).  This situation was gradually 
reversed with the recognition that direct-entry training was quicker and more cost-effective so that by 
2011 most midwives qualified via this route (Macdonald, 2017). 
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individual professions do not evolve in a vacuum from internal forces alone (Ayala et 

al., 2015).  Equally, whilst reading the abstracts and results from the literature review 

on men in midwifery, it was clear that globally the boundaries of the two professions’ 

remits were porous and often overlapping, particularly when concerning specific 

aspects of care.  For example, focussing exclusively on men who held the title midwife 

excluded research on men who were nurses but had worked in obstetric units.  There 

were also papers that focussed on crossover areas such as the provision of intimate care 

by male nurses to female service users more generally.  Other papers studied men who 

were nurses working in countries where religious and cultural customs rendered the 

provision of care by men less acceptable to both practitioners and service users, 

pointing the way to complex and rich intersectionalities that also have the potential to 

impact on the lived experiences of midwives beyond “just” gender as an isolated 

determinant.  Guided by Newnham and Rothman (2022) and Greenhalgh et al. (2018) 

my narrative review will provide an exploratory, transdisciplinary, and discursive 

approach to the literature identified, summarising it whilst offering interpretation and 

critique.  The aim is to capture the essence of the debates and allow for the inclusion of 

reflection on my part as a researcher in keeping with the qualitative research tradition 

within which this thesis positions itself.   

I begin my review by using the question at the heart of Speak and Aitken-

Swan’s 1982 report as my starting point.  It calls upon the reader to consider whether 

the Male Midwife’s presence can ever be considered unproblematic or acceptable to the 

people they care for and the colleagues they work with.  The discussion - both in the 

report and in the wider literature on nursing - pivots around the provision of intimate 

care and how this becomes tethered to sexuality when delivered by men, presenting 

challenges for men working as nurses which can’t be circumvented by the Male 

Midwife.  The report concludes by asking, “What makes a good male midwife[?]” 
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(p.93).  This might be reframed as, “How does the Male Midwife respond to his care 

being received as different?”  In the absence of empirical literature in midwifery, I 

explore how men in nursing engage with a variety of strategies to survive and thrive 

within their profession and, in so doing, expose the limitations of these strategies for 

men in midwifery.   In the penultimate section, I depart from the questions raised by 

Speak and Aitken-Swan.  Instead I look at how arguing for increasing the male 

presence in midwifery is reframed in the proliferation of recent literature, questioning 

whether it is necessary to take this action as a potential solution to global staffing 

shortages in midwifery and placing the question of the safety of birthing women in 

dialogue with the acceptability of men working as midwives for the first time.  Men in 

midwifery are few in number and throughout their report Speak and Aitken-Swan ask 

the reader to consider the significance and implications of this, warning that, “It is 

probably only realistic that women should look with some cynicism at how their 

prospects may be affected by the advent of men into any field of employment” (p. 76).  

In the final section I show how the literature which followed has led to limited but 

lively discussion in unanticipated directions.  Rather than discuss the impact on female 

midwives, it questions whether men receive equal opportunities to their female 

counterparts to thrive, whether their experiences as a minority is contiguous with those 

of minoritized groups, and whether resources should be mobilised to actively amplify 

their numbers to correct this apparent anomaly.  

Acceptable? The Problematic Provision of Intimate Care 

The stated aim of Speak and Aitken-Swan’s (1982) report was to “investigate whether 

male midwifery pupils are markedly worse than their female colleagues” (p. 12) in the 

domains of competence, capability, costs, and “the all-important question, would male 

midwives be acceptable?” (p. 44).  They provide detailed evidence through interviews 

and survey data with all stakeholders relating to a total of 26 men who went on to 
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qualify through the experimental scheme.  The first three domains appear to have been 

relatively straight-forward to assess - competence and capability were measured 

through existing scales and exam results, and the outcomes were favourable.  Finally, 

additional costs were considered negligible because the fear of having to employ 

chaperones never materialised.  Resolving the question about acceptability, however, 

could not be so-easily achieved by reducing people’s opinions to quantitative data via 

Likert scales.  Their study, whilst concluding that men could be admitted to schools of 

midwifery, did not foreclose any further debates around the acceptability of the Male 

Midwife.  A decade later Lewis (1991) conducted research into the first cohorts of men 

to qualify as midwives in the UK, noting that: 

… no in-depth evaluation of the education of male midwives or an assessment 

of their experiences has been undertaken.  This complete absence of data about 

men in midwifery is surprising, in view of the controversy that had surrounded 

their initial introduction to the profession. (p. 273) 

As well as collecting statistical and quantitative data, in the third and final phase of his 

study he interviewed six of the qualified men.  The interviews were broad in their remit 

but discussed how acceptable they were to colleagues, women, and their partners, and 

what techniques they developed to manage “aspects of practice that may present 

difficulties” (p. 288).  He argues that the findings overwhelmingly point to these men 

having had positive experiences.  Providing care for immigrant groups and care in the 

community, however, were singled out as the two areas considered most problematic.  

Examining breasts and perinea in the domestic arena necessitated the development of 

particular coping mechanisms.  Lewis describes this as a “heightened awareness of the 

psychosocial dynamics that might occur” (p. 291), a self-awareness that led some 

midwives to project a confidence they did not feel at being in the room, making a 

conscious effort to build a relationship and be respectful and facilitative in their 
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approach to care.  Back in 1982 Aitken-Swan also noted these psychosocial dynamics 

but was more explicit and analytical, perhaps due to her grounding as a sociologist 

rather than a healthcare professional, arguing that: 

The association between a woman and her midwife is more intimate than that 

between patient and doctor and at an emotional time it would not be difficult for 

the ministrations of the male midwife to arouse sexual anxieties in the husband. 

(Speak & Aitken-Swan, 1982, p. 74) 

The concept of acceptability is firmly centred in these two pieces of literature 

but discussion as to why this was so problematic diminished once men attained the legal 

right to work as midwives.  Questions of intimacy and sexuality are attached to the 

Male Midwife and then left largely unexplored.  The inverse appears to be true for the 

literature on men in nursing.  Evidence from this parallel corpus explicitly explores the 

role that men being objectified and constructed as sexual beings plays in perceptions of 

men as caregivers.  For example, Stanley (2012) and Weaver et al. (2014) studied the 

(re)presentations of male nurses in film and television respectively, setting them against 

a historical background of female nurses being presented as angels, sex symbols, 

bimbos, or battle-axes (Jinks & Bradley, 2004).  The sexuality of female nurses is 

portrayed either as passive and constructed in relation to male sexuality, or as asexual 

and therefore appropriate.  The male nurses in the films and drama series reviewed were 

portrayed negatively as either effeminate, gay, incompetent, or rapists.  For male 

nurses, their sexual being is presented either as deviant to normative heterosexist values 

(pervert) or a distorted and disturbing form of heterosexuality (predator).  

Being gay was not just primarily presented as undesirable and synonymous with 

a perversion of sexual norms on the screen but also in empirical papers interviewing  

male nurses, suggesting that nursing operates within a heteronormative culture which 
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values hegemonic masculinity as being White,14 heterosexual, and middle class 

(Harding, 2007).  Fear of being labelled as gay was mentioned in a third of the papers I 

looked at (see Adeyemi-Adelanwa et al., 2016; Inoue et al., 2006) and coexisted with a 

fear of being excluded from dominant structures of power.  For example, Harding 

(2007) performed discourse analysis on interviews with both gay and straight nurses.  

Two participants suffered as a result of internalized homophobia, having to hide their 

sexuality in the heterosexist environment which led to stress from self-monitoring their 

behaviour to ensure they were not overt with their sexuality, whilst several heterosexual 

men avoided association with known gay colleagues.  To a lesser extent, but also noted 

in Fisher (2009), Evans (2002) and Kellett et al. (2014), there was a fear amongst male 

nurses of working with children for fear of being accused of paedophilia.  Thus there is 

fear not only of being associated with a sexuality which diverges from societal norms 

but fear also of being accused of criminal activity.   

Unlike representations of female nurses, male nurses were never presented as 

asexual.  Many female patients being cared for by men perceived them as powerful and 

predatory.  Morin et al. (1999) interviewed 32 women in the US about how they would 

feel, hypothetically, about receiving care from male students in the perinatal period. 

Responses indicated that it would cause them to perceive the men as sexual beings and 

become self-monitoring in a way that receiving care by women would not.  Men 

therefore reported emphasising heterosexual norms when caring for male patients whilst 

negating them when caring for women regardless of their sexuality (Fisher, 2009).  

Male nurses in Kelly et al. (1996) affirmed their heterosexuality by showing their 

 
14 For consistency I have chosen to follow American Psychological Association (APA, 2022) style in 
capitalizing Black and White when used as proper nouns for racial and ethnic groups but recognise that 
this is a less common approach in the UK (UK Government, 2021).  Capitalizing White has also been 
criticized for creating a “problematic parallelism” and false binaries whilst ignoring the political and 
social import of Blackness beyond just referencing skin tone (Ahmed, 2023, p. 63). 
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wedding ring or talking about their wives and children.  This fear experienced by men is 

not merely rooted in abstract and academic arguments of gendered discourse.  The 

literature also revealed that male nurses are disproportionately more likely to be subject 

to professional disciplinary hearings (Whiteside & Butcher, 2015), particularly in 

relation to what Chiarella and Adrian (2014) term boundary violations, “over 

involvement” (p. 271), and inappropriate relationships between nurses and their 

patients.   

What is clear from the literature on men in nursing is that they find the process 

of delivering intimate care problematic and to be avoided where possible.  This 

contrasts with women who are nurses who are assumed to have inherent caring and 

nurturing skills, and that it is appropriate for these to manifest themselves with a 

reassuring hug without this being interpreted as sexual.  The sole male tutor in Grady et 

al.’s (2008) study noted that female staff were quick to dismiss male students as 

uncaring because they limited their physical contact with patients without being 

cognisant of the underlying reasons for their reluctance to touch them.  Male nurses in 

studies by Keogh and Gleeson (2006) and Evans (2002) stated that caring for women 

made them anxious in case their touch was seen as sexual and was to be avoided or, 

when this was not possible, it needed to be conducted in the public domain or with a 

female chaperone.  Inoue et al. (2006) conducted interviews with 12 male nurses in 

Australia on their experiences of delivering intimate care to women, defined as removal 

of women’s clothing, touching the genital area and/or involving emotional closeness 

such as having to discuss relationships, sex, and sexuality.  In this regard, this paper is 

the one that came closest to exploring issues likely to be experienced by men working 

in midwifery in the UK.  Participants stated that they became hyperaware that women 

saw them as a man first and a nurse second, and that the act of being digitally 
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penetrated for the purposes of carrying out a vaginal examination (VE) could not 

unproblematically be experienced as merely a necessary clinical procedure.   

For the male nurse, there is frequently a fear of being alone with a woman 

(Harding et al., 2008) in case they are accused of inappropriate touching and that their 

female colleagues would not support or believe them, eliciting feelings of anxiety 

(Keogh & Gleeson, 2006),  as well as embarrassment (Inoue et al., 2006).  This of 

course presents particular challenges for men who are midwives given that intimate 

examinations and physical proximity are key elements of the delivery of care.  

Historically intimate touch by female nurses towards men was not regarded as 

exploitative or predatory because they were not seen as having “the power and status to 

exercise exploitation” (Chiarella & Adrian, 2014, p. 273).  There is also a correlation 

between what is perceived as acceptable when a patient is very sick, which diminishes 

as the patient moves towards wellness.  A sick patient may require intimate procedures 

such as bed baths and catheter care, but the degree of intimacy needs to be revisited and 

renegotiated as the patient recovers and can start to care for themselves.  For men in 

midwifery this is particularly pertinent as midwifery is grounded in supporting and 

facilitating a physiological life event - usually a continuum of a sexual act - and 

working with a woman who is likely at the peak of her physical health.  The 

relationship between midwife and woman, therefore, is one of equals rather than the 

maternalistic role in the institutional family triad model developed by Ashley (1976) 

with nurse as mother, doctor as father, and patient as child (Evans, 2004a), and which 

holds influence still in the way care is structured throughout the NHS.  When the 

(female) midwife in this model is replaced by the figure of the Male Midwife, the 

question of acceptability is further reconfigured as a series of questions: Can the Male 

Midwife act in a mothering role?  Can the Male Midwife co-exist with the male doctor 
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without undermining their paternalistic role?  And how is this negotiated by all actors in 

the moment of delivering and receiving intimate care? 

The question of men working as midwives being able to unproblematically 

deliver intimate care free from supervision remains active.  Currently, the majority of 

NHS Trusts have a policy or guideline on the use of chaperones.  Guidance from the 

RCN and the RCOG state that chaperones should be offered for any intimate procedure 

regardless of the gender of the practitioner (RCN, 2023; Rymer et al., 2009) in order to 

protect doctors from medico-legal challenges to their care or behaviour (Allan, 2005).  

Whilst it is standard practice for obstetricians of any gender to offer a chaperone, I have 

never known a midwife to offer one prior to any procedure or episode of care, an 

anecdotal observation which is likely standard practice since, unlike other Royal 

Colleges, the RCM does not offer any guidance on this matter.  Nevertheless, the 

concerns raised by female midwives in Speak and Aitken-Swan’s (1982) report - that 

the presence of male midwives would result in a cost/resource burden because of the 

perceived need for them to be chaperoned - continue to be raised in the literature today 

(Bly et al., 2020), suggesting that men working as midwives remain problematic and 

oxymoronic for many still.  

The broader concept of acceptability which lies at the centre of concerns around 

chaperonage is complex to measure, occupying most of Speak and Aitken-Swan’s 

(1982) report with data from interviews and questionnaires with mothers, husbands, 

doctors, and female midwives captured for different care episodes throughout the 

childbearing continuum.  McKenna’s (1991) retrospective review of trends relating to 

men in midwifery picked up on this theme of acceptability, providing a useful summary 

of contemporaneous debates in the press as to whether male midwives are seen as 

“acceptable or unacceptable” (p. 485) by the same key stakeholders which in turn 

helped to clarify the specific concerns circulating at that time.  He argued that those in 
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favour saw no difference between an obstetrician and a midwife who were male in 

providing intimate care, the former’s presence being unproblematic.  Those against 

argued that midwives cultivate a relationship over a prolonged period, often in the 

community, which involves supporting women with intimate care, contraception, and 

discussion around relationships.  These distinctions, he argued, are what make the 

gender of the midwife important, citing literature which talks about men lacking “the 

necessary maternal instinct” (p. 485) to provide the required psychological support to 

women.  Allan’s (2005) ethnographic study of female chaperones in a fertility clinic 

also concludes that women’s desire for female chaperones is based on a shared 

subjectivity of being a woman which countered the objectification that the patients 

experienced when undergoing invasive medical procedures.  This challenges the notion 

of a purely skills-based understanding of what constitutes a profession and being a 

person who is contained within that profession, and helps explain the complexity of 

being able to answer the question of “acceptability” within the simplistic quantitative 

and binary terms of reference of Speak and Aitken-Swan’s (1982) experimental study.  

How men who are midwives navigate this awareness of their sexuality and the role of 

intimate touch in care provision is therefore key to understanding their experiences. 

Different? Managing Masculinity 

Institutional policies in part contrive to manage the problematic male nurse working in 

women’s spaces by insisting either that they - unlike the Male Midwife - are 

chaperoned, or that they nurse other men in gender-segregated wards (Fisher, 2009).  

Literature also reveals how the men themselves operate at an individual level to make 

their presence, if not always acceptable, then at least tolerable.  Disproportionately high 

numbers of men gravitate away from specific nursing specialities, in particular the 

domains of midwifery, school nursing, paediatric nursing, and community nursing 

which were rated as “highly female” (p. 95) in a survey of 384 nursing students 
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(Muldoon & Reilly, 2003).  Many chose to align themselves with masculine ideals by 

heading towards key areas which are more gender congruent, what Egeland and Brown 

(1988)  term “islands of masculinity” (p. 257).  Mental health nursing represents the 

largest of these islands, with men making up 29% of the workforce (NHS, 2019) and 

where men have had a long history of being valued for their strength in restraining 

violent psychiatric patients (Harding, 2007; Holyoake, 2002).  Whilst their physical 

presence may render them problematic in terms of provision of intimate care, it can also 

be mobilised in ways to make their presence more acceptable.  Male nurses frequently 

commented that they were used as brawn to carry out heavy work such as lifting and 

turning patients.  58% of respondents in Stanley et al. (2016) stated that they had been 

used as “muscle” to avoid having to ask female nurses to perform the same task.  

Similarly Evans (2004a) interviewed eight Canadian men and, whilst for some this was 

unwelcomed, for others it was viewed as a source of satisfaction.  It allowed them a 

legitimate physical point of contact to demonstrate caring and for others it reaffirmed 

their masculinity by being able to perform acts which could be regarded as chivalrous 

for the benefit of female staff.  Evans goes on to point out the paradox here: the very 

body that can be perceived as aggressive by women as receivers of care can also be 

deployed by women as caregivers to alleviate burdensome tasks.  Within midwifery, it 

is unlikely that the male body can ever be so easily reconfigured given that service 

users are almost exclusively women and psychiatric care within maternity services is 

delivered through multidisciplinary team working.  The paradox for midwifery sits in 

why the male body exists in a professional space that was hitherto unquestionably 

occupied exclusively by women. 

The literature also suggests that for many men, regardless of their area of 

practice, there is a recognition that they are, for the first time in their lives, a highly 

visible minority which in turn can encourage them to try and excel and prove their 
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worth because they are under a greater level of scrutiny than women (Rajacich et al., 

2013).  A chance to stand out and overachieve when collaborating in care was regarded 

as important in a study of male nurses by Herakova (2012).  She describes it as a 

significant moment of acceptance when female colleagues made opportunities for their 

“dominant masculinity” (p. 345) to be demonstrated.  Sayman (2015) carried out semi-

structured interviews with male nurses and narratives emerged from all participants 

describing themselves either as heroes in adrenaline-charged, challenging, high stake 

situations or being driven to excel in clinical competency.  One participant 

acknowledged this was down to being visible and needing to prove himself in the face 

of being part of a “marginalized population” (p. 16), but it also plays into “the 

internalized notion of masculinity” (p. 14) - of being strong, competent, rational, and 

conforming to gender norms in an exaggerated form to counteract the deviant 

stereotypes projected onto them.  Cottingham et al. (2018) contrast the unwanted but 

necessary burden of “emotion practice” performed by minoritized Black female 

midwives with the “status shield” experienced by men working as nurses (Cottingham 

et al., 2015).  For the midwives in Cottingham et al’s 2018 study there is a need to 

manage their emotions in the face of racism which further diverts emotional resources 

away from their nursing duties.  Conversely men in Cottingham et al’s 2015 study felt 

less accountable to engage emotionally with certain aspects of their work and, when 

they did, identified it as a skill separate from their internal sense of self, more easily 

managed, and less depleting.  Both studies theorize that cultural beliefs of gender 

enforce the notion that men are more agentic and “instrumentally competent” 

(Cottingham, et al., 2015, p. 386) than women.  They argue that these norms are 

subconsciously internalised by men working in female dominated professions and that 

they apply them to their work as nurses in order to allow them to view it as gender 

conforming.  In turn, this will offer them greater protection from emotional burnout 
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than their female colleagues.  Cottingham et al’s (2015) survey of 667 female and 63 

male nurses in the US concluded that men were not expected to display emotions to the 

same extent as women.  They go on to suggest that viewing emotional labour as a task 

that can be managed, rather than an essential part of their self, may render women’s 

emotional labour more depleting than men’s.  In this sense, men not only survive 

women’s work, but constructs of gender can protect them and help them to thrive.  In 

Holyoake’s (2002) interviews and ethnographic study of male mental health nurses, she 

identified a “soft masculinity” (p. 33) that was culturally constructed as a result of their 

working in a female environment rather than an inherent quality that they brought with 

them to the profession.  Accordingly, they are performing an identity constructed for 

them, what Kellet et al. (2014) call a “marginalized performance of masculinity” (p. 

78).  Rather than seeing this as a burden, Herakova (2012) sees this as yet another 

example of male advantage and suggests that this gives them a unique agency in 

responding to dominant cultural structures.  Cottingham (2017) concurs that these new 

masculinities have not evolved in order to challenge patriarchal structures.  Instead, she 

argues that the men in her study have adapted to the changing social and economic 

landscape, ensuring that men retain their privilege even whilst performing women’s 

work and, in so doing, create a new form of hegemony. 

In contrast to consciously attempting to capitalise on their gender as a man, 

there is also evidence of men in nursing trying to minimise it in order to assimilate 

themselves into the female majority so that they do not stand out.  This manifests itself 

in men emphasising their professional status as being independent of gender, thereby 

attempting to render their gender irrelevant within the context of work.  Limiting 

visibility was noted in Juliff et al.’s (2017) study of nine newly qualified male nurses in 

Australia.  They did not want to be seen as different and rejected the title “male nurse” 

(see also Rajacich et al., 2013), the male qualifier described as “distasteful and 
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unnecessary” (p. 47).  Outside of work, some respondents stated that they would hide 

what they did when asked by other people thus not only attempting to assimilate within 

the profession, but also to erase themselves from the profession when not at work.  

Kellett et al. (2014), as a result of their critical synthesis of the literature on men in 

nursing, call for a “de-gendering” (p. 85) of caring - a move away from an essentialist 

philosophy of female caring to create a new ontology.  Inoue et al. (2006) argue that 

nursing in Australia is moving towards being a more “gender-balanced” (p. 559) 

profession and, like Kellett et al. (2014), identify the provision of intimate care as an 

area which challenged male nurses.  The task, then, for men in nursing, is how to negate 

their gender when it is perceived as problematic.  Men in Holyoake’s (2002) study said 

that they wished to be seen “sexless” (p. 35) and  managed their gender in ways that 

rendered them acceptable.  This manifested itself in being “sexually inoffensive” (p. 35) 

by privileging their knowledge and leadership as ways to demonstrate their legitimacy 

in the environment.  In Inoue et al.’s (2006) interviews with 12 male nurses, a common 

coping mechanism was to see women as clients, to ignore their gender and focus on 

task-based delivery of care to avoid feelings of embarrassment.  Nevertheless, almost 

half of the participants highlighted that working in midwifery settings was the most 

challenging place to provide nursing care, their increased discomfort directly 

correlating with the younger age range and the fact that “they [women] don’t look at me 

as a nurse” (p. 562). 

In Herakova’s (2012) study assimilation is only one of the diverse strategies 

men deployed to try and make their maleness not be the most salient aspect of their 

presence.  Men invested time in “emphasizing commonalities, censoring self and 

overcompensating” (p. 339).  This took the form of avoiding taking part in gossip and 

not intervening when female colleagues made offensive or inappropriate comments in 

order to avoid standing out and thus potentially drawing attention to their visible 
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difference.  Instead, if necessary, they would address conflict on a one-to-one basis in 

private, creating a safe space where their preferred communication style - directness, 

which they perceived to be different from female communication styles - could be 

deployed without inviting criticism from the wider workforce.  Whilst men in this study 

felt that they had achieved assimilation when being asked for help by co-workers, the 

inverse did not also hold true.  They did not also cite examples of when they asked for 

help from their team as denoting acceptance or assimilation, suggesting that to do so 

would compromise their “masculinity and their nursing expertise” (p. 340).  In other 

words, assimilation can only be enacted on their terms.  Herakova suggests that by not 

trying to disrupt existing structures of gender normativity they are enacting “a sense of 

entitled belonging that can be linked to masculine normativity” (p. 339).  This 

argument, however, leaves men in nursing in a rhetorical impasse, suggesting both 

rejecting and minimising gendered norms are unacceptable strategies for men to 

navigate these contested spaces.   

When working in intimate touch environments with service users, men may 

make further adaptions at an individual level.  Cottingham (2019) proposes that men 

perform and adapt masculinity in order to render it acceptable to nursing care, what she 

terms hybrid masculinities.  One of the few observations specific to midwifery can be 

found in Fisher’s (2009) study which includes interviews with three Australian men 

who are midwives.  They said that they limited intimate procedures such as VEs15 to 

when they were clinically indicated rather than slavishly following rigid guidelines for 

frequent examinations.  Fisher describes this as men producing counter or oppositional 

gender performances which are tailored in response to the reactions of the individuals 

they have to care for.  This, however, was perceived as dangerous by female colleagues.  

 
15 In the UK, VEs are commonly performed by midwives every four hours once a woman or birthing 
person is in established labour to assess progress and position of fetus, or more frequently if there are 
concerns (National Institute for Health and Care Excellence (NICE), 2014).  
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One of the respondents in the study claimed that female midwives preferred the safety 

of following hospital guidelines developed by the dominant male medical philosophy of 

care to listening to the women they were caring for and making holistic assessments.  In 

this case, male agency combined with an awareness of their otherness has led to a 

modified approach to care which is arguably more acceptable to women. 

This agency has been noted in other studies of men in nursing and concurs with 

some of the findings in the literature on men in midwifery.  Evans (2002) describes men 

building a rapport with the patient first when providing intimate care for women.  They 

achieved this through the use of appropriate humour and explaining procedures in 

detail, something which they did not feel was necessary when caring for male patients.  

Nursing tutors interviewed by Grady et al. (2008) stated that male students were 

business-like when caring for female patients and more likely to provide them with 

knowledge, encourage self-caring, and empower them.  This is synonymous with the 

philosophy of midwifery care advocated by the ICM (2014).  This modified care 

performed by men arises because, as articulated by respondents in Harding et al. (2008), 

men are acutely aware that they cannot take it for granted that patients will allow them 

to care for them.  Instead this must be negotiated whereas they believed female nurses 

took it as their right.  Charrier (2011) presents the only European perspective on men in 

midwifery and his paper argues that the 1.8% of men within midwifery in France 

brought a “respective masculinity” (p. 103) to the profession, an alternative 

construction of behaviours associated with the male gender that counter what has been 

termed hegemonic masculinity (Connell, 2009).  He illustrated his theoretical positions 

selectively from interviews conducted with 13 male midwives about their professional 

experiences, and 10 male student midwives about what motivated them to study 

midwifery.  There is, however, little divergence in what the interviewees said from 

other research on the topic; Charrier (2011) argues that men in midwifery value the 
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ability to practice autonomously and emphasise their professional skills and ability to 

empathise as something which is independent of gender.   

One hypothesis referred to in several papers is that, with increasing numbers of 

men in the profession and greater exposure to their care, they will gradually come to be 

viewed as a nurse rather than a male nurse (Rajacich et al., 2013).  Chur-Hansen (2002) 

compared results from a study investigating preferences by service users for nurse by 

gender in 1984 which was repeated in 2000.  The results remained the same - same-

gender preference correlated with the degree of intimacy of the care.  What also 

remained the same was the number of male nurses within the profession.  It would be 

impossible to test this hypothesis for midwifery in the UK given the lack of men in the 

profession and the fact that the numbers, as in nursing, remain static.  Mokdad and 

Christensen (2021), acknowledging that there continues to be little research on 

provision of intimate care by male nurses or midwives from what they term Western 

countries, sought to counter this by conducting an inductive content analysis of blog 

posts on 17 parenting websites which referred to care received by a male nurse or 

midwife.  It would appear that the presence of men in the profession over the past 40 

years has done little to change the opinions of service users or to render them more 

acceptable.  They found evidence that intimate care by men continues to be 

problematic.  Most contributors refused care by men and felt angry or embarrassed at 

the prospect of it but conversely were pragmatic about appointments and clinical 

procedures with a male doctor.  The distinction centred around whether the care was 

perceived as “technical or intimate” (p. 292).  This perpetuates and endorses the notion 

that men ascribe to a techno-rational approach to healthcare and, by implication, are 

essentially unsuited to intimate caregiving environments (Evans, 2002).   

For men in both midwifery and nursing, acceptability of their presence is a key 

focus for discussion in the literature.  The locus for acceptability centres on the 
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provision of intimate care and how to manage the sexuality that men bring with their 

bodies into the room.  Birth has been described as sexual and sensuous, frequently 

provoking disinhibited behaviour normally only displayed with trusted sexual partners 

(Buckley, 2010) which may render the presence of men as midwives as disruptive to 

this process.  The key distinction for men working as midwives rather than nurses is 

that they do not have the option to escape to an island of masculinity - in fact they have 

actively chosen to move into an all-female space where they have been neither needed, 

wanted, or invited from within the profession or from service users.  Having identified 

acceptability as an issue, I have isolated a subtheme which focusses on managing 

undesirable characteristics and which coalesces around the concept of masculinities, the 

outward expressions of male gender identity.  Exhibiting hegemonic forms of 

masculinity presents a barrier to their (accept)ability to provide intimate care, and 

modified forms of masculinity are performed in an attempt to be able to navigate the 

male nursing journey with greater ease and acceptability.  What this looks like for men 

in midwifery remains little explored. 

Necessary? Plugging a Gap in the Workforce 

The largest number of papers (14) containing a significant focus on men working as 

midwives come from countries in Africa.  It is tempting to dismiss this research on the 

grounds that the socio-economic, cultural, and political contexts of African and other 

majority world countries could make it difficult to transfer findings to the UK context.  

Nevertheless, I recognise that there are multiple intersecting identities beyond gender 

which impact on the experiences of men within the profession and how women respond 

to them, particularly in the NHS which has a Black, Asian and minoritized ethnic 

(BAME)16 workforce of over 19% (NHS Digital, 2019).  I am also cognisant that by 

 
16 Here and elsewhere in the thesis I reflect the acronyms used within NHS and NMC literature.  
However, I recognise the debates around the problematic use of broad-based terminologies to identify 
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rejecting these papers I would be silencing voices which could contribute new data to 

an already neglected area of research.  I would also be ignoring the importance of 

turning a decolonialist lens onto knowledge production to help understand how some 

inequities for Black and Brown women, birthing people, and midwives are perpetuated 

when White Eurocentric research is privileged and centred (Lokugamage et al., 2022).  

It does, however, lead me to consider why men in midwifery are disproportionately 

represented in research from and about Africa.  All the papers frame their studies within 

the context of contributing towards achieving the United Nation’s Millennium 

Development Goals 4 and 5, and the subsequent Sustainable Development Goals of 

reducing high levels of avoidable maternal and neonatal morbidity and mortality by 

ensuring increased access to skilled birth attendants (United Nations Department of 

Economic and Social Affairs, 2017; United Nations, 2022).  This is likely to explain 

why publication of these papers is clustered between 2015 and 2021, with more than 

half of them conducted in Ethiopia, a country where between 29% and 33% of 

midwives are estimated to be men (Ethiopian Midwives Association/UNFPA, 2012; 

Sannomiya et al., 2019) and is one of six countries that contribute to 50% of global 

maternal deaths (Ethiopian Midwives Association/UNFPA, 2012).  In these papers 

research around men in midwifery is foregrounded on an understanding that they 

represent a potential untapped resource to address wider midwifery shortages in large 

parts of Africa. 

Whilst men in midwifery in all of these papers are positioned as a necessary 

solution to a workforce shortage, researchers also seek to understand how their presence 

impacts on women accessing maternity services.  Two studies (Biza & Mohammed, 

 
groups of individuals to describe visible or racialised difference.  These are imposed on minoritized 
groups by a White majority which can be experienced as dehumanising, disempowering, and reductive 
(Pendleton et al., 2022) and, it is argued, can be used in policy documents to avoid confronting complex 
issues at the root of race and minoritization processes (Ahmed, 2023, p. 63). 
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2016; Zepro et al., 2021) looked at pastoralist communities in Ethiopia where less than 

10% of pregnant women birth in a healthcare centre and less than a third access any 

professional antenatal care.  There was a statistically significant correlation between the 

presence of a Male Midwife at the nearest healthcare centre and women choosing to 

birth at home without a midwife in a sample where 96% of parturient women identified 

as Muslim (Biza & Mohammed, 2016).  According to qualitative interviews, the issue 

for some Muslim women specifically related to their understanding that it was against 

their religion to be seen naked by a male other than their husband and would result in 

shame and punishment from God (Zepro et al., 2021), with specific concern around 

VEs.  Tesfaye et al. (2020) conducted focus groups with multiple stakeholders, the 

overwhelming majority of whom were Muslim and they identified a negative attitude 

towards male midwives which prevented many women from accessing care in labour 

and which provoked feelings of shame and fear.  This led the authors to recommend 

reconsidering the training policy in Ethiopia to reduce the number of men qualifying as 

midwives.  Similarly, Mordal et al. (2021) interviewed 19 women who had birthed in 

healthcare facilities in a rural setting but do not include religion within their 

demographic statistics.  In their study the presence of male professionals emerged as a 

discrete theme.  Men were seen as “challenging” (p. 4) but there was a sense that it was 

better to submit to their care than to risk poorer health outcomes by birthing without the 

presence of a midwife at all.  The authors attribute this acceptance as being due to a 

gradual wider acceptance of men working as midwives and speculate that women have 

limited expectations of caregivers which are therefore easily satisfied.  This study is 

complimented by another involving interviews with 30 women who had recently given 

birth (Madlala, Ngxongo & Sibiaya, 2020) and had received care from a man.  They 

were overwhelmingly opposed to this, citing cultural and societal beliefs as rendering it 

shameful, taboo, and embarrassing.  In this study, it was not Islam but more localised 
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traditions that dictated men should not be at birth for fear of inflicting bad spirits onto 

the newborn.  Participants felt that their low educational achievement and limited 

financial means meant they had no choice and were therefore obliged to accept care 

from men.  Gora et al. (2021) surveyed 657 women who had recently given birth and 

found that over a third of them cited fear of a male birth attendant as a reason for 

choosing to birth at home even though 95% of respondents identified as Christian, 

suggesting that cultural acceptability of men in midwifery is nuanced and transcends 

any one religion.   

The behaviour of men in midwifery was also scrutinised by researchers in order 

to understand how this could be mobilised to increase the numbers of women accessing 

care.  There is some quantitative evidence to support the enhanced proficiency of men 

who are midwives in Ethiopia.  Goshu et al. (2018) measured 12 markers of 

competence and found that men who were midwives achieved higher scores than their 

female counterparts in over half of the domains, but no explanation is offered for this 

disparity other than to hint at challenges faced by female midwives in “gaining and 

maintaining the required skills and competencies” (p. 8).  Conclusions from these 

studies led Bakker et al. (2020) to develop and test a Mistreatment Appraisal Scale on 

390 male and female midwifery students, also in Ethiopia, to specifically assess 

whether male midwives were more likely to provide respectful maternity care and did 

not observe any association between gender and self-appraised ability to mistreat 

women, although they noted that attitudes do not necessarily equate to respectful 

maternity care.  Burrowes et al. (2017) interviewed both service users, students, and 

qualified midwives to investigate the issue of disrespect and abuse.  Their sample came 

from an urban environment rather than a pastoralist one and had notably different 

demographics – older and more educated mothers – although the religion of any of the 

groups was not documented.  The women in this purposive sample had actively chosen 
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to birth in a hospital and either had no gender preference or preferred male midwives, 

describing them as more empathetic and competent.  This led the authors to recommend 

that future research focusses on gender dynamics and how factors such as age and 

education affects respectful maternity care.  Mthombeni et al. (2018) conducted similar 

in-depth interviews with multiparous women on postnatal wards who had received care 

from male students.  When asked how they felt, 95% of the women positively preferred 

the care from the men because they were perceived as more caring and sympathetic 

compared to their experiences with female caregivers who ignored them.  Muliira and 

Bosco Ssendikadiwa (2016) focussed on midwives working in rural areas of Uganda.  

224 midwives completed a Professional Quality of Life Scale survey, 46 being men. 

The authors concluded that men “experienced higher levels of compassion satisfaction, 

burnout and secondary traumatic stress” (p. 573) and suggest this was due to men 

having to exaggerate their caring, skill, and expertise that women had valued so highly 

in other studies in order to justify their presence within the profession.  This contrasts 

with the assertions of Cottingham et al. (2015) noted earlier in this chapter that male 

nurses in the US were less vulnerable to emotional burnout due to a status shield.  

Whether the difference sits within the unique challenges of midwifery or the potentially 

differing socio-cultural expectations between the countries is a rich area for further 

exploration.   

The richness of the findings of the African studies serve to underline the variety 

of factors that influence the acceptability of men in midwifery to service users and the 

complexity surrounding debates focussed on introducing men into the midwifery 

workforce in greater numbers.  What is perhaps significant is that the high numbers of 

men who are midwives in Africa is not as a result of men wanting to be midwives, or of 

service users requesting them.  In the case of Ethiopia, the government developed a 

Human Resources for Health strategy (Goshu et al., 2018) to address the critical 
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shortage of midwives.  The Ethiopian Midwives Association (2012) state that “students 

do not choose to be midwives but are assigned by Ministry of Education and Health to 

study the profession” (p. 6), and it is suggested that assignation is based on academic 

ability (Burrowes et al., 2017) rather than a holistic assessment of suitability or 

engagement with stakeholders as to what they are looking for in a midwife.  Given that 

men may benefit from greater access to education, it may be that it has the unforeseen 

consequence of fast-tracking them into a midwifery pathway that neither they nor the 

service users would choose.  In South Africa 10% of midwives are men and known as 

accoucheurs (South African Nursing Council, 2018), but it is not clear how many 

practice as midwives once qualified, or who are actively choosing to pursue a career in 

midwifery as the study of midwifery is incorporated into a Diploma which combines 

general, psychiatric, and community nursing with midwifery.  Midwifery, therefore, 

may be perceived by some as a necessary obstacle to overcome in order to achieve the 

Diploma needed to go on to work in another field of nursing.  This is evidenced by 

Madlala et al. (2021) who collected qualitative data from focus groups with male 

student midwives focussing on what they term gender inequality in training.  This 

manifested itself in men struggling to get learning opportunities they needed to 

complete their training as female students were prioritised.  As a result they felt rejected 

and unwanted by the women they supported who openly stated that they would prefer a 

woman to care for them.  Some participants viewed pregnant woman as resources for 

them to learn on in order to complete their training and felt indignant that their “rights” 

(p. 5) were not prioritised above the rights of women to decline their care.  A 

complimentary study (Mthombeni & Phaladi-Digamela, 2015) which interviewed eight 

qualified male nurses found that intrapartum care was a source of frustration and 

embarrassment due to the highly intimate nature of some clinical procedures.  The 

compulsory requirement to provide intimate care in labour conflicted with some of the 
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participants’ beliefs.  Others felt they were neglected by female mentors who refused to 

supervise them and perceived that the midwifery element of the nursing qualification 

should not be compulsory for men.  Thus, having been fast tracked by outside agencies 

into midwifery, men struggled to achieve the same academic success within midwifery.  

The very agency that had got them there was an obstacle to achieving the proficiencies 

and competencies necessary to qualify as either a midwife or a nurse. 

The notion of the Male Midwife as a solution to a staffing shortage is 

approached obliquely in these studies in Africa but has been explored more explicitly 

within nursing literature from the UK, USA, and other industrialised countries where 

comparable healthcare resources17 exist, albeit that they are not always universally 

accessible to all.  The discourse analysis conducted by Cottingham (2019) and referred 

to above argues that discourses of power are perpetuated through the construction of the 

concept of the “missing and needed male nurse” (p. 197).  She goes further to indicate 

that texts perpetuate the notion of women contributing to the staffing crisis in nursing 

by pursuing part time working.  Conversely men are viewed as more committed as they 

must overcome barriers (Ashkenazi et al., 2017), by “challenging established norms and 

breaking the stereotypes” (Carte & Williams, 2017, p. 81) in order to establish 

themselves in nursing.  O’Lynn (2004) suggests that the shortage can also be attributed 

to the fact that women have greater career options in the 21st century: nursing must now 

“compete with more lucrative professions for bright, talented women” (p. 229) and he 

argues that targeting men and people from minoritized ethnicities is the solution.  There 

is also a frequently posited argument that with the arrival of men in greater numbers 

comes a concomitant improvement of status, pay, and conditions for all in nursing 

 
17 I am guided by Khan et al. (2022) in trying to accurately describe the regions/countries I am referring 
to, and avoid using, more imprecise and dichotomized terms (e.g., Global North/South or High/Low-
income countries) to divide up the world which can perpetuate colonial divisions of knowledge and 
discourse.  
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(Ashkenazi et al., 2017; Bly et al., 2020; Ellis et al., 2006).  This is in line with men’s 

assumed status privilege which operates regardless of the fact that they have chosen to 

deviate from accepted gender roles (Cottingham et al., 2015).  Evans (1997b) counters 

this by arguing that there is no evidence that a large influx of men will improve the 

status and pay of nurses and, further, this is to minimise the existing achievements of 

women who are nurses.  In fact, it is likely that the “glass escalator” effect observed by 

Williams (1992; 2013), whereby men are fast-tracked out of hands-on nursing care and 

into managerial positions, leads to men in nursing achieving increased status without 

taking women with them.  This puts women at risk of being subordinate not only to 

doctors but also to male nurses.   

Whilst this theme contains the largest number of papers with a focus on men in 

midwifery, the research data has largely been gathered outside the UK and in African 

countries where barriers driven by economics, politics, cultures, and geography mean 

that there is an urgent need to address shortages in skilled birth attendants that has led to 

including men as a possible unexploited resource.  Discourse in nursing literature from 

the UK and the USA frames the missing male nurse as a barrier to increasing the status 

of the profession for all its members.  It is certainly true that, whilst there is much 

discussion of nursing shortages, until recently there has been no shortage of applicants 

wanting to train as midwives (RCM, 2018) and therefore no concomitant incentive to 

actively target men as a source of staffing.  In fact, midwifery has specifically been 

excluded from recruitment drives targeting men to apply for health and social care 

programmes (Research Works Ltd for the Office for Students, 2020).  I draw the 

conclusion here that without external drivers, there will be no change in the numbers of 

men in midwifery in the UK, and without a critical mass, there will be no discussion 

about their experiences.  This echoes Aitken-Swan’s (Speak & Aitken-Swan, 1982) 

concluding words in her report on the Scottish branch of the experimental study: “The 
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study suggests that if male nurses are admitted to the profession, it will not be so much 

because they are wanted in it but because people can see no very good reason for 

keeping them out” (p. 79).   

Equal? Equality, Diversity, and Inclusion 

Despite her remit to provide an impartial and objective report, Aitken-Swan (Speak & 

Aitken-Swan, 1982) inserts a subjective note in her concluding remarks by stating that, 

“it may be that women are being expected to accept something that is being done not so 

much in their own interests but in support of a principle such as equality for male 

nurses” (p. 79).  Aitken-Swan was prescient as, although there has been no further 

research literature on the topic of men in midwifery in the UK since 1991, other high-

income countries, notably the USA, have recently begun to take an interest in this area, 

framing the discussion through the lens of equality, diversity, representation, and 

inclusion.  In the USA, Kennedy et al. (2006) conducted focus groups with “diverse” (p. 

85) midwives to try and ascertain how their identities impacted on the care they 

delivered in order to align with the American College of Nurse-Midwives (ACNM) 

mission statement which “seeks to recruit… persons from ethnic and cultural 

minorities” (p. 85).  Four White men were included in a sample of 15 midwives, the 

other participants being either Black, Hispanic, or Asian women.  The men’s 

experiences were incorporated into the same thematic divisions as those of the women.  

Male gender was conflated with ethnicity as a marker for diversity with no discussion 

from the authors that being male does not normally represent a position of disadvantage 

that needs addressing, nor does the College actively seek to recruit men.  The men 

themselves, however, were aware of their “past privilege” (p. 88) as a man before they 

became midwives, and one participant stated that it allowed him some insight into how 

other minority groups experienced and navigated the world.  The authors - all White 

women - assert that the men share experiences of disadvantage, assigning them “a 
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double dose of oppression” (p. 88) by being both resented by some of their female 

colleagues whilst also being in a profession which is often viewed as subjugated by 

medicine or obstetrics. 

Kantrowitz-Gordon et al. (2014) focus specifically on men as a distinct 

underrepresented group that forms part of a wider lack of diversity in midwifery.  Their 

work was designed to contribute to the ACNM’s “Gender bias task force” which was 

set up after significant opposition by members when they passed a non-discrimination 

policy for admittance to the College based on gender.  They reported on the qualitative 

responses of 28 men and three transgender midwives which were categorised under five 

thematic headings.  Participants felt singled out, their gender causing them to be 

positioned as different from their colleagues, their individuality ignored, and many were 

refused job opportunities.  There was also ambivalence about their minority status with 

a variety of responses, from one stating that being a minority was not a problem to 

another describing himself as numb to the unwanted reactions of other people.  The 

authors summarise this thus: “Some acknowledged the complexity of experiencing 

discrimination because of their gender while continuing to hold social privilege” (p. 

520).  Unlike in Kennedy et al.’s (2006) study, the authors of this paper identify that 

there is a tension for men in midwifery between being an extreme numerical minority 

within an otherwise all-female workforce and social theories of masculinities which are 

frequently coupled with male privilege.   

This tension as to whether being a man in midwifery is a potential site of 

discrimination which requires intervention is further explored by Bly et al. (2020).  

They surveyed 864 members of the ACNM about their attitudes towards men in 

midwifery.  In their introduction they argue for a more diverse midwifery workforce to 

“better serve midwifery clients of varying demographic characteristics” (p. 199) 

without elaborating how increasing the existing 1% of ACNM members who identify as 
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men would address this seemingly unmet need.  The quantitative data overall showed a 

positive attitude towards men being in the profession which correlated with having 

worked with a man who was a midwife.  Nevertheless, almost 30% of those surveyed 

were either unsure or opposed the presence of men in midwifery.  Open-ended 

responses “revealed dichotomous and conflicting beliefs” (p. 202), both within the 

sample and within responses from the same participant.  These dichotomous responses 

showed that, like the respondents in Charrier’s (2011) paper, some believed evidence-

based care was independent of the gender of the midwife, whilst other’s held 

essentialist beliefs about the importance of being a woman in order to understand and 

meet the needs of other women.  The authors summarise this internal conflict thus: 

“Many participants advocated publicly for inclusion while silently mourning the loss of 

women-only spaces: ‘It seems like such an anti-midwife thing to do to discriminate 

against someone because of their gender. But…’” (p. 204).  This conflict extended to 

upholding the theoretical stance that having men within the profession offered an 

opportunity to “heal the gender divide” (p. 204) but at the same time there remained a 

need to protect women who may feel threatened by men in their birthing space based on 

past traumatic interactions with men outside of it.  Charrier (2011) provides a 

counterpoint to the fears articulated by some of the participants in Bly et al.’s (2020) 

study by concluding that, contrary to other forms of masculinity, male midwives in 

France do not seek to deny their masculinity but neither do they seek: 

…a hierarchical ordering of gender, nor an aim to dominate the professional 

field.  This “respectful” dynamic stands out from the majority of studies of 

masculinization, generally considered synonymous with invasion, or in its less 

extreme reading, transformation of professional practices. (p. 120) 

In an editorial in the same journal issue as Bly et al.’s (2020) research, Likis and King 

(2020), for the first time in the literature, acknowledge that discussion around men in 
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midwifery has heretofore been limited to “socially constructed binary gender roles” (p. 

193) and pose the question: 

As midwives finally start to publicly acknowledge the fluidness of individual 

gender identities among our patients, ourselves, and society at large, why do we 

cling to traditional binary gender roles as clinicians?  Aren’t a midwife’s skills, 

philosophy, and provision of care more important than their gender? (p. 194) 

The literature on men in midwifery in the USA has started to grapple with 

complex and conflicting issues around the apparently dichotomous situation of small 

numbers of men within the profession holding minority status normally associated with 

groups who lack power and privilege requiring them to lobby for greater equality with 

the groups that control them (Bly et al., 2020; Kantrowitz-Gordon et al., 2014; Kennedy 

et al., 2006).  This is set against the need for men within midwifery to manage the 

power and privilege they have inherited in order to be able to effectively work in 

synergy with a profession which seeks to promote the autonomy of pregnant and 

birthing women largely by employing other women to advocate for them.   

Once again, the literature on men in nursing can help add nuance to this debate.  

Achieving greater numerical equality would require addressing the invisible barriers 

created by the intersection of multiple factors within the individual societies that 

nursing and midwifery operates in.  For example, in Jamaica where less than 1% of 

nurses are male,18 Adeyemi-Adelanwa et al. (2016) talk about men working as nurses 

experiencing exclusion, discrimination, and prejudice but go on to acknowledge that 

social constructs of gender in a society where homophobic views are prevalent are what 

stigmatise the male nurse rather than any legislative barriers to entering the profession.  

 
18 For comparison, men constitute 13% of nurses in the USA (U.S. Bureau of Labor Statistics, 2021) and 
11% in the UK (NMC, 2022). 
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Adeyemi-Adelanwa et al. argue that men who are nurses in Jamaica are disadvantaged 

by being barred from intimate care procedures as this hinders their progress to 

becoming a midwife which is a requirement for promotion to senior nursing positions.  

There is, however, scant further evidence in the wider literature of men in nursing being 

economically disadvantaged in comparison to their female counterparts.  Despite the 

rhetoric of oppression used to justify their research, Evans (1997b) argues that men 

retain the patriarchal status and power that their gender affords them even whilst 

constituting a minority and, furthermore, this affords them a “special and privileged 

minority status” (p. 227) which is not experienced by women in male dominated 

professions.  Whilst literature suggests that men are motivated by the same reasons as 

women to pursue a career in nursing, that is to say, for altruistic reasons and to provide 

care (Colby, 2012; Harding, 2009; Ierardi et al., 2010; Rowlinson, 2013; Sayman, 2015; 

Whittock & Leonard, 2003), Evans (1997b) references Williams’s (1992) glass 

escalator discussed earlier under the preceding subsection.  She argues that this effect is 

not only a result of men enacting the ambition and status that is expected of them, but 

that they also benefit from the complicity of women in furthering their careers as an 

extension of the essentialist caring narrative of women as nurses which keeps them in 

hands-on caring roles.  This was exacerbated by the restructuring of the NHS in the 

1960s which created new leadership opportunities for nurses (Evans, 2004b), benefiting 

men who are familiar with the structures of power and how to achieve them, 

particularly as they are more likely to have come to the profession as a second career 

where they were able to accrue the skills that are desirable to a business model of 

clinical administration.  Cottingham (2019), in her critical discourse analysis of 

professional nursing texts, makes the salient point that the “rhetoric of equality” (p. 

203) that is traditionally associated with oppressed minorities with limited agency and 

power to affect change is being misappropriated when applied to men in nursing.  She 
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states that any discussion about men lacking numerical equality with their female 

counterparts is frequently divorced from any discussion of historical male privilege.  In 

so doing, she continues, a siege mentality can be reinforced for many female 

practitioners who see men advancing into spaces that are traditionally reserved for 

themselves, recalling much of the historiography of relations between men and 

midwives discussed in Chapter 1. 

The requirement for greater numerical gender equality is predicated on the 

notion that it is indivisible from wider struggles for representation, and multiple papers 

on men in nursing call for greater diversity in the workforce (Colby, 2012; Meadus & 

Twomey, 2011; O’Lynn, 2004; Powers et al., 2018; Whittock & Leonard, 2003). 

Cottingham (2019) argues that this “politically potent concept of diversity” (p. 207) 

privileges the category of man as having equal potential for experiencing discrimination 

and disadvantage as that of woman.  Not only does this co-opt the origins of a legal 

understanding of diversity as addressing historical injustices of oppressed minoritized 

groups, but also reinforces the essentialist argument stemming from Florence 

Nightingale that nursing and caring are currently seen as inherently and exclusively 

female.  This has the unintended consequence of perpetuating the segregated nature of 

the profession along gendered lines.  Furthermore, when viewed in relation to 

midwifery, the call for diversity is problematic.  Colby (2012) and Carte and Williams 

(2017) argue that diversity is vital so that the nursing workforce can reflect the patient 

population, but do not consider how this relates to areas of nursing focussing almost 

exclusively on women’s health such as gynaecology.  Until very recently midwifery has 

been understood to deal exclusively with female service users, thus an all-female 

workforce within this context would not only be appropriate, but arguably 

desirable.  The number of pregnant trans masculine and non-binary service users 

accessing perinatal services is not known (Darwin & Greenfield, 2019) but they are 
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likely to become increasingly visible (Brown, 2022).  The fact that their experiences 

have begun to be acknowledged and researched in the academic literature (Pezaro et al., 

2023) within the last five years suggests that a concomitant focus on the issue of gender 

diversity (or lack of) within the midwifery profession may take on a new turn 

unimagined by Speak and Aitken-Swan in 1982. 

Conclusion 

It has been said that nursing is the profession which has the greatest numerical disparity 

between men and women (Ashkenazi et al., 2017; Clifton et al., 2020).  I would argue 

that midwifery can own this claim by a significant margin.  What I have tried to 

understand from this comparative review is what significance and meaning can be 

assigned to this disparity which first came into being 40 years ago with almost no 

increase in the number of men working as midwives in subsequent years (Sannomiya et 

al., 2023).  In this chapter I have taken as my starting point the first and only 

substantive study into men working as midwives and argue that it constructs the figure 

of the Male Midwife primarily as a problem.  This figure is explored through the scant 

literature on men in midwifery and the much larger corpus on men in nursing which 

pose and then attempt to answer four key questions.   

Whether he is acceptable dominates this literature and pivots around the 

provision of intimate care.  For men in nursing this challenge can be removed by 

gravitating to more gender-congruent areas of nursing where physicality, emergency 

care, and technological prowess are valued.  It is not known how men in midwifery can 

mitigate this given that intimate care is a key part of the midwifery remit.  Equally, 

unlike men in nursing, men in midwifery in the UK have actively chosen work which 

requires a high degree of intimate interaction with sexually active women of 

childbearing age.  In discussing whether the Male Midwife is necessary, the literature 

shows how the desire to increase the number of men in midwifery in Africa, and in 
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nursing globally is primarily driven by a narrative of scarcity.  In Africa a shortage of 

skilled birth attendants is linked to unacceptably high avoidable mortality rates which 

needs urgently addressing and men are seen as an untapped resource.  In the USA and 

UK the lack of nurses is analysed through the lens of the changing working patterns for 

female nurses and whether male status privilege can make the profession more lucrative 

and attractive and thus reverse the trend for staffing shortages.  Finally, literature has 

argued that increasing the numbers of men in both nursing and midwifery is desirable 

by aligning their arguments for equality with those mobilised by oppressed and 

minoritized groups.  Similarly, literature argues for diversity as uncontestably beneficial 

in order that the workforce can reflect the diversity of the service users accessing it.  In 

this sense, midwifery stands outside of this argument given that until recently it was 

understood that only women would or could give birth.   

Despite reviewing the literature, the Male Midwife remains a spectral figure.  

but one that is, until very recently, constituted in relation to binary understandings of 

gender.  In the subsection Equal? this apparently axiomatic position has begun to come 

under scrutiny.  In the final background chapter I build on this questioning in order to 

further understand how these binary understandings have come to be problematized and 

problematic in midwifery as it has moved into the 21st century. 
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Chapter 3:  With Woman 

Definition of “Midwife” 

NOUN: A person, typically a woman, who is trained to assist women in 
childbirth 

ORIGIN: Middle English probably from the obsolete preposition mid “with” + 
wife (in the archaic sense “woman”), expressing the sense “a woman who is 

with (the mother”). 

(Oxford University Press, 2020) 

The background chapters thus far have traced the gendered history of midwifery 

through the shifting power dynamics within the birthing space and how they have been 

portrayed in the literature.  Until the 17th century this space is presented to us as strictly 

segregated and woman-only.  From this point onwards, men began to be present in their 

capacity as Man Midwives, later termed obstetricians, causing the professional 

boundaries between the two to be policed along gendered lines.  Finally, in 1982 men 

entered midwifery alongside women and, whilst little has been written about their 

experiences to date, insight has been offered through a comparative review with the 

experiences of men working in the allied profession of nursing.  The focus of this 

chapter now shifts and, rather than just trying to understand how men have been 

positioned as caregivers within maternity services, it expands to consider current and 

broader debates around gender per se in midwifery in parallel with the poststructuralist 

turn to question the stability of the gender binary.  There is no firm definition of 

poststructuralism nor progenitors of a defined poststructuralist school of thought (Dillet, 

2017), but it has been defined as a philosophical practice that troubles and debates the 

seeming inevitability of accepted truths (Williams, 2014).  I argue here that these 

debates are synthesised into the title “midwife” itself and can best be illuminated by 

exploring how the gender contained within the word can be strategically operationalised 

for different purposes.    



66 

As a man who is a midwife, I have frequently encountered confusion from 

service users over the discordance they perceive between my gender and their 

expectations of what gender a midwife should be.  Midwife is a term widely recognised 

outside of the profession as being exclusively a woman who supports other women 

throughout pregnancy and labour (Madlala, Ngxongo & Sibiya, 2020).  It is also 

probable that the confusion persists because the word “wife” is universally understood 

as signifying a woman, the preposition “mid” rendered obsolete.  As evidenced by 

correspondence on internet chat forums, men who work as midwives frequently 

experience confusion and being asked, “Shouldn’t you be called a Midhusband?” 

(Jones, n.d.; Pilkenton & Schorn, 2008).  For service users being supported by men who 

are midwives, there remains confusion despite men being in the profession for at least 

40 years.  The seemingly axiomatic mono-gendered nature of the profession can 

therefore appear problematic in the 21st century when crystalized in the title it confers 

on its practitioners.  The foregrounding and foreclosing of the profession within a title 

which privileges binary understandings of gender is further problematised with 

emerging evidence within the UK that there are more midwives who do not identify 

with the sex that they were assigned at birth than those who identify as male (NMC, 

2020a).   

A more recent impetus to reconsider gender through the word “midwife” came 

when discussing with academic midwifery colleagues - all women - the possibility of 

using more inclusive language and referring to birthing persons rather than women in 

the new midwifery curriculum we were constructing.  This was in recognition of the 

small but growing number of individuals who identify as men, trans masculine, or non-

binary and are pregnant (Toze, 2018) but prompted one colleague to pose the question, 

“Can we not refer to women anymore?  After all, we are midwives and that means ‘with 

woman’?”  The opportunity to reconsider the role of gender in the relationship between 
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caregivers and service users in the midwifery profession has once again been triggered 

by the problematic word midwife.  This time the gaze has been directed not solely on 

men who work as midwives and whose gender is incongruent with the majority within 

the profession, but it is now also directed outwards towards those whose gender identity 

is incongruent both with heteronormative assumptions about which bodies can birth 

babies and which gender midwives can and should serve.   

This chapter will therefore deconstruct the word midwife to examine its multiple 

meanings which are both literal and figurative to show how this further reveals 

contemporary conflicting and conflicted relationships with gender within the 

profession.  I will start by exploring how its etymological meaning, whilst excluding 

birthing people who are not female and being rooted in a historical struggle to safeguard 

the birthing process from patriarchal control, has subsequently expanded to incorporate 

a more politicised semantic meaning.  I will then go on to deconstruct the word further 

by exploring how the discursive practices of some midwives may in fact not reflect 

either the etymological or semantic meanings but achieve the undesired effect of 

objectifying service users.  I compare the word midwife to both the word obstetrician 

and the word for midwife in other European languages to expose and problematize their 

gendered meanings.  Finally, I focus on how recent moves within midwifery 

organisations to use gender neutral language to be inclusive to trans masculine and non-

binary birthing people has provoked some groups to insist once again on an essentialist 

understanding of the etymological roots of midwife.   

This chapter has been inspired by queer linguistics, which uses queer theory as a 

lens to analyse how language can reinforce or destabilise heteronormative discourses of 

gender and sexuality (Motschenbacher & Stegu, 2013).  As I am seeking to understand 

the labels given to gendered minorities who give birth, or to those who work with 

birthing people, but which do not adequately accommodate them, it seems a fitting 
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approach.  It allows me to question the seemingly stable nature of the gendered word 

midwife and argue that it has come to create identities that regulate and/or exclude 

those who cannot be comfortably accommodated within its normative requirements 

(Motschenbacher & Stegu, 2013).  Using key linguistic concepts, I have sought 

throughout to identify midwife as having semantic meaning, etymological meaning, and 

philosophical meaning.  Semantics in the context of this chapter is taken to describe the 

meaning or language code ascribed to words (Brown & Miller, 2013) by those who 

receive or employ them and is thus shifting and contingent on time and cultural context.  

The use of etymology, on the other hand, is understood as having an archaeological 

drive to try and uncover the historical origins of words (Brown & Miller) and is more 

positivist in its aspiration to root the word within a definitive and timeless meaning.  

Finally, I refer to a philosophical meaning which has evolved and is a term more open 

to evolution and change, based as it is on a discipline that encourages individuals to 

examine the beliefs and assumptions that have led to our decisions on how to engage 

and interact with the world around us (Shand, 2014).  

With Woman 

The debate over childbearing terminology could remain relegated to the world of 

academia, of interest only to those engaging in historical, theoretical, and philosophical 

debates around linguistics.  However, midwives themselves in the late 20th century 

onwards have held that language matters and have mobilised it for political ends to 

challenge the increasingly hegemonic obstetric model of facilitating childbirth.  The 

importance of language used in and about midwifery has been revisited periodically in 

midwifery journals to revisit the epistemic tensions between the two professions.  

Zeidenstein (1998) refers to the disempowering and objectifying language that the 

female midwifery profession has inherited and perpetuated in order to be viewed as 

legitimate professionals by their obstetric colleagues.  Hunter’s article (2006), much 
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quoted in the midwifery literature (see Einion-Waller, 2021; Lichtman, 2013) discusses 

how dominant language used in the midwifery world reinforces a patriarchal and 

biomedical approach to care and argues for the use of language which allows for a more 

“woman-centred” paradigm to emerge.  The authors consistently appear to adopt a 

social constructionist interpretation of the power of language not to simply describe pre-

existing thoughts and beliefs but to “structure our experience of the world and of 

ourselves” (Burr, 2003).  As such, it is argued, words have consequences and can direct 

action rather than describing a hypothetical pre-existing social reality. 

It has been established that the etymological meaning of midwife is “with 

woman.”  It is argued that, despite its appearance, it is an epicene word by virtue of the 

fact that the meaning of the word centres around the caregiver being in a non-

hierarchical relationship alongside the service user who is understood in essentialist 

terms by their sex as always already being female.  This relationship has also come to 

hold a greater significance.  Bradfield et al. (2018) conducted an integrative review on 

the meaning of “with woman” within literature largely written by midwifery leaders or 

from the perspective of women accessing midwifery services.  They argue that being 

with woman is not just a literal translation but also a concept that is central to the 

professional identity and work of midwives, and they sought to analyse this 

phenomenon across 32 papers.  They concluded that “midwife” becoming understood 

as “with woman” has evolved from not only having an etymological meaning but also 

constituting a philosophical framework in the latter part of the 20th century that operates 

as an anchoring device to ensure that midwives prioritise the needs of the individual 

who seeks their professional services.  This philosophical meaning also serves to 

oppose the alternative position of being “with institution” which has seen birth move 

from the domestic sphere into hospitals where pregnancy and childbearing seen through 

the lens of a potentially risky and pathological altered state of being.  They go on to 
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unpack the meaning of this philosophy as being a relationship between midwives and 

women based on qualities such as inclusiveness, trust, empowerment, and advocacy.  

They summarise it as providing both the midwife and birthing woman with political 

agency by “validating the female experience of childbirth and provides a platform of 

empowerment” (p. 150).  Bradfield et al.’s (2019) subsequent primary research studying 

midwives’ understanding of being “with woman” concur that these words represent a 

philosophical construct that emphasises action and mutuality, building a partnership 

relationship that privileges agency and empowerment of the individual over the 

directives of healthcare organisations that privilege efficiency and processes.  Thus, it 

could be concluded that “with woman” has a semantic meaning that is inclusive of all 

pregnant and birthing persons, regardless of whether they identify as a woman.  These 

two studies do not seek to explore the complexities of how being “with woman” is 

problematized when supporting the trans masculine parturient, nor do they seek to 

understand the experiences of midwives who are not women, and it would be unfair to 

critique them for not doing so.  Their research, however, highlights the tension between 

two competing positions and demands – who do midwives serve?  The profession or the 

individual?  Can both be served simultaneously?  Or do midwives engage in code-

switching, a theoretical framework which allows speakers to assess and acknowledge 

the implicit differentials in power hierarchies with their audience and modify their 

language and tone accordingly (Boulton, 2016)?  It is likely that midwives choose both 

consciously and unconsciously between engaging semantic, etymological, or 

philosophical meanings in response to the situation they find themselves in.   

Disconnected Woman 

The “with woman” relationship is further complicated when the anchoring device 

“mid” is removed, inviting an exploration of the meaning of the word “woman” in this 

context.  If a philosophy of midwifery care is predicated on a semantic rather than an 
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etymologic understanding of the term “with woman”, then it also is predicated on a 

consistent universal understanding of the word “woman” regardless of whether it is 

rooted in essentialism or social constructionism.  That is to say, it is predicated on an 

assumption that it is stable in its meaning and used consistently by all who regard 

themselves as ascribing to the “with woman” philosophy in a respectful or even neutral 

manner.  Pollard (2011) conducted a critical discourse analysis on midwives’ discursive 

practices and concluded that the terminology used to refer to service users was rarely 

neutral or consistent, but context-bound.  Rather than “woman,” the word “lady” is 

commonly used intra- and inter-professionally on the labour ward to refer to birthing 

persons which, Pollard argues, sanitises the birth process and assigns birthing persons 

as genteel, submissive, and restrained.  Pollard also observed that midwives infantilised 

themselves and their colleagues by using the word “girls” amongst themselves and in 

conversations with doctors.  What this highlights is that midwives, when physically 

separated from the service users, can also metaphorically disconnect the word “woman” 

from the conjoiner “mid” and replace them with an alternative gendered signifier.  

Zeidenstein (1998) provides anecdotal evidence in her editorial of a phenomenon that 

may be familiar to many midwives still today.  She noted that rather than being “with 

woman,” midwives often used words that implied ownership (“my girls,” “your lady”) 

when referring to the women they were caring for in discussions away from the birthing 

room.  Service users become objectified in the inter- and intra-professional shorthand of 

labour ward parlance in what Zeidenstein terms a “collaboration of convenience.”  

Babies are “delivered” by the midwife, the service user is described not as a person but 

in terms of their progress in labour or the complications they are presenting with and 

the woman is lost in the language.  Thus, when physical proximity to the birthing 

person is removed, so too can the stability of both the etymological and semantic 

meanings of the word “midwife.” 
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Zeidenstein (1998) continues that “language is powerful and no matter how 

philosophically correct midwives’ beliefs may be, their words may reflect an 

unconscious need to be in control” (pg. 75).  She goes further and acknowledges that 

adopting male medical terminology is part of the evolution towards establishing a 

respected autonomous profession that must be validated by working in partnership with 

the obstetric profession which has both power and status.  Nevertheless, she also makes 

the analogy between using these terms which objectify service users, and blindly 

participating in sexist or racist jokes behind the backs of those who are the butt of them.  

To change, she argues, requires courage and bravery, but in doing so highlights the 

capacity and need for those within the profession to be able to change and be reactive to 

the changing socio-political landscape.  Zeidenstein’s foundational work continues to 

influence literature calling for language around birth to reject depersonalising obstetric 

influences (Hunter, 2006; Mobbs et al., 2018; Silverton, 2017).  This call for change, 

however, is appealing to a pre-obstetric use of woman-centred language which was 

created prior to the visibility of both the trans masculine pregnant person and the 

midwife who does not identify as a woman and therefore it cannot easily accommodate 

their presence.     

Before Woman 

If we take the word “midwife” to represent a collective identity (Vignoles et al., 2011) 

as well as a philosophy, then it needs to be understood when positioned in relationship 

to other groups.  The gendered and sexed nature of language surrounding birth 

practitioners resides not just with midwives but also with obstetricians.  An obstetrician 

can be defined as a doctor who specialises in complications of pregnancy and 

childbirth.  Unlike the word midwife which has its first recorded use in the 14th century 

(Merriam-Webster, 2021), the term obstetrician is a relatively new invention.  It was 

created in 1847 to distinguish male intervention in birth physiology from the role of the 
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female midwife (Donnison & Macdonald, 2017) and derives from the Latin word 

obstetrix.  The word obstetrix when translated back into English means midwife 

(Cameron, 2001) thus appropriating an ancient word for female practitioners.  It was 

created in the 19th century to elevate the status of medical men involved in childbirth 

and distinguish them from the unregulated and seemingly unskilled female 

practitioners.  Thus a word that sought to divide and reinforce the binary-opposites of 

male technocratic medicine from female tradition in fact etymologically unites the two 

gendered professions and should therefore also unite the care of parturient service users 

within a female-centric practice.  What continues to separate them, however, is the 

orientation of the practitioner to the service user.  Midwife places the practitioner 

alongside - “with” - the birthing woman and describes the ambition of a horizontal 

relationship between two equals.  The word obstetrician is derived from the Latin verb 

obstare meaning “to stand before” and reinforces the new positioning of service users 

lying supine or confined on their beds for the convenience of the male accoucheur, but 

which in fact impedes birth physiology by, amongst other things,  reducing the 

diameters of the pelvic outlet.  This can lead to prolonged labour, increase in pain, the 

need for interventions, and poorer outcomes for service user and their baby (Walsh, 

2017).  Despite obstetrics sharing etymological roots with midwifery, the profession 

purposefully chose a Latin name, the language of Western medical terminology, to 

delineate clear professional boundaries which exclude any reference to gender and 

remained almost exclusively male well into the twentieth century.  The majority of 

obstetricians both in the UK and many parts of the world are now female (Long et al., 

2018; RCOG, 2022; Spaich et al., 2019) but the perception of it being a male enclave 

persists.  Heisler et al. (2020) examined the conditions for women working in obstetrics 

and gynaecology in the US since 2012 when female surgeons first outnumbered their 

male counterparts.  They concluded that female obstetricians experienced significant 
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sexual harassment and lack of opportunities for career progression despite constituting 

the numerical majority.  This indicates that the gendering of professions is not merely 

dictated by the bodies that they contain, but also by how they are constructed, regulated, 

and perceived by others, and how they sit within wider systems of power and authority.   

In languages other than English the focus shifts and changes from being “with” 

and standing “before” the woman towards the midwife’s relationship with the child.  

German (“hebamme”) and Italian (“levatrice”) words for midwife refer to the female 

caregiver who lifts the baby up (Jahr, 2012) and thus erases the birthing person 

completely.  In French (“sage-femme”) and Dutch (“vroedvrouw”) the words simply 

mean wise or knowledgeable woman untethered to either caregiver or receiver.  The 

inattention given by the midwifery profession to considering how the word “midwife” 

is problematic in relation to gender and who it excludes can best be understood when 

juxtaposed with the relatively newly adopted word for the allied male professional.  

Words can and do evolve – the Italian “levatrice” is replaced in the 21st century by 

“ostetrica” – but the gendered division between midwifery and obstetric practices can 

be understood as being both ontic and epistemic, whether the caregiver is physically 

and philosophically “with” or “before” the service user and enshrined in the language 

used to describe the professions.  

Without Woman 

Arguably, the turn towards its etymological roots removes the need for many midwives 

who are women to consider how men and non-binary people who are midwives feel 

about their professional title.  Certainly there is anecdotal and journalistic evidence that 

men who are midwives align themselves with the powerful philosophical meaning of 

being “with woman” (McEwan, 2014) and this may negate any fleeting dysphoria they 

might experience when hearing themselves called a midwife.  There is a semantic 

disconnect between the gendered meaning service users outside the profession ascribe 
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to the word midwife and how those within the profession understand it.  The arrival of 

the pregnant body which does not identify with being a woman, however, further 

problematizes and removes the security and stability that can be mobilized by pointing 

to the etymological meaning of midwife. 

Historically, the practice of negative eugenics sought to render infertile those 

considered deviant to normative notions of sex, gender, and sexuality (Lowik, 2018).  

This pernicious medical approach to managing difference may have a lingering legacy 

in current practices.  Many countries either explicitly require or implicitly coerce 

individuals to relinquish their reproductive capacity in order to achieve legal gender 

recognition (Toze, 2018).  This may also be based on an assumption that a pregnant 

body is the apotheosis of femininity (Malmquist et al., 2021) and therefore a pregnant 

person should want to identify as a woman.  According to this logic, a person who has 

rejected their identity as a woman must consequently reject their bodily autonomy over 

their reproductive rights.  This has resulted in a lack of historic visibility of pregnant 

and birthing trans masculine and non-binary persons.  This invisibility, Toze argues, is 

gradually diminishing with representations of pregnant transmasculine bodies in the 

media, often sensationalist in nature, reflecting the fascination with such an apparently 

incongruent state of being.  Pregnancy for trans masculine people can be a dysphoric 

experience and their interactions with care providers are reported to enhance feelings of 

exclusion, isolation, (Charter et al., 2018) erasure, as well as exposure to 

microaggressions (Besse et al., 2020).  Whilst not a universal experience and not 

representative of all midwives, it is worrying that these experiences are the polar 

opposite of the philosophical and semantic interpretation of the word midwife.  It 

requires us to consider what remains when the word “midwife” holds neither 

etymological relevance nor semantic validity. 
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Erasing Woman 

In recent years there has been some evidence of midwives beginning to address the 

gendered meanings of midwifery language in general, centring around whether 

language can be additive to include all birthing persons, or whether this signals the 

beginning of erasure of women from the birthing discourse.  The Midwives Alliance of 

North America (MANA) did acknowledge the problematic nature of the gendered use 

of language in general within the profession and altered the wording within its 

educational standards for midwifery education to “better reflect the diversity of 

midwives and clients they serve” (MANA, 2021).  The word midwife, however, 

remains intact and unchanged: whilst the semantic and etymological significance is not 

addressed, gender neutral language is used to refer to service users.  They prefer instead 

to use “client” and “childbearing family” and thus reaffirm the etymological importance 

of the conjoiner “mid” but ascribe semantic meaning to “wife” in an attempt to include 

people who do not identify as women within the birthing community.  They argue that 

by excluding even one client from the midwifery community it renders everyone 

vulnerable to discrimination.  There was a “firestorm” (Reis, 2020, p. 169) in response 

to their use of the replacement gender neutral language to refer to service users rather 

than as additive to “mothers” or “women” resulting in an open letter posted by a group 

seemingly newly created to challenge and contest the MANA vision.  Woman-Centred 

Midwifery describe themselves as a group of gender critical people with an 

understanding of humans as a sexually dimorphic species (Woman-Centered 

Midwifery, n.d.) and that, when it comes to pregnancy and accessing healthcare 

professionals, their ability to give birth defines someone as a woman regardless of the 

gender that person identifies with.  MANA calls upon semantic meaning, Woman-

Centred Midwifery upon semantic and etymological.  When the word “midwife” is 

firmly directed to focus on the gender of the service user, the meaning of the word has a 
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powerful capacity to expose ideological divisions within the profession.  An alternative 

etymological interpretation of “midwife” could be to focus on the gender of the 

caregiver so that it is the service user who is with “wife” or woman, given that the 

profession is almost exclusively inhabited by women.  It would preserve the service 

user from having a gender imposed on them, contrary to the philosophy of 

empowerment understood by midwives, but, in so doing, it redirects the debate back to 

who is included in the profession.  

The trans masculine perspective on the word “midwife” is difficult to find in the 

academic literature.  In providing guidance for midwives, a trans midwife in the UK 

states that words are powerful and asserts that misgendering - the repeated use of 

incorrect pronouns and language - is dehumanising, causes deep psychological stress, 

and impacts on mental wellbeing (Welch, 2020).  In an earlier blog interview (Durant, 

2019) they do acknowledge the fact that the etymological meaning of the word 

“midwife” excludes trans people.  They go on to highlight the socio-political 

significance of the word in representing the role that midwives have had in supporting 

childbearing women within the context of a patriarchal world, and state that trans 

people “ought not seek to take away or threaten this deep truth.”  Anecdotal evidence 

from one person cannot and should not be used to generalise this as representing the 

view of the majority of trans people.  It does, however, serve to highlight the conflict 

between the power of words to create visibility whilst also raising the fear of their 

power to erase or minimise another population’s experience and need for visibility.  

Silver (2019) asserts that using inclusive language in maternity services should be 

additive and expansive rather than replacing or erasing the word woman, a sentiment 

shared by Brighton and Sussex NHS Trust when it published the first guidance in the 

UK on gender inclusive language in perinatal services (Green & Riddington, 2020) 

which latterly influenced the RCM (2022) to take a similar approach.  It advocates for a 
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gender-additive approach to language to “ensure the everyone is represented and 

included” but again does not address the gendered nature of the word midwife, 

suggesting it sits at the limits of what the word can do to emphasise or erase gender.  

Even so, the reaction to such a tentative and balanced approach has been polarised as 

shown when two papers were published within the same edition of the British Journal 

of Midwifery providing evidence for and against the use of sexed (Webb et al., 2023) 

versus gender neutral or inclusive language (Crossan et al., 2023) in maternity policy 

and practice documents and guidelines.  Garad et al. (2023) summarise the current 

situation as requiring policy makers to employ “gender-sensitive language” to balance 

competing discourses of “gender inclusivity with biological precision” (p. 10) but are 

unable to provide a guide to illustrate which words might replace existing terminology 

and satisfy both sides of the debate.  In the face of such fierce oppositional debate, a 

new form of “conflict writing” has emerged such that Brighton and Sussex NHS Trust 

no longer make their guidance freely available to the public via the internet.   

Conclusion 

This chapter has sought to bring the understanding of the debates around midwifery and 

its relationship with gender up to date by acknowledging the impact of post-structuralist 

understandings of gender which trouble existing notions of how it can and should be 

accommodated within midwifery.  Historically the statistically insignificant number of 

both midwives and pregnant persons who do not identify as women has made the 

midwife-service user dyad a mono-gendered relationship.  Over time it has come to be 

uncontested and seemingly axiomatic that midwifery encompasses only women who 

provide care for other women throughout pregnancy and childbirth.  Peeling away this 

sedimented understanding that has accumulated around the word “midwife” through 

examining its etymological, semantic, and philosophical meanings, I have shown how 

these are troubled when disrupted by the presence of men as both midwives and service 
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users.  The debate has also exposed the fact that language is anything but neutral when 

it comes to the gendered profession of midwifery.  To try to neutralise the gendered 

nature of the word by describing it as merely representing a profession both ignores the 

fact that professional roles have “gender value” (Porter et al., 2007) independent of how 

the person inhabiting the role identifies, and also reinforces the binary and hierarchical 

nature of professional status which privileges institutions along gendered lines.   

These three background chapters collectively have shown how gendered 

discourses in the childbearing arena appear to lock stakeholders in a cyclical debate, 

requiring people to take sides.  The word “midwife” - whether etymological, semantic, 

or philosophical  in its meaning - immediately creates a space which signifies to some 

bodies that they are misaligned by setting up a gendered binary division between who 

can be a midwife and those who midwives can serve.  The important work of midwives 

throughout history to maintain safe spaces for birth physiology to occur is as pressing 

now as it has ever been and sits at the core of all three meanings ascribed to the word 

“midwife.”  The man who is a midwife shares in this project but he has largely been 

written about by other people and framed within the competing discourses of 

acceptability, difference, equality, and necessity, discourses which are further 

undermined by the more recent debates troubling established understandings of gender 

itself.  What is missing is hearing from the individuals themselves as to how they make 

sense of their experiences and what it feels like to work in and against the background 

of historical conflict and current attempts to reconfigure midwifery within unstable 

notions of gender.  Having made the case for the gap in the research and the need to 

move away from the Male Midwife as an idea or problem to be debated by others, I 

move now towards answering my research question in order to offer embodied and 

heterogenous accounts of being a man and working as a midwife.  In the next chapter I 

set forth the methodology I will use to be able to answer it. 



80 

Chapter 4:  Methodology 

In Chapter 1 I have shown how men working as midwives do so against a background 

of conflict writing where gendered professions are in a binary opposition for control of 

childbirth, and a logical corollary of this narrative signifies the arrival of the Male 

Midwife as an act of transgression.  The Male Midwife was first written about in 1982 

but was largely presented as monolith rather than a collection of individuals.  Although 

relatively little attention has been given to understanding this figure, in Chapter 2 I 

have gathered literature from both nursing and midwifery to show how men working in 

these professions and providing intimate care are presented as outliers to the 

professional norm through four competing narratives.  Finally, in Chapter 3 I have 

explored more recent debates around how gender might be accommodated (or not) in 

the childbearing arena beyond just binary understandings.  The gap in the literature, 

then, is hearing from the individual men who work as midwives to understand how they 

make sense of their experiences in such contested territory.  This chapter presents the 

framework through which I will address this gap thus achieving the second aim of the 

thesis to provide this empirical evidence which can contribute towards answering the 

overall research question: What are the experiences of men who work as midwives?   

 In the first section, I begin by discussing the philosophical underpinnings of my 

chosen methodology, Interpretative Phenomenological Analysis (IPA).  I explain why 

IPA was chosen over other potential qualitative methodologies before discussing each 

of the three axes that underpin it in turn.  I conclude the first section with a 

consideration of some of the strengths and limitations of IPA.  The second section 

details the method or steps taken to recruit participants and collect the data in the form 

of semi-structured interviews ensuring this was done in a robust and ethical manner.  

The third and final section concerns the analysis of the interviews, considered the crux 

of IPA and certainly the most intensive and time-consuming part of the process.  I 
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explain the steps taken to identify the essences and meanings within each transcript and 

how I tentatively looked for meanings behind the words spoken by each participant.  I 

talk through the process of constructing themes from the analysis of individual 

transcripts and discuss issues of validity and quality unique to the IPA process.  I 

conclude by considering the underexamined role of the discussion chapters within an 

IPA study.  

Philosophical Underpinnings  

Choosing an Approach 

My research methodology sits within a qualitative paradigm, a set of beliefs, values, 

and practices on how knowledge can be produced (Braun & Clarke, 2013).  As part of 

the paradigm wars in healthcare research, qualitative research is often defined as being 

the inverse of quantitative research (Crotty, 1998, Green & Thorogood, 2014).  This is 

likely to be because quantitative research is considered more stable, rooted in an 

ontology and epistemology that sees reality as fixed and knowable through objective, 

systematic, measurable, and experimental scientific enquiry.  This has been reified in 

the hierarchy of knowledge which forms the basis for evidence-based practice within 

healthcare (Reed, 2010).  Conversely, qualitative research seeks not to reduce the world 

to a series of objective truths, but to focus on subjectivity, embracing the importance of 

the social world, how individuals experience it, and the meanings they attach to it 

(Doughty & Menage, 2023).  It is aligned with an interpretivist perspective which sees 

knowledge as contingent, “culturally derived and historically situated” (Crotty, 1998, p. 

67) so that things can only be understood within the time and place in which they have 

been experienced.  Creswell & Poth (2018) point out that a definition for qualitative 

research is missing from key textbooks, underlining how challenging it is to contain its 

meaning.  They prefer instead to discuss the characteristics and purposes of qualitative 

research whilst leaving the parameters of what it could be open for expansion, but one 
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of its cardinal features is that it explores the meanings people assign to a social 

phenomenon.  They go further to emphasise that it should have a focus on social or 

theoretical impact and that the voices of the participants and the reflexivity of the 

researcher are centred.  This is important as the genesis of this study has been my 

personal lived experience of being a man and working as a midwife.  Whilst not unique 

in the sense of being the only man who is a midwife, I felt there were uniquenesses to 

this experience worthy of further exploration.  Therefore, the epistemological position 

and methodology I choose to answer the research question must also have the capacity 

to accommodate my presence as both a researcher and as a person who has a lived 

experience of the phenomenon under investigation.  

Within the qualitative paradigm there are a wide range of theoretical and applied 

approaches.  A grounded theory approach was considered because it can be useful when 

very little is known about a phenomenon.  However, grounded theory is rooted in 

making sense of social processes rather than individual experiences (Braun & Clarke, 

2013; Starks & Trinidad, 2007) and typically employed to inform guidelines, policies, 

and implementation frameworks (Harvey & Land, 2017).  Additionally, it would 

require access to a large number of participants (Creswell & Poth, 2018) and, given the 

small potential sample size, this was unlikely to be achievable.  An ethnographic 

approach would have allowed me to observe and understand the shared patterns of 

behaviour amongst a mixed sex group of midwives (Creswell & Poth, 2018) and 

understand from both an emic and etic perspective how the men integrated - or not - and 

were accommodated - or not - into the wider midwifery culture.  However, I was keen 

to avoid an approach which added additional observational scrutiny to men who are 

already hyper visible and scrutinized in their everyday work and objectified through 

journalistic fascination.  There were also some significant pragmatic considerations 
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such as whether I would be able to achieve the analytical distance (Green & Thorogood, 

2014) to be able to understand the data theoretically rather than emotionally.   

The two methods that were most closely able to answer the research question 

and that were able to accommodate my emic and etic positionality as both researcher 

and midwife were Foucauldian Discourse Analysis (FDA) and a phenomenological 

method.  Both approaches were attractive to me because they place an emphasis on the 

importance of language as a means of understanding experiences (Langdridge, 2007).  

FDA is grounded in the epistemology of social constructionism, a theoretical position 

that sees knowledge as a product of historical and cultural contexts and that central to 

this knowledge production is language (Burr, 2003).  Burr argues that “language is a 

necessary pre-condition for thought” (p. 10) and that collectively we use pre-existing 

conceptual frameworks and categories which direct our thoughts, reproducing and 

reinforcing these frameworks as we speak.  Foucault posited the theory that knowledge 

and power are inseparable concepts, and that discourses - or bodies of knowledge - have 

been created to privilege one group over another and are constantly challenged by 

alternative discourses because they offer access to power.  This “discursive knowledge” 

(Jones & Bradbury, 2018, p. 134) is often invisible to the individual and hard to resist, 

and identifying and deconstructing these discourses is the focus for FDA.  Given that 

power dynamics between genders is foundational in constructing identities and given 

that I have argued that systemic patriarchal power exerted through androcentric societal 

institutions has been key in constructing and controlling the profession of midwifery, 

there was an alignment between my work in the three background chapters and the 

historiographic method laid out in Foucault’s “Archaeology of Knowledge” (Gutting, 

2005, p. 39).  However, I was uncomfortable with aggravating the binary nature of 

relations between men and women who work as midwives by pre-emptively imposing 

the parallel binary of power and resistance contained within FDA (Burr, 2003) whilst 
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also simultaneously precluding other possibilities to emerge.  I also wanted to give a 

voice to those who had not been heard from before rather than approaching it from an 

omniscient perspective which may serve to further “other” men working as midwives 

and exacerbate a polarized view of them.   

Returning to the original research question, I see it as the difference between 

FDA, foregrounded in a social constructionism which deconstructs the pre-existing 

linguistic frameworks that dictate our collective experiences (Burr, 2003) as opposed to 

phenomenology which sees language as a tool for people to make sense of their 

individual experiences.  Whilst both traditions offer a way of exploring “hitherto 

unnoticed aspects of inner experience” (Zahavi, 2019, p. 33), social constructionism 

and FDA do not believe there is an essence to be uncovered but that the phenomenon is 

created through language and discourses.  Phenomenology, on the other hand, believes 

that the phenomenon can be uncovered by stripping away the socially constructed ways 

we have learned to understand and talk about it.  It is the latter which I choose to move 

forward with in order to answer the research question and understand the individual 

embodied experience of being a man and a midwife. 

Choosing IPA 

Smith et al. (2022) state that choosing IPA first and foremost must be because it is the 

approach that most closely aligns with the epistemological position of the research 

question.  They also describe IPA as a writerly activity which appealed to my need to 

be discursive and explain my thought processes.  By providing me with a framework 

that allowed me to curate these thoughts, it meant that I could arrive at a transparent, 

trustworthy, and reasoned conclusion.  Whilst it is important that there is synergy 

between the research question and the research approach, the synergy between the 

researcher’s skills and preferences and approach is less widely acknowledged.  Nizza et 

al. (2021) argue that the ability to construct a compelling narrative is one of four quality 
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indicators for an IPA study and there is a satisfying triangulation between research 

approach, research question, and researcher’s skill that I consider important when 

creating a piece of research sustained over a long period of time.  Smith et al. (2022) 

also describe IPA as a framework to examine how people make sense of major life 

experiences.  Whilst this could be attributed to many qualitative methodologies, I have 

made the case for a phenomenological approach as being the most suitable to guide me 

in answering the research question.  Phenomenology is a philosophy rather than a 

qualitative research method whereas IPA is an approach to research where there are no 

a priori explicit theoretical lenses, but which combines three key philosophical axes to 

guide how knowledge on the experiences of men who work as midwives can be brought 

forth.  Having committed to IPA, I will now move on to explore the philosophical 

underpinnings that support and justify this choice.  I will explore its strengths and 

limitations, discuss the three key components of an IPA approach in turn – 

phenomenology, hermeneutics, and idiography - and explain why descriptive 

phenomenological approaches were considered but rejected in favour of an 

interpretative stance.   

Phenomenology 

Phenomenology is a branch of philosophy concerned with the “ignored obviousness” 

(Zahavi, 2019, p. 67) of how we experience the world.  Philosophy, following the 

Cartesian convention, has traditionally adopted a position that human consciousness is 

guided by our inner thoughts and feelings which then direct our actions, and separated 

the mind from the “material physicality of the body” (Hu & Little, 2015, p. 1181). 

Langdridge (2007) describes this as being trapped in our subjectivity rather than 

focusing on how we as human beings are conscious of particular things and then 

respond to them.  Post-Enlightenment philosophy turned towards the empirical study of 

human behaviour (Creswell & Poth, 2018).  In response Husserl, the founding father of 
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phenomenology, returned to a more metaphysical study and understanding of what it 

means to be human, elaborating his theories in Logical Investigations, published in 

1900.  His belief was that scientific interpretations of the world impose rigid 

abstractions which mask the authentic way we as humans experience the world (Crotty, 

1998, p. 86).  He proposed a philosophy to allow this lived experience to emerge as 

opposed to an artificially imposed framework or an accumulation of prejudices that 

enable us to make sense of a chaotic world.   

The focus of phenomenological enquiry is what Husserl termed the Lebenswelt 

or Lifeworld.  This represents the “pre-theoretical world of experience” (Zahavi, 2019, 

p. 51) - or “taken-for-granted experience” (Smith et al., 2022, p. 8) - that Husserl 

wanted to uncover.  Langdridge (2007) gives the analogy of how a driver can make a 

journey without thinking about the mechanics or process of changing gears and moving 

the steering wheel.  A Husserlian phenomenological account of the driver’s experience 

is not about seeking to explain how the driver planned the journey, operated the car, and 

navigated the roads, but what the driver was thinking and feeling and aware of about 

the experience of driving a car - whilst driving the car.  This experience is hidden in 

plain sight to the person who is experiencing it because they are existing in what 

Husserl termed the Natural Attitude.  Langdridge (2007) sees Husserl’s concept of 

Intentionality – “the relationship between a person’s consciousness and the world” (p. 

13) - as the cardinal quality that defines phenomenological inquiry.  The belief is that a 

person is not simply conscious, but conscious of something and therefore their 

consciousness is directed outwards towards the world.  It is this point where mind and 

world meet that is the subject of phenomenological investigation (Zahavi, 2019).  It is 

not seeking to find a causal relationship between the two positions (Langdridge, 2007) 

but aims to explore and expose this relationship in all its complexities.  Thus, a 

phenomenon can be experienced subjectively but also have some objective 
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commonality with other people’s experiences as directed towards a shared object or 

phenomenon (Creswell & Poth, 2018). 

Husserl established several key concepts which would allow a person to 

transcend or step outside an everyday experience in order to be able to disengage and 

examine it with a critical eye (Smith et al., 2022).  In order to allow the essence of a 

phenomenon or experience to reveal itself, free from the Natural Attitude, Husserl 

advocated for the concept of Epoché (Langdridge, 2007) or what has come to be termed 

“bracketing” of our preconceptions and prejudices.  That is not to say that a 

phenomenon is being reduced to a series of descriptions, but that reality is being made 

accessible for external scrutiny (Zahavi, 2019), expanding our understanding and 

allowing new insights through a phenomenological attitude.  By examining and then 

describing the phenomenon from multiple fresh perspectives we can achieve new 

insights which might then reveal the essential qualities of that experience  (Smith et al., 

2022).  Husserl believed these descriptions and examinations could be achieved through 

a process of reductions.  Langdridge (2007) suggests that the most significant of these 

for the purposes of psychological phenomenological investigation is the psychological 

reduction.  In practical terms, this means reading through an interview transcript and 

extracting all detail, words, and phrases relating to the phenomenon and treating each of 

them with equal importance – horizontalization – and resisting the Natural Attitude 

which seeks to prioritise certain words and phrases which can be easily accommodated 

by our existing patterns of thought, themselves created by pre-existing theoretical 

frameworks (or verticalization).  Once these horizontal phrases have been laid out and 

examined, the researcher can then begin to suggest new meanings which may not have 

been obvious before.  Thus reduced, Husserl argues that what is left is the essence or 

idea of the phenomenon or object which lies beneath the subjective perception.  This 

process of reductions, after being repeated through multiple case studies, allows for the 
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common characteristics or ideas to emerge which link them all.  Thus, the essence(s) of 

a particular phenomenon can be identified and described, not as a disembodied object, 

but as something that is experienced by beings-in-the-world.  Identifying these 

commonalities is termed eidetic intuition (Langdridge, 2007) and is an important step in 

moving from individual descriptions of an experience back towards a more theoretical 

and universal essence.  

Husserl’s philosophy - that there exists a realm of ignored obviousness or 

Lebenswelt that can be revealed if artificial or scientific theories are set aside - forms a 

key epistemology underpinning my study of the experiences of men who work as 

midwives.  It is also the point of departure for one of the two key branches of applied 

phenomenological research methods which can be referred to under the umbrella term 

descriptive phenomenology (Langdridge, 2007) with versions notably developed by 

Colaizzi and Giorgi (Beck, 2021).  Key to their methodologies is a belief that a variety 

of advanced bracketing strategies can eliminate any contaminating thoughts to reach the 

essence of the phenomenon and then describe it.  Descriptive phenomenology is not 

adopted wholesale and unproblematically by all.  As stated at the start of this thesis, 

phenomenology believes that being-in-the-world means being part of a complex web of 

social and cultural interactions, which suggests there is no essence which can ever stand 

apart from them.  As a researcher who also shares an embodied experience with the 

interview participants, a research method is required that can capitalise on this 

knowledge rather than seek to eliminate it and so I rejected the descriptive approach 

whilst still committing to the philosophy of phenomenology. 

Heidegger proposed a new iteration of phenomenology which goes some way to 

addressing this tension.  He rejected Husserl’s transcendental turn, believing instead 

that all experience is existential and embodied and that to suggest the ability to 

transcend experience is an artificial and flawed concept (Smith et al., 2022).  That is not 
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to say that it cannot be attempted, but that there needs to be an acknowledgement of the 

limitations of this approach.  Embracing hermeneutics, the second philosophical axis in 

IPA, is key to addressing this. 

Hermeneutics 

Heidegger’s philosophy makes a significant step forward by questioning whether the 

authentic phenomenon of being-in-the-world can ever be understood objectively if that 

means divorcing the experience artificially from the contexts that are integral to 

bringing forth that experience in the first place.  In effect, simply identifying and 

describing the essence of a lived experience privileges a description (knowledge) of the 

experience at the expense of the embodied or lived element (understanding), rendering 

it meaningless.  Inwood (2019) asserts that Heidegger was fundamentally “averse to 

epistemology” (p. 15), rather, he created a more ontological phenomenology, a view of 

what constitutes reality or being, rooted in an interpretative process (Dowling, 2007). 

He termed this concept Dasein, meaning that phenomena can only be understood within 

the context that they are experienced, and that interpreting and making sense is 

fundamental to humans’ being in the world, what Zahavi (2019) refers to as 

the “historical and practical contextuality of cognition” (p. 65).  

Dasein starts from the position that we are “thrown into the world” (Smith et al., 

2022, p. 140).  Once here, we are compelled to constantly decide how to be (Inwood, 

2019) and this is where Heidegger’s phenomenology diverges from what has gone 

before.  Phenomena – our experiences of the world – only makes sense by 

acknowledging both the embodied nature of being in the world as well as our need to 

make sense of our experiences.  Deprived of the ability to simply exist, we must make 

sense of what it means to be in a world where we must interact with other beings – what 

Heidegger termed Mitsein (Langdridge, 2007).  The human need to make sense of the 

present is contingent on an awareness of what has gone before as well as an awareness 
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that human life is finite.  Thus, being in and being with is always a worldly experience, 

which is essentially temporal, historical (Inwood, 2019), and social, and can never truly 

be transcended or abstracted. 

The meaning-making that Heidegger maintains is central to Dasein and Mitsein 

builds on the philosophical tradition of hermeneutics which is concerned with 

“analysing the conditions for understanding” (Zimmermann, 2015, p. 6), conditions 

which are often hidden because we are too familiar with the existing cultural milieu in 

which we move and where we “perceive words and objects in a pre-established context 

of meaning” (Zimmermann, 2015, p. 7).  Heidegger, and subsequently Gadamer, 

believed that understanding is not merely something that occurs consciously but occurs 

constantly at a subconscious level and manifests itself in language and discourse 

(Langdridge, 2007).  By adopting a hermeneutic attitude or turn we can expose the 

structures within which we must operate and make meaning by studying how language 

discloses being (Zimmermann, 2015).  For the researcher this can be complex. 

Hermeneutics represents a recognition of preconceived ideas and experiences, and the 

researcher is constantly interrogating them in a dialogue with the text or artefacts under 

investigation.  IPA recognizes a double hermeneutic whereby the researcher is “trying 

to make sense of the participant trying to make sense of what is happening to them” 

(Smith et al., 2022, p. 3) and a knowledge of these fore-structures that I identified in 

Chapters 1, 2, and 3 is important in order to understand how they can impede or 

facilitate interpretation so that I can see “what is actually given rather than what we 

expect to find” (Zahavi, 2019, p. 47).  This underlines the dual role of the researcher in 

IPA studies and supports its use in this thesis given that I am both a researcher and 

share the same experiences of the phenomenon under investigation as the participants.  

Fundamentally, the hermeneutic belief that humans are “meaning making machines” 

(Zimmermann, 2015, p. 30) supports the choice of IPA methodology for this particular 
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study.  It creates a space for men who are midwives to make sense of their experiences -  

both those of the participants and my own as a researcher - and in this sense is more 

agentic than, for example, discourse analysis and this is important for a group whose 

voice is currently absent from the literature in spite of - or perhaps because of - the 

history of conflict that surrounded their arrival.   

Idiography 

A commitment to idiography is another significant point of divergence from descriptive 

phenomenological approaches in that it moves away from a detached and generalised 

summary of a phenomenon to an account rich with individual voices (Shinebourne, 

2011).  Idiography has been defined as the “detailed examination of a particular 

experience for a person” (Beck, 2021, p. 93) as opposed to trying to lay claim to a 

universal human experience of a phenomenon through seeking only points of 

convergence between research participants.  IPA methodology is focused on a detailed 

examination of the individual, understanding the uniqueness of their experience of a 

phenomenon.  It therefore gives equal emphasis to points of divergence between 

research participants as opposed to a nomothetic approach which seeks the average 

person’s experience of a phenomenon (Smith et al., 2022), thus risking losing rich and 

nuanced data.  The depth of exploration and the focus on the individual dictates a small 

sample size and values the complexity of being human.  In practice this means moving 

from the detailed examination of each account in turn, considering it on its own terms 

before cautiously considering how they compare to one another.  The challenge and the 

strength of this approach is to ensure the distinctive nature of each account shines 

through.  An idiographic approach may help to combat the reductive nature of 

essentialism and the associated mobilization of strategic essentialism prevalent in much 

of the extant research on men in midwifery and associated nursing disciplines which 

may mask other truths and further contribute to the othering of a group.   
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Strengths and Limitations of IPA 

It has been argued that marrying hermeneutics to phenomenology creates a diluted and 

unscientific approach (Suddick et al., 2020) which is too abstracted from the 

philosophical roots of phenomenology (Zahavi, 2019) and lacks the intersubjectivity 

and rigour of a descriptive phenomenological approach (Giorgi, 2010).  This risks 

allowing the researcher to do what they will with the data because their subjective 

interpretation is sufficient justification for the organisation and analysis of the findings. 

Others argue that emphasizing cognition risks reifying the mind over the bodily 

experience (Langdridge, 2007) and has parallels with the Cartesian duality that 

phenomenology seeks to counter.  There is also a risk here in this project of reinscribing 

another binary on top of the one inherent when discussing gender by benchmarking IPA 

against other research methods and perpetuating “methodolatory” (Smith et al., 2022, p. 

5) by excessively defending one research approach over another rather than valuing it 

on its own terms.  Since its inception in 1996, IPA has been adopted by many 

researchers particularly within health psychology, its use rapidly expanding since 2010 

(Kacprzak, 2017) suggesting that it is fulfilling a previously unmet need in qualitative 

research.  Wagstaff et al. (2013) comment on how the very flexibility that led to 

criticisms by Giorgi (2010) allows for the approach to be adopted across many 

professions, opening up opportunities for further discussion on how to refine the 

approach outside of rigid disciplinary traditions.  Newnham and Rothman (2022) argue 

that midwifery research privileges quantifiable questions in order to be taken seriously 

by the medical professions on which it depends for legitimacy thus limiting the 

knowledge that can be produced and ignoring innovative ways of understanding 

complex problems that can be borrowed from the social sciences.  Frickel et al. (2017) 

concur, adding that interdisciplinarity is not solely about interactions between groups of 

academics, but being open to the role of power, hierarchies, and distinct epistemic 
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positions in shaping knowledge.  Certainly in my study, it has allowed me to encompass 

fields such as history and social psychology as well as midwifery and gender studies in 

order to provide a fully rounded answer to the research question which would not be 

available to me by working with one disciplinary tradition in isolation.  More broadly, 

the interdisciplinary nature of IPA can help recognize barriers and facilitators to 

interprofessional working which has been identified as key to effective and acceptable 

healthcare provision (Knight et al., 2022).  The expansion of published IPA studies has 

also allowed Smith (2011c) to review 293 IPA papers.  He was able to go some way to 

address the concerns expressed by Giorgi (2010) in establishing quality criteria for 

evaluating IPA papers which do not rely slavishly on objective replicability, but which 

retain the rigour necessary to be able to inform evidence based practice and these are 

applied and discussed in relation to my study in the analysis section that follows.   

Summary 

It has been argued that philosophy is “a discipline of contestation” (Langdridge, 2007, 

p. 160) and not explanation.  Husserl himself described the ambition of trying to explain 

the subjective experience of the objective lifeworld as lying “almost at the limit of 

possible description” (Husserl cited in Zahavi, 2019, p. 61).  Indeed, Dowling (2007) 

asserts that neither Husserl nor key phenomenological philosophers such as Heidegger 

or Gadamer went on to develop an applied research methodology.  Contemporary 

researchers and academics, primarily in the field of psychology, have taken Husserl’s 

and subsequent philosophers’ concepts and developed methodologies inspired by them.  

Smith et al. (2022) have noted the potential that a phenomenological stance can offer to 

the field of psychology and have developed a practical application in the form of IPA 

by combining it with hermeneutics and idiography.  In the next section I will describe 

how IPA has been operationalised in my study by interviewing 15 men who work as 
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midwives in the UK in order to answer the research question: What are the experiences 

of men who work as midwives?  

Method 

Sampling 

One of the motivations behind keeping the research question relatively broad was a 

matter of practicality.  With only 171 men on the NMC19 (2019a) register, I was 

mindful that the sample size was very limited.  Even with a recruitment strategy which 

attempted to reach out to all men who were working, or who had worked as midwives, 

there is no precedent to indicate what a response rate might be and therefore the 

research question did not limit itself to a particular aspect of their experiences.  This 

was also, in part, to maintain an open and inductive attitude - the phenomenon had not 

been investigated before and I needed to be open to what I would be told and not what I 

expected to find.  There was a risk, however, that the broadness of the question would 

make the analysis challenging, potentially generating too many disparate experiences 

which could preclude meaningful discussion.  The tension exists between depth and 

breadth, and the challenge was to design a research question that allowed for the depth 

of analysis and a group for “whom the research question will be significant” (Smith & 

Osborn, 2015, p. 28).  I decided to keep the original research question but to revisit this 

concern when structuring the interview schedule.   

Smith and Osborn (2015) state that sample size is contingent on many factors, 

not least the level of detail required in analysis.  The idiographic nature of an IPA study 

and the privileging of in-depth data over the need for generalizable outcomes means 

that sample sizes are necessarily small.  If the individual case studies are rich in data 

 
19 The NMC is the professional regulator for nurses, midwives, and nursing associates in the UK.  It is 
mandatory to be on their register in order to be able to practice as a midwife in the UK.  Unlike “nurse,” 
“midwife” is a protected title in law and only a registered midwife or a registered medical practitioner can 
attend a person during childbirth except in an emergency (Greenfield & Feeley, 2024). 
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and bring new knowledge to an under investigated area then this should be sufficient 

justification for the sample size, the rarity of the topic defining “the boundaries of the 

relevant sample” (Smith & Osborn, 2015, p. 28).  Malterud et al. (2016) argue that 

sample size in qualitative research should continually be evaluated as the project 

progresses rather than being determined at the outset and that the researcher should 

make transparent how the sample size was determined.  Following these guidelines, the 

broadness of the research question and sample specificity, combined with an approach 

which does not set an a priori theoretical lens, suggested a likely larger sample might be 

needed to produce the information power to be able to answer the question.  Data 

saturation, a concept rooted in grounded theory approaches with large sample sizes, is 

frequently used unproblematically as a marker in all qualitative studies for stopping 

recruitment (Varpio et al., 2017) but does not hold currency with the idiographic nature 

of IPA (Brocki & Wearden, 2006).  Smith et al. (2022) suggest a sample size of around 

ten for the main body of a PhD thesis.  I chose to continue interviewing beyond this in 

order to be able to include a broader demographic spread of experiences and completed 

15 interviews.  In retrospect, whilst this made for rich data, it required a significant time 

commitment in the analytic stage which might be unsustainable in future projects. 

Purposive sampling was used.  The small potential sample size informed the 

inclusion criteria as being anyone who identified as a man and who was currently 

registered, or had previously held a registration, with the NMC as a midwife.  As the 

number of eligible people was small there was no further inclusion/exclusion criteria.  

The terminology “identify as a man” was purposefully chosen at the outset due to an 

awareness that the terms male/female and man/woman were considered unstable and 

open to contestation (Butler, 1990; de Beauvoir, 1988; Fausto-Sterling, 2020).  At the 

outset of my research I was a novice in my understandings of these debates but 

considered that both self-identifying as a man and being perceived by others as a man 
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were likely the key determinants of the phenomenon under investigation rather than 

hidden biological markers of the participants’ sex such as genitals and chromosomes.  

My awareness of the debates around sex and gender developed as my research 

progressed and will be reflected in the analysis and discussion sections.  

Recruitment Strategy 

Participants were recruited through an article which was published by the official 

magazine of the RCM.  The RCM is the professional organization and trade union 

which represents midwives in the UK and has membership for both currently registered 

midwives and those who no longer hold an active registration with the NMC.  The 

article (Pendleton, 2020) introduced my interest in this area of research and invited men 

who were midwives to contact me via email for further details of the study.  The RCM 

also publicized my study through their official social media channels with a link to my 

Twitter account.  By extending the offer to participate to all midwives via a professional 

journal I was able to be independent of individual gatekeepers and therefore minimised 

the risk of selection bias.  12 men were recruited through this means with a further three 

recruited through snowball sampling whereby participants passed on my details to 

interested parties, creating an overall sample size of 15.  The table, below, sets out basic 

demographic details of participants: 

Self-Reported Demographic Characteristics of Participants 

Age  
26-30  

3 

31-35  

1 

36-40 

1 

41-45 

2 

46-50 

2 

51-55 

3 

56-60 

2 

61+ 

1 

Length of experience as a registered midwife 
0-5years 

3 

6-10 years 

2 

11-15 years 

3 

16-20 years 

1 

21-25 years 

3 

26-30 years 

1 

30+ years 

2 

Sexuality 
Gay 

6 

Straight 

7 

Bisexual 

2 

Ethnicity 
White – UK 

13 

White – non-UK 

1 

Black 

1 
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Smith et al. (2022) emphasise the need to focus on the phenomenon, and that 

participants are there to represent a perspective rather than a population.  Nevertheless 

demographics can be a useful additional piece of information at the interpretative stage 

to understand how intersectionalities can influence experiences and avoid the risk of 

over-essentialising the impact of gender on the phenomenon.  For example, it is worth 

noting that the sample, except for one participant, were all White.  This reflects a wider 

issue of diversity within the UK midwifery profession which has a BAME population 

of just 14.6%, well below the 41.6% of BAME nurses (NHS Digital, 2019).  

Nevertheless, the lack of racial diversity is doubly surprising given that men from 

minoritized ethnicities are disproportionately more likely to be employed in female-

dominated work than their White counterparts (Woodhams et al., 2015).  Out of the 171 

men who held a midwifery qualification on the NMC register in 2019, 145 declared 

White ethnicity (NMC, 2020b).  Acknowledging the impact of key demographic 

characteristics, whilst balanced against the ethical need to preserve confidentiality 

(Morse, 2008), contributes to the commitment to idiography and will be considered in 

parallel with the analysis and discussion of the data. 

Data Collection 

IPA studies require a “rich, detailed, first-person account” (Smith et al., 2022, p. 53) 

and semi-structured interviews were chosen as the most effective method to achieve 

this.  Smith et al. continue and state that the interview is an interaction that will partly 

be led by the participant as the “experiential expert on the topic in hand” (p. 55).  

Unlike structured interviews, semi-structured interviews allow participants greater 

influence on leading the conversation (Tod, 2015) and empower them to be co-authors 

of the data (Robson & McCartan, 2016).  They also allow the researchers the flexibility 

to digress from the interview schedule to follow unanticipated thoughts from the 

participant’s developing account (Braun & Clarke, 2013) whilst ensuring that the 
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discussion addresses the common experience at the heart of the research question.   

As with other researchers who have both emic and etic status, my research was 

guided by a principle of being non-exploitative and holding space for reciprocity of 

discussion  (Egharevba, 2001).  Interviewing took place between April 2020 to August 

2021 and length of interviews ranged from 44 minutes to 1 hour 53 minutes with an 

average duration of 1 hour 28 minutes.  The original intention had been to conduct face-

to-face interviews in person wherever possible as it was hoped this would help establish 

a rapport with participants, along with facilitating an ease of observation of body 

language to which I could respond appropriately (Tod, 2015).  I noted in my reflexive 

journal at the time that my focus on the importance of face-to-face interviewing perhaps 

reflected “still seeing myself as a midwife” rather than as a researcher, being physically 

present a key element of building a therapeutic relationship between midwife and 

service user.  The necessity to move interviews online was driven by legislation 

introduced to limit social interactions in the wake of the Covid-19 pandemic.  At that 

time, conducting interactive interviews synchronously on online platforms was a 

relatively recent phenomenon.  It was not included in many contemporaneous editions 

of research textbooks (Braun & Clarke, 2013; Green & Thorogood, 2014; Harvey & 

Land, 2017) but was a necessary and pragmatic decision which had the advantage of 

being cheaper, more flexible, time efficient for both me and the participants, as well as 

extending the opportunity to those who might otherwise have been logistically 

inaccessible.  Prior to the pandemic, face-to-face interviews had come to be viewed as 

the most valid and rigorous form of interviewing, with online interviews a second-best 

option (Deakin & Wakefield, 2014) despite a lack of evidence to support this assertion.  

Adams-Hutcheson and Longhurst (2017) suggest that trying to create a hierarchy 

between online and offline interviewing is futile as all forms of interaction are mediated 

and structured by customary forms of address and therefore there will be subtle 
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differences in data.  Empirical evidence as to what these differences may be is starting 

to emerge and appears to corroborate my personal experience that there was no obvious 

negative impact.  Boland et al. (2022) found that participants being able to choose their 

own space to be interviewed in created a sense of safety and comfort.  This in turn 

promoted greater openness and shifted power balances which mitigated the loss of 

contextual data when not being in the same physical space as the participant (Tremblay 

et al., 2021).  

Interview Schedule 

The interview was structured with opening questions to relax participants before 

moving towards questions more focused on how being a man may have directed their 

experiences when working as a midwife.  The ordering of the questions therefore 

adopted the practice of what Smith and Osborn (2015) describe as “funneling” (p. 34), 

ensuring that the areas of interest as determined by the participant and the specificity of 

the phenomenon under investigation were both covered.  The closing section allowed 

for participants to revisit any questions or add anything that had not been asked.  Within 

the schedule I included some prompts to encourage elaboration if necessary.  The 

schedule was reviewed using guidance from Braun and Clarke (2013) which challenged 

me to consider if assumptions were embedded in the wording of questions and how the 

questions would help me address the overall research question.  A pilot interview was 

then conducted with a male student midwife.  A pilot study can be useful in testing 

research instruments and highlighting logistical challenges prior to committing financial 

and human resources to a large-scale study (van Teijlingen & Hundley, 2002).  It also 

allowed me to build confidence in my interview technique and data analysis (Doody & 

Doody, 2015) and helped clarify the “conceptualization of the focus of the topic” (Kim, 

2010).   

Homogeneity of sample in an IPA context translates to shared exposure to the 
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lived experience but this was challenging to predetermine in such a small potential 

sample population.  Whilst the unifying characteristics were identifying as a man and 

having worked as a midwife, their experiences varied from one participant having over 

forty years’ experience as a qualified midwife, whilst another had had only six months 

clinical exposure.  Some participants had progressed to academic and strategic 

leadership positions which meant they may not have been in clinical practice for several 

years but still identified as men who worked as midwives.  It called into question the 

need to examine more closely what constituted the unique nature of the lived 

experience shared by the participants and how this was addressed in the interview 

schedule.  Salmon (2002) states that broad research questions can make it challenging 

to know when the question has been answered.  I needed to try and include in the 

interview schedule questions which could identify more precisely what the experiences 

were that would illuminate issues for men working as midwives that were a site of 

difference compared to their female counterparts.  Revisiting the background chapter, I 

was struck by how the provision of intimate care was a contested element of the work 

which caused the presence of men in midwifery to be positioned as in conflict with their 

female counterparts as discussed in the historiography chapter.  It was also an explicit 

concern for all maternity care stakeholders in Chapter 2 as a key site where gendered 

differences in the provision of care could not be easily accommodated.  Inoue et al. 

(2006) define intimate care as care that involves “psychological, emotional and/or 

physical closeness” (p. 560) and is arguably most problematic when it involves contact 

“with those parts of the body whose exposure can cause embarrassment to either the 

patient or the nurse [midwife]” (Harding et al., 2008, p. 88) due to the risk of 

misinterpretation.  It seemed to me that gaining access to this (or not), how this was 

facilitated (or not), how service users and their partners responded to it, and how the 

participants negotiated this was likely to be a key element of the experiences of men 
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who worked as midwives and therefore I permitted myself to include a question 

specifically to address this. 

The nature of interviewing is that it is dynamic (Kim, 2010), and the process 

should not be considered fixed but rather iterative as the interview progresses (Braun & 

Clarke, 2013).  I read the first three interviews after they were completed and 

transcribed in parallel with contemporaneous notes from my reflexive journal but prior 

to analysing them.  It was noticeable that two of the participants chose to talk about 

their sexuality and how this directed their experiences of working as a midwife.  This 

encouraged me to amend the demographic questionnaire to include a question on their 

sexuality.  I also added a question to the schedule for future interviews where sexuality 

was not spontaneously brought up by the participant.  Smith et al. (2022) suggest that 

noticing themes which were not built into the original conception of the research 

questions is “consonant with a hermeneutic phenomenological perspective” (p. 186) 

given that the participants are the experiential experts, but this needs to be balanced 

with the risk of building an interview schedule that tries to capture all potential themes, 

at which point it is doing the opposite and situating the researcher as omniscient expert.  

The final interview schedule is set out in Appendix 7. 

I was concerned about how much to share of my own personal experiences in an 

effort to build a rapport with the participant or as part of a spontaneous interaction.  

Arguably this risks setting up “comparative dynamics” and response bias (Smith et al., 

2022, p. 64).  Instead, Smith et al. advocate adopting a “naïve but curious listener” (p. 

60) approach which is important for the idiographic nature of their experience to be 

heard but it was hard to continuously deflect questions when participants were asking 

for me to share my experiences too.  In contrast, Egharevba (2001) found that creating a 

two-way relationship by sharing selective personal experiences with participants creates 

a non-hierarchical space where people are more willing to be open.  As a result, I chose 
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to provide factual examples of my experiences when pressed by participants but did not 

elaborate with how I made sense of them to avoid influencing and predetermining their 

own meaning-making.    

Ethics 

The study received ethical approval from the University of Northampton Research 

Ethics Committee (Application ID: ETH1920-0009), originally approved for face-to-

face interviewing but resubmitted with amendments to accommodate online interviews 

necessitated by the Covid-19 pandemic (Application ID: ETH1920-0149).  This 

application can be found in Appendix 8.  Whilst the nature of the phenomenon under 

investigation did not appear at the outset to be emotive or sensitive, the unpredictable 

nature of inductive interviewing meant there was the potential for psychological 

distress, and it was necessary to protect participants from any avoidable harm adhering 

to the ethical principle of non-maleficence.  Firstly, this took the form of informed 

consent.  Interested participants were provided with a participant information sheet (PIS 

– see Appendix 9) via email and, if they wished to proceed, a mutually convenient 

time/date to meet was agreed.  I asked them to complete and return a consent form 

(Appendix 10) and demographic questionnaire form (Appendix 11) prior to the 

interview commencing.  The consent form was revisited orally prior to commencing the 

interview and participants were reminded of the contact details for counselling services 

provided in the PIS should they want to use them.  

Confidentiality was achieved by replacing names with pseudonyms within the 

transcripts and any potentially identifying details such as names of service users, 

location of training, or NHS Trusts were redacted.  The redacted transcript with 

pseudonyms was sent to participants for them to confirm that this was an accurate 

record of our interview and were offered the opportunity to remove any parts of the 

transcript that they no longer wished to be made public.  It was made clear that they had 
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a period of two weeks to withdraw their contribution from when they received the 

transcript of the interview if they so wished - no participant wished to do so.  It is usual 

in IPA studies to build up a picture of each individual participant, their personal 

circumstances, and key information that provides context.  In my study, however, I was 

aware of the ethical imperative to avoid the risk of jigsaw identification given there are 

so few men in midwifery.  Evans (2004a) faced a similar challenge and adopted the 

position of offering limited demographic information in order to protect the identities of 

the eight male nurses participating in her research.  Following guidance by Morse & 

Coulehan (2014), I avoided wherever possible ascribing specific demographic tags such 

as age, length of service, or geographical location, reporting these in ranges where this 

information was important to aid analysis.  I made reference to characteristics such as 

sexuality and ethnicity only if it had been shared by the participant as pertinent to the 

story under discussion.  Confidentiality was further ensured by uploading data - 

transcripts and consent forms - to the University of Northampton’s secure data storage 

platform (TUNDRA2).  Interviews were conducted and recorded on the University of 

Northampton’s secure online platform, Blackboard Collaborate, and recordings deleted 

after transcription.  Details of the data management plan which was approved as part of 

the ethics process can be found in Appendix 12. 

When analysing the transcripts and writing the discussion chapters, 

consideration was given to the responsibility of how the words of the participants might 

be read by a wider audience.  Hoskins and Stoltz (2005) have explored the tension 

between a researcher using data from qualitative interviews as a commodity which can 

be used without concern for how this portrays the participant versus providing 

incomplete analysis for fear of offending them.  This is particularly pertinent in a 

population who might easily recognise themselves or be recognised by others in 

published papers.  I was mindful of this ethical tightrope by ensuring that accounts were 
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contextualised appropriately and avoided judgemental emphasis by tentatively 

assigning meaning to them alongside justification for how I reached my conclusion, 

whilst leaving open the possibility of other interpretations.  This aligns with Hoskin and 

Stoltz’s (2005) conclusions that claiming expertise as a researcher is only acceptable 

when “paired with a commitment to accountability and transparency” (p. 108) as well 

as ensuring the balance of the participants’ first-hand accounts are not overshadowed by 

the interpretative voice of the researcher.  

Containing discussion of ethics within a methodology section and foregrounding 

the approval of an ethics committee risks ethics being seen as a bureaucratic hurdle to 

be overcome (Floyd & Arthur, 2012).  Ethics is a continuous and dynamic process of 

negotiation which permeates all aspects of this study in order to stay loyal to the 

principles of IPA and qualitative research more generally (Smith et al., 2022).  Floyd & 

Arthur (2012) term these considerations “internal ethical engagement” (p. 172), the 

moral dilemmas faced by the researcher throughout the entirety of the process.  Giving 

voice to people who are not otherwise represented in the literature was perhaps the first 

ethical decision.  Choosing IPA in order to centre their voices free from the journalistic 

fascination that has characterised any discussion on men in midwifery was the second.  

Ethics can also be seen more broadly in my responsibility to analyse and present the 

participants voices free from judgement balanced with a tentative analysis through the 

double hermeneutic, or a consideration of the politics of knowledge production when 

preparing to disseminate findings which is found in Chapter 10.  Throughout the thesis 

I have attempted to make these ethical choices visible through reflexive discussion.   

Analysis 

Analysis is the “essence of IPA” (Smith et al., 2022, p. 75), the depth of which is 

arguably what sets it apart from other phenomenological approaches.  The key principle 

is to seek to understand how the participant makes sense of the phenomenon under 
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investigation.  In this section I will summarise each of the key principles of the heuristic 

framework for IPA analysis and explain how this was conducted in this study.  Smith et 

al. state that an indicator of quality for the reader will be illustrated examples of the 

steps taken at each stage of the research process, and accordingly I have included an 

exemplar of how I developed my analysis using the steps described below which can be 

found in Appendix 13. 

Transcription 

Transcribing the interviews was the first step in data analysis.  Whilst software exists 

for providing automated transcripts from digital recordings, I made the conscious 

decision to transcribe them myself verbatim.  This was a time-consuming process, with 

each transcript taking approximately two days to produce but the process enabled the 

first step of active engagement with the individual case.  All interviews were 

transcribed prior to any further analysis and, whilst useful to gain a sense of potential 

connecting themes, it was important to retain the idiographic nature of the research 

approach when moving on to the next stage of analysis by focussing on each case in 

isolation.   

Exploratory Noting 

After all interviews had been transcribed, each transcript was analysed separately and 

on its own terms.  A Word document was created with three tables and the transcript 

inserted into the middle column.  The transcript was read through word by word, line by 

line, and exploratory notes were made in the right-hand column about either the 

“semantic content” (Smith et al., 2022, p. 79), or the explicit meaning that the 

participant attributed to experiences alongside more tentative exploratory and 

interpretative thoughts on my part.  This was done to start exposing what concepts and 

influences might sit behind the words or phrases, taking into account repeated phrases, 

images, metaphors, and references used along with emotional words and expressions.  
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Smith et al. summarise this as an “analytical dialogue” (p. 84) with the text, noting the 

obvious and then interrogating what meaning might be attributed to it, and how the 

words and tone change when moving through the transcript.   

Experiential Statements 

Once the exploratory noting had been completed, I moved on to the left-hand column. 

This is a process which allows for the exploratory notes to be reviewed and organized 

into discrete statements which, whilst reducing the data into a more manageable size, 

should also capture the complexity of how the phenomenon has been experienced and 

interpreted.  To return to the phenomenological roots, this combines both the eidetic 

reduction of Husserl with the hermeneutics of Heidegger.  To find a “concise and pithy 

summary” (Smith et al., 2022, p. 87) which can capture iterations of the phenomenon 

repeatedly throughout the transcript was challenging and required me to return 

repeatedly to earlier experiential statements to modify and differentiate them from 

others that followed to allow for more nuance and points of convergence and 

divergence to be captured. 

Personal Experiential Themes  

Finally, I reviewed the experiential statements to look for connections between them to 

understand how they could work together to summarise the key meaning-making of the 

phenomenon that had occurred within the interview.  Practically this was achieved by 

cutting out the experiential statements from a printed copy of the document and laying 

them out on a surface, moving them around to see how one complimented another 

and/or sat in opposition to it.  This was repeated until experiential statements sat within 

clusters which connected with each other.  Each of these clustered experiential 

statements were then given an overarching label.  In IPA parlance these are termed 

Personal Experiential Themes (PETs) which contain subthemes to return nuance and 
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complexity to the interpretation once again, and were illustrated with direct quotations 

from the participants to add a further layer of detail back in.   

Group Experiential Themes 

The process described above was repeated for all 15 interviews, each treated separately 

to preserve the idiographic nature of the phenomenon as experienced by that 

participant.  The final step in the analytic process was to generate a Group Experiential 

Theme (GET).  The intention in developing a GET is to emphasise both the 

commonalities across participants as well as where there are contrasting narratives in 

order to show the unique way the shared phenomenon is experienced (Nizza et al., 

2021; Smith, 2011b).   

PETs generated from all 15 interviews were considered alongside each other.  

Once again this involved printing out tables of themes and subthemes from each PET, 

cutting them up, and physically moving the pieces of paper around in order to see how 

themes might sit together across cases (see photo in Appendix 14).  This in turn 

generated new titles and subthemes which reflected how they could be combined to 

either create new understandings, or to reaffirm what had been understood individually.  

For me this was the most complex part of the process as I was mindful that I had to let 

go of some of the detail and stories which I felt made parts of the interview data come 

alive in order to make the overall themes manageable.  This needed to be balanced 

against a risk of being too generic, a move away from the idiographic nature of IPA 

towards a more atheoretical thematic analysis approach.  

Nizza et al. (2021) propose that idiography can be achieved at this stage by 

ensuring idiosyncratic details are still evident through direct quotations from the 

participants.  I generated an Excel spreadsheet with the pseudonym of each participant 

down the left-hand side and across the top I created headings of each of the PETs - 
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along with the subthemes from within them - from all of the interviews, grouped 

together in tentative GETs which generated over 100 columns.  I populated these 

columns with relevant direct quotations from any of the participants that illustrated 

these PETs (see photographs in Appendix 14).  Whilst this was an incredibly labour-

intensive process, it did allow me to bring the participant voice back into the analysis 

and to ensure that that the GETS had not become too abstracted from the original data.  

It also allowed for a visual representation of which PETS were repeated across 

interviews and which were significant to only one participant.  Smith et al. (2022)  state 

that in IPA studies of 10 or more participants, a GET should include evidence across at 

least half participants.  As seen in the photo in Appendix 14 I counted the instances 

where I had identified evidence of a particular subtheme in each participant and noted 

the number at the bottom of the column, and this helped me to identify the most salient 

factors that were emerging.  That is not to say that I privileged frequency of occurrence 

over depth of discussion.  What it did mean is that for those isolated PETs, I could 

revisit them to see whether the original heading attributed to it had effectively distilled 

the essence of the meaning, if it could in fact be incorporated into one of the other 

tentative GETs, or whether it was truly a unique experience which couldn’t be 

adequately accounted for in my larger IPA analysis.  In this way, I was able to arrive at 

the final essential themes and discard those which I deemed incidental.  Finally, by 

laying out the PETS and their subthemes in one continuous document I could see 

patterns emerging across GETS which allowed me to consider the sequence of how to 

organize them within my final write up in order to make a coherent narrative of the 

phenomenon. 

Double Hermeneutic 

Applied phenomenology requires the researcher to achieve both “naïve openness” and 

“critical self-awareness” (Finlay, 2008, p. 29).  IPA, in common with other approaches, 



109 

recognizes that the participant is the expert who can present us with the experience 

through how they talk about and describe it.  However, IPA differs from a more 

descriptive approach in that it is largely concerned with the meaning(s) that participants 

ascribe to those experiences, this being the first hermeneutic turn.  The second 

hermeneutic turn, a key pillar of IPA, is “how the analyst makes sense of how the 

participant makes sense” (Smith et al., 2022, p. 77) of the phenomenon under 

investigation, recognizing how participants are searching for meaning in the act of 

being interviewed whilst also acknowledging that the researcher themselves are also a 

“meaning-making agent” (Smith, 2019, p. 170) as they analyse the transcripts.  Nizza et 

al.  (2021) describe this as “detective work…. bringing in to light that which lies as 

least partly hidden, making manifest that which is latent” (p. 383).  Smith et al. (2022) 

clarify this further to describe IPA as adopting a “centre-ground” (p. 30) between 

representing accurately what the participant says about their experiences whilst also 

questioning whether there is complexity to their understanding of their experiences 

which is hidden from them and therefore not available to them to describe due to its 

hidden obviousness.  The researcher has the complex job of identifying both the 

superficial meaning and a potential latent meaning whilst also describing how they 

arrive at their conclusions.  How this is operationalized in this study has been laid bare 

in the methodology section in terms of how GETS and PETS were constructed, and the 

interpretation unpacked in the findings section.  However, the researcher’s role in 

meaning-making - the double hermeneutic - is challenging to make fully and 

meaningfully transparent to the reader.  Langdridge states that there is a risk of 

“reflexive infinite regression” (2007, p. 60) with the researcher either spending 

excessive words auditing their role in producing the data at the expense of discussing 

the findings or the role reflexivity can play in their analysis (Folkes, 2022), and of the 

work becoming self-indulgent or of merely providing tokenistic reference to it.  The 
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double hermeneutic for me manifested itself through a dialectical movement (Laverty, 

2003) between the individual words and phrases within the transcripts and the transcript 

as a whole and repeating this across transcripts.  In the findings chapters I make it clear 

what is said by the participants and what the meanings are that I attribute to them and 

how I have arrived at these conclusions.   

Validity and Quality 

Validity entails a judgement about how robustly and rigorously the research has been 

conducted (Yardley, 2015, p. 257).  Within quantitative research with its positivist 

paradigm researchers can demonstrate the steps they have taken to attempt to remove 

themselves and thus the taint of subjectivity and bias from the research data and results. 

The ability for others to objectively reproduce the experiment and arrive at the same 

results is thus seen as the marker for rigorous research which merits dissemination 

(Braun & Clarke, 2013).  The need to be able to evaluate whether a piece of research 

deserves to be published and incorporated into policy and practice also remains 

important for IPA research, but the criteria is more contested than for quantitative work 

given that subjectivity is a cardinal quality of IPA’s epistemology and analytic turn.  

Rather than widely generalizable results, qualitative research in general is seeking to 

make logical or theoretical results which can be tentatively used (Yardley, 2015). 

Whilst constructing my Excel spreadsheet, I included a column titled “repeated 

words and phrases” and another column for key anecdotes or vignettes from each 

interview.  This was with the intention of ensuring that I could mitigate the risk of 

losing the idiographic element by identifying particular vignettes which expressed 

flavours from within each GET in anticipation of the writing process of the results 

section.  Smith (2011a) notes that this is a particular marker of quality, capturing “the 

utterance that stands out and has added value to the analysis as a whole, the single case 

that is particularly potent” (p. 7) and acted as a further check to ensure that the essence 
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of each participant was present within the overall GET.  Smith (2011b) also recognized 

the need for discipline specific guidelines to help researchers and readers make a value-

based judgement about the quality of a piece of IPA research - the product rather than 

the process.  He concluded that key markers included a clear focus, strong data, 

evidence of convergence and divergence, representativeness, and variability, an 

interpretative rather than descriptive focus, and being well written.  Nizza et al. (2021) 

developed this further to offer guidance that could be helpful at the process stage with 

four quality indicators: 

o Constructing a compelling, unfolding narrative 

o Developing a vigorous experiential and/or existential account 

o Close analytic reading of participants’ words 

o Attending to convergence and divergence   

These principles in essence distil and replicate many of the points provided by Smith 

(2011b), but they provided a useful and simplified guide for reflective discussions with 

peers and within my reflexive journal around organizing the data into PETs and GETs.  

The practice of revisiting these principles became spontaneous, almost subconscious as 

I progressed through the analytic and writing stages but to a certain extent rely on the 

judgement of the reader as much as the researcher to evaluate whether they have been 

achieved.  To ensure that I continued to develop an analysis that was “coherent, 

plausible and interesting” (Smith et al., 2022, p. 151) I was guided by feedback from 

peer review from presentations (see page iii) along with sharing and discussing my 

work with online IPA network groups and discussion forums (London IPA Group; 

http://www.ipa.bbk.ac.uk/discussion-group) and fellow PhD students engaged with IPA 

study.  
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Theory 

As discussed in Philosophical Underpinnings, the role of theory has been deeply 

considered and embedded in the design of IPA as a research framework.  Further 

consideration of theory is then set aside through the analysis and presentation of the 

findings in order to privilege the expertise of the participants experiential accounts 

(Hoskins & Stoltz, 2005).  This ensures the integrity of phenomenological inquiry is 

maintained, the experiences heard without the researcher filtering them through 

predetermined ideas of what they expect or want to hear (Langdridge, 2007).  The role 

of theory and literature in the discussion of findings, however, is less well attended to.  

Smith (2011b) offers an evaluation of what makes a good IPA paper based on his 

review of 51 studies but stops short of offering any guidance on the discussion section.  

Nizza et al.’s (2021) four markers of high quality in IPA studies focus exclusively on 

analysis but do not discuss how this might tie in with wider discussions of extant 

literature.  In Smith et al.’s (2022) foundational textbook on how to conduct and write 

an IPA study, there is barely a page dedicated to the discussion section.  It advocates 

that the researcher shows what the research findings mean through “dialogue with other 

evidence and theory” (p. 116) and identifies implications of these meanings for other 

people.  However, in contrast to the detailed and prescriptive approach to the data 

analysis, it largely leaves the discussion section open to individual interpretation, 

something which Braun and Clarke (2013) see as a limitation of IPA.  I would argue 

that the discussion section plays an important role in extending the analytical work 

through a dialogue with relevant theoretical literature which in turn makes an important 

contribution to the interpretative focus central to IPA.  Kacprzak (2017) has written on 

the markers of quality in IPA study and argues that reference to wider literature is often 

limited in IPA to its role in confirming or contradicting the findings, and engagement 

with theory is limited.  Situating my findings within the context of the full range of 
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literature - both empirical and theoretical - both allows for theoretical translatability and 

ensures the reader can more fully evaluate the findings (Kacprzak, 2017).  This 

provides a further and important marker for quality beyond that which is advocated in 

other IPA literature and which I have centred in Chapters 8, 9, and 10.  

Conclusion  

This chapter has provided a discussion for the choice of IPA and explored the key 

philosophical axes that underpin it - phenomenology, hermeneutics, and idiography.  It 

has explained the detailed and systematic approach taken to recruit participants and to 

collect and analyse data in an ethical manner.  The hours of transcripts have at this stage 

been analysed individually and then synthesised into a set of three GETs, summarised 

overall as a table in Appendix 15 and which succinctly illustrates how all participants’ 

voices are represented across all the GETs.  The next three chapters will now provide a 

detailed exploration of each of these GETs in turn, including vignettes from the 

participants to illustrate each theme and subtheme in synergy with hermeneutic 

analysis.  As described in this chapter, the findings are analysed without applying any a 

priori theoretical lenses or literature but are a deep engagement with the words spoken 

by the participants.  Whilst the themes and the subthemes contained within them are 

separated out as discrete items, the reality is that discussion within transcripts and 

across transcripts blended all the subthemes often within the same paragraph and are 

deeply interconnected.  Participants did not make meaning in a linear fashion and 

moved backwards and forwards revisiting thoughts, making the creation of distinct and 

coherent themes and subthemes challenging.  Nevertheless, what follows in the next 

three chapters collectively captures the essences of the meaning making as presented to 

me.  First I show how the participants understand themselves to be gendered through 

their work as midwives, then I show how they make sense of being in a minority as a 
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midwife.  Finally I show how they recognise themselves as being sexualised as 

midwives.  
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Chapter 5:  Gendered Midwives 

In this GET the participants explore their relationship with the concept of gender in 

their journey to becoming a midwife.  The superordinate labelling of the theme 

Gendered Midwives calls attention to how the participants encounter gender as a barrier 

to being acceptable to a profession which characterises itself as being delivered by 

women for women, always understood as cisgender (Pendleton, 2021).  How these 

barriers are recognised, negotiated, and circumnavigated are broken down into the 

subthemes.  In the first of these, Passing the Test, participants discuss how they 

perceive that they must pass an imaginary test at the start of their careers set by their 

female colleagues to be considered acceptable as “just” a midwife, understood as being 

able to make their midwifery identity more salient than their gender.  Reading the Room 

shows that this negotiation continues beyond the point of qualification when 

participants continuously have to decide whether their gender will be a barrier to 

effective caregiving with each new encounter.  In the subtheme Men Gatekeeping Men, 

gender within midwifery is explored when the roles are reversed, and participants have 

to take a more active role in examining the boundaries of when and how men’s 

presence in the birthing room is acceptable and what qualities are needed to signal 

this.  In Genderless Midwives three contrasting strategies are evidenced by participants 

and those around them to diminish, negate, or ignore the impact of their gender when 

working as a midwife, aspiring to a genderless professional identity.  Finally, 

participants’ relationship with the commonly used label Male Midwife is discussed, how 

some perceive it as highlighting their maleness as an undesirable characteristic whilst 

others discuss how it can be mobilised to enhance their ability to perform as a midwife 

under certain circumstances.    
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Passing the Test  

My recruitment criteria specifically excluded student midwives, and questions about 

their training period did not form part of the interview schedule.  Nevertheless, 

reflections on their time as a student midwife formed a significant part of their 

meaning-making for all participants regardless of length of time since qualifying.  Their 

period of training was described by Simon, Adam, and Dennis as learning to “pass the 

test”:  

I suppose in a way we had to “pass the test,” and it wasn’t about the clinical 

assessments and all that, you know?  You had to show that, you know, you 

could behave and act and be responsive like they were… every new midwife I 

met, it was like, “Oh you’re Dennis, are you? And you’re a man?” [laughter], so 

it’s about gaining that familiarity as well and being able to move into the 

environment as an individual rather than just as a man really…  

Dennis is talking about how his maleness goes before him.  In order to be accepted by 

midwives he not only needs to prove clinical competence, but he also needs to find a 

way to make being a man less conspicuous when working in midwifery spaces and 

interacting with midwives.  I went on to ask how he knew when he’d passed the test:  

Erm… Do you know, I don’t really…?  I can’t really say that I was consciously 

aware of it… I would say it’s like moving from being the observer and that 

passive person to taking an active role... it’s that people start to encourage you 

to take the active role…. They got used to me but also, they began to see me 

more as a midwife rather than anything else.  

The midwives are acting as gatekeepers to the women and birthing people they are 

caring for.  Over time they allow Dennis greater physical access to those women but the 

criteria for how to reassure them that he is able or allowed to do that is not made clear 

to him.  This appears to happen in direct correlation with their ability to stop noticing 
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“anything else” about him other than his ability to be seen as a midwife.  The “anything 

else” can be understood as both his masculinity or his maleness, the former being the 

outward manifestation of the latter.     

Adam is an experienced midwife who has supported a male student who 

ultimately did not complete his training, and he believes this has allowed him some 

greater insight into what the hidden criteria for the test might be:  

As a man in midwifery, you have to firstly be accepted by the majority.  So, 

there’s almost, you’ve got to be tried, there’s a trial that goes on, and if you get 

the badge into the club, you’re set for life.  And one of those things that you 

have to be able to do, you have to be able to communicate with women when 

they are at their most vulnerable, and its’s not just about communication 

verbally, it’s about where to be in the room, where to be, you know, in that 

space as well as what you say... to be able to provide that part of the care that we 

provide that is intangible…. It’s not something that you can teach… you have to 

find your way to break through that... final invisible hurdle of becoming a 

midwife if you’re a man.   

Adam becomes more animated and also uses the “test” analogy that Dennis favoured:  

There definitely is that whole, erm… expectation that, “If you want to be here 

you’ve got to pass our test, and we won’t tell you what the tests are, it’s not a 

simple test, it’s going to be, really, if we think you’re allowed to be one of us, if 

we think we want you in our gang, we’ll let you in.  And if we don’t, we won’t 

tell you why we don’t want you in, we’ll just make your life really 

uncomfortable, and you’ll go of your own accord.”  

There is much complexity here.  When Adam is responsible for supporting a male 

student, he says that to become a midwife it is the birthing woman who must accept him 

as a midwife and the reason for acceptance is ephemeral, unquantifiable, and 
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unteachable.  Shortly afterwards he states it is the midwives themselves who act as 

gatekeepers.  He suggests that they do have criteria for acceptance but are unwilling to 

share them.  When he himself graduated to being in a position to act as a gatekeeper as 

discussed in the next subtheme, he also could not set out these hidden rules despite 

having been through the process himself of becoming acceptable as a midwife who is a 

man.  

At the start of their training, the gatekeeping role of midwives is not tacit but 

explicit, with midwives having to ask consent from the pregnant or labouring women 

for their male student to participate in their care.  James quickly brings into the 

conversation what he terms “over-excessive gaining of consent”:  

It was almost like a mantra that they went through.  Rather than saying, “This is 

James, he’s a student midwife, he’s working with me today and we’re going to 

be providing your care, are you happy that James is working with me?”  I had 

no problem with that.  But it was this sort of mantra about, “You have every 

right to refuse a man to provide you with care!” … And then there was me 

standing there, listening to this mantra and this woman and possibly her partner 

looking me up and down, and you’re thinking, “This really isn’t very helpful!” 

… I don’t know if you’ve heard that from anybody else?  

In fact, this was a refrain mentioned directly by Giovanni, Alan, Steve, and Jake.  Simon 

actually found the gatekeeping aspect a help rather than a hindrance:  

There were definite boundaries of what you could and couldn’t do… it was 

made easier when I was a student because the other midwife would introduce 

you and explain that, you know, you weren’t going to do anything unsupervised 

and that you were just there to observe and help and, you know... And be part of 

the process, and that she was in charge!  
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Being read as a midwife before being read as a man is seen here as a complex but 

necessary and ongoing process.  Adam talks of this “gang” as though he is a part of 

them because he is now in a position to assess the potential of other men to become 

midwives, but he is also still able to recognise himself as standing apart from midwives 

who are women, talking of them as an omniscient observer once removed from the 

“majority.”  There is repeated imagery of a trial, testing, limits, and boundaries that 

have to be negotiated by themselves and by the midwives they are working with.  What 

cannot be read explicitly from the text is whether this test is present for all student 

midwives - male or female - but what is shown in the excerpts from the participants 

here is that for them, being a man is a significant characteristic that represents an 

additional “invisible hurdle.”  The voice of the service user is absent in these extracts, 

but their imagined voices and reactions are omnipresent and direct all action.  The 

participants’ ability to be accepted by service users, to communicate effectively with 

them, and to not transgress invisible boundaries which would increase the service user’s 

sense of vulnerability is what is being monitored by the midwives, all women, who they 

are working with.  For the participants, through not being able to explain to the male 

student they supported, or through not having had it explained to them how the hurdle 

was overcome, it would logically follow that they must continuously engage with a 

process of trial and error to be seen primarily as a midwife rather than as a man each 

time they interact with new service users even when they are no longer being observed 

by their colleagues.  “Passing the test” can therefore be understood as both a 

requirement and an ongoing process for men working as midwives.  

Reading the Room 

Identifying when their presence was unwanted was a common theme for most 

participants and persisted beyond “passing the test” to move from being a student to a 

registered midwife.  Many talked about it in terms of being “intuitive” (Ken) and 
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having a “sixth sense” (Mike), what Peter and Mike call “reading the room.”  All 

participants acknowledge that they are aware of – and are made aware of - their gender 

on an ongoing basis at work: 

I think your gender is something that is with you all the time…  I learnt very 

early on that I would do things very differently... to some of my female 

colleagues. (James) 

There are probably very few moments when I wasn’t aware [of my gender] ... I 

would say that having that awareness was necessary because whoever you were 

working with or whoever you were caring for would be conscious that you were 

a man. (Dennis) 

In Passing the Test, gender has been understood in relation to how the participants 

negotiate and learn to adopt a professional persona.  Here the participants use the word 

gender to signify what it represents to the people they care for and how it directs them 

to do things “differently.”  Benjamin sums it up: 

Each time I first encounter a woman I try to identify whether it’s going to be an 

issue or not… It come up with conversations with colleagues as well. 

Reading the room suggests a constant awareness the gender continues to be an “issue” 

despite their best efforts to make it not count at the start of their career and requires an 

ongoing vigilance.  Mike does this through observing body language: 

Body language is a big one.  Body language is your first line of 

communication... it’s very difficult to not have your body language betray your 

thoughts…  Their body language was very closed... both of them [the service 

user and her partner], their legs were together, their arms were sort of crossed 

over their abdomen, and were sort of looking at the floor or looking at each 
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other, but they weren’t looking at me.  And they were struggling to make eye 

contact.  

Others observe the looks on people’s faces: 

Not like they wince or anything but like… withdrawn and kind of facial 

expressions they make (Peter) 

I just remember the looks in the rooms of service users, looking at the husband 

looking at the service user, and the service user looking at the husband. 

(Giovanni) 

For Jake it is their “willingness to engage in a conversation”: 

You would expect someone to engage in a conversation, answer questions 

you’re asking, and if they don’t do that, you might want to think about that. 

The participants are describing working in situations where they will be delivering 

intimate care and explain that they are required to divine whether their presence is 

potentially problematic for the service user.  It is understood that frequently the service 

user will not automatically decline their care but that it may be something they are 

considering as Giovanni goes on to articulate: 

They were both looking at me as in … as if they wanted to say something, and 

they didn’t know how to go about it. 

What is striking are the multiple silences.  In all of these situations the service users do 

not feel comfortable or able to request another midwife who is a woman, requiring the 

participants to decide whether to acknowledge the silences and offer to leave the room.  

The silences tell them that their presence is making the service user feel uncomfortable.  

Whilst it seems widely understood why their presence might make service users feel 
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uncomfortable, why this might be is never directly named either by the service users to 

them, or by them to me in the interviews.   

Men Gatekeeping Men  

Mike is a relatively newly qualified midwife in comparison to Adam or Dennis.  In a 

reversal of the roles found within the first subtheme, he finds himself gatekeeping 

himself in the interest of the service users in response to the views of the female 

midwives:  

I have had nothing but positivity… almost too much positivity in the sense of 

encouraging me, “Well why should you have to go out of the birthing room? 

You’re a man... you’re a midwife first, you’re a man second, it shouldn’t make a 

difference! Blah, blah, blah…”  And they’ve been so much so that I’ve almost 

had to get them to back down a little bit and go, “Actually, I really appreciate 

how positive and how reassuring you’re being, but in bigging me up and trying 

to, you know, be positive and as proactive with me as you are, if you’re not 

careful you’ll begin to impede on the service users!”  

Here the midwives’ words are presented as formulaic, sedimented through repeated use 

(“blah blah blah”), said almost without thinking and depersonalised and akin to the 

“mantra” that Adam refers to, but this time arguing for his acceptance rather than 

exclusion from the birthing room.  What is noticeable is that, in contrast to the example 

given by Adam in the previous subtheme, the conversation does not take place in front 

of a service user.  This means that, in this space, the midwife feels enabled to openly 

support Mike in a hypothetical discussion, and Mike feels equally able to challenge 

it.  Mike doesn’t explicitly explain what he means by saying that the midwife might 

“impede” the birthing persons experiences by advocating for him to be in the 

room.  Viewed in reaction to the midwife’s comments, it might be understood by him 

that the service users should have the right to decline him being there if they are unable 
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to order his identities in such a way that being read as a midwife can take precedence 

over being read as a man.  James gives an example where he felt the midwives 

excessively emphasised his maleness in the birthing room in order that service users felt 

empowered (or encouraged?) to decline his presence.  Mike gives an example of where 

he challenged when his maleness was excessively minimised by his colleagues in order 

to argue that the service user should be empowered (or encouraged?) to accept his 

presence.  This suggests that the rules of the test - when understood as whether men 

who are midwives can be accepted by service users - are contingent on where it takes 

place, when it takes place, and who is present.  Sometimes the physical presence of 

service users may play an active role in shaping and challenging the boundaries of the 

test, at other times their imagined reactions are sufficient to test the boundaries of 

acceptance and acceptability.  

In the following extended quote from my interview with Karl there is another 

example of male healthcare professionals acting as gatekeepers for female service 

users.  Karl is preparing to act as a chaperone to a pregnant woman for a male 

obstetrician who needs to carry out an invasive procedure:  

A “query pre-term SROM [spontaneous rupture of membranes]” came in, I 

mean, I can remember it dead easy!  Erm and needed a speculum.20  So 

obviously the doctor’s doing that.  He then said, “Oh, can I have a chaperone?”  

And it was my woman, and I said, “Oh yeah, yeah, like, I’ve got a light, come 

on, everything’s in here.”  And he’s like, “Oh no, no, I need a female 

chaperone.”  I was like, “Oh! Why?”  He was like, “Oh you know, ‘cos it’s just 

 
20 Pre-term is prior to 37 weeks of gestation.  SROM refers to when the sealed amniotic sack that 
surrounds and protects the fetus has ruptured and is leaking amniotic fluid risking fetal compromise.  In 
this scenario it is common to confirm the rupture by using a speculum to visualise fluid pooling at the 
posterior aspect of the vagina at the neck of the womb (cervix) (Thomson, 2019).  As this is pre-term this 
falls outside the remit of the midwife and would usually need to be carried out by an obstetrician, almost 
always assisted (and, as a consequence, also chaperoned) by a midwife (almost always assumed to be a 
woman). 
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two men coming in, you know, into this lady…”  And I’m like, “Yeah, but 

I’m… I’m her midwife, I’ve been looking after her and she knows me already, 

so I can be her chaperone.”  And he really… [laughs] did not like that!  He did 

not like two men going alone into this vulnerable woman.  Erm, to which my 

coordinator21 backed me up, and we brought up the guidelines, and obviously a 

chaperone could be any person, it could be sister, husband, partner, whatever, as 

long as someone’s there.  So that’s what we threw back at him.  And he then… 

let me in!  But I became acutely aware then of really having to justify myself as, 

“Yes, I’m this woman’s midwife, she’s seen me already... she’s built that 

relationship with me, so I’m her chaperone… I’m not there to assault her, I’m 

there to watch what you’re doing to make sure... you’re doing your job right!” ... 

But yeah, I think I had to... prove myself then, I think.  

Recalling the conflict narrative between the gendered professions of midwifery and 

obstetrics, here Karl has some evidence that, in the eyes of the labour ward coordinator, 

he has passed the test because she is supporting him to be allowed to act as a chaperone 

for a woman when another male is going to conduct an intimate examination.  He 

presents his professional status as assuming primacy over his embodiment as a man 

because “she knows me” and they have “built that relationship” so that, for this woman 

and this episode of care, he has passed the unspoken test of acceptance.  The 

obstetrician presents his own maleness as unproblematic and not requiring negotiation 

if he is accompanied by a female midwife but conversely sees it as amplified and 

exposed by the presence of a male midwife.  Although Karl has passed the test once to 

provide care for the woman, when he calls upon the expertise of the obstetrician, Karl 

has to “prove” once again that he has passed the test to be “let” back in to the labouring 

 
21 A senior specialist midwife (“coordinator”) is allocated responsibility each shift for leading and 
managing the multidisciplinary team and clinical activity on a labour ward. 
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woman’s space by invoking the support of other midwives.  He uses the term 

“vulnerable” in relation to the woman, but it is not clear if this is a term he is assigning 

her or is a term that has been used by the obstetrician which he is then repeating.  He 

also articulates the threat that his presence could mean - “I’m not there to assault her” - 

but we do not know who has suggested this to him and it is presented by Karl as 

something already understood to both him, the obstetrician and, in the recounting of the 

story, to me as his audience.  The voice of the service user is once again absent, there is 

no evidence that she has raised any objections to both Karl and the obstetrician 

providing care, but her projected reactions are powerful enough to provoke uncertainty, 

conflict, and negotiation between Karl, the coordinator, and the obstetrician.      

As Karl and Mike’s evidence has shown, gatekeeping is not just the domain of 

female midwives negotiating or denying access to pregnant and labouring women for 

male students.  There appears to be wider evidence of participants themselves, once 

they have become registered midwives, taking on the mantle of gatekeeping by 

suggesting that men in midwifery need to be the “right kind of man.”  Dennis stated 

that, when female midwives observed men, they were not monitoring clinical skills and 

competency per se but unquantifiable and qualitative interpersonal skills.  Once 

qualified, the participants themselves start to adopt a gatekeeping role by trying to 

distinguish themselves from what they perceive to be other men with characteristics and 

personalities which are undesirable in midwifery.  There is a consensus from 

participants across the following quotes that not all men can always be accommodated 

within midwifery:  

It’s not for every man… And I don’t know if it’s a personality trait, I don’t 

know if it’s a value trait that you have… if you try and break it down a bit... I 

think you have to have a level of being able to, erm... nurture and care and be 
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empathetic and supportive and a willingness… to commit to that, to those 

women and those families… (Joseph)  

I don’t think to be a successful midwife, you don’t have to be a woman.  I think 

you can be a man, but think you’ve got to have, erm… a particular connection I 

think, particularly an emotional connection.  So, I think if you are a really 

blokish bloke, I don’t know, would midwifery work for you?  Possibly not 

because, you know, of that emotional component, you’ve got to have a strong 

emotional connection with a woman and her family at the point of birth. 

(James)  

I’ve been asked a few times, “Do you think there should be more men in 

midwifery?”  And I’ve said, “Well if they’re the right person then great.” 

(Alan)  

These reflections echo both Karl (“I’m not exactly the most manliest of men!”) and 

Adam (“I’m not that kind of alpha male personality... I’m not a lad…”) whose words 

about not possessing and displaying certain qualities distance them from imagined 

stereotypical masculine behaviours.  The specifics of what these “alpha male” or 

“blokish” behaviours might look like are missing but are invoked in what they are not - 

empathetic, emotional, nurturing - and they are saying that either not owning or not 

displaying these behaviours is key to making themselves both accepted and acceptable 

within the midwifery profession.    

Genderless Midwives  

Although all participants shared specific and detailed examples of when their gender 

had presented challenges for them, their colleagues, and/or service users when working 

as a midwife, several participants also talked in generic terms about their gender not 

being something that they were actively conscious of.  Despite sharing anecdotes where 
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he had had to challenge individuals who saw his gender as a barrier to working as a 

midwife, Jake told me that:   

It was never really at the forefront of my mind that I was kind of this unusual 

gender, I just got on with the job.  

Similar comments were shared from others about consciously choosing to not focus on 

gender as a barrier as a pragmatic way for being able to do their job effectively despite - 

or perhaps because of - experiencing encounters where their care was declined, or when 

colleagues challenged their presence as midwives:  

That’s been my mantra for years… try not to overthink things. (Ken)  

Maybe I wasn’t sensitive to it, or maybe I just ignored it if it happened? (Steve)  

Jake, Steve, and Ken are all experienced midwives who have had a long career to 

reflect on.  Peter is relatively newly qualified, but he also talks about adopting what he 

terms an “autopilot” mode when his gender is discussed and he is asked questions about 

being a “male midwife”:  

Not that I think about it consciously myself, or bring it upon myself to talk about 

it, or think about it, or even feel anything about it… I just go into autopilot about 

it, and I don’t think of anything, I don’t think about it either… I just go into 

autopilot and tell them…  

This “autopilot” mode suggests a sedimented response to being asked to consider his 

gender because he explicitly states that he shuts down his cognitive functioning.  In fact 

Peter’s interview - unlike those of other participants - was characterised by its brevity of 

answers, a mater-of-factness about working as a midwife and being a man.  Although 

he is able to offer, when prompted, specific examples of when his care had been 

declined because of being a man, he finishes by saying “it’s not that often.”  When 

asked to reflect on how starting work as a midwife might contrast with his previous 

career working in a hyper-masculine and male dominated field, he responds by saying:   
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I can’t remember thinking any different, felt any different to be quite honest…. 

There was no particular change for me in any sense… nothing spectacular.  

In contrast, Dennis is clear that from the outset of his career he both recognised 

that being a man and a midwife would be “an issue” and that in response he would not 

allow himself to be affected by it:   

It never really bothered me, I think in my mind I was very prepared for that… 

the way I dealt with it was, well, just carry on… I consciously decided that 

wasn’t going to be an issue for me.  

Other participants also adopted a position that being a man and a midwife represented 

“nothing spectacular” in order that this would direct service users to respond in a 

similar manner.  This was most noticeable in Karl’s interview where he presents his 

care as something for service users to opt-out of rather than one to be chosen:  

Because it’s not common enough, women are a little bit like, “Ooh, this is 

weird!” You know?  You open the clinic door and there I am, sat with my 

booking notes,22 ready to go, they’re a bit, “Oh!”  But then instantly, you know, 

you find, you build that rapport as a midwife, you have to, and off you go, no 

problem...  So, it doesn’t matter.  And if we… if I’m there as a midwife, I’m 

never... you know, I am who I am and I say, “Right, come on then, take a seat, 

der der der…”  I’m not, “Ooh, is it alright if I, you know, is it alright if I look 

after you?” ...  I’m just, “I’m your midwife, here you go!”  

It is notable here that Karl also deploys a mantra or repetitive use of sedimented 

language (“der der der”) in gaining consent to be a midwife, but this time it is used in a 

passive way to discourage people from perceiving his presence as problematic rather 

than to actively engage service users in the consent process.  

 
22 A “booking” appointment is the first encounter between a service user and the midwife who will be 
providing their care.  The “booking notes” are where the midwife will document a detailed medical, 
obstetric, and social history and develop an individualized plan of care. 
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Early on in our interview, Mike tells me that his midwifery career was helped by 

the midwives he worked with, according him a genderless state right from the 

beginning:   

I saw myself, as every midwife has pretty much ever told me, “You’re a 

midwife, you’re not a male, in our eyes…”  That’s how I’m seen by my 

colleagues and by my mentors, I was seen as a student midwife, not a male 

student midwife, just a student midwife.    

This blinkering approach to gender from the midwives is in contrast to the “passing the 

test” attitude that Simon, Adam, and Dennis experienced explicitly and was discussed 

implicitly by other participants.  Here it appears to show the midwives adopting a 

differing tactic.  Rather than waiting to see if a man can operate as a midwife in a way 

that makes his gender not a barrier and leaving him to navigate invisible rules and 

boundaries in order that they can accept him as a colleague, the midwives who work 

with Mike start from a position of accepting him as a colleague regardless of his gender 

in a show of solidarity and support.  Nevertheless, when providing intimate care to 

service users, gender comes to the fore and still needs to be negotiated.  Mike describes 

a scenario when he is with a female midwife who was in the room with him during a 

birth.  When he held the hand of a female service user to offer support, the midwife 

alerted him to the fact that there was a way to “be in that space” which he had yet to 

learn, and this midwife’s advice undermines the veracity of the dictum offered by other 

colleagues that he could always unquestionably be “not a male in our eyes”:   

It was the first time that I’d had someone already qualified tell me something 

different from the narrative that I’d heard before, that your gender shouldn’t 

come into play, you’re a midwife first and a man afterwards…  

As the incident was never discussed further, Mike is left to work out the unspoken rules 

he appears to have transgressed:    
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I think maybe one of the reasons we didn’t have that discussion is that there are, 

erm, there are strong arguments for both sides in the sense of… As I said, a lot 

of people have said, “Well, you’re a midwife, you know, your gender shouldn’t 

come into it.”  And there are some arguments that … strong on that side.  But 

then again on the other side of things, in the sense of, “You are a man!” - I’m 

quite a big person, both personality- and stature-wise... you are a man, quite 

clearly, and people are going to pick up on that... I think there is a deep 

conversation to be had around that …  

He is recognising that, for him, his maleness is an embodiment that cannot be easily 

erased by a professional title no matter how much people may wish it to be so.  He is 

also understanding that, for him, it is an important skill to determine where and how to 

“be in the space” that Adam talks about.  Mike continues:  

… understanding what this person wants from their birthing experience and 

what they appreciate, you quickly begin to understand - do you want the smiley, 

happy midwife who’s going to go, “Come on, let’s get you up, let’s have a bit of 

a dance,23 what are…” You know? … or do you want that midwife who’s just 

going sit there and go... and just sort of talk in a low voice and be nice and 

calm… maybe it’s because, as a man, I’m just happy to be there and more so, 

appreciative that they’ve accepted my care, so I want to do anything and 

everything I can do to make that person comfortable.  

This subtheme offers three contrasting strategies from participants in how to try 

and diminish the impact of their gender when working as a midwife.  Jake, Ken, Steve, 

and Dennis are all experienced midwives who have all, at least sometimes, chosen to 

 
23 Here Mike is referring to encouraging mobilisation and movement in labour rather than lying semi-
recumbent on a bed.  It is good midwifery practice to use gravity and changing positions to encourage 
descent and rotation of the fetus through the narrow diameters of the pelvis and is associated with 
reduced pain and improved neonatal outcomes (Abdolahian et al., 2014; Akin & Saydam, 2020). 



131 

adopt an attitude where they compartmentalise their gender so that it does not adversely 

affect them when their presence is challenged, or they are able to not notice when it 

causes discomfort.  Peter, a newly qualified midwife, does likewise so it therefore 

cannot be seen as exclusively a strategy learnt or developed in response to repeated 

exposure to situations where gender has been a barrier to being accepted or acceptable 

as a midwife.  The example from Karl illustrates how choosing to ignore gender can be 

used to direct service users to normalise and accept their care as a midwife.  For Mike, 

others around him adopt a stance where he is viewed as genderless as a midwife, but he 

finds that this cannot be guaranteed to be universally applied and others may choose to 

reinstate it.  The fact that all of them - and those all around them - have to choose what 

to try and do with their gender suggests that their gender has a saliency which cannot be 

negated by simply deciding to be - or to be assigned - genderless or gender neutral 

when working as a midwife.  

The Male Midwife  

Having explored the construction of the Male Midwife figure in Chapter 2, I 

consciously did not deploy the term within the interviews.  Eight of the participants, 

however, did bring it up and unpacked how they felt about the phrase, explaining to me 

that they disliked it as it marked them out as different in a way that was not desirable to 

them.  Just as there was a recognition in the previous subtheme that “it’s not for every 

man” and that gender was something to be minimised, the widespread dislike of the 

term “Male Midwife” further emphasises an acknowledgement of maleness as an 

undesirable characteristic in relation to midwifery.  James was clear that the word 

midwife should not have any qualifier attached to it:  

I couldn’t stand the title “Male Midwife,” you know?  I was a midwife and I 

happened to be male…. The fact that I am male is a separate issue, but actually, 
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it doesn’t change my qualification and my experience and my knowledge… I’m 

a midwife like the rest of the midwives.  

 James is angry that his wish for his maleness to be an irrelevance when working as a 

midwife cannot be realised because it is called into being in the use of the term “Male 

Midwife” by others.  For him, midwifery should exist independent of the gender of the 

person who performs the job.  Peter is less absolute in his views (“generally”).  He tells 

me he doesn’t want to be different but by saying this is perhaps acknowledging that 

difference is inevitable:  

When they say, “Oh, you’re a Male Midwife”, I automatically go to, without 

thinking, say, “Well, just a midwife actually.”  ... I generally do not like the 

term.  It suggests difference... in a role.  Suggests that there should be a divide 

between men and another midwife... I don’t want to be seen as different, I don’t 

want to be, erm... I dunno, labelled?   

The automated response once again recalls the “mantra” used by midwives who are 

women to negotiate access for their male students.  Both are reflex actions when gender 

is being brought into the conversation and has therefore become habitual and 

routinized, suggesting learnt behaviour through frequent repetition which may lead to 

depersonalisation as a coping mechanism.  Karl echoes James’s sentiments but is more 

reflective still, trying to provide a definition for a “Male Midwife.”  He starts by 

repeating James’s position of a clear segregation between gender and professional 

identity:  

I am a man but I’m there in a midwife capacity, I’m not gendered… gender’s 

not a thing?  

His tone of voice is questioning, testing out his ideas, whether he can be a man except 

when he is a midwife which can then act in the place of gender.  He then moves on to 

interrogate this idea more closely:  
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It’s just the male version of a midwife? … Just like a postman and a 

postwoman… I don’t see a difference in the base care, or the base definition of a 

midwife... same job, different genitalia.  But that doesn’t make you male, does it 

now?  I have to be careful about things like that…   

He is considering whether a midwife can be positioned as purely something that people 

do.  Despite gender being central to the phenomenon under investigation, Karl is unique 

among the participants in identifying that being a man (gender) is not universally 

aligned with being male (sex).  Profession and gender are invoked by Karl, Peter, and 

James as identities that can - and according to them should - be considered 

independently because their gender does not align with what is expected and 

unproblematically accepted in midwifery.  Through his rhetorical questioning, Karl has 

opened up to himself the possibility that gender can be troubling when it does not align 

with normative expectations.  He sees this as potentially disrupting his idea of gender 

being able to be divorced from other identifiers and stops himself from exploring this 

further but doesn’t explain why he starts to censor himself.       

For Adam, the term “Male Midwife” is consciously used by female midwives as 

a strategy for keeping men separate whilst also highlighting their deep mistrust, 

recalling the conflict writing and siege mentality in Chapter 1:  

There is a deep-seated sense... that, “This is a woman only club!  And there’s 

plenty of men in obstetrics and... there’s anaesthetics and all the rest of it, but 

this bit is ours.  And the only way we’re going to let you come in here and call 

yourself a midwife... but actually what we’re going to do is, we’re going to 

continue to call you a ‘Male Midwife’ ...  Because that’s the way we’re going to 

say, ‘Yeah, you’re a midwife but you’re a Male Midwife,’ so you don’t get the 

title without this little add-on because that just lets everybody know that we’ve 
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let you in, you’ve got the badge, but you’ve got this other sticker that says 

you’re not really one of us.”  

Here he is not telling me what he has actually heard but projecting onto the term “Male 

Midwife” what he has internalized from some of his interactions with colleagues who 

are women and from what he imagines they are thinking about him and other men who 

are midwives.  He believes that passing the imaginary test may give him and other men 

access to the midwifery profession (“the badge”), but it does not confer on them the 

same recognition as being a (female) midwife.  In Adam’s narrative, the (female) 

midwives are actively using the term “Male Midwife” not merely as a descriptor, but in 

a hostile way to constantly remind themselves and Adam that his presence is dependent 

on them legitimising it.  His anger is what leads him to reject this term.  Dennis 

considers that a “Male Midwife” should be someone who….:   

… just happens to be a man who is a professional midwife, who does what a 

midwife does and is not different to any other midwife…. It isn’t about one 

particular midwife being a male or a female, it’s about midwives because a 

midwife can only be a midwife if they were and function with other 

midwives…  

In Dennis’s view, the need to interact and work collaboratively towards a common goal 

should be the thing that unites midwives and supersedes notions of gender.  Dennis is a 

long-serving midwife and is able to discuss his understanding of the term “Male 

Midwife” in general terms.  Both Benjamin and Mike are relatively newly qualified, 

and their discussion of the term “Male Midwife” centres around how they both get 

questioned about how they should be addressed regularly:  

I mean the classic thing I get asked at least once a week is, “Does that make you 

a Midhusband?”  Erm, to which my usual reply is that, “Actually no, it means 

‘with woman,’ so it’s a gender neutral term…” (Benjamin)  
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“Are you going to be a Midhusband?” … that’s the first question that comes out 

of everyone’s mouth… and I spieled off the entire etymology of where the word 

comes from… (Mike)  

Like the mantra from the midwives and Peter’s automated reply, they present their 

responses as well-rehearsed.  It is not clear who they are having to direct their answers 

to and there is a sense that they are called to make their gender more congruent with the 

professional title generally (“everyone”, “classic”) rather than just in specific 

interactions.    

Mike also uses the term “Male Midwife” but he is able at times to view it 

positively and even embrace it.  He says he is:  

…passionate about being a midwife, I am passionate about being a Male 

Midwife as well.  

Unlike the comments from other participants, he is suggesting that there are two 

identities which can run parallel with each other - the gender-neutral midwife and the 

gender-affirmative midwife.  He elaborates, explaining that there is a benefit to being 

read as a Male Midwife specifically when running antenatal education classes:  

Everyone has said that it is so good for the dads, not only to have that male 

figure in front of them, but also someone who is … is a midwife as well, 

because it might encourage them to ask the questions that they don’t feel they 

maybe would be comfortable asking to a female person running the course.  

Others also cite the ability to connect with male birth partners as something 

valuable.  Simon sees this as encompassing “the whole”:  

I think being a male, I sometimes look at it from a different point of view… I 

think sometimes I encompassed the whole as in the family, the partner etc.., 

more than the female midwives did... They focused on the woman as there was a 

bond between them whereas I had a wider bond.  



136 

These sentiments are repeated by Adam, Jake, and James:  

I was always very conscious of trying to pull the dad into it (Adam)  

For partners I would say, they quite like it if it’s a bit blokey for them because I 

think, for some of these men coming into maternity, some of them are 

absolutely terrified.  I’ve had men making comments to me that they’re quite 

glad that there’s other men around. (Jake)  

Once I’d got the connection with the couple, that’s when the whole thing went 

on from strength to strength in terms of trust and in terms of engagement.  I felt 

once they were both on board, it was really a much more powerful scenario. 

(James)  

Simon appears to be justifying his presence by saying that being male brought an extra 

piece of capital that is not available to female midwives.  All of them are saying that, 

rather than always trying to segregate gender in order to be able to perform effectively 

as a midwife, sometimes emphasising their gender can enhance their effectiveness as a 

midwife in certain situations.  The term “Male Midwife” is directed at all participants 

but responses vary from anger to resignation to positively embracing it and, as such, 

encapsulates the complexity of making sense of gender for these participants when 

working as a midwife.   

Conclusion  

This theme has explored how the participants have made sense of their experiences as a 

midwife through the lens of gender.  In the first subtheme, Simon, Adam, and Dennis 

make specific reference to having to pass an imaginary test whereby colleagues assess 

whether they are able to perform as midwives in spite of being men.  In Adam’s case, 

he talks about having to make that assessment for a male student he is supporting, and 

he is also unable to explain the imaginary rules, suggesting that being a man and a 

midwife is a constant process of trial and error in assessing whether they are able to 
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make themselves acceptable to those around them, and their gender less salient than 

their midwifery identity.  The need to renegotiate their acceptability persists throughout 

their careers as evidenced in Reading the Room.  In the subtheme Men Gatekeeping 

Men, two vignettes from Mike and Karl offer contrasting examples of how their 

midwifery identity and their gender require them to both justify when their embodied 

presence is acceptable and also acknowledge when it is potentially problematic.  Quotes 

from Joseph, James, Alan, and Adam  further illuminate how they are aware that gender 

is not a monolith and, in their minds at least, certain expressions of masculinity may be 

problematic and incompatible with midwifery.  This leads to examples of the 

participants explaining how they navigate their contested gendered presence by 

consciously ignoring their gender and signalling to others that they should do the 

same.  Finally, when discussing the label Male midwife, participants express aspirations 

to be able to uncouple gender from midwifery, but further examples show this to be 

something that is not consistently achievable, with others conferring the title on to them 

to reinscribe their difference from the norm and thus becomes a source of 

frustration.  Nevertheless, for some participants they offer examples when they can 

capitalise on being a Male Midwife in certain situations in order to enhance their 

acceptability as a midwife.    

The range of responses to the succinct two word phrase “Male Midwife” shows 

both the complexity of experiencing gender and the requirement to make sense of it for 

these men in their chosen professional workspace.  In the next GET, the focus shifts not 

just to being non-normative in terms of gender as a midwife, but on how being such an 

extreme numerical minority adds further complexity which is articulated with greater 

uncertainty when trying to make sense of experiences when this is foregrounded in lieu 

of “just” gender. 
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Chapter 6:  Minority Midwives 

In this GET the participants explore their experiences of being a discrete minority group 

within the wider midwifery community.  Eight of the participants specifically 

mentioned that they were the only man working at their NHS Trust sites, all were the 

only man in their cohort whilst training to become a midwife, and all of the participants 

discussed the fact there are so few of them, and that they work as isolated practitioners 

within an otherwise all-female profession.  Consequently, this was an important site for 

their meaning-making of their experiences as midwives.  

In the first subtheme, Being a Minority, participants who were amongst the first 

men to train as midwives show a range of motivations for joining the profession, from 

seeing it as a natural career progression to seeing it as a challenge.  It is the participants 

who came into midwifery later who start articulating their experiences by using the 

word minority which, for them, brings with it feelings of discomfort.  In Representing 

Diversity the participants make sense of their minority status by talking about how their 

presence brings diversity into the profession, but once again there is uncertainty as to 

how relevant this concept might be.  The uncertainty continues in Experiencing 

“Discrimination” when participants provide examples of when they perceive 

themselves to have experienced discrimination in comparison to the experiences of their 

female colleagues.  Finally, participants articulate an awareness that being a man in 

midwifery may bring advantages through Experiencing Privilege and, once again, this 

subtheme is characterised by ambivalence and uncertainty as to whether to embrace or 

reject it.  
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Being a Minority 

Steve, Dennis, James, and Simon were amongst the first men to train as midwives and 

all talk at length about their experiences of entering the profession.  Dennis starts by 

emphasising the situatedness of his experience for me:  

I think I was probably number five or number six...  I was the first man to 

undertake the training in the maternity unit, so I was a little bit of a novelty….  I 

suppose at the time it wasn’t the done thing really, erm… for men to be 

midwives.  There’d only recently been a change in the law….  

Jake, starting his training nearly 10 years after Dennis, also describes himself as being 

“a bit of a novelty” for staff and talks about joining midwifery in simple and pragmatic 

terms as part of an organic career progression: 

 I kind of slipped into midwifery, it wasn’t really my life plan. 

  Dennis concurs, going on to qualify his earlier words by saying:  

I suppose 30 odd years ago, I wouldn’t say we were trailblazers, we were just 

wanting to do midwifery. 

There is a recognition that others might try to position him as a pioneer which has 

connotations of seeking attention for opening up the way for others to follow, but he 

minimises this by rejecting the label for both himself and other men like Jake, stating 

that his motivation was unadulterated by any ulterior reason or opportunism.  There is 

therefore an unspoken reflexive recognition that others might question their motivations 

for becoming midwives, and a concomitant need to clarify their motives as 

uncomplicated and similar to those of other midwives who were women.  What this 

unspoken motivation was and why it might be suspect is not directly referred to in 

either his or Jakes interviews.  Conversely Steve, Simon, and James are explicit in 
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describing their motivations for joining the profession, in part because they saw it as a 

challenge.  James begins: 

I’m one of those people, John, where if someone says you can’t do something, 

that makes me want to do it even more… the devil in me felt, “Well if people 

think I can’t do it then I’m going to do it!” 

Steve expresses similar sentiments: 

That area that was excluded to men, for me was a fundamental part of being a 

completed professional… I didn’t feel that men should be excluded from 

working as midwives… I rebelled against the common approach that the 

midwife knew best… 

Simon concurs: 

Back in the 90’s24 it was even rarer then, obviously, and was still very much in 

its infancy.  And when I was looking at specialisms, post nursing, I sort of said 

I’d enjoyed midwifery and the first reaction was, “Oh, you can’t do that!”  And 

that, erm… that was what really spiked my interest - why couldn’t I do this? …. 

It was ground-breaking ... I was the first male midwife in that area... I was just 

there, and it was like, “What do we do with him?” 

Steve sees the need to challenge or “rebel” against a sense that he is being “excluded,” 

Simon appears to enjoy the challenge of being “ground-breaking,” and James is 

motivated to prove to other people that he can and should be a midwife.  Between the 

accounts of all of the five early midwives there are two contrasting narratives emerging.  

Some recognise the unusualness of their choice but seek to assert that they wanted to 

become midwives in spite of others positioning them as “trailblazers,” whilst for others 

 
24 In the original transcript Simon gives the exact year.  I have amended here for purposes of 
confidentiality. 
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this label sits more comfortably with them and that it was in fact the very opportunity to 

be pioneers that motivated them, at least in part, to become midwives. 

In contrast to the agency evident when negotiating whether to accept or reject 

the sense of being pioneers as the first men to enter the profession, Adam, Simon, Mike, 

and Benjamin who joined the profession later use the word “minority” to talk about 

their experiences when working as the only men in their respective NHS Trusts.  Mike 

returns to the notion of men in midwifery as a minority group three times within his 

interview transcript.  Early on, he talks about applying to become a midwife and says:  

I understood that I was going to be in a minority…. 

At this stage it is presented as purely factual, a minority in the numerical sense.  Later 

on, he talks about going to an open day at a university and being picked out of a crowd 

of 150 other midwifery applicants by a midwifery lecturer to be asked, “Are you going 

to be a Midhusband?”  He is able to respond that he will still be called a midwife and 

knowledgeably explain the origins of the word, but later on returns to reflect on this 

episode: 

I suppose initially it did put me on the spot and initially I was a little bit like, 

“Oh, wow, OK.”  But then I suppose I also understood that… again, how much 

of a minority we were in, I knew… I still am something of a novelty to a lot of 

people and I don’t mind that attention to a degree as long as it’s a positive 

attention as opposed to a negative one… 

He is starting to qualify his understanding of what it means to him to be in a minority as 

a midwife.  He uses the term “novelty” just as Dennis and Jake did about their 

experiences many years before him, but expands upon this concept, saying that it has 

the potential at times to bring undesired attention but, like Dennis and Jake, he does not 

elaborate to explain what this might look like, or how he might judge it be negative.  As 
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the example of being brought into the spotlight by the lecturer shows, he is having to 

negotiate how to understand the attention given to him as an extreme numerical 

minority.  Later on, he returns to the image of being a minority, but this time in the 

context of reaching out to another man working as a midwife to create an opportunity 

for peer support: 

I dropped him a message and said, “Look, we’re men, we’ve got to stick 

together, if you want to go for a pint… Whatever you want to do… let’s develop 

a relationship, let’s support each other, we’re in a minority, you know?  We can 

be there for each other.” 

He has now moved some way from his original position.  Being in a minority for Mike 

now implies being vulnerable.  Although he is not able to articulate what this 

vulnerability is, he is clear that there is a need to seek solidarity with other men for 

“support.”  Rather than presenting fixed and stable ideas, through the process of talking 

he is working through these complexities, perhaps for the first time, and it presents 

itself as a continuously evolving thought process. 

To return to Simon, he also uses the term “minority” not just in a numerical 

sense, but specifically to start drawing parallels between his experiences and those of 

minoritized groups.  The extended quote from Simon, below, follows on from two 

earlier anecdotes where he was told that both his individual presence within the 

profession (“I don’t agree with you being here”) and that of all men (“We don’t agree 

with Male Midwives”) were unwelcome:  

The Afro-Caribbean midwives were more accepting than the White midwives, 

and the Irish midwives were more accepting on that side of, sort, White 

spectrum.  And I don’t know whether that’s because of, you know, being 

minorities and, erm, sort of maybe seeing what… you know, being a minority 
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can be like, and me being a minority and sort of, talked at by several midwives 

like that, whether that sort of gelled something in them with me?  I don’t know, 

but I got on far better with the Afro-Caribbean midwives than I ever got on with 

the White midwives I worked with.  I don’t know whether that says something 

about me, something about the situation, or something about them, but it was 

interesting.  And it was quite marked, you know?… I know if I ever went into 

the staff room... it was obvious that there were two groups of people... this is 

going to sound awful but there were the White midwives and there were the 

Afro-Caribbean midwives... and I always used to go and sit with the, erm, Black 

midwives, because I just felt… I just felt… safe is not the word, erm, I just felt... 

I just felt more accepted by them.  

He is articulating explicitly that he identified himself as being a minority, emphasised 

three times in one sentence, because of those interactions but is uncomfortable with 

stating explicitly that discrimination could exist within midwifery (“this is going to 

sound awful…”) or that he might in some way also be affected by it.  He is tentative 

and self-questioning, and it appears as though he is making the connection for the first 

time between having been told that he is not welcome in the profession and choosing to 

sit with Black midwives.  That connection leads to him concluding (“gelled something 

in them with me”) that he experienced some of the disadvantages and discrimination 

that he assumes midwives from minoritized ethnicities had also encountered.  The 

imagery is very clear - there is a marked division between the two groups, and he chose 

to align himself with the midwives who were Black as he “felt more accepted by them.” 

He goes on to say that, because those midwives did not refer to his gender or challenge 

him and “just got on with it,” this was a marker for feeling safe and accepted.  When I 

asked him whether the midwives said or did anything that suggested they recognized 

him as someone who had suffered discrimination or disadvantage, he agreed that it was 
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“more what I interpreted” than because of any validation from others.  He also 

explained that it was “the first time for me” that he had experienced any form of being 

minoritized as a result of entering a space and not recognising a body of people with 

whom he shared the same gendered characteristics.  The imagery of the staff room and 

having to decide where to place himself is powerful.  Having had two incidences of 

women, both White, telling him he did not belong in that space, he chooses to sit with 

other people who he perceived would also have been told that they were not always 

welcome in all spaces available to them.  He therefore is able to position himself both 

as someone who is emboldened to resist and challenge authority when he is told 

midwifery is not for him, but who also sees himself as seeking out acceptance from 

people who he perceives share experiences of being disadvantaged within midwifery.  

Representing Diversity 

Across the PETs the discussion around being in a minority did not solely centre around 

disadvantage, minoritization, and exclusion.  For Benjamin, Jake, and Adam, being in a 

minority also opened up a discussion around the issue of diversity and representation 

within midwifery.  Benjamin conflates a widespread staffing shortage with a lack of 

diversity within the profession: 

I recognize the difficulty midwifery as a profession faces at the moment... of 

such a shortage of midwives… like for me, it’s important to increase the 

diversity of the workforce to better represent the women that we’re looking 

after.  And, as well, to bring different skills and perspective and insights that can 

help improve our practice.  And erm, like for me, a massive market that hasn’t 

been tapped, so to speak, is people who identify as male. 

By merging the lack of diversity within the UK midwifery workforce with the 

numerical minority status of men in midwifery as part of that lack, he simultaneously 



145 

positions diversity as only relevant in order to present a gendered mirror image of 

service users but doesn’t explain how increasing the number of people who identify as 

men fits within this narrative.  He repeats “for me” as though tentative, acknowledging 

this is not a widely held view.  When I asked him to clarify whether he thought it would 

be a good thing to have more men in the profession he replied: 

Erm, so I wouldn’t see it as more men in the profession.  I would see it as more 

people who bring diversity and people who bring different perspectives, and 

because we’re a minority - such a minority! - in this case, yes, the reality is 

bringing more in would do that. 

He retreats from his earlier position of men as a solution to a staffing crisis but 

foregrounds again his call for diversity whilst also emphasising men’s minority status, 

repeating the word twice in quick succession.  He does not specify what he means by 

this term but by including men within it he is expanding commonly understood terms of 

diversity, as though the label of diversity has more potency and acceptability than being 

labelled a man.  Adam also moves between several positions.  In the early part of his 

interview he asserts that he is conscious of a lack of men and, when working in 

partnership with education providers, has actively taken steps to try and improve the 

situation: 

As much as I’ve tried very hard within my university to increase the number of 

men in nursing as well as midwifery, erm… I’m acutely aware when I look at a 

class and there’s 100 young to middle-aged women in the class…Every day, 

you know, I’m aware of it… I don’t perceive it as a negative thing, it doesn’t 

make me feel anxious or uneasy… but I am aware of it. 

There is a contradiction in his position here - he doesn’t see the lack of men as negative 

and yet he has actively tried to change the situation although doesn’t elaborate how.  
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Towards the middle of his interview his reflexivity on this topic increases and he 

identifies that using the argument that the workforce needs to reflect the population it 

serves does not support the need for increasing the number of men in midwifery: 

I would love to see more men in midwifery but also what I’m very aware of is 

the fact that midwifery is a profession...  that does not reflect the society that we 

support.  There are not enough midwives… that are coming from Black, Asian 

minority ethnic groups… So, it’s not that I don’t want more men in midwifery, 

but I think it’s the wrong... it’s the wrong focus... this whole idea that we need to 

have gender parity.  In nursing I can understand that argument because half of 

the patients you’ll care for are men… so I don’t accept the argument that there 

needs to be more men in midwifery…  

Jake also talks of diversity as the solution to staffing problems: 

I think it’s disappointing that there aren’t more men coming into the profession 

because, you know, we’ve got loads of vacancies!  From a purely practical point 

of view, we are limiting our recruitment into the profession to only half the 

population...  

He starts by talking from a strategic position (“we”) but then moves on to a more 

personal reflection (“I”), recognising from a subjective point of view how it might feel 

for a boy who aspires to become a midwife:   

But I think it would be a very brave boy at school to say, “I want to become a 

midwife.”... How would you tackle this whole hugely deep-seated acceptance 

of, “That’s not what you do!”  You know? 

He is suggesting that the barrier to increasing the number of men is around socially 

constructed notions of whether it is acceptable for men to be midwives, but as 
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evidenced in the first subtheme, he does not recognise himself as having actively 

chosen to challenge convention in becoming a midwife.  He uses the word 

acceptable/acceptance several times as he elaborates on the small numbers of men in 

midwifery: 

I do think we could do more.  You know, if there was another profession in the 

same situation, it probably wouldn’t be acceptable nowadays?... 

…. Yeah, it’s just not spoken about, it’s almost like untouchable.  Yeah, I think 

that’s probably it... it’s just always accepted that that’s the way it is…. 

He talks about acceptability but does not locate it as sitting with any one particular 

group or organisation, rather he talks about acceptance and acceptability in an abstract 

sense.  Nevertheless, “untouchable” denotes a shift in register, it is a strong word, 

further emphasised when he discusses recruitment of men with universities: 

 I’ve had conversations with universities as well... they were quite, “Let’s 

change the subject.”  And I said, “No… no blokes, why not?”  “Oh, we don’t do 

anything to discourage them!” 

Within this subtheme, then, Benjamin, Jake, and Adam are describing the situation of 

being a minority and exploring if swelling the number of men would contribute to 

increasing representation and diversity of views as well as helping with staffing 

shortages.  The exploration is tentative and there is some recognition that there is a 

difference between men within midwifery being a minority group and people belonging 

to minoritized groups both within and without the profession.  Jake also recognises that 

midwives working within universities are also unwilling to explore this subject, but he 

does not understand why and the reported speech of those midwives is that they wish to 

end this conversation as being too challenging. 
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Experiencing “Discrimination” 

Giovanni is a midwife who has recently joined the profession.  The sense of being 

different and, as a lone man, trying to find a body of people with whom to share 

common experiences of being different to the majority is found prominently throughout 

his interview: 

I’m the only man.  Yeah, it does feel a bit lonely but I guess, I don’t mean to 

keep comparing this to the same subject, but in the same way that if you move 

to a new city, there is no one who is from, you know, the LGBTQ+ [Lesbian, 

Gay, Bisexual, Trans, and/or Queer/Questioning] group around you, there may 

be certain things that you feel more comfortable discussing with someone who 

belongs to the group, or who is going through a particular life experience… 

Like Simon, he is almost apologetic about making the link between his experiences as a 

man working as a midwife and those of minoritized groups (“I don’t mean to keep 

comparing…”) but he cannot find an alternative way of making sense of his 

experiences.  Prior to this quote, Giovanni described “facing difficulties” in relation to 

being “prevented from entering a room.”  This specifically relates to having his care 

declined by service users which, as a student, is facilitated by the midwives he is 

working with and who must gain consent for him to be present.  They ask the service 

users, “Are you OK to have a male student midwife?” and he goes on to equate this 

questioning with racist and discriminatory behaviour: 

I don’t go to women and say, “Are you OK to have a Chinese student?” ... I 

didn’t really understand why people would do that. 

He draws an analogy between his care being declined by a woman as a sort of reverse 

sexism, and he feels angry about this.  He continues: 
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What is it, really, about being a man?...  I would never express this to women, 

but these questions were going through my head… “What’s all the fuss about, 

what is the problem?” … I just recall feeling... I wouldn’t say angry but perhaps 

misunderstood and, erm, judged?  Just because of being born with, you know, Y 

chromosomes…  

He appears confused about how to make sense of this, trying out if the word 

“discrimination” is useful to make sense of it in this context:  

I don’t know if I want to call it discrimination because I don’t... I don’t really… 

I see this… So, I’m not sure if this is a conscious… I need to define 

discrimination in my head to be quite honest… So, it’s not a conscious act of 

someone wanting to consciously discriminate you or anything like that. 

Towards the end of the interview he returns to the idea of discrimination again.  I ask 

him to summarise what the experiences of men who work as midwives are that are 

different from those of women: 

Maybe feeling… feeling… what’s the word I’m looking for?  It’s not 

discriminated… Feeling… [long pause].  I can’t think of a word, the word 

“discriminate” sounds really, really, erm, big, I don’t know why 

He recognizes that the word “discrimination” here is probably not adequate to make 

sense of his experiences.  By returning to it repeatedly and coupling it with the 

hypothetical example of someone being given the option to discriminate on the basis of 

race as though it is analogous with declining his care shows that, for Giovanni, there is 

an internal conflict.  He experiences having his care declined emotionally and viscerally 

(“feeling”) as if it were discrimination whilst he understands intellectually (“think”) that 

he is not being discriminated against for reasons of prejudice.  He is struggling to 

reconcile the fact that service users can legitimately decline his care with the fact that 
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he has been legally accepted into the profession on the same terms as female midwives 

but in terms of providing intimate care he is not afforded the same ease once he is there.  

The closest parallel he can find appears to be that of those who have experienced racism 

or homophobia.   

Trying to make sense of the different experiences which might be described or 

received as discrimination did not just happen at the point of entry to the profession.  It 

is revisited throughout the career trajectories of participants, as highlighted by Jake and 

Alan, both in established careers as senior midwives.  Jake provides the following 

example:  

VIPs [Very Important Persons] that have gone through the private wing ... have 

been looked after by senior staff… one of the planning meetings shortly after I 

started, one of the site directors said, “Actually, ooh, I’m not sure if this person 

that we were talking about would want to be looked after by you, Jake.”  

“Why?”  And there was “Oh” … And then they started getting all sort of 

embarrassed and changed the subject.  And I said, “Well is it because I’m a 

man?”  And you could tell that that was what they were thinking about.  And 

they quickly sort of retracted. 

When I asked him about how it made him feel he responds: 

It kind of annoyed me a bit… you think, “How dare you make that decision and 

think about that!”  But equally, I’m kind of glad that she said it because I’m sure 

there are things that go on covertly… 

He is angry and indignant that he is being treated differently.  Coupled with this, he is 

also aware that this is not an isolated incident and that his presence in this context is 

challenging.  He continues: 
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It’s still not right.  I mean, ultimately, if anything, the woman should have been 

given a choice about who looked after her, irrespective of gender, whoever it 

was, not sort of, no assumptions made about that. 

The process of making meaning of his experiences is evident as he qualifies his earlier 

statement - whilst he is clear that it is not OK for midwives to decide whether or not he 

should provide care for certain people, it is OK for service users to decline his care.  

Alan adopts a similar position: 

I was a [senior] midwife… and we had a female genital, FGM [female genital 

mutilation]25 clinic, and the midwife I was working with said, “I think it would 

be better for a woman to… if I did this clinic…”  I said, “Why?”  Do you know 

what I mean?  I would always give the women choice…. I was a bit shocked… 

It’s a woman’s choice, not hers. 

Like Jake, Alan initially challenges the midwife (“Why?”) about their position, insisting 

that it is not legitimate for female colleagues to prevent him from delivering midwifery 

in all areas and to all groups of women, but it is permissible for service users to choose 

not to have him.  Later, he moderates his emotions, saying he “didn’t make a big issue 

out it”: 

It was a challenge, but I didn’t always challenge, I didn’t always feel it was right 

to challenge.  Yeah.  And with … the FGM, I just, I don’t know.  There are 

some battles… you know, you’ve got to choose your battles. 

Again, there is a tension here.  He did initially ask the midwife to explain herself but 

immediately afterwards he adopts a more conflicted position, acknowledging that there 

 
25 FGM is a cultural practice originating in 30 countries in Africa, the Middle East, and Asia.  It affects 
200 million girls and women by altering their external genital organs for non-medical reasons (World 
Health Organization, 2023) and is a human rights violation.  A surgical procedure may be required by 
midwives, gynaecologists, or obstetricians, either antenatally or in labour, to widen the vaginal opening 
again to allow for birth.   



152 

are occasions when it is not “right” to be confrontational.  The imagery of “battles” and 

“challenge” are striking and recall the conflict writing that was highlighted in Chapter 

1, suggesting that this may have become part of his forestructures which direct his 

sense-making.  Giovanni, Jake, and Alan all express a range of emotions - “judged,” 

“angry,” “annoyed,” and “shocked” at having decisions around how to access and 

provide services to birthing people mediated via their colleagues, but Alan is explicit 

that he regards his experiences as the result of unfair treatment.  When asked why he 

“didn’t make a big issue out of it,” he elaborates: 

What I meant was, … I didn’t sort of go around talking to her about prejudices, I 

just said, “Right, I’m a midwife, same registration as you!”  

In relation to when his colleagues vocalise opposition to men joining the profession 

Simon also uses the word “prejudice” when summing up his beliefs about their 

attitudes: 

30 years ago when I did it [trained as a midwife], they were quite vocal about it, 

…and I don’t think … that you could be that vocal about it now as you were 

then because it would be seen as, you know, prejudice and, you know, we live in 

a completely different culture of equality to what we were 30 years ago, so I 

think some of the things that were said to me when I first started midwifery, 

they may think it, but I don’t think it would ever be said, because it would cause 

an issue or a problem, you know? 

His beliefs are conjecture and not based on experiences.  Like Jake, he believes that 

what midwives who are women may believe about the legitimacy of men to work as 

midwives is not reflected in what they say or how they behave in front of him. 

Ibrahim is the only participant who is Black and therefore visibly and 

unequivocally holds both minority status within midwifery as a man and experiences 
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minoritization more widely as a Black man.  In common with all participants, Ibrahim 

cites experiences of his care being declined by service users, but also gives an example 

when a picture of him on the wall at his place of work was defaced: 

There is something or somebody out here who actually did not appreciate my 

time here or me here or... so, for whatever reason, I don’t know, either because 

they don’t like me as a person, doesn’t matter, could have been White, Black, or 

green.  I don’t know.  Or either they don’t like my gender, or they don’t like me 

for my race, I don’t know.  So, as I said, sometimes, especially when you have 

got quite a few erm... those sorts of characteristics that are being looked after by 

this Equality Act… so I don’t know which one of them you have been 

discriminated against, you see? 

Unlike Simon or Giovanni, Ibrahim does not seek to align himself with a specific 

marginalized group but does acknowledge that he belongs to at least one which is 

recognized in law.  His response tells us that within the context of this experience 

(“here” repeated twice) he sees his gender as an equally significant site of potential 

negative discrimination as his race, suggesting that race and gender combined amplify 

his vulnerability to discrimination within midwifery.  Whilst Ibrahim does cite a 

specific example of having to care for a woman who he overheard express overtly racist 

comments, he cites many more when his care was accepted differently or rejected, and 

it was not clear to him what the reason for this might be.  He discusses attending a 

home birth with a White female student midwife, and the birthing woman and her 

partner directed all their questions and attention to the student and not him: 

If I was a woman, maybe they would have trusted me more?  Or maybe if I was 

a White man, I don’t know whether that would have made a difference?  I don’t 
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know, but being a man and being an African looking man, I don’t know whether 

the combination of those two didn’t stand right with them? 

In this situation Ibrahim is very clearly situating race and gender as anchor points for 

exploring how together they can help him make meaning of his experiences at work.  

All participants have other characteristics such as age and socio-economic class which 

co-exist with being a man and which inform their experiences as midwives, but Ibrahim 

is showing how for him, being Black and being a man when working as a midwife 

produces complex intersecting identities which are less evident in the interviews with 

the other participants.  He concludes the story of the home birth incident: 

I remained professional, I didn’t let that affect me.  I just… would focus on the 

job that I was doing but at the end of the care episodes they came to me, they 

confessed, and they said that, “We are really sorry, we undermined you, we 

underrated you, we didn’t think that what you did, you could have done that 

here. ”... And that was the end.  But obviously... I cannot say why that was, is it 

because I was not the race they were looking for to look after them?     

For the service users, it appears that it is not just that for them he was lacking in 

credibility as a midwife because he was Black or a man or possibly both combined, but 

because of the space he was practising in (“here”), their home.  These multiple 

dimensions make it harder for Ibrahim to understand how service users respond to him 

and therefore adds another layer of negotiation for him when working out how to be in 

the birthing space with service users in a way that makes him acceptable. 

Experiencing Privilege 

Across many of the participants there was a recognition that being a man, whilst 

positioning them as a minority, also sometimes confers advantages on them.  The issue 

was raised explicitly by eight participants (Steve, Karl, Ken, Peter, Adam, Jake, James, 
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and Alan) who had all joined the profession at different times over the preceding 40 

years.  Like Jake, Adam, and Benjamin in the subtheme Representing Diversity, Karl 

draws parallels between men and marginalized groups but this time in the context of 

considering whether men should be part of recruitment campaigns to normalise the idea 

of men being midwives: 

Yes, there’s BME [Black and minoritized ethnicity] representation, which of 

course is important.  Yes, there’s, you know, a variety of roles, but there’s not a 

man there.  And I think, actually, if there were more positive adverts 

surrounding men within midwifery, I think more people would be accepting of 

it, and that would bring more men into the profession which would then 

normalise it and it wouldn’t be... such a... thing! 

Later he makes the same correlation between men and BME representation within 

midwifery but worries that it confers an unfair advantage to him: 

If I went for a promotion and got it over somebody else... it always makes me 

feel, “Ooh, is it because I’m a man?” ... There’s always just a little, you know, 

like 1% of me that thinks, “Ooh is it because I’m a man?”  Which, I dunno, I 

dunno if you ever feel like that?... Because, you know, it ticks another box, you 

know, like, “We’ve got a BME, we’ve got a male!” 

In the process of being interviewed there is evidence of active meaning-making taking 

place.  In the first quote Karl is quite sure of the value of having more images of men in 

recruitment materials.  In the second quote Karl, once again aligning the situation of 

men in midwifery with that of minoritized groups, is identifying issues of complexity 

that he hadn’t discussed before, and which is beginning to undermine his certainty.  

What is not clear from his statement is whether he is welcoming the possibility that 



156 

being a man may offer him advantages within midwifery in terms of accessing career 

progression.  I ask him how these thoughts make him feel: 

I… I dunno… like self-doubt, maybe?... a little bit of a confidence issue?  But 

then you can play…not play on it, but you could... I feel like I could if I wanted 

to… I could play on it more, and it may be beneficial, but I’d hate to do that 

because I’m not that kind of person...  Yeah, self-confidence and a bit of 

doubting whether I’m actually good enough.  And fighting, maybe a bit harder 

for it. 

Rather than  benefitting from any positive discrimination that being in a minority may 

bring, for Karl it actually causes inner conflict.  Any job promotion, rather than 

affirming his competence, has the opposite effect and undermines his confidence that it 

is merited.  Peter is newly qualified and says the following: 

Quite a few midwives have said that… “Oh, you’ll progress quite quickly 

because you’re a man.”  I remember one of the midwives saying that.  But no... I 

don’t think she said that in a resentful way, to be honest. 

Benjamin, another younger midwife shares a similar experience: 

I remember there was one instance when I was a student when I was pretty 

much accosted by a midwife who said, like, “You work as a midwife for a bit, 

don’t just work the minimum amount and then go sailing off into management, 

actually be a midwife for a bit!” 

He goes on to say: 

That was another thing… being a man and experiencing male privilege while 

still being a minority…. I found it quite interesting. 
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Here he is recognising that the term “minority” is not just a numerical term, but when 

combined with the concepts of diversity and privilege has different meanings.  The 

advice is given to Peter unsolicited and is offered not with judgement but as a widely 

accepted fact.  Benjamin too does not solicit this advice, but it is nevertheless given to 

him but this time forcefully.  It is an expectation that being a man inevitably confers 

advantages, but it is not explained to them why, nor do most of the participants 

interrogate this notion and only Steve and James attempt to unpack it.  I had not brought 

up the topic with Steve but in drawing the interview to a close he is keen to mention 

“issues about promotion” as being something he was expecting me to ask him about.  

He offers the following causative explanation: 

… If they [men who are midwives] are in a family, they often want to get away 

from clinical practice, they want a better grade, a higher pay, etc.… and I think 

that’s what men need to take into consideration… I can honestly say that I didn’t 

really want to leave clinical practice… 

James states: 

I know there’s evidence out there… if you’re male in a female dominated 

profession, you’re going to rise to the top more easily because people accept that 

men should be in positions of authority.  I don’t know if that’s true or not but 

that’s what I’m sure people would accuse me of… because people see men as 

more deserving of senior roles.  Well, I’ve had my knock backs, I’ve had to 

apply for jobs that I didn’t get, you know, we all have those experiences in our 

career… 

Whilst Steve is keen to emphasise that, despite a long midwifery career, he was 

reluctant to progress, in contrast James is defensive and keen to reject that he has been 
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the underserving beneficiary of male privilege and systemic advantage.  Ken too is 

aware of the need to both acknowledge this narrative and to stress that it was unwanted. 

I always felt I didn’t want to be singled out because I was a man, I wanted to get 

recognition because I worked hard... for who I was not because of my gender. 

Because there were a lot of... a few midwives who said, “Oh you’re going to 

come up the ranks, you’re going to end up being a manager!”  Which I did!  But 

I did it because I wanted to do it, not because it was seen as the role of the man. 

Later on, he reflects back and reframes this presumed advantage as more of an 

unwanted burden: 

I hate to admit it but there is a bit of having to work a little bit harder than the 

others.  So that element of, when I was newly qualified, of proving yourself, that 

you have a right to be there, you’re just as good as the female midwives. 

When asked for an example of when he had to work harder, he returns to an anecdote 

from the start of his career: 

So that colleague that came up to me who said that she didn’t agree with me 

being there, I basically said, “Well you know, thanks for your honesty, however 

I have a right to be here like anyone else.”  So, part of me at that point thought, 

“Well we shouldn’t even be having this conversation because if I was female, 

you wouldn’t even be asking me!”  So erm, it’s almost like having to, you know, 

justify your reason for being there and ... fighting your corner?  I think? 

The tension sits around both being told that he was not welcome by one midwife which 

left a strong impression, but simultaneously being told by several other midwives that 

he would profit from his difference.  Adam experiences similar conflicting messages 
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when his legitimacy as a midwife was challenged by a vocal individual at the start of 

his career, and echoes much of Ken’s experiences.  He too is conscious that: 

I’ve felt I’ve had to justify myself, sometimes, you know?  You always feel 

you’ve got to do that bit more and be that bit better and be conscious 

of…of…people, maybe, looking at you slightly differently. 

What is interesting is that both Adam and Ken start off talking in the first person (“I”) 

but shift register to the third person, either appealing to me as a fellow midwife who is a  

man to validate their feelings or trying to universalize them as a common experience.  It 

is clear that they are trying to simultaneously make sense of encountering rejection 

from a vocal individual along with the concern that they will benefit from unsolicited 

advantages as a result of their gender.  Both Ken and Adam revisit this idea several 

times throughout their interviews: 

… that uneasy feeling… as if, you know, you’re the recipient of some sort of 

positive influence and then doubting... myself and thinking, “Is this fair? … 

Should I be here?...  If I really do think I’m being given opportunities that others 

aren’t on the basis of my gender?  Then should I be here?” (Ken) 

I just don’t know whether all of this is down to my merit or whether this is down 

to the fact that you are an easily identifiable unique person in a group of other 

colleagues, you know?  You’re the one that stands out. (Adam) 

Adam starts from a position of his gender being a possible hindrance (“having to work 

harder”) to potentially benefitting from career progression as a result.  Unlike many of 

the other participants he goes further still and argues that the process of being a man 

and working as a midwife has conferred on him unique skills: 
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I don’t know whether it makes you more emboldened?  Because you think, 

“Well there’s absolutely no reason why I can’t teach a mother how to hand 

express [breast milk] and use this… model of a breast to do that”...  So, you feel, 

“I can probably do it just as well.”  And actually, I’m sitting here thinking, 

“Well maybe I can do it even better, because I’m more thoughtful… about the 

fact that, well, I don’t lactate…” 

Once again, we see the meaning-making in action - the fact that he is thinking about 

something that he may not have articulated before.  He rejects arguments about the need 

for same-sex caregivers, stating instead that it is his very difference that allows him a 

perspective that may be hidden from midwives who are women.  Dennis elaborates on 

this: 

There was I, very much from a man’s point of view, very much practising in 

isolation…there’s me, standing there as a midwife, and seeing things going 

around me thinking, “Mmm, that’s not right, mmm things ought to be different 

here.” … I would say I was the “odd one out”, it was a good place to be because 

that “odd one out” was in the situation where... I can use it to challenge and I… 

it just seemed to work, to my advantage, really.  I suppose.  And I was quite 

lucky.  Where, with a lot of female colleagues, it was very much, they were 

dragged into the “sisterhood”, if that makes sense?  And they must practice how 

the “sisterhood” practices.  Where I couldn’t really be in the sisterhood… so I 

was kind of like the “mad monk” [laughter] who could challenge! 

The word “challenge” appears in the text multiple times before and after this excerpt 

echoing once again the history of conflict between genders working in maternity 

services.  He reverses the traditional discourse around minority groups.  He positions 

midwives who are women as victims, “dragged” into conformity with the majority 
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whereas being both an insider (“standing there as midwife”) and an outsider (“odd one 

out”) gave him an omniscience and an agency denied to the majority.  Adam and 

Dennis do not use the language of discrimination to make sense of their experiences but 

actively reframe themselves as outsiders.  This frees them from the obligation to 

conform to the dominant model of care and notions of what and who a midwife should 

be, and they argue that this allows them the freedom to consider how they as individuals 

want to perform midwifery in a way that is acceptable to the service users.  In contrast 

to the uncertainty exhibited by Karl at the start of the chapter as to how fair it would be 

to benefit from being a man in midwifery, Dennis is willing to capitalise on being a 

man by being willing to  “challenge” and disrupt norms of service delivery.   

Adam tries to counterbalance the arguments that only women should care for 

other women by providing an equally gendered justification for the need for at least 

some men within midwifery: 

I think we make an important contribution to midwifery, particularly in terms of 

supporting fathers, partners...  Certainly, there are elements of the profession 

that would benefit from more men.  

He cites an example of providing bereavement care to a couple and in particular being 

able to provide support to the bereaved father: 

I think that was... the only time that I was aware that I might be able to connect 

with this guy on a level that other colleagues might not. 

Mike makes reference to men being able to be “used productively” to deliver antenatal 

classes and provide support for male partners and Simon also sees being a man as 

offering a “different point of view”: 
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I think sometimes I encompassed the whole as in the family, the partner, etc. etc. 

more than the female midwives did because they focused on the woman and 

there was a bond between them as a woman, but I had a wider bond because I 

could also relate to the partners because I’d had children myself… 

In so doing, they are deciding that gender matters and gets to matter and can be 

mobilized strategically in specific situations.  In contrast to the previous GET which 

was characterised by an overriding need to position the midwifery profession as gender-

neutral, all three here are willing to explore the concept of whether there is in fact some 

shared connection between people of the same sex and gender that is significant in 

midwifery.  Simon uses the phrase “wider bond,” his gender offering a more expansive 

connection than that which he assigns to his female colleagues, rather than being 

something which is niche or confines him as articulated by participants in the previous 

GET.  

Conclusion 

This theme has shown how the participants make sense of their minority status within 

the profession.  If an overarching characteristic can be given to each theme, then in 

contrast to the complexity that was evident throughout Gendered Midwives, Minority 

Midwives is suffused with uncertainty.  For the first men joining the profession there is 

a need to justify their decision for joining.  Once there, there is a recognition that Being 

a Minority brings heightened visibility along with a sense of vulnerability although it is 

not clear what they are vulnerable to.  In Representing Diversity there is both discussion 

about how increasing the number of men might make their presence more legitimate, 

but also uncertainty as to how this would support existing diversity agendas designed to 

address inequalities faced by minoritized groups.  Many participants describe situations 

where their care has been declined, received differently (Experiencing 

“Discrimination”), or managed by their female colleagues, but there is also 
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ambivalence as to when and where this might be deemed acceptable.  Finally, there is  

recognition that being a minority sometimes leads to Experiencing Privilege and there 

is uncertainty as to whether this can ever be acceptable along with a concomitant need 

to justify when and how their career successes have been achieved.  Thus themes of 

acceptability and seeking legitimacy seen in Gendered Midwives have followed through 

into Minority Midwives.  These will be revisited again in the next and final GET when I 

discuss how gender is understood by participants in relation to sexuality as they show 

how they manage their embodied presence when delivering intimate care. 
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Chapter 7:  Sexualised Midwives 

In this GET I explore how, through talking about their experiences of working as a 

midwife, the men I interviewed come to recognize that they bring an unanticipated, 

unwanted, and unhelpful sexuality into the birthing room with them.  In this context I 

use the word “sexuality” as an abstract noun (Weeks, 2003), simply the recognition of 

oneself as a sexual being and not limited to dimensions of behaviour, attraction, or 

identity (Ellis et al., 2020) although these are all in evidence individually and 

collectively at times within this GET.  I start off by showing in Moments of Disruption 

how awareness of their sexuality is gained through seeing themselves through the eyes 

of service users, their partners, and the midwives they worked with.  I show the 

participants moving through recognising that there are limits to how they are able to 

interact with service users in Negotiating Boundaries.  I then move on to explore how 

the participants reject some of the behaviours that they have observed in medics and 

midwives who are women (Doing it Differently) and begin to talk about how they 

modify their practice.  This theme is continued in Highlighting and Minimising 

Sexuality when the topic of sexuality is explicitly addressed when participants signal 

that they are not a threat through highlighting being gay or being married.  Finally, 

when Experiencing (the Risk of) Rejection which is referenced by all of the participants, 

they are able to unpack the internal conflict and ambivalence of being understood at 

times primarily as a sexual being when working as a midwife.   

Moments of Disruption 

The awareness of their sexuality within a professional space occurs through moments of 

disruption that were in evidence by many of the participants, moments which brought 

their gender into relief through the prism of sexuality and sexual being.  Two vignettes 

from Adam offer clear examples of this.  Early on in his career he is working with a 

colleague who provides breastfeeding support to women: 
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I remember working with the parentcraft sister…  She’d been called up to a 

ward to a woman who was having difficulty breastfeeding.  And [she went] 

behind the curtain, barely spoke to the woman, opened her nightie, grabbed her 

breast, grabbed the baby, put the two together and basically forced the baby to 

breastfeed…  I thought, “Oh my God, I can’t possibly do this, because I can’t 

possibly do that!  What!  I’d get run out of town!  There’s no way!  So, if that’s 

what’s required, there’s no…”  You know?  So, it made me very acutely aware 

of my gender at that point.  I thought, “Hold on a minute!  There are clearly 

certain things that my female colleagues do... that there’s absolutely no way that 

I can do!” 

Later in his career he offers a further example where he becomes hyper conscious of his 

sexuality: 

I remember very vividly… a woman was transitioning - you know? - into more 

active labour, and was becoming really warm so had started [removing clothes] 

… and just put her arms around me, completely naked, standing with her arms 

around me, her head buried into me,26 and her partner walks into the room and 

you think... you’re looking at his face and you’re trying to make that expression, 

that look, to say, “Do you know, this is nothing other than... I’m completely 

oblivious to the fact that your...” 

In the first vignette Adam is making the distinction between a woman exposing and 

touching another woman’s secondary sex characteristics - the breasts - as unproblematic 

juxtaposed with the impossibility of him doing the same.  He emphasizes the female 

midwife’s disembodied and mechanistic way of facilitating breastfeeding - the fact that 

 
26 Advanced labour is associated with feeling warm due to an increase in cardiac output along with 
disinhibited behaviour under the influence of hormones (Dixon et al., 2013).  Here the woman is seeking 
physical support whilst instinctively adopting a more comfortable and physiologically effective upright 
position (Walsh, 2012).   



166 

she does not communicate with the new mother and physically positions and attaches 

the baby on to the breast.  He repeats “no way” multiple times in a short space of time, 

exclamations empahasising his shock when he considers he may have to do likewise if 

he is to be able to function as a midwife.  Coming at the beginning of his career, he is 

identifying that what can be done unthinkingly by a midwife who is a woman would be 

unacceptable if he adopted the same approach.  In the second vignette he is caught out 

by a woman who spontaneously seeks support from him whilst naked which, in the 

presence of her partner, becomes loaded with risk for Adam should it be perceived as a 

transgression by the husband.  His priority is to communicate that he is “oblivious” to 

his wife’s nudity and intimacy with him, and in so doing betrays the fact that he is 

acutely aware of it.  The need to communicate this non-verbally so that the labouring 

woman is not aware of these dynamics reinforces Adam’s hyper-awareness of how his 

being in the room disrupts accepted psycho-sexual dynamics.  Sexuality must both be 

acknowledged and suppressed.  

For Alan, this moment of disruption comes when he too is providing intimate 

care, performing a VE in the presence of the woman’s partner: 

I’m sat on the bed, and I shut my eyes, and I’m looking up to the corner of the 

room, and I’m trying to get in my head and visualise... where’s the sagittal 

suture, where’s this, where’s this27... Do you know what I mean?  It’s just a 

normal way…  And this fella sat there, and he said, “You must fucking love 

your job!”  Seriously, the woman’s partner!  And it just stopped me. 

Once again, it is the presence of the partner who forces Alan to confront how he can 

bring an unwanted sexuality into the room.  He describes performing a clinical 

 
27 This procedure involves inserting two fingers into the vagina to feel the suture lines and fontanelles 
between the bones on the fetal skull as it descends through the pelvis into the vagina.  By then mentally 
visualizing them in relation to the maternal pelvis he will know whether the fetus is in an optimal position 
for a vaginal delivery. 
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procedure but the voice of the partner forces him to consider how this might be 

perceived by others as a potential sexualised encounter.  This disrupts Alan’s ability to 

normalise an intimate examination and in so doing it literally prevents him (“stopped 

me”) from carrying out his clinical role.  Simon is equally horrified when he must 

decide whether an episode of care can be comfortably separated from any sexuality.  He 

is directly asked by a woman to stimulate her nipples in order to help placental 

separation:28 

It’s almost a sexual act for somebody to be doing that.  It’s weird, I don’t know 

how you can explain where you draw the line, but I think when it clicks over 

from being clinical to being something else is where the line is drawn. 

Simon is describing an invisible boundary that must be negotiated in the provision of 

care which can be perceived by either the midwife or the service user as sexual 

although he has trouble referring to it as such, preferring the oblique euphemism 

“something else.”  In Simon, Alan, and Adam’s examples they do not attribute an 

awareness of sexuality to the women as part of their interaction with their caregivers. 

Rather, it is the participants who are self-imposing the policing of these imagined 

boundaries and, in the case of Adam and Alan, this awareness is amplified through the 

presence and reactions (both real and anticipated) of the women’s partners.  It is the 

constant vigilance that follows these moments of disruption that force the participants to 

identify and manage their sexuality in the provision of intimate care that marks out this 

GET.   

 
28 Stimulating the nipples encourages the release of the hormone oxytocin (Coad & Dunstall, 2012) as 
part of the physiology of breastfeeding (Matthews & Rankin, 2017).  This in turn causes uterine 
contractions which, postnatally, are necessary for placental separation.  In the NHS it is not usual 
midwifery practice to digitally stimulate the nipples, nor is it common to be asked to do so by service 
users.  
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Negotiating Boundaries 

The boundaries of when sexuality must be acknowledged are more clearly defined 

when participants have given examples of providing care for women who have 

experienced sexual abuse.  Dennis describes a visceral reaction when caring for a 

woman who had been abused in the past: 

I can remember one situation, being a labour ward coordinator and this woman 

being rushed in… I can remember the midwife saying to me, “She’s really 

difficult to examine, she won’t let us examine her,29 we don’t know what’s 

going on.”  OK?  And I went into the room and immediately her behaviour 

changed.  And I explained to her the reason why we needed to examine her, and 

she allowed me to examine her…  Afterwards, when we came out and pulled up 

her records… we opened the notes and it says, erm, that she’d had a traumatic 

episode of, erm, physically and sexually abusive behaviour.  And I felt kind of 

sick.  Because it’s kind of like, the reason why she allowed me to examine her 

was I was a man, and she just associated men with abuse, and there was no need 

to struggle or fight, because you, you know…  And I felt awful…  And I 

suppose the thing I really struggled with was the fact that she had been abused 

made it really easy for me to examine her.  And that made me feel quite sick… I 

almost felt like, well, like I’d abused her myself. 

Dennis can recall the incident and the emotions it triggered clearly, firmly rooting it in 

the first person.  We do not know why the woman acquiesced to Dennis examining her, 

we only have Dennis’s framing of it as sexual and triggering a distressing visceral 

feeling in him (“I.. felt like…I’d abused her”) which he can still vividly recall many 

years after the event.  Caring for women who had experienced abuse at the hands of 

 
29 “Examine” in this context refers to a VE which can be important in determining the ongoing plan of 
care. 
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men was also cited by Ken, Giovanni, and Peter as posing unique challenges where they 

had to try and mitigate the threat that their being in that space represented to the 

women.  The examples in the previous subtheme show how the participants become 

aware that their presence brings sexuality into the room with them, but in the scenario 

described by Dennis, when he reads her history after the intervention, he interprets this 

sexuality as understood by the service user as threatening and triggering.  The boundary 

of when sexuality is problematic and traumatic is only identifiable retrospectively by 

the participants and in this case also causes a degree of trauma (“I felt like I’d abused 

her myself”) to Dennis himself.  

Boundaries are at times only made visible when seen through the eyes of 

midwives who are women who are present when intimate care is being offered.  Mike 

gives an example when as a student he offered a hand to a woman to hold for comfort: 

Without thinking I just said, “There’s a hand here, if you need to squeeze it, you 

can squeeze me as hard as you can, you can’t break me, I’m made of strong 

stuff!” ...  And tried to just provide that reassurance, maybe, without taking into 

consideration erm… how that might make not only the woman feel but also 

maybe her partner. 

The midwife he was working with cautioned him that 

… in other people’s minds there is a difference between a man offering a hand 

and a woman offering a hand. 

The reason why this should be is not articulated.  He goes on to recall feeling 

“embarrassed” that he had done something which could be perceived as 

“inappropriate.”  The “difference,” then, might be understood as a woman’s hand 

representing comfort and a man’s hand representing an intimacy beyond just 

reassurance.  On reflection he says he now modifies his approach: 
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What I choose to do is… Not careful, that’s the wrong word, erm... constructive, 

shall we say… I will just offer it and say, “My hand is here if you need it…”  

It’s more of a diplomatic approach. 

He tells me that he has moved from acting spontaneously (“without thinking”) to acting 

consciously but the content of what he is saying to the service user has not changed 

significantly.  In both quotes he is offering his hand rather than insisting or forcing it 

upon the service user.  It is his rationalization to himself of how and why he is carrying 

out his work more cautiously that offers him protection from further feelings of acting 

inappropriately.  The choice of the word “careful” reflects the warning given by his 

mentor and suggests he is learning to adopt a defensive approach to practice.  Benjamin 

on the other hand uses humour when performing a VE.  Unlike Dennis, Benjamin 

provides an example where he has built up a rapport with both the birthing woman and 

her partner and there is no evidence of his sexuality presenting a barrier or enabler to 

delivery of intimate care:  

I was in the birth centre.30  My mentor had done a VE beforehand and then I was 

repeating.31  And my style of care tends to lean heavily on humour.  And, like, to 

put people at ease, erm, when appropriate…  And like this couple was... was 

very into that.  And yeah, and it was…  So, I was doing the examination and just 

like the comments that were being made, like quite jokey, almost quite sexual. 

Erm, talking about fingering and how her boyfriend was better at fingering…  

Benjamin is identifying comedy as a strategy deployed by both him and the service user 

to allow his care to be acceptable.  Unusually, albeit via Benjamin, we have a sense of 

 
30 A birth centre is a midwife-led unit without the presence of doctors and is suitable for people at low 
risk of complications, as opposed to a labour ward which also offers obstetric support as required. 
31 In order for students to learn how to carry out a VE and interpret their findings, it is common for the 
midwife they are working with to perform the examination first so that they have accurate clinical 
information and are then able to better guide the student through the procedure when they are repeating it.  
Service users will have this explained to them in order for them to provide informed consent for two VEs. 



171 

what the woman was saying.  She recognizes the potential for Benjamin’s digital 

penetration for clinical reasons to be conflated with that of her partner for sexual 

pleasure.  She diffuses the tension through humour, signalling to those in the room that 

she can bracket off this experience whilst also feeling the need to put others at ease.  

Encouraged by this, Benjamin continues: 

So, the difference is, I actually actively tried to avoid the clitoris!...  It was just 

an interesting, like, examination of, like, deflecting it from the fact that it wasn’t 

intimate, like, intimate care with humour.  

He is clear of the need to signal unambiguously that it “wasn’t intimate” but his sense 

of humour also recognizes the need to validate the woman’s joke and confirm that he is 

also bracketing this examination off as purely clinical.  The midwife he is working with, 

however, “cautions” Benjamin that it isn’t appropriate, using terminology associated 

with disciplinary processes which contrasts with the levity of his words.   

In both situations described by Benjamin and Mike there is no further 

discussion, and they are left to identify how to move forward in their careers and make 

their sexuality acceptable in the birthing room.  These appear to be foundational 

moments for them and, like Dennis and Adam, they too can recall them in detail.  Mike 

is more reflective and accepting of the advice offered to him, going on to discuss how 

he can continue to provide care that feels authentic to him whilst not transgressing the 

invisible boundary that separates clinical care from sexualised touch.  Benjamin on the 

other tells me why he did not agree with his mentor: 
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I was in my late twenties32... it was a good way to engage with them and to put 

them at ease with the dynamics, with my being there, with the extra person in 

the room, with another man in the dynamic, for labour. 

The “dynamic” is his presence as a man that requires accommodation and negotiation.  

He therefore feels that as a mature adult man he has the experience and is best placed to 

make the decision for himself and ignore the warning of his mentor.  What is clear 

within this subtheme is that identifying when and how sexuality manifests itself is 

complex, unpredictable, and contingent on the interactions with others in the birthing 

space.  

Doing it Differently 

Participants to a greater or lesser degree talk about how what they bring into the room - 

what Benjamin refers to as “an added level of ‘differentness’” - causes them to 

consciously manage how they deliver intimate care.  The imagery of someone walking 

into a room, donning a pair of gloves and conducting a VE without any preliminary 

discussion is a powerful one repeated across multiple participants’ accounts.  Simon 

describes seeing medics behave in this manner, Jake talks about this being normalised 

for midwives who are women to act in this way, and James tell us that:  

Certain midwives would just come into the room - and I would classify as 

assault a woman! - but just coming in and putting on a pair of gloves and 

sticking their fingers into the woman’s vagina without even gaining any form of 

consent…  

Their stories show that they perceive this behaviour by midwives who are women  and 

doctors of any gender as being accepted without challenge by service users, but their 

 
32 In the original transcript Benjamin gives his exact age.  I have amended here for purposes of 
confidentiality. 
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accounts also all demonstrate that the participants strongly reject this kind of behaviour. 

Rather than assuming the right to access women’s bodies, the participants all discuss 

the need to negotiate and explain in detail why the examination needs to happen and 

what will be involved.  James continues, explaining how he would do it differently: 

I think it’s about being able to explain why you need to examine them, what it is 

that you hope to achieve through the examination, the fact that the examination 

is going to be of an intimate nature, and that you are going to have to undertake 

it in a way that they might find uncomfortable. 

The discussion around this process is echoed by Dennis, Steve, Ibrahim, and Giovanni. 

Jake takes a more analytical turn: 

It’s almost like, you’re not asking permission…. It’s like explaining why you 

are there… almost saying, “Yeah, and by the way, I’ve got every right to be 

here!”  Within what you are saying as well.  Yeah. 

 Whilst carrying out the same process as James, Jake sees it as serving the function of 

legitimizing his presence through demonstrating his knowledge and competence.  He 

also talks about creating a safe space: 

Exposing a woman’s body to the room is something that I witnessed both 

medical colleagues particularly, but also other midwives, not very sensitive to 

that, about making sure the space felt safe, the room felt safe, that people 

weren’t going to barge through the door as you started the procedure….  So, I 

would take a lot of time to make sure the environment was prepared correctly as 

well. 

Once again Jake is contrasting how he behaves with the behaviour of doctors and 

midwives who are women.  Giovanni also acknowledges that keeping people out of the 
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safe space is important, but also that his presence in that space can also be the thing that 

renders it unsafe to some service users: 

When they come into the room it’s very important for me to shut the door and 

make sure that people feel secure, so they’re always close to the door and I’m 

away from it so they’re… if they needed to, they can escape. 

There is a tension that appears to exist between reassuring service users that men as 

midwives have earned the “right” to examine women’s bodies in the same way that 

their female colleagues do, whilst also acknowledging that their own bodies can be read 

as threatening. 

Highlighting and Minimising Sexuality 

The most explicit discussion around sexuality occurred in Karl’s interview.  When I 

was finishing the interview, I asked him if there was anything else he wanted to talk 

about and he replied: 

I think being a gay man helps.  Because you are... women don’t find you so 

much of a threat…. I sometimes use it to my favour… I... camp it up... I alter 

my behaviour.   I think if someone said, “Ooh, you’ve got lovely Karl looking 

after you” ... they’re like, “Oh my god!  Karl, oh my God, a man, a man, a 

man!”  And then I walk in, like, “Hiya!” ... I think instantly they’re like, “Oh 

phew!  He’s gay!”  Which is terrible but that’s how I imagine the women being. 

Karl repeats the word “think” three times.  He has actively chosen to highlight this as a 

significant experience for him working as a midwife rather than responding to any 

question I have given him.  He both acknowledges that it shouldn’t be necessary for 

either himself or the families he is caring for to have to go through this process 

(“terrible”) whilst also making his sexuality visible by using camp words, tone of voice 

and behaviour stereotypically attributed to feminine-presenting gay men to signal that 
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he is not a “threat.”  He goes on to qualify it by saying that being perceived as gay 

“softens the gender issue,” coming closest out of all the participants to explicitly linking 

gender with sexuality.  He also recognizes the conflict when discussing female 

midwives who are gay, occasioning lots of pauses as he tries to construct and clarify his 

thoughts: 

Sexuality…yeah, but then I’m questioning, thinking actually a gay female 

midwife, maybe you wouldn’t, you don’t… I don’t know, it’s messy!  It’s a big 

one!  It’s messy!  I think it softens… yeah, softens the… softens the gender.  I 

think sexuality softens the… yeah, gender… maybe?  I dunno, I dunno…   

He is clear that signalling his sexuality as a gay man in midwifery is advantageous but 

is confused about what this might mean for a lesbian woman.  Sexuality and gender for 

Karl are therefore inextricably linked in a way that is “messy” and much less clear than 

for women working as midwives.  Steve too replicates almost exactly what Karl has 

said: 

You don’t have to be a gay man to be a midwife, and as time has gone by, I 

should imagine there are probably more heterosexual men than there are gay 

men33….  We’re talking about gender, but their sexual orientation might equally 

be an issue.  It may be an issue for the husband if they go, “Oh, I’m safe here!” 

Unlike Karl, Steve describes sexuality as something that can be considered 

independently of gender.  Steve perceives the sense of threat as being experienced by 

the “husband” but also does not provide any concrete examples of this being said to 

him.  Benjamin echoes both Karl and Steve when he does give a specific example of 

when he felt he needed to “signal” his sexuality, but again, it is not because of 

 
33 97 out of the 171 men who held a midwifery qualification on the NMC register in 2019 identified as 
heterosexual; 42 identified as gay (NMC, 2020b). 
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something that has been said or done by either the service user or her partner.  He uses 

the identical words “camp it up” to negate being perceived as straight and therefore 

“threatening” in the eyes not of the service user but her partner: 

I've been into a room and like the guy has been a little bit...  Like wary of the 

fact that there's another man in the room.  So sometimes you just have to camp it 

up a bit. [laughs]  Just so that, yeah, “I'm not there to threaten your position. 

You are the man in the relationship.  You're here to support the person that 

you're with” ...  It was during visiting times and there's the point where I need 

to… check their section34 wound and check down below for loss35... and it's 

like... the guy looked uncomfortable… And at that point… when you sense that 

vibe, it’s kind of… like the tone slightly changes, almost like conversation, the 

humour, erm, I'll switch around if I'm… if I'm talking to the ... to the guy, I’ll 

switch from “Mate” to “Hon” or something like that.  It's just, like, little signals 

of, “Yeah, I'm… I'm here to do a job, erm, I’m not… not here to threaten, I need 

to do this because it's medically important, not because I'm trying to see your 

partner's vagina.” 

Karl and Benjamin are the only participants who explicitly discuss consciously 

signalling their sexuality to service users through performances of “camping it up.” 

Others signal their married status to try and communicate that they are sexually non-

threatening: 

I normally make a joke of it, I’d say, “I’ve been married for 30-odd years 

and…”  Do you know what I mean? (Alan) 

 
34 Caesarean section – abdominal surgery to remove a fetus. 
35 Loss refers to lochia – vaginal discharge after childbirth.  Inspecting lochia can help identify 
haemorrhage or infection. 
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I say, “Look, I’m married, I’ve got children.  So, I’m doing this as a job, you 

know…” (Ibrahim) 

Nevertheless, many participants acknowledge that sexuality of male caregiver is 

frequently a source of interest for service users.  For example, there are almost identical 

comments in Ken, Peter, Alan, and Joseph’s interviews:   

They’ve asked me if I’ve got children and erm, if I’m married?  All this sort of 

thing… (Joseph)  

…. they’ve asked about a partner, ask if I have a partner or if I have kids.  I 

always get asked if I’ve got kids, and stuff.  I always say no. (Peter) 

“Have you got children?”  And I would say, “Yes!” [laughs].  I don’t remember 

a situation where it’s gone further.  Because in all fairness, I think as soon as 

you say you’re married with children they make the assumption that you’re 

married to a female, to a woman. (Ken) 

They ask about my gender then you say, “Oh wife, four children”, “Oh, OK, so 

you’re not gay then?” (Alan) 

All four recognize the pretext for the questions - that the service users are trying to 

ascertain their sexuality.  They provide factual answers and three of them are oblique in 

their responses which do not reveal whether they are gay or straight, even though two of 

them are gay and, according to the logic of Karl and Steve, it would make them more 

acceptable in the workplace.  Service users use probing questions to try and establish 

the sexuality of their caregiver in order to allow them to feel at ease in their interactions 

with the participants, but participants retain the agency to give or withhold this 

information.  Participants also have the privilege of being able to strategically highlight 

their sexuality – or not – in order to make it easier to do their jobs. 
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In Joseph’s interview he is at pains to reject the significance of the nexus of 

gender and sexuality in his daily work.  This manifests itself in repeated imagery of 

trying to limit his involvement with intimate care.  He talks about the need to “exit” 

quickly from any episode of care and uses the word “minimise” throughout his 

interview.  In one example he describes being called in to assist a more junior midwife 

with suturing a woman’s perineum which had been torn in childbirth: 

… How I usually introduce myself, I say, you know, “I’m Joseph, I’m the 

midwife that’s running the shift today, erm, don’t you worry, ‘cos you’ll never 

see... I promise you’ll never see me again!  Do you mind if I have a look at 

what’s going on down below?  Because I believe there a bit of a problem.”  I try 

to minimise my involvement. 

When asked about his experiences, he repeatedly moves from specific examples to 

more generalised statements which seek to distance his involvement from intimate care 

and redirect the gaze back to the women and partners rather than on himself: 

Because it’s not what I’m doing that’s important, it’s important what they’re 

doing… And the bit that I do is pretty straightforward.  It is John!  The bits that 

we do around it are quite straightforward, you know?... Usually there’s a baby, a 

happy, happily screaming its head, or, you know, the mother or the parents have 

that baby and its…  For that reason, it’s almost like, we’re not the focus? 

The anxiety of being perceived as threatening sits with the caregiver and for all the 

participants in this subtheme is something that they need to anticipate and diminish 

using multiple strategies in order to be able to do their job.  The experiences of 

Giovanni, however, diverge from the accounts I have highlighted up to this point.  He 

provides an example of when his sexuality was used not by himself but by a colleague 

to reassure a service user that Giovanni posed no danger to her.  The service user had 
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made some “allegations of a sexual nature” following Giovanni’s clinical assessment of 

her and the senior midwife responded by telling the service user that Giovanni was gay: 

You know I think in an attempt to calm things down she just felt that by 

disclosing my sexuality, you know, the whole thing will stop. 

In fact, it had the desired effect: 

And then the woman was like, “Oh no, sorry, I didn’t mean to, I didn’t mean to, 

I didn’t really say that, I didn’t want to erm…”  And the whole dynamic 

changed, and she just didn’t want anything else to be done about it. 

Contrary to Karl and Benjamin’s autonomous performances of their sexuality, Giovanni 

was not happy that his sexuality had been mobilised by others to combat the threat that 

his being a man represented.  He felt that it “shouldn’t have been … part of the 

discussion,” his sexuality being private.  He goes on: 

Yeah, just really interesting, isn’t it?  That, erm, how in an attempt to help me, 

actually, personal information about yourself that nobody needed to know about 

just became the centre of a discussion. 

In Alan’s interview, he provides further evidence that the sexuality of men who are 

midwives is also speculated upon and of interest to female colleagues.  He reports staff-

room conversations he overheard where colleagues were discussing another male 

midwife: 

When people were talking, several occasions, I can’t remember how many, they 

said, “Oh yeah, oh [name of male midwife] is alright, he’s safe isn’t he, he’s a 

man…” …  It was the midwives that I worked with that, yeah, quite a few of 

them had said, “Yeah, he’s safe” or, “He’s not a danger because he’s gay, so 

he’s not doing it for an ulterior motive.”   
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As Alan is straight, reflecting on these conversations causes him to recognize that they 

were implying that he was a potential threat in their eyes: 

No-one ever said, but maybe they thought of me as a risk?  A danger… they 

must have meant that I wasn’t safe, or they need to vet me? 

Here are clear examples of meaning-making taking place as a result of the interview 

process.  Benjamin, Karl, and Steve have all noticed how being a man brings sexuality 

into the birthing room as perceived through the eyes of service users and their partners 

and have decided to proactively foreground it in their interactions with them to render 

themselves acceptable as midwives.  Others do not engage when service users attempt 

to establish their sexuality.  With the exception of Giovanni, all appear to be 

understanding, for the first time through talking to me, that sexuality is frequently the 

centre of a discussion, and that it is not always explicitly acknowledged but frequently 

tacitly managed by themselves or by their colleagues on their behalf.  All these 

behaviours appear predicated on an underlying assumption that any sexuality they do 

bring is potentially predatory and risky and therefore forecloses the possibility of 

another form of benign male heterosexual sexuality existing as the default. 

Experiencing (the Risk of) Rejection 

Deciding on how to exploit or negate the presence of sexuality in the birthing room is 

predicated on the risk of care being declined or rejected by service users.  Except for 

Steve, this topic was discussed by every participant.  There was a notable trend for 

participants to tell me that this was a rare occurrence.  James presents this as almost a 

badge of pride: 

And I can honestly say, and I don’t know how many people you’re going to 

interview can say this, but I’ve never had a refusal for care in my career! 
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Whilst recognising that this is exceptional, he is also implying that this is both a 

desirable goal and a covetable achievement.  His speech demonstrates that he knows 

this is hard to believe (“honestly”) but he attributes this to his personalised approach to 

caring for women which he describes as being “very different to some of my female 

colleagues.”  In a reversal of the normal order of things, on one occasion it is he who 

declines to care for one woman: 

I cared for someone who’d had a... I suppose she was slightly educationally 

challenged, and whilst she wanted me to care for her, when it came time to do 

anything physical in nature, an examination, I got the sense that she didn’t quite 

understand whether that was what she wanted or not.  So... I stepped away and 

said, “I think you need a midwife who is female.”  And she wanted me to stay. 

Whilst acting in the interests of the woman he is caring for, it is only at the moment of 

providing intimate care that he steps away because he cannot be assured of her mental 

capacity to provide informed consent.  He doesn’t elaborate further, the physical care 

will not change whether it is a man or a woman who is delivering it, but it is possible 

that James is also protecting himself from accusations of inappropriate conduct.  

Nevertheless, he also emphasises that the woman still wanted his presence.  This 

awareness and his ability to negotiate it and make his presence acceptable and is 

rewarding for James: 

I feel quite proud of that, that I haven’t ever had that refusal.  I mean, other men 

who are midwives might be in that same position, I don’t know, but that has 

been quite pleasing in my career. 

In fact, James describes women actively seeking him out to provide their care which 

irritates his female colleagues.  Benjamin in contrast has experienced significant 

rejection which has negatively impacted on him: 
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It’s happened, like, plenty of times over my course….  It made me feel very 

“othered” and, yeah, like I was less of a midwife.  Yeah, not pleasant.  

By comparing these two experiences, it suggests that the ability to work – or not – as a 

midwife centres around the moment of delivering intimate care and the need to consider 

how their presence is problematic.  It can be understood that there is a correlation 

between women accepting men as midwives and the men’s ability to make their 

presence as sexualised beings not count.  Experiencing rejection correlates with feeling 

like less of a midwife, and the desire to minimise its occurrence is underlined by the 

fact that most participants, like James, were keen to cite low numbers of service users 

declining their care: 

I can literally count on one hand, there’s only two or three that I can remember 

where they didn’t want a male midwife. (Alan) 

It happened on the odd occasion… quite rare. (Ken) 

I don’t remember anyone particularly refusing to have me... looking after them. 

(Jake) 

It was notable that the risk of rejection commonly emerged in discussions about when 

and where participants might be most conscious of their gender - and therefore 

sexuality - when working as a midwife.  When I question James about whether he was 

working in a culturally diverse area he agrees that this may have been a factor: 

It wasn’t a hugely diverse area…  Possibly if I was working in an inner city with 

a higher number of Muslim women… that would probably be different. 

There was a general sense across most participants that it was both understandable and 

acceptable for service users who were Muslim or Jewish to decline their care:  
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Obviously, there were some Asian ladies, [name of town] has a high Asian 

population and initially that was quite… quite understandable. (Dennis) 

…times when it’s culturally insensitive or it would be less appropriate for a man 

to provide intimate care… (Adam) 

I know it’s a cultural preference and I respect that. (Benjamin) 

You have a lot of Bengali and Pakistani Asian and Muslim background as a 

majority, and I know that it will be quite difficult for them to accept another 

man to see them in that way. (Ibrahim) 

Ken starts off by saying that despite working in a predominantly Muslim community, 

rejection was “few and far between.”  As the interview progresses, he moves from a 

passive position of women simply accepting him to explaining how he actively took 

steps to make himself acceptable: 

I found for example if it was a woman who you felt for religious or cultural 

reasons wasn’t keen on you because of your gender, if you just sat down with 

them before you even started any clinical care, and just started talking to them, 

and chatting to them normally, they would often forget and just let you carry 

on…  Some wouldn’t be keen on me being in the room at all, or there’d be 

others that were really happy because, I think partly that was because they saw 

you are a male, they thought, “Oh you’re a man, you’re more experienced, 

you’ve got that authority!”  Erm, but I would just go in on a very, very friendly 

basis and talk to both the father and the mother… if you got them on your side, 

then usually it just flowed. 

The imagery here is of being able to neutralize (“forget”) the threat of his sexuality by 

engaging in conversation (“get them on side”) prior to any clinical encounter.  This is 
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an active and conscious process.  Conversely, his presence also represents experience 

and authority and this then takes precedence over any perceived threat of sexuality and 

removes any need to actively win them over.  Later, he gives an example of when his 

care was declined despite his best efforts.  He immediately qualifies it by saying “that 

was quite rare” and that “it didn’t make me feel uncomfortable.”  Later still, when I ask 

him how he felt in that moment of rejection, he says: 

I never showed it, but I did feel a little bit uncomfortable… it did make you feel 

a little bit uncomfortable sometimes.  And often… I would often think, well, 

“What might others think?...  What might my colleagues think?  Knowing that 

this woman didn’t want me to look after her?” ...  Frustrated because if I were 

female, it would have been fine. 

Whilst commenting on the specific example, he drifts into talking more generally how 

he felt on the occasions when care was declined, the word “often” suggesting that it was 

a regular source of anxiety for him.  He goes on to clarify that he is concerned that 

colleagues will be annoyed by having to take on his work because he cannot stay with 

that woman.  Finally, he goes on to acknowledge that senior midwives would avoid 

allocating him women who are Muslim to avoid such disruption, but feels the need to 

challenge this practice: 

You shouldn’t assume, because I’ve done it under their hijab, I’ve actually 

delivered without looking, so again, you shouldn’t make an assumption!  But a 

lot of people would.  

Simon and Mike also recognise and reject the accepted wisdom that Muslim service 

users are likely to decline their care: 
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Where I trained was sort of 60% Bengali Muslims… there was no more shock 

and awe, if you like, because I walked in as a male, from them as from any other 

culture you know. (Simon) 

I always get asked about certain Asian cultures or the Islamic faith... And I give 

them the same answer, “I’ve probably delivered as many Asian babies as I have 

White babies.”...  If you present yourself as competent, professional and 

someone that they feel safe with, then that has a lot more to do with it ... than 

basically what’s between your legs, I think. (Mike) 

Nevertheless, it is universally acknowledged – except for James - that women declining 

care has been both a constant possibility and an occasional reality for all participants.  

Culture and religion are identified as legitimized reasons for care being declined and 

Ibrahim and Alan provide powerful accounts of the challenges of having to negotiate 

this at critical moments.  On a busy shift when all other midwives are occupied, Ibrahim 

triages a woman and her partner on labour ward.  She is in advanced labour and birth is 

imminent: 

I realise this woman, actually, she’s about to deliver.  And the husband asked 

me, “Oh, can you leave now?  Please leave us here.”  I said, “No, I can’t.”  I 

said, “Because if I leave now, what would happen, it will be really, really 

serious because your wife would deliver without any... any health professional, 

and I don’t want that to happen.”  And then he walked out shouting, called for 

other people to come in, women to come in, and nobody was answering.  And 

then he came back.  He said, “Can you leave please?”  I said, “Did you find 

someone?”  He said, “No, but I want you to leave.  I don’t want a man to deliver 

my baby.”  And I said to him, “I will only leave her if someone else comes.  But 

there’s no one here, I cannot leave this woman.” 
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In common with many accounts, it is the man who is declining care on behalf of his 

partner.  For the most part, the woman’s perspective is noticeably absent but here 

Ibrahim brings the woman into the narrative: 

The woman was struggling.  I can see that the wife wanted to say yes, but it was 

a bit of difficulty, right?  It just was difficult because if a husband said no and 

then she said yes, it will be a problem between them and I can see that she really 

wanted… she was looking at me like begging with the eye contact that, “Please 

see me, don’t leave me!”  She was so scared. 

At this critical moment when birth is imminent, to the woman Ibrahim represents safety 

not sexuality, but the reverse is true for her partner.  Alan has a similar encounter but 

with the opposite reaction from the woman: 

She was obviously in very advanced labour, very distressed, couldn’t speak a 

word of English… And her partner was from the same country… Romania… he 

said, “Oh yeah, yeah, what are you doing?”  And I said, “We need to see what 

the baby is doing, what’s happening... we could do with a... vaginal 

examination.”  And she’s looking at me there like she’s horrified, I don’t know 

what had gone on, but he said, “Just do it!  I give you permission…”  I said, 

“No, no!”  I refused to do it. 

They are both at the centre of competing gazes, perceived simultaneously as both a 

threat and as a source of safety and are having to negotiate how to act morally and 

ethically as both a midwife and as a man in that moment.   

Different strategies have emerged to make sense of this phenomenon.  Most 

participants started off from either a position of minimizing the risk of rejection and/or 

stating in neutral terms that it is acceptable for their care to be declined, to explaining 

the mechanisms they used to prevent it from occurring.  None voluntarily told me how 
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it felt to be rejected.  When I questioned further, for at least eight of the participants it 

was clear that it was far from a neutral experience.  Peter was reluctant to discuss it and, 

when he did examine his feelings, he continued to minimise both the frequency of the 

occurrence and the strength of his emotions: 

Sometimes it does give me a bit of a knock… it’s not that often, I would say. 

But when I do get it, it does give me a bit of knock.  But like I say, it’s not that 

often. 

 When I ask him what he means by “knock,” he elaborates: 

Like my confidence, I would say, gets knocked, erm...  Yeah, I’d say confidence 

and then a little bit…  Yeah, dunno.  Confidence I would say, gets knocked 

more than anything yeah.  And I feel a bit embarrassed as well, erm…  Not that 

much but yeah, a little bit embarrassed by it… 

Karl, who’s transcript is otherwise marked by his confident speech and lack of 

hesitation, suddenly finds it hard to articulate the feelings he experiences when he has 

had his care rejected: 

It’s hard to describe…  I’m not embarrassed…  It’s not embarrassment, because 

I don’t feel embarrassed, it’s their choice… it’s like awkward, cringey, I want to 

say like cringey, I’m not cringed by it... no, maybe it is embarrassment?  I’m not 

embarrassed, I’m not... I don’t…  That’s really… I dunno, that’s a difficult… 

I’m not like gutted…  And partly sometimes it might be like annoyance…  I 

don’t know, that’s … difficult actually. 

Giovanni in contrast is more forthcoming with his emotions, expressing a strong 

visceral reaction to repeatedly having his care declined; 
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I’m not going to lie, my care was declined on a number of times.  At the 

beginning it was heart breaking, it would make you cry…  I just recall, erm, 

feeling… I wouldn’t say angry but perhaps misunderstood, and erm, judged?  ... 

And I do recall… I do recall you know, distancing myself from certain people 

and cultures, erm very similarly to when we disclose a diagnosis of, you now, a 

disease to someone and, you know, that negation of, “No!  This is not 

happening, this is not happening, I want nothing to do with certain cultures!” 

Unlike Ken who has found ways to make his presence acceptable, Giovanni 

understands the rejection on a more personal level, not as a rejection of maleness and all 

that it entails, but as a rejection of his self.  He describes emotions of denial, isolation 

and anger as a result of seeing himself through their eyes as diseased.  The disease 

might be seen as the threat that his sexuality brings into the room and which he cannot 

separate from his embodied sense of self.  He moves on to a certain acceptance of his 

situation:    

I think we learn to grow resilience.  You learn to pick your fights and, you 

know, I think that we learn to develop emotional intelligence, in that sense, to be 

able to protect ourselves against harm…yeah. 

But there is still a sense that this is a process that he is working through, maintaining 

some anger (“Pick your fights”) along with self-preservation from exposure to the 

strong feelings that rejection from service users brings up in him and which he is still 

trying to make sense of.   

Conclusion 

In this final findings chapter I show how the theme of gender which was understood in 

Chapter 5 by participants in relation becoming a professional and again in Chapter 6 in 

relation to being in a minority, is now revisited to try and understand why it is so 
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challenging when interacting with service users.  The discussion in this chapter revolves 

around the provision of intimate care - or the threat of it - and a recognition on the part 

of the participants that their embodied presence represents sexuality in a way that does 

not exist for midwives who are women or even for medics of either gender.  Moments 

of disruption offers evidence of where intimate contact with naked women causes 

participants to consider how this might be perceived by others.  Negotiating boundaries 

provides examples where participants are made aware by others that their seemingly 

innocent intimate interactions with service users are potentially problematic.  There 

then follow two subthemes – Doing it Differently and Highlighting and Minimising 

Sexuality - which examine the different ways in which participants manage these 

processes.  Finally, in Experiencing (the Risk of) Rejection participants begin to explore 

the emotional impact on them of these exchanges.   

What stands out is that several participants vividly describe visceral reactions -

feeling “shock” and “sick” as well as anger and embarrassment - which linger many 

years after the events took place.  Furthermore, in recognising that their gender can 

sometimes represent a sexualised presence, and that religious and cultural preferences 

have the ability to further complicate its acceptability, there is perhaps for the first time 

an explicit recognition that sexuality can be constructed rather than essential and 

individual.  In the next chapter, I move to bring back in theory to help explain some of 

these findings and how exploring the relationship between embodiment and socially 

constructed discourses and frameworks is a useful way to understand the complexity, 

ambivalence, and uncertainty that has been a constant refrain throughout all three 

findings chapters. 
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Chapter 8:  Maleness and Masculinities 

In Chapters 5 and 6 I have argued that the findings are characterized by complexity, 

uncertainty, and ambivalence as the participants try to explain and make sense of their 

presence as the only men in an otherwise female space both in terms of who they work 

with and who they care for.  In this chapter I explore these emotions further through 

investigating the tensions that exist between essentialist and social constructionist 

understandings of what gender is and can signify in the midwifery workspace.    

In Gendered Midwives gender was discussed in aspirational terms as something 

the participants wished to be able to detach themselves from at times in order to be 

regarded as “just” a midwife.  Nevertheless, both the participants and those they worked 

with found it impossible to consistently achieve this state, their physicality as a man 

proving an important barrier that had to be managed in order to be able to access and 

support birthing women.  In this chapter I show how the essentialism that has in part 

characterised the construction of midwifery also serves to reinforce the notion of men in 

midwifery as problematic.  Understanding this can help untangle some of the 

complexity in the participants’ meaning-making.  Minority Midwives takes a different 

turn, with participants making sense of being a numerical minority as a man and how 

this leads them to justify their presence in ways that are not primarily rooted in 

biologically determined understandings of gender.  They move through discussing 

concepts such as diversity and discrimination and how these relate to their gendered 

experiences.  These concepts, I argue, are much more explicitly recognisable as socially 

constructed and directed by external influences contingent on the socio-cultural and 

historical context in which they are produced.  I use Connell’s (2009) work on 

masculinities to help expose the role of power and privilege in men’s gendered 

experiences and how these are fundamental to understanding the uncertainty and 

complexity that characterise the findings of this part of the empirical study.  I conclude 
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this chapter by arguing that an appreciation of the dynamic interaction between these 

two lenses - essentialism and social constructionism - is fundamental to understanding 

the experiences of men working as midwives.  

Essentialism  

Holyoake (2001), in his monograph on the “Male Nurse,” has argued that the 

relationship between nursing and gender has not been formalised into a “coordinated 

systematic canon of theory” (p. 1).  I have shown via Chapter 1 that the same does not 

hold true for midwifery in the UK and other countries of the Global North.  Their 

history is retroactively written in the 20th century as a conflict narrative, the profession 

locked into a binary and symbiotic struggle for survival alongside dominant obstetric 

models of care which have evolved over the last three centuries.  Fundamental to the 

formation and continued existence of this conflict writing is the idea of biological 

essentialism.  Essentialism argues that differences between men and women are rooted 

in the biological distinctions between the two groups, organised around the bodily 

reproductive functions of men versus women.  When sex is viewed as binary and the 

primary determinant of how we move through the world, differences in biological make 

up - hormonal, chromosomal, neurological, and structural - not only dictate physical 

and physiological human processes such as reproduction, but these biological 

differences can then be viewed as determining gender-specific behaviours (Hines, 

2018).  These observable characteristics thus constitute the “essence” of gendered 

behaviours.     

Such broad generalisations serve to flatten and reduce all women - and men - to 

a monolith in much the same way that men entering midwifery were reduced to the 

figure of the Male Midwife.  Essentialism denies the external influence of socio-

political factors in producing gender and gendered behaviours (Davis, 2021) which I 

have shown were in fact central to the genesis of men as midwives in the first place as 



192 

well as the political activism fought in the late 19th and early 20th century to protect 

midwifery as a woman only profession (Mander & Murphy-Lawless, 2013).  It has in 

fact been argued that it is not possible to discuss gender without calling upon “an 

external body of theory and critique” (Larkin et al., 2006, p. 116) and thus 

acknowledging that social and cultural factors are significant in interpersonal gender 

relations.  Nevertheless, it is perhaps unsurprising that essentialist arguments might 

hold such influence still in midwifery when the materiality of the body is the primary 

and central concern of the midwife (Davis & Walker, 2010) as they daily observe, 

touch, and smell the human body as it expands, bleeds, multiplies, shrinks, and lactates.  

The corporeality of pregnancy and birth coupled with a constant vigilance for its 

concomitant risks of mortality and morbidity mean that the needs of the sexed body can 

be positioned as taking precedence over any social roles that might be imposed to create 

the gendered body, and that both can and should be considered sequentially and 

separately, as though nature might trump nurture (Romero, 2018).  Connell (2021) 

discusses the significance of reproductive differences between males and females and 

also questions the notion that sex and gender can be considered separately.  She 

suggests that this ideation inevitably leads to the widely held view that “biology’s 

reality is more real than sociology’s” (p. 40) because biological categories, unlike social 

ones, are seen as immutable.  This has been extensively acknowledged in the obstetric 

and midwifery literature through the narrative of risk that determines guidelines and the 

organisation of services (Bisits, 2016; Coxon et al., 2016).  Even when this has been 

troubled by the observable disparities in morbidity and mortality between Black and 

Brown women and their White counterparts (Knight et al., 2022) which can be 

attributed in large part to the impact of systemic racism within the NHS - a social rather 

than biological construct - the response has been to consign the body as faulty and 

therefore fixable rather than addressing the social determinants which have 
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disadvantaged it.36  I have shown that midwifery’s existence has in large part been 

dependent on such views and in this way biology in midwifery becomes the preeminent 

framework within which men and women - both as midwives and as service users - may 

choose how to behave, but also determines and limits the choices available to them. 

Following the logic of essentialism, if women are predominantly viewed 

through their imagined capacity to become pregnant and reproduce, ergo their natural 

essence is to be nurturing and caring in order to successfully rear their young, whether 

their reproductive capacity is enacted or not.  This can be seen from the literature in 

Chapter 2 when disciplines such as school and paediatric nursing and midwifery were 

rated as “highly female” (Muldoon & Reilly, 2003, p. 95) because they required 

supposedly innate maternal characteristics.  Conversely men, through their larger body 

size and testosterone production, serve to protect and provide (Hines, 2018), again 

justifying the increased presence of men capable of restraint in mental health nursing 

(Harding, 2007) or being valued for lifting and turning patients (Stanley et al., 2016) 

rather than objectively measurable nursing competence.  Within my study this can be 

understood by the participants recognizing the need to suppress innate hyper masculine 

(“blokey”, “Alpha Male”) traits in favour of displaying behaviours and characteristics 

more typically associated with women (“emotional”, “nurture”), or when Steve, Simon, 

and James display agentic, rebellious, and “trailblazing” behaviour within their 

motivations to become midwives in the first place.  These essences have been identified 

in the literature in Chapter 2 when female nurses were able to touch and hug patients 

because nursing itself is seen as essentially female (Chiarella & Adrian, 2014) as 

inscribed in its nomenclature.  Men who are nurses, however, go to lengths to avoid it 

 
36 In 2021 NICE draft guidelines recommended induction of labour at 39 weeks gestation for all Black 
and Brown women even in the absence of any observable medical or obstetric risk factors compared to 41 
weeks for White women in an attempt to address their increased risk of maternal and neonatal morbidity 
and mortality which has been largely attributed to institutional racism (Birthrights, 2021; Summers, 
2021).  
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or to seek the assistance of a chaperone because, it might be assumed, the essence of 

being male is as predator or pervert (Harding, 2007, 2008), driven by biological 

imperatives to assert their dominance over women.  James, Giovanni, Alan, Steve, and 

Jake talk of the overzealous gaining of consent for them to be present at birth which 

betrays the anxiety of female midwives in bringing a body into the birthing room which 

is not seen as naturally caring but also potentially aggressive.  Perhaps this can be seen 

most explicitly when Karl tells his story about the obstetrician struggling with the 

concept of two male presences when examining a “vulnerable” woman.  He tells the 

obstetrician that, “I’m not there to assault her!” and in saying this betrays an 

understanding of the omnipresence of an essentialist philosophy underpinning 

midwifery.  When Dennis, Joseph, James, and Alan talk about the need to be the “right 

kind of man” to be a midwife, they describe the qualities required of the Male Midwife 

as being nurturing, empathetic, and emotional as though these are exceptional and stand 

outside of the norm of male essences, whilst also justifying their anomalous presence as 

exceptions which prove the rule.  Equally, when Simon, Adam, Jake and James talk of 

making connections with male partners, they are reinscribing the biological determinist 

model that behaviour is as a result of biology and follows along gendered lines.   

Mike is perhaps the participant who comes closest to understanding the conflict 

here.  By reaching out to hold the hand of a service user he is seen as exhibiting 

transgressive behaviour which would be read as caring when performed by a woman.  

He talks about his physicality, of being a “big person” and how there needs to be a 

“deep conversation” around “that.”  I understand “that” in Mike’s language to signify 

what Holyoake (2001) terms “Maleness.”  He argues that this is the counterpoint to the 

feminine essence, widely assumed within the nursing profession as “doing manly 

things” (p. vii) which divides men from women both in life generally and when 

working as nurses.  It is this Maleness that I reference as an undesirable characteristic 
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throughout Chapter 6.  It can be seen when the (male) obstetrician is troubled by the 

notion of Karl accompanying him as chaperone and thus makes his maleness visible 

and again when Dennis tries to identify when he knew he had passed the invisible test 

and realises that it can only be understood in retrospect when his ability to do 

midwifery is unhindered by his maleness.  Maleness, then, is a powerful but elusive 

quality emerging from their embodiment which is a hindrance in the midwifery context 

and needs to be minimised.  It has been argued that essentialism is often attributed to 

social groups as the unifying factor by laypeople (Skewes et al., 2018) when tested 

empirically by social psychologists.  In my study, however, biology, understood as sex, 

is rarely explicitly named or consistently recognised by the participants as the 

determining factor which explains their experiences.  This can be seen in Men 

Gatekeeping Men when participants recognise that some men are suitable for midwifery 

but not others, suggesting that it is not just biology that determines who can be 

midwives, but how people manage their bodies in that space.   

Both essentialist and social constructionist readings of gender assert that the fact 

that the majority of cis women can and do become pregnant shapes their social lives 

and opportunities (Connell, 2021).  Essentialism, however, holds that the imperative to 

become pregnant is a natural consequence of being born a woman, that this is primarily 

a shared experience which defines what it means to be a woman, and which 

deemphasizes diverse lived experiences (Davis, 2021).  Coats and Fraustino (2015) 

summarise the pervasive influence of essentialism in relation to childbirth thus: 

“whatever she was on her way to becoming before, a woman is somehow reborn as a 

mother with the birth of a child” (p. 108).  Although biology plays a significant role in 

all human activity, pregnancy and childbirth more than any other activity has come to 

reify the role biology plays in determining what it means to be a woman.  Because 

biological essentialism asserts that these behaviours are exclusively the products of 
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internal and biologically determined structures and processes (Davis, 2021), it also 

holds that they are invulnerable to historical and cultural influences.  The gatekeeping 

activities of female midwives might be a product of essentialised beliefs about which 

sex is naturally inclined to care for birthing women, but essentialism can also be seen as 

the theory that is invoked to protect the profession from the threat of male 

encroachment.  Adam captures this when he talks of being labelled as a “Male 

Midwife” as a way of midwives being able to maintain a “woman only club” in 

opposition to what are perceived as the male enclaves of obstetrics and anaesthetics.  

Equally when female midwives try to de-essentialise their profession to support Mike’s 

presence in the birthing room, Mike finds himself advocating for the significance of 

biology of the carer.  Ultimately gender essentialism - whether presented as scientific 

fact or deployed strategically - holds that work “summons” the bodies that are needed to 

perform gendered roles (Løvgren & Orupabo, 2023), that there is a symbiotic and 

essentialised bond between the types of work (caring, nurturing, patient) needed to be 

carried out and the bodies (female) that perform them.  But when these bodies are not 

summoned but imposed as has happened when men were permitted into midwifery, 

what then?  Viewed from an essentialist perspective, the midwife who is male is an 

anomaly regardless of legislative changes or public perceptions of what is acceptable by 

simple virtue of their maleness which cannot be shrugged off.  Holyoake (2001) argues 

that in the normal order this Maleness is “aggressively maintained by those who have 

social advantage, men” (p. 3) thus perpetuating gendered social inequalities (Skewes et 

al., 2018).  It is these social inequalities that characterise the uncertainty in the 

discussion and meaning-making found in Minority Midwives. 

Social Constructionism 

The counterpoint to Maleness is to consider gender not as something internal and 

determined by biology, but something which is produced under the influence of 
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external factors such as history, culture, and environment.  Social constructionist 

approaches offer a version of  gender as something that is done and not something one 

has (McCann & Monaghan, 2020) and allows for an understanding that participants and 

the colleagues they work with are unable to find consistent and stable resolutions to the 

complexities they continue to encounter.  Instead, social constructionism holds that 

meaning is constantly constructed and negotiated through social interactions rather than 

a positivist reading of gender as having a pre-existing reality that can be uncovered.  

This does not mean biology or genetics have no bearing on how we experience the 

world or behave within it, but that the words and constructs we create to discuss 

phenomena are co-created through our interactions with other people (Burr, 2003) and 

therefore contingent on the context in which they are created and constantly open to 

change (Davis, 2021).  Gender has been positioned along with race as preeminent 

amongst the social constructs through which all human experience is filtered (Connell, 

2009; Lindesmith et al., 1999) and the most important social category for humans to be 

able to organise their social world (Kinzler et al., 2010).  Connell (2021) cautions 

further that although gender is understood as created within social relations, we should 

not be led to conceiving it purely in simplistic oppositional, hierarchical, or essentialist 

terms.  Nevertheless, the participants struggle to understand that their gendered 

experiences are characterised by their attempts to make them fit within either 

essentialist or socially constructed notions of gender, or that efforts to do so may  

ultimately prove futile (Lips, 2019).  However, a social constructionist reading of the 

findings exposes a key tenet in gender studies which generates much of the tension 

between the two positions the men are negotiating: the role of power and privilege in 

segregating sexed and gendered bodies.  

Rather than suppressing Maleness in order to try and reproduce the equally 

essentialised behaviours of their female colleagues when working as midwives, a social 
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constructionist reading shows them producing their gender in modified ways to either 

render being male acceptable to others within the context of midwifery (Passing the 

Test) or at least to minimise its impact by trying to neutralize it (Genderless Midwives) 

in response to their interactions with and the reactions of female midwives, service 

users, and their partners.  Their articulation of the actions they take to achieve these 

modifications might be understood as masculinity or masculinities.  In its most 

commonplace meaning, masculinity is an outward manifestation of gender, a set of 

behaviours associated with the idea of being male (Smiler, 2019) and considered in 

opposition to femininity (Waling, 2019).  Connell (2009) is credited with developing 

this into a set of theories, arguing for a move away from considering the category of 

man as a monolith (Wedgwood, 2009) in favour of studying men as a gendered 

category with multiple ways of being, contingent on the context and times in which 

they are operating.  These “masculinities” were considered in her foundational work of 

the same title.  She argues that these behaviours manifest themselves through a dynamic 

interplay between subordinated, marginalised, and complicit masculinities viewed in 

relation to an overarching hegemonic masculinity which exists to perpetuate patriarchy, 

the systemic privileging of men (Edley, 2017).  This, she says, is the dominant form 

which lays claim to authority within the context it operates in, and which other 

masculinities respond to.  Regarding the experiences of men in midwifery through the 

lens of masculinities makes visible the notion that gender is not something which only 

belongs to women (Pullen & Simpson, 2009; Woodward, 2011), situating women as 

“other” to the male norm and thus liberating men to be defined by other aspects of their 

identities (Woodward, 2011).  Masculinities theory reveals how gender also belongs to 

men and, if gender can be considered broadly as social practice, then masculinity can be 

seen as the configuration of that practice by and for men (Simpson, 2004).  It does, 

however, rely on there being a collective of men for it to have effect, needing other men 
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rather than women to prove that they are meeting this ideal (Simpson, 2004).  It also 

requires “correspondence between cultural ideal and institutional power” (Connell, 

2009, p. 77) which for the participants in my study appears ambiguous given that there 

is no collectivisation of men in any sphere within midwifery, and midwifery has worked 

hard to exclude the presence of masculinity, multiple or otherwise.   

All masculinities, according to Connell (2009), are predicated on how they 

benefit the patriarchal dividend, not merely understood as financial but also as 

benefiting from “honour, prestige and the right to command” (p. 82) both in relation to 

women but also to other men.  With this understanding, the subtheme Men Gatekeeping 

Men almost demands to be reinterpreted through this lens.  Karl explains how he and 

the obstetrician must negotiate how they can both be in the birthing room when the 

presence of Karl instead of a female midwife challenges the legitimacy of the 

obstetrician to be there.  The need for Karl to challenge the obstetrician’s objections to 

his presence, viewed through the lens of masculinities, is in defence of his existential 

right to be legitimized as a midwife.  Likewise, Mike questions why female colleagues 

seek to legitimize his presence as a midwife which can be understood as an 

unwillingness to sublimate his masculinity.  James’s frustration at the “mantra” which 

encourages service users to object to his presence can equally be understood as a 

negotiation of masculinities within the matrix set forth by Connell (2009).  Regarding 

the existence of masculinity as multiple gives space for men’s behaviour to be seen as 

“internally divided, ambiguous and often contradictory” (Simpson, 2004, p. 351).  This 

is exemplified, for example, in the subtheme Male Midwife whereby participants at 

times reject the label as marking them out as different whilst at other times capitalize on 

it to allow them to excel in specific areas such as neonatal care and supporting male 

partners.   
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This analysis suggests that men in midwifery might do and undo masculinity 

(Pullen & Simpson, 2009) and therefore have the potential to do and undo gender in the 

pursuit of legitimacy within midwifery.  Indeed, when the participants talk of a gender 

neutral self within Genderless Midwives, it is remarkable that they are cognizant of 

gender as something which could also belong to men at all given that, as Kimmel 

(1993) puts it, “ubiquitous in positions of power everywhere, men are invisible to 

themselves” (p. 29).  However, by analysing their expression of gender through the lens 

of masculinities, the ambition of achieving gender neutrality can be perceived as 

coming from a place of privilege.  Unlike for women, the participants see gender as 

something that can be set aside when to be regarded as gendered no longer serves the 

patriarchal dividend.  Charrier’s (2011) paper on men working as midwives in France 

argues that the men in his study did not seek to differentiate themselves from their 

female colleagues nor to dominate the field.  He terms their behaviour “respective 

masculinity” (p. 103) because they neither seek to transform the profession in order to 

dominate it, nor to make it more acceptable to norms determined by hegemonic ideals 

of masculinity.  Cottingham (2017), in her work studying men who work as nurses 

categorises this as an evolving masculinity or masculinities, a new form of hegemony 

which does little to challenge gender dominance.  This might be applied critically to the 

subtheme Genderless Midwives where participants regard their gender as though it is 

something that they can become uncoupled from, ergo betraying a recognition of 

gender as socially constructed whilst also retaining the agency to determine when and 

where it is salient to capitalize on or reject it.    

Power and Privilege 

A key attraction of exploring masculinities in this context is that it is rooted in a 

feminist analysis of men’s gendered behaviours which challenges the determinism of 

sex-role theory which preceded it (Wedgwood, 2009) which sees behaviours as learnt in 
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response to institutions such as the family and the workplace, with men learning to 

adopt sex appropriate behaviours which perpetuate their privilege (Edley, 2017).  Thus 

it does not contribute to portraying the participants as minoritized victims of a female 

dominated profession but instead acknowledges their role in reproducing, maintaining, 

and/or resisting gendered norms.  Indeed arguably it is only through this lens that much 

of the complexity and confusion evident in the words spoken by the participants in 

Chapter 7 can be understood.  This can be seen when Giovanni makes links between 

racial discrimination and birthing women being offered the option of declining his care 

based on his gender.  He tells me that he “would never express this to women” and 

refuses to call it discrimination thus demonstrating that there is a disconnect between 

his private thoughts and what he feels he can say publicly.  His objection to women 

being able to decline his care based on feelings of vulnerability in a transitional life 

event is surprising given that he has also underlined the importance to him as a gay man 

of seeking out safety and support at specific times and places (“if you move to a new 

city…. You feel more comfortable… with someone who belongs to the group”) from 

other members of the LGBTQ community.  Similarly Simon describes sitting with the 

Black midwives because he felt more “accepted” by them than the White midwives and 

because he shares a “minority” status with them but is unable to link this to any actual 

minoritization processes other than individual midwives expressing unhappiness at the 

presence of men in midwifery.  Reading these words alongside Connell’s (2009) theory 

of masculinities allows for Simon’s experience to be connected with concepts of power 

and privilege which affords him the agency both of choosing where he sits and also 

successfully challenging and resisting those midwives who had told him he was not 

welcome in midwifery.  It also shows how Giovanni retains the right to privilege the 

importance of support from a minoritized group with which he identifies but cannot 
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recognise or validate the same process when it requires him to cede his place in the 

birthing room to a female midwife. 

For the overwhelming majority of participants there is a recognition that being a 

man in midwifery affords privileges and advantages that may not be available to their 

colleagues who are women and this can lead to a sense of discomfort when they 

struggle to reconcile accusations of unsolicited promotions and career progression with 

their own experiences and career intentions within the subtheme Experiencing 

Privilege.  This is explored in Williams’s work (1992) which argues that the systemic 

privileging of men in work which is overwhelmingly populated by women operates 

even when participants do not always want to be expedited out of hands-on clinical 

care.  She posits that men experience the glass escalator effect which is the counterpoint 

to the glass ceiling experienced by women in male-dominated professions.  Through her 

research she shows that men in female-dominated work (although notably not 

referencing men who work as midwives) are fast-tracked into more gender-congruent 

positions of management and leadership away from caring activities.  This professional 

vertical segregation of genders is exposed in nursing by the work of Gauci et al. (2022).  

Their research showed that two thirds of senior nursing positions in the UK are 

occupied by men despite them only representing 11% of the workforce, and there is 

evidence from multiple countries of a significant gender pay gap in favour of men.  

Gauci et al.’s integrative review also found that, contrary to arguments that men accrue 

human capital (experience, education, and qualifications) faster than women which 

explains this disparity, men in nursing are in fact rewarded with higher pay and 

promotion despite similar or even less experience than their counterparts who are 

women.  Whilst the result is that men in nursing - and therefore by extension, 

midwifery - are likely to receive material benefit via the glass escalator effect, there was 

no evidence in my interviews that this was a motivator for the participants to join the 
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profession.  Literature shows that men entering nursing may join the profession as 

second or third careers (Rajacich et al., 2013; Sayman, 2015) thus attempting to 

surrender some of their privilege in exchange for a career where traditional male goals 

of status and money are not the primary focus.  Nevertheless, Peretz (2020) argues that 

a “pedestal effect” (p. 448) takes place whereby, even in feminist contexts the structural 

nature of privilege means men can never dispense with or negotiate it away.  

Furthermore, the power and status that they may achieve within the profession is 

relative given that, as Manzi (2019) states, their social standing outside the profession is 

reduced “given the lower status assigned to female roles and behaviours” (p. 12) with 

which they are inevitably (and voluntarily?) aligned.  Nevertheless, most of the 

participants in my study were told by female midwives that this would be their 

trajectory.  Williams (1992) positioned the glass escalator as offering hidden 

advantages; however she goes on to say that this occurs despite men’s wishes to stay in 

caring positions, writing “as if on a moving escalator, they must work to stay in place” 

(p. 256).  Cottingham et al. (2018) describe the additional emotional labour that Black 

nurses undertake to combat prejudicial stereotypes to simply stay in White majority 

spaces which is described as depleting, requiring them to divert emotional resources 

away from providing care required for their patients.  It is possible that a sort of reverse 

process is taking place here, whereby over time it becomes easier for men in midwifery 

to fulfil the stereotype of the ambitious male than to continue expending energy 

repudiating it, and women who work as midwives repeat the narrative that men exploit 

their gendered advantage without challenging how their words may be generative, 

unconsciously colluding in the reproduction of male privilege (Williams, 2013).  In so 

doing, both men and women reinscribe the gendered division of labour in midwifery 

within the pre-existing order.   



204 

Within gender studies power has been defined as the ability to achieve 

“whatever is desired regardless of any opposition” (Pilcher & Whelehan, 2004, p. 115) 

and here men in midwifery have an ambivalent relationship with the concept if their 

presence in managerial positions is as a result of having to leave the caring 

environments they wish to operate in, but where their presence is rendered problematic.  

Herakova (2012) argued in her study of male nurses that when they tried to not stand 

out in their work to make their presence acceptable within female majority spaces they 

were “enacting a sense of entitled belonging that can be linked to masculine 

normativity” (p. 339).  Schwiter et al. (2021) counters that men in female-dominated 

occupations are conscious of their male privilege and this is evident in the participants 

strategies to silence any critique by either suggesting there is an advantage to having 

male bodies in an otherwise female space, or that their place is secured through 

individual competence and merit.  Both positions are evident throughout my analysis at 

different times and, arguably, both unwittingly contribute to stabilizing male privilege. 

Further, the meritocratic argument - that career advancement has been achieved through 

hard work and evidence of ability - attributes success to the individual and therefore 

diverts attention away from the wider systemic process that render success more 

achievable for one gendered category than another (Schwiter et al., 2021). 

Conclusion 

In this chapter I have found it expedient to present the theories of essentialism and 

social constructionism as oppositional in order to expose how the tension between these 

two positions has generated the complexity, uncertainty, and ambivalence articulated by 

the participants in trying to make sense of their experiences.  Whilst I show that 

essentialism has held a powerful influence over how midwifery has been organised, it 

cannot fully illuminate issues of power and privilege - concepts which I argue are not 

inevitable consequences of biology.  Connell’s (2009) framework of masculinities has 
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been deployed to show how the participants in my study as well in the wider literature 

on men in nursing retain agency in getting to decide when being in a minority is 

uncomfortable for them and when it can be useful in their work. 

The division between the two positions has been shown to be artificial.  Lips 

(2019) has argued that it is impossible to separate sex and gender and that to do so is 

ultimately harmful to all: 

A focus only on illustrating differences may solidify gender stereotypes and 

uphold the status quo.  However, a focus only on showing similarities may 

result in the glossing over of important issues… the different resources and 

sources of power available to women and men. (p. 21) 

Instead she advocates for an interactionist approach to understanding gender which 

helps expose the complexities and interconnectedness of men and women’s lives within 

the spaces that they operate in.  This approach moves us back towards a more 

phenomenological understanding of how individuals as meaning-making agents become 

conscious of their subjective bodily experience.  Connell (2021) has also argued that 

“focusing on the signifier can make us forget the signified” (p. 38) and in the next 

chapter I build on these structural understandings of gender to explore the embodied 

experience of being a man working as a midwife. 
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Chapter 9:  Orientations 
 

Gendered Midwives and, to a lesser extent Minority Midwives, foreground the more 

internalised experiences which I have unpacked in relation to theory in the preceding 

chapter.  This discussion centred around the tension encountered by participants in 

understanding their experiences within what I have termed either essentialised or more 

socially constructed understandings of gender.  Central to this discussion was a 

consideration of how hidden issues of power and privilege could be made legible in the 

words spoken by the participants through the lens of masculinities.  In this discussion 

chapter I turn to focus primarily on Sexualised Midwives which, I argue, depicts an 

experience which is more recognizably embodied in response to the participants being 

perceived as sexual beings.  Following analysis and reading the words of the 

participants afresh, I am struck by a pattern of interactions and behaviours between 

participants and service users which emerges and is repeated across subthemes and 

participants as the GET develops.  I explore these interactions in dialogue with 

Ahmed’s heuristic of orientations (Ahmed, 2006a).  In Directionality I  start by briefly 

summarizing Ahmed’s philosophy and explore it’s epistemological roots in queer 

theory.  It questions how the orientating device of sexualities contained within the term 

“sexual orientation” can serve a phenomenological enquiry to help understand how 

some bodies come to inhabit certain spaces.  Ahmed (2006b) argues that space has a 

“phenomenality” about it because “space is dependent on bodily inhabitance” (p. 6) in 

order to exist.  Ahmed’s work can help bridge the gap between accounts of gender as 

socially constructed as understood through Connell’s (2009) masculinities, and 

accounts of gender as embodied which is centred in phenomenological enquiry.  

Viewed through a lens of queer phenomenology, Ahmed shows how bodily behaviours 

get directed passively along certain paths through the repetitive movement and actions 

of those who have gone before.  These pathways become so normalised as to be 
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invisible until a queer body fails to travel along them or, as in the case of my study, a 

body queers them by failing to follow them.   

I show how orientations manifest themselves in my empirical study in three 

distinct ways using key moments from Sexualised Midwives to create illustrative 

examples of orientations, disorientations, and reorientations in action.  Firstly in 

Temporal Discontinuity I show how the participants take time to reorientate themselves 

as midwives, but this process is frequently disrupted by other bodies in the space, 

repeatedly calling their legitimacy to be midwives into question.  I then explore how the 

Lines of Sight between bodies in the midwifery space often fail to line up and the 

reorientating work that must be done to bring them back into line so that the existing 

patterns of behaviour required for smooth operating within the organisational spaces 

can continue undisturbed.  Finally, in Spatial Orientations I show how the participants 

must physically position themselves within midwifery spaces in order for the space to 

be reconfigured to accommodate them.  I conclude in Queering Compulsory 

Heterosexuality by making the case that a theoretical lens grounded in queer theory can 

be useful in the context of my study where queerness is not specifically part of the 

homogenizing aspect of the phenomenon under investigation.  The queerness embedded 

in orientations can be extended to all bodies that disrupt normative sexualities by 

considering it in relation to Rich’s (2004) theory of compulsory heterosexuality.  In this 

way I argue that when men work as midwives they create a queering effect by 

disrupting the sedimented pathways that have been trodden by the midwives that have 

gone before them which has allowed them to carry out their work free from the burden 

of sexuality.   

Directionality 

Ahmed (2006b) starts from the point of wondering how bodies inhabit spaces.  She 

posits that spaces dictate how bodies behave, moving them along lines or paths that 
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have been worn down by repetition over a prolonged period of time.  These lines can be 

physical but also metaphorical, intellectual, and visual.  The lines are repetitions of 

norms and conventions and direct us both in the sense of signalling the way forward 

and showing us the shortest (and therefore easiest) way of achieving a desired outcome.  

The lines are so ingrained that they become invisible until, in the vein of Butler’s (1990, 

1993) work on performativity, they become disrupted by bodies which are unfamiliar to 

those spaces and which queer or disrupt these patterns of behaviour.  Ahmed (2006b) 

became interested in the question of directions through becoming a lesbian and thus 

changing her sexual orientation which she found both literally and figuratively 

disorientating by bringing the heteronormativity of the world into view.  She continues 

to show how finding ourselves suddenly registering things as unfamiliar becomes 

profoundly disorientating and requires work – or reorientation – to regain a sense of 

being at home in certain spaces and places.  Over time sexual orientation has become 

understood as an identity, something one has whilst the directionality of it has gradually 

receded into the background.  Returning sexual orientation to a metaphor, Ahmed asks 

us to consider what happens when we bring its directionality back into view.  I use this 

device here in relation to the theme of Sexualised midwives to understand what happens 

between people when sexuality is reintegrated into the birthing space.  By 

foregrounding this orientation it is possible to consider how sexuality for men who 

work as midwives is not just a subjective and internalised experience, but an 

intracorporeal phenomenological experience, exposing how gendered bodies inhabit 

spaces and are directed to behave in response to one another when sexuality needs to be 

accounted for and accommodated (Ahmed, 2006a).  With this understanding it is 

possible to move away from a binary understanding of gender as a role that is observed 

when different sexed bodies meet and instead see how sexual difference is created 

through this interaction (Heinamaa, 2015).  Just as Ahmed (2006b) sought to find a way 
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of feeling “at home” (p. 7) in a heteronormative world when encountering it as a 

lesbian, orientations make visible how the participants try to make their bodies feel at 

home when working as a midwife.  As established in Chapters 1 and 2, midwifery 

spaces are purposefully configured to exclude men and masculinity.  The participants 

must encounter midwifery spaces in an active way by asking themselves on some 

subliminal level at least: How do I effortlessly carry out my job without having to stop? 

Where do I look?  And where do I place my body? 

Temporal Discontinuity 

Ahmed (2006b) argues that time is an important part of acquiring an orientation that 

allows people to feel they belong in certain spaces, telling us that “it is by following 

some lines more than others that we might acquire a sense of who it is that we are” (p. 

20).  When we can no longer follow these lines, it takes time to reorientate ourselves.  

Ekelund (2020) analysed interviews with young men in Sweden through the lens of 

orientations to understand their experiences of working within political parties and 

youth organisations whilst identifying as feminists.  Ekelund asserts that his 

participants’ interview responses were marked by a reflexivity which, he argues, 

demonstrated the importance of temporality in allowing them to become at home in 

both their identity as feminists and their work as political activists.  Of course, the 

process of conducting an interview, particularly when discussing gender, is an 

invitation to construct identities.  Just as Connell’s (2009) masculinities posits that 

people might do and undo gender unthinkingly in social interactions, they might do the 

same consciously in making sense of their gendered experiences in interaction with an 

interviewer (McDonald, 2013) and it therefore merits some caution in analysing the 

relative significance of reflexivity.  Nevertheless, Ekelund (2020) considers the 

juxtaposition of being a feminist and being a man as oxymoronic and this view has 

parallels with my study.  He talks about a “temporal continuity” (p. 514) to describe 
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how participants in his study trace the journey of “becoming” a feminist, an ongoing 

process of negotiating the complexities that co-exist with doing feminism.   

The participants in my study make frequent refence to being a student, a pivotal 

time in becoming a midwife and there is an obvious correlation with Ekelund’s (2020) 

paper.  The extended refences to their time as a student and the prominence they give it 

suggests an important period of disorientation in beginning to recognise that possible 

lines to transgress even exist.  In Passing the Test Jake talks of “boundaries” to 

negotiate during this period which stop him from moving forward.  This notion of 

boundaries does not just end there, but has an entire subtheme entitled Negotiating 

Boundaries in Sexualised Midwives drawing a clear parallel with Ekelund’s “temporal 

continuity,” suggesting participants continue to experience moments of disorientation 

when meeting invisible lines they need to negotiate.  In my study I would argue that 

“temporal discontinuity” is a more suitable descriptor, reflecting the moments when the 

participants are paused on the lines they are following.  For example, as a student Mike 

stretches out his hand “without thinking” to hold the hand of a labouring woman for 

support.  He is made to understand by the censure of his mentor that he is queering the 

lines of connection which are unproblematic when done by a man who is a birth 

partner.  Mike is disorientated and must stop his practice and find a different way to 

engage with service users.  He must reorientate himself, to become at home in similar 

situations and spaces.  When faced with the same situation again he leaves his hand 

available but not touching – the bodily connection can be made, but it must be directed 

by the woman towards Mike and not vice versa in order for it to be acceptable.  Even 

when senior, experienced, and extremely competent midwives, participants still 

describe finding themselves stopped on their journeys and having to reorientate 

themselves.  Whilst Alan is performing a VE the woman’s partner draws attention to 

how this might be read as sexual and again the line of orientation is exposed and 
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disrupted.  In fact Alan says, “It just stopped me.”  When sexual allegations are made 

about Giovanni, his colleague reveals Giovanni’s sexual orientation in order that “the 

whole thing will stop.”  Adam also recalls an incident where a midwife asks him, “Why 

are you here?” which leaves him feeling “stunned” - literally unable to react when his 

legitimacy in the space is called into question.  These examples show that there are 

likely to be recurring points where the legitimacy of men to follow the path laid down 

before them in midwifery is called into question, forcing them to stop and turn towards 

the person who is arresting them.  Each time they are stopped the path becomes more 

visible and each time they turn to listen to their legitimacy being questioned they must 

reorientate themselves.  Ahmed (2006b) tells us that to “acquire a direction takes time” 

(p. 20), but to be stopped in time might equally force a body to take a new direction in 

order to find a different way to be able to move in a space when the path available to it - 

but which is freely available to other people - is blocked to men working as midwives. 

Lines of Sight 

Like the men in Ekelund’s (2020) study, the participants do not say that they have any 

ambivalence about the apparently oxymoronic relationality between being a man and 

being a midwife.  This assuredness may be surprising given that it is widely considered 

that men cede social status when performing gender atypical identities and work 

(Gundersen & Kunst, 2019).  This therefore suggests men may arrive into midwifery 

unaware that lines of orientation even exist.  That is to say, they subjectively understand 

themselves as unproblematically being men and midwives and are exhibiting a sense of 

entitlement exposed via Connell’s (2009) masculinities to follow the path laid down by 

female midwives before them.  Perhaps the first disorientating signals they encounter is 

the line of direction of the gaze and looks of others.  Ahmed (2006b) tells us that one of 

the ways in which disorientation occurs is when we become embodied by encountering 

ourselves as a body or an object through the objectifying gaze of others.  This may pull 



212 

us out of our subjectivity and force us to consider ourselves in relation to other bodies 

in spaces.  Adam recalls that when the naked service user embraces him, he turns to 

look at the woman’s partner.  He tells us that he looks at the partner’s face, “trying to 

make that expression” to signal to him that he is “completely oblivious” to his partners 

nudity and intimate embrace.  When Alan performs the VE he directs his gaze “up to 

the corner of the room” but the woman’s partner pulls his gaze back into line to meet 

his when he says, “You must fucking love your job!”  In Reading the Room, Mike 

describes how service users signal their disorientation at having him in the room by 

being unable to meet his gaze, by looking at each other, even by looking at the floor.  

Giovanni experiences the same thing, recalling the “looks in the rooms” as the service 

user and her husband desperately try to rearrange the lines of sight to make themselves 

at home with the situation in that space.  There is a line of direction which travels from 

Giovanni “looking at the husband” who is in turn “looking at the service user” who then 

redirects her gaze back to her husband.  Joseph, on going into a room to perform 

perineal suturing, tells the service users not to worry because “you’ll never see me 

again,” trying to emphasise the transitoriness of his disruptive gaze which only serves to 

underline its regulatory power.  But perhaps the most striking images of lines of sight 

occur when Ibrahim and Alan talk about their experiences caring for women in 

advanced labour where birth was imminent.  In the case of Ibrahim, the service user is 

desperate not to be left without a midwife, “begging with the eye contact” for him to 

stay and deliver her baby whilst, conversely, Alan finds the service user “looking at me 

there like’s she’s horrified” when he suggests performing a VE to confirm full 

dilatation.37  Ahmed (2006a) tells us that things “are relegated to the background to 

sustain a certain direction” (p. 547).  By failing to meet the gaze of the man who is a 

 
37 Full dilatation of the cervix allows for the expulsion of the fetus; confirmation via VE alerts the 
midwife that birth may be imminent. 
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midwife, women may be relegating him - and his sexuality - to the fringes of the space.  

At the point of crisis, however, they bring him back to the centre.  To return to the 

question which underpinned the literature in Chapter 1, the condition for arrival for a 

man working as a midwife in the birthing space may be that his gaze can no longer be 

ignored.      

Spatial Orientations 

Vitry’s (2020) work is centred in the discipline of Management and Organization 

Studies and posits that spaces themselves dictate not only which bodies are allowed to 

be in the workspaces, but also how those bodies behave once they are there.  They 

argue that Ahmed’s (2006a, 2006b) orientations is a useful theoretical device to 

highlight how bodies are assumed to be governable and gendered by attempting to 

orientate them into alignment within the pre-existing spaces that have not been 

constructed to accommodate them.  Their work focusses on how LGBTQ+ bodies are 

read as transgressive and “other” in workplaces where these bodies must decide how to 

respond.  They give an example of how queer bodies are alienated in workspaces 

because lines of economic power are laid down by those who decide who can be hired 

and whose complaints get heard.  They also discuss how a queer collective organizing a 

festival must negotiate the poorly delineated boundaries between working within 

existing capitalist spaces whilst producing a festival whose very essence challenged the 

normativity of capitalism.  Whilst their work gives examples of how queer bodies 

navigate paths or lines orientated to create hetero- and  cisnormative spaces, it provides 

a useful starting point to consider how this might also expose what happens to the 

participants in my study.  By centring the orientations contained within spaces, the lines 

laid down by repetitive actions, Vitry (2020), via Ahmed, shows that it is possible to 

move beyond considerations of gender and sexuality which require knowledge of 

whether individuals and their identities are queer or not, and consider instead how 
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bodies have been queered (i.e. disorientated and forced to reorientate themselves) by 

space.  In this way, space itself can be considered an active agent or a field of action 

(Ahmed, 2006b) which guides bodies along paths which have been worn down by the 

repetitive actions of previous bodies.   

The orientation of the bodies of men who are midwives towards pregnant 

women in this space is queer because it doesn’t “line up” (Ahmed, 2006b, p. 107) with 

how women are sanctioned to turn to other women, and the process of not lining up 

becomes part of the experience for men.  It requires work to reorientate themselves 

within this space and make the necessary modifications to make their presence, if not 

ideal, then acceptable enough to allow them to do their job.  Extending the lines that are 

able to accommodate their presence can be done verbally.  For example, Ken, in a 

similar vein to Jake, talks about getting women and their partners “on side” when 

cultural or religious barriers create an obstacle.  By spending a prolonged period of time 

chatting to them, they would “forget” that they are transgressing boundaries forbidden 

in other contexts.  But the orientation can also be physical.  We might consider Jake 

describing in Doing it Differently how midwives would “assault” other women when 

performing VEs without consent and how the service user would receive this 

intervention without challenging her.  Outside of the birthing room this behaviour 

would unquestionably be shocking, but within the space it has become sadly 

normalised, more recently understood as part of patterns of behaviour termed obstetric 

violence (Perera et al., 2022).  When the male bodied midwife enters the room, a 

disorientation takes place, and the midwife who is a man must do something different to 

reorientate themselves and the service user to the acceptability of the situation.  This is 

made manifest when Giovanni describes how, when conducting a clinic, he ensures that 

the woman is seated next to the door and his body is furthest from the door so that “if 

they needed to, they can escape.”  Looking across to the other two findings chapters we 
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can see the physical movement of bodies there too.  When Simon walks into the staff 

room in the subtheme Being a Minority (in Minority Midwives) he too must decide 

where to place his body.  In the normal order of things in that place and time the 

vertical lines of racialized segregation position White female midwives in one part of 

the room and Black and minoritized midwives in another.  Simon sees the invisible 

lines and is disorientated by them because his body does not extend the lines of any of 

the other bodies in the space.  In the subtheme The Male Midwife (in Gendered 

Midwives) there is talk of making “connections” with male birth partners, and “trying to 

pull the dad into it”, “it” being the birth space.  To return to Vitry (2020), it can be seen 

that shifting the focus away from just considering which bodies are allowed in spaces 

towards centring spaces as dynamic operational fields allows us to see how bodies 

negotiate occupying them. 

Queering Compulsory Heterosexuality  

Ahmed’s (2006b) work is grounded in queer theory which, it has been argued, is not a 

theory of any particular thing but revolves around an ambition to provide a different 

way of engaging with questions of sexuality, gender, identity, power, and the politics of 

oppression (McCann & Monaghan, 2020).  It does this by centring the experiences of 

those who identify with a resistant and non-normative sexuality and thus allows us to 

consider how this disrupts the constitution of heterosexuality as natural and inevitable.  

Ahmed (2006a) understands being straight as a literal orientation device for 

heterosexuality and extends this analogy of directionality to show how this constitutes a 

line of desire directed to members of the opposite sex and, by default, makes members 

of the same sex unavailable as objects of desire.  Her work thus holds space for two 

interpretations of queerness to coexist within phenomenological enquiry.  It is used to 

describe something which is “oblique or off-line or even just plain wonky” but also to 

describe “nonstraight sexual practices” (p. 565).  She argues that both meanings are 
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important in order to understand how being queer means not being straight which then 

disturbs the order of things.   

Ahmed’s orientations have been cited as helpful in understanding the 

experiences and needs of lesbian birthing couples from perinatal nurses, known as 

midwives in the UK.  Goldberg et al. (2009) argue that midwives must change 

orientation away from heteronormativity to make safe queer spaces for lesbian service 

users but do not offer empirical evidence to show how this manifests itself.  

Orientations have also been used to explore the experiences of queer healthcare service 

users and nurses of navigating and working within heteronormative healthcare 

organisations (Heyes et al., 2016).  In their analysis they show how these spaces compel 

queer service users to feel uncomfortable when they are unable to literally follow the 

trajectories laid down for straight service users, for example a female partner following 

a baby to the nursery or attending an antenatal class because only men are recognised 

and supported as legitimate parental figures.  However, in considering the findings of 

my study in dialogue with Ahmed’s (2006a, 2006b) orientations, unlike these two 

studies, I am suggesting that it is not necessary to position a person’s sexual orientation 

as non-normative in relation to heterosexuality in order for their normative orientation 

to be made visible or seen as problematic.  Ahmed tells us that a queer phenomenology 

involves orientating ourselves towards what has been allowed to go unnoticed by 

exposing the normativity of straightness itself.  Whether the participants in my study are 

straight or gay is secondary to the fact that their presence as a man represents sexuality 

per se in a space which, as evidenced in Chapters 1 and 2, has sought to expunge the 

spectre of any sexuality from between service users and caregivers by mandating a 

female birth attendant as the default position.  The invisible but regulatory power of 

heterosexuality within midwifery therefore needs to be understood in order to make 
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sense of how men who are midwives unwittingly disrupt this framework and find 

themselves queering norms even when they themselves do not identify as queer.    

Throughout Sexualised Midwives I have shown the participants making sense of 

being perceived primarily as sexual beings before they are read as caregivers as they 

describe scenarios whereby service users, their partners, and colleagues act in ways that 

reveal this truth to them.  As stated at the outset of that chapter, I have interpreted this 

concept of sexuality not as a pre-social human fact or essence, but sexuality as a social 

phenomenon (Jackson & Scott, 2010).  I would argue that central to this understanding 

is Rich’s (2004) concept of compulsory heterosexuality as distinct from heterosexual 

sexuality (Jackson & Scott, 2010).  Rich (2004) sees heterosexuality as structural rather 

than an individual essence and one of the many ways in which social order is enacted to 

privilege men and uphold patriarchy (Seidman, 2009).  Butler (1990), in their 

foundational work on gender, reframes Rich’s theory as the “heterosexual matrix” 

which reinscribes the “naturalization of both heterosexuality and masculine sexual 

agency” (p. 58).  A matrix can be considered a grid-like system with lines which rigidly 

order and direct the conditions for genesis but, under Butler’s vision, these lines are 

open to reconfiguration or reorientation.  Ahmed (2006a) reminds us that 

heterosexuality is not simply understood as an orientation between one person and 

another, but is something that “we are oriented around, even if it disappears from view” 

(p. 560).  Understanding heterosexuality as such can therefore be paradigmatic for 

understanding how sexuality can become embedded in non-sexual aspects of social life 

(Jackson & Scott, 2010), such as the midwifery workplace.   

None of the literature identified and reviewed in Chapter 2 makes explicit use of 

the theory of compulsory heterosexuality to frame their studies despite it emerging 

contemporaneously with the admission of men as midwives in the UK.  There is, 

however, much synergy between the discussion surrounding men’s acceptability to the 
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profession and the theory’s ability to contextualise research findings.  This can be done 

through exposing the constructedness of sexuality in opposition to essentialized 

discourses which result from the pervasiveness of the heterosexual matrix.  The 

literature review talks of how men in nursing who do not escape to what Egeland & 

Brown (1988) term “islands of masculinity” (p. 257) must modify their masculinity to 

make it less threatening.  This is reiterated at times in my research when participants try 

and manage this sexuality through humour or reframing their work as technical and 

gender neutral.  Where my study’s findings diverge from those contained in Chapter 2 

is when several of the participants, rather than trying to minimise their differentness, in 

the subtheme Genderless Midwives acknowledge that their gender is always relevant.  

They argue that it cannot be partitioned from their experiences as midwives and indeed 

an awareness of it is important for them to be able to effectively deliver care.  This is 

important as Seidman (2009) argues that, under conditions of compulsory 

heterosexuality, “the individual never eludes gender” (p. 21).  Rather than something 

that is normative or non-normative within the space, it can be reconsidered as part of 

the constructedness of being human which must be accommodated.  As Goldberg et al. 

(2009) point out, hegemonic heterosexuality can be perpetuated by relegating sexuality, 

as an orientation rather than an identity, to private spaces and thus making its regulatory 

power invisible in everyday interactions.  This can be seen clearly in Moments of 

Disruption when Adam observes a female midwife as she “grabbed” another woman’s 

breast with the assumption that women touching other women’s primary sexual organs 

in the labour room or postnatal ward could never be regarded as sexual.   

Compulsory heterosexuality also marginalizes all other sexualities.  Karl, Steve, 

and Benjamin strategically signal that they are gay to undermine the threat that their 

maleness represents.  However, just as in the wider literature on men in nursing, this is 

far from consistently applied.  Whilst gender is recognised as important, there is much 
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ambivalence in the words of the participants, both gay and straight, about how 

appropriate it is to acknowledge any sexuality at all.  Giovanni explicitly states that his 

sexual orientation should not be part of any discussion with service users.  Other 

participants are oblique in their answers to service users so that their sexual orientation 

is not disclosed.  This confusion calls forth the invisible but regulatory force of all 

sexuality in midwifery, indicating it is the presence of men which is queering the 

straight lines that have been set down in this context.  More recently Gupta (2015), 

recognising the emergence of asexuality as a sexual identity category, considers 

whether uncoupling normative notions of sexuality from gender through the theoretical 

lens of “compulsory sexuality” is a more helpful analytic tool than compulsory 

heterosexuality.  She argues that compulsory sexuality is a form of social control in 

Western societies whereby human beings are viewed as sexual, “desiring subjects” (p. 

132) who are compelled to make meaning of their life through sexual acts.  This may be 

helpful within the context of my research which is not seeking to explore how 

sexualities other than heterosexuality are marginalized and controlled by systemic 

structures, but how to be human is to be regulated and directed by sexuality.  Whilst 

men in my study may have begun to understand sexuality as something which directs 

their experiences, points of divergence and convergence within their own interview 

scripts and with those of other participants suggest that emerging critical theories of 

sexuality may be helpful to further understand the complexity and richness of their 

experiences.  The findings of this study offer a novel contribution to wider 

understandings of how sexuality is negotiated in organizational spaces.   

Conclusion 

Chapter 8 lays the foundations for the three findings chapters by showing how much of 

the complexity and uncertainty experienced by the participants can be attributed to 

attempts to reconcile the tension between essentialist interpretations of gender which 
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have underpinned midwifery versus social constructionist ones.  I have argued that 

application of Connell’s (2009) theory of masculinities is important to allow for issues 

of power and privilege to be brought back into the discussion and illuminate why men’s 

presence in midwifery can provoke complex feelings for all.  As evidenced in Chapter 

2, Connell’s theory has to date been widely applied and modified in the literature on 

men in non-traditional occupations (see Evans, 2004a; Herakova, 2012).  However, 

these studies have overwhelmingly adopted a discursive approach  (e.g. Charrier, 2011; 

Jordal & Heggen, 2015; Pullen & Simpson, 2009; Schwiter et al., 2021) which sees 

analysis of the language used as a way of identifying hidden structures which direct 

human behaviour.  It has also been argued that masculinities is too vague and 

descriptive, focused on categorization at the expense of exploring men’s lived social 

experiences (Collinson, 2005, p. 300) or the processes of enacting them (Berggren, 

2014, p. 234).  In this Chapter I have used Ahmed’s (2006a, 2006b) theory of 

orientations precisely because it attempts to bring the body back into understandings of 

gender and thus reconcile how gender, when understood as a social phenomenon, is 

physically experienced by the individual.  In Directionality I set out Ahmed’s argument 

that sexualised bodies are required to follow well-trodden patterns of behaviour which 

are disrupted and disrupting when those bodies cannot be easily accommodated by 

those patterns within certain organisational spaces.  In Temporal Discontinuity this 

takes the form of individuals encountering boundaries and being forced to stop what 

they are doing.  In Lines of Sight this disorientation is made visible through the gazes of 

service users as they try to make sense of men being in their birthing space, and Spatial 

Orientations shows how the participants navigate spaces in order to minimise 

disruption and make themselves acceptable.  Through a discussion of Rich’s (2004) 

theory of compulsory heterosexuality I show how reinserting sexuality into analysis of 

men working in intimate care environments can be paradigmatic for understanding the 
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lived experiences of all involved.  In contrast to the widespread application of Connell’s 

(2009) work, Ahmed’s (2006b) queer phenomenology has had less attention.  Ahmed 

(2006a) has written that she did not wish: 

to prescribe what form a queer phenomenology should take. Other people will 

stage this encounter from quite different starting points.  After all, both queer 

studies and phenomenology involve diverse intellectual and political histories 

which cannot be stabilized as objects that can be given to the other.  (p. 544) 

I have provided examples where others have taken up this challenge (Goldberg et al., 

2009; Heyes et al., 2016; Vitry, 2020) but only Ekelund (2020) has considered this in 

relation to individuals who do not identify as part of the LGBTQ+ community.  The 

analysis in this chapter therefore makes a novel contribution to the limited application 

of Ahmed’s (2006b) work.  Having analysed subjectivity in Chapter 8 which speaks 

most clearly to the idiographic turn of IPA and embodiment in this chapter which aligns 

most closely with phenomenology, in the next and final discussion chapter I centre the 

final axis of IPA, hermeneutics. 
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Chapter 10:  Mansplaining   

In the previous two discussion chapters, the focus has been on the subjectivity 

(Maleness and Masculinities) and embodiment (Orientations) of the participants 

navigating their way through midwifery.  In this final discussion chapter I centre 

hermeneutic enquiry.  Hermeneutics has been described as circular in that it is always 

moving between the part and the whole (Zimmermann, 2015).  The more knowledge is 

gained about the particularity of an experience, the greater the need to zoom back out to 

reconsider it afresh within the wider context of being in the world with others.  The 

background chapters answered the first research aim of situating men who work as 

midwives within the historical and professional literature.  Through the findings and the 

discussion chapters so far I have shown how being a man and working as a midwife is 

characterised as experiencing complexity, uncertainty, and disorientation.  In so doing I 

have provided answers to the original research question and second aim, to understand 

the experiences of men who work as midwives.  This chapter seeks to circle back to 

reconsider these experiences within the context of what brought about the research in 

the first place with a view to answering the third and final research aim: understanding 

the lack of empirical enquiry into the experiences of men working as midwives despite 

the unique opportunities it affords to understand how gender operates in the workplace.   

Hermeneutics is helpful here because it is fundamentally about trying to 

interpret unclear messages from complex situations (Zimmermann, 2015).  

Hermeneutics is equally about making the understanding of one person’s interpretation 

available and clear to others and, in qualitative research methodologies, reflexivity is 

seen as a key tool to achieve this.  In this chapter I begin by discussing how I worked 

with Smith’s (2011a) concept of autoethnographic “gems” as a heuristic device to 

reveal a triple hermeneutic layer of interpretation that could be uncovered in my 

reflexive diary.  I work through the first two gems to expose an awareness of how my 
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work might be received and how this directed my writing.  In the final gem, I critically 

discuss the concept of “mansplaining” inspired by the work of Solnit (2014).  This 

facilitates a discussion on the politics of knowledge production which in turn helps 

address the final research aim of understanding why no one has researched men 

working as midwives before. 

Reflexivity and Autoethnography 

Reflexivity can be defined as how researchers consider their positionality and 

methodological decisions and how these impact on the resulting data (Yardley, 2015).  

Thus far in this thesis I have threaded elements of reflexivity throughout as required of 

an IPA approach to expose and explore my emic and etic perspectives as both a 

midwife and a researcher and the role that they play in the double hermeneutic process.  

Revisiting my positionality consistently as the thesis evolves also helps counter the risk 

of reflexivity becoming a tick box exercise, a question of stating positionality (Trainor 

& Bundon, 2021) in order to show how bracketing out any prejudices and preconceived 

ideas from the study supports a study’s ethics, credibility, and rigour (Berger, 2015; 

Dibley et al., 2020).  Folkes (2022) describes this as a shopping list positionality, which 

Macfarlane (2021) says is based on shallow and performative descriptions of personal 

characteristics as though they are static, rather than positionality being understood as a 

transient and fluid process (Guillemin & Gillam, 2004).  

Berger (2015) argues that in qualitative research in general the relationship 

between reflexivity, the positionality of the researcher, and the subject under 

investigation has not been widely discussed.  Trainor and Bundon (2021) concur that 

there are limited examples of “doing [emphasis added] reflexivity” (p. 706) in 

qualitative research as opposed to merely describing this bracketing process.  Both 

papers therefore hint that reflexivity has the potential to be a more dynamic force within 

qualitative research, especially within IPA with its centring of the hermeneutic turn.  
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Doing reflexivity is commonly understood as maintaining a reflexive journal (Braun & 

Clarke, 2013), advocated as a key tool in developing and incorporating a hermeneutic 

stance within interpretative phenomenological approaches (Langdridge, 2007).  For IPA 

there is little to guide how a reflexive diary can serve in interpretation and analysis 

despite Smith et al.’s (2022) key IPA textbook describing it as being an “avowedly 

interpretative” approach (p. 84), nor does it offer any guidance at all on the application 

of reflexive journaling to empirical research.  Reflexivity in short is widely discussed in 

broadly theoretical terms, but how to operationalize it less so (Caetano, 2015; Lazard & 

McAvoy, 2020).  Throughout the research process I instinctively found myself 

recording my thoughts and feelings in a journal after supervision sessions, pre- and 

post-interviews, and in response to reading and conversations with others.  This 

produced a substantial body of work which, as for many other researchers, is itself “not 

typically told” (Braun & Clarke, 2013, p. 71).  

Smith et al. (2022) make a solitary but tantalising reference to the possibility of 

a “third hermeneutic level,” that being “the imagined reader of our eventual write-up” 

(p. 36) and how the reader will in turn make sense of me making sense of the 

experiences that the participants of my study have laid before me.  In this chapter I 

positively exploit this awareness to take a third hermeneutic turn - referred to by 

Hamdan  (2009) as “the researcher observing him or herself in the act of observing” (p. 

379).  I revisit my reflexive diary with a specific focus on how an awareness of an 

imagined readership - and how they might receive and make sense of my work - could 

have shaped the development of this thesis and influenced how I have written up my 

findings.  This third hermeneutic is therefore both an explicitly autoethnographic turn 

and an expansion of the traditional disciplinary boundaries of an IPA approach.  

Dennison (2019) states that blending research approaches can be beneficial because it 

can lead to the development of new insights not otherwise available.  They go on to say 
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that “cross pollination from dialogical methods” with IPA might allow for the “dynamic 

relationship between self and others” (p. 3) to be realised.  They also talk about the 

importance of embracing the dialogical capacity of IPA, understood as the subjectivity 

of experience as actively constructed through engagement both with the self and with 

others in a continuous and on-going process.  A dialogical framework holds that 

subjectivities are complex, can accommodate multiple meanings simultaneously, and 

are subject to modification (Sullivan, 2012).  Dennison (2019) further argues that 

adopting this position can enhance elements of Heidegger’s concept of Dasein where 

meaning-making is constructed in the interactions between people who are experiencing 

the phenomenon and those around them.  As someone who has embodied experience of 

the phenomenon myself, it is inevitable that sense-making will continue beyond the 

interview sessions and even beyond a dialogue between my reflexive journal and the 

interview transcripts.  By entering into a dialogue between transcripts, journal, and an 

imagined readership I create what Dennison calls multiperspectival IPA, offering 

complementary insight into the findings.  As the interviews progressed, I found myself 

not only paying attention to what was said, but also becoming increasingly conscious of 

what the participants were not discussing.  I was hearing in their silences and omissions 

a constant echo calling me back to the original silence, the gap in the literature I was 

trying to fill and a more insistent question: why no one has been talking about the 

experiences of men working as midwives for so long.  It is true that intuitive insights 

beyond the spoken or written word are part of the analytic process, but it is important to 

find a way to ground these insights in empirical data collected in synergy and 

contemporaneously with the interviews.  An exploration of a further hermeneutic level 

can enrich the existing IPA findings by allowing novel ideas to be exposed and tested. 

Here I will explain how elements of autoethnography combined with the IPA study to 

allow me to hear and interpret the unsaid. 
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I am mindful when engaging in any autoethnographic activity that there is an 

ethical responsibility to limit any exploitation of the self to that which serves the 

advancement of understanding of the original research question (Finlay, 2002).  I am 

inspired by Smith’s (2011a) paper on the value of identifying and exploiting specific 

“gems” within interview transcripts, which he defines as “particular extracts within a… 

corpus where those extracts are especially potent,” passages that, with the benefit of 

hindsight take on a “significance completely disproportionate to its size” (p. 6) and can 

add “value to the analysis as a whole” (p. 7).  Rather than looking at what the 

participants say, I use the gem in an autoethnographic turn to explore my own thoughts. 

I discuss three autoethnographic gems from my reflexive diary which occur at key 

points in the research process and trace a trajectory of how an awareness of this third 

hermeneutic has influenced my feelings and analysis in multiple ways.  The first occurs 

prior to data collection when I am clarifying my research question and the second 

occurs during the data collection process when I am frustrated by the responses of a 

participant.  The third occurs during the dissemination stage when I am so stunned by 

the reaction of an audience member that it is in fact the lack of discussion within my 

reflexive diary that becomes most salient and finally helps me to understand and resolve 

a key issue that has been a constant nagging presence in my mind throughout the PhD 

process. 

By identifying and analysing three gems from my parallel corpus, I aim to not 

only add value to the analysis/hermeneutics of the IPA study and how it has been 

influenced by an awareness of the third hermeneutic level, but to also generate 

complementary knowledge that would otherwise lie unearthed.  I have not found any 

further discussion of a third hermeneutic turn used in this sense in any of the IPA 
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literature.38  This chapter, therefore, not only offers an additional layer of interpretation 

to the experiences of men who work as midwives but, I would argue, also makes a 

novel contribution to knowledge on this underexplored theoretical concept.  

Foregrounding this autoethnographical perspective here also allows for my role as an 

“active agent in the production of knowledge” (Trainor & Bundon, 2021, p. 707) to be 

acknowledged without it taking primacy in the IPA study as well as mobilizing 

reflexivity as an “epistemological vigilance tool” (Caetano, 2015) and a method of 

“self-supervision” (Berger, 2015).   

“Not an Apology, Not a Manifesto”  

Early on in my research, whilst still developing the research question, I wrote the 

following in my reflexive journal: 

My motivation to write this PhD goes way back to the constant questioning 

from women, midwives, and students of, “What’s it like to be a male midwife?”  

I never had a good answer for them… I wasn’t really sure that I had the 

language to articulate the feelings that I had when working as a midwife.  So, 

this PhD is a laying out of some experiences of some men talking about what it’s 

like to be a man and a midwife.  Not an apology, not a manifesto, but a laying 

bare.  (13th September 2019) 

Rereading this now, I see a “suggestive gem” (Smith, 2011a, p. 10).  On the surface it is 

straightforward - I wrote exactly what I thought or felt at that moment in time.  But 

from my current vantage point I wonder what motivated me to say within the safe space 

of my reflexive journal something I was reluctant to say out loud in supervision 

 
38 A solitary paper (McFarland et al., 2009) includes findings from a triple hermeneutic, that being a third 
set of experts who interpret the researcher’s meaning-making.  This is used as an extra layer of analysis 
separate from that of the researcher in a type of triangulation exercise. 
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sessions.  I look at the choice of words which, semantically, now appear politically 

charged.  I am keen to emphasise “some” suggesting that I wish to distance myself from 

calling for a coordinated collectivisation of “male midwives,” perhaps trying to 

reconcile this with the antithetical act of seeking out other men who are midwives to 

talk to them about their experiences for the first time and thus creating a network of 

sorts.  I also use the word “manifesto” which is associated with a written set of policies 

directed at changing the status quo.  I am both recognising that I am engaged in creating 

a document that talks about a collective experience but am wary of what this may look 

like and how this might be taken up by others.  This recalls the same reflex action that I 

had experienced in clinical practice and that I had set down in the paper I wrote and 

referenced at the start of this thesis (Pendleton, 2015).  In that paper I talked not only 

about consciously deciding “not to focus on my separateness as a ‘male midwife’” but 

also about “unwittingly emasculating myself,” attempting to be both physically present 

whilst simultaneously trying to neutralize a part of my embodied self.  Finlay (2002) 

asserts that pre-research stage reflexivity is crucial in phenomenologically driven 

projects to allow for “openness and wonder” (p. 536) at what may be revealed, a 

bracketing out of preconceptions and experiences.  Re-reading both these reflexive 

writings now as I move towards the end of this thesis, I see a historical desire not to 

offend by trying to simply describe noteworthy episodes and experiences.  But, like the 

men I go on to interview, I also see myself as aware of the uniqueness of my 

experiences whilst lacking any validated way to talk about them which does not rely on 

aligning myself with the experiences of marginalized groups. 

There appear to be elements of theoretical existentialism here.  Sartre, building 

on the work of Heidegger (Langdridge, 2007), synthesizes much of his existential 

philosophy into the concept of mauvaise foi.  Langdridge (2007) describes this as a self-

deception that human beings engage in to try to stave off the responsibility we must 
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take for the choices, or free will, we possess to direct our own destiny.  Sartre argues 

that we cannot cede this control to others unless we are engaging in mauvaise foi, 

hiding our agency and therefore relieving ourselves from the overwhelming 

responsibility of having to make choices.  But I also see symbolic interactionism here, 

building on Heidegger’s more applied concept of Mitsein, which argues that we can 

only make sense of our lived experiences - and Heidegger argues that being sense 

makers is our primary purpose - through how we interact with others (Smith et al., 

2022).  There is an interesting and generative aspect in exploring the tension between 

these two philosophies that appear to me now on the page.  Writing in my diary, it is 

safe for me to set down my beliefs without having to justify them to others and they 

therefore may appear to be my more authentic thoughts.  But in analysing them I realise 

there is still a consciousness of others directing my thoughts even in this private space.  

My awareness of my difference and the passiveness of my written response appears as 

an almost extreme form of defensiveness.  I am addressing not just myself, but an 

imaginary reader, signalling to them that if being a man and a midwife is problematic, 

as implied by their curiosity and questioning, then it is as a result of them 

problematizing it rather than our embodiment as men within the profession.  At this 

early stage of research there is an awareness of Smith et al.’s (2022) “third hermeneutic 

level” (p. 36) symbolically interacting with and directing my thoughts.  This is coupled 

with mauvaise foi manifesting itself in a reluctance to embrace the legitimacy of my 

authorial voice. 

“No, It’s Not Something That I’ve Noticed” 

My second gem occurs during the data collection process and is what Smith calls a 

“secret gem” (2011, p. 12), requiring greater excavation to uncover its meaning.  I had 

finished interviewing a participant and believed it had not gone well.  I immediately 

took to my reflexive diary to share my frustrations:   
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He responded to my questions with answers like, “I don’t know,” “Never 

thought about it,” or just a simple, “No, it’s not something that I’ve noticed.” … 

Why would you reply to a call for participants if you weren’t able to say 

anything about the subject?... He almost subconsciously responded to make a 

point that gender was not an issue in the workplace, that it had no bearing on his 

role… He was unwilling to consider that gender might be something that 

influenced the way he worked.  It was almost defensive - and yet that is not my 

belief, only that gender is experienced, it has to be given the nature of the work 

and the profession, and this should be acknowledged and explored. (12th June 

2020) 

I recall being frustrated and angered by the short answers which I felt contained no 

illuminating data on the experiences of being a man working as a midwife.  Whilst I 

could have chosen to ignore or even remove this data from my study, I followed 

Mosselson’s (2010) view that not only would it be unethical to exclude it based on 

personal reactions, but in fact I should turn towards what Finlay (2002) terms 

“disagreeable reactions” (p. 541) to probe and learn from them.   

In this gem I see myself having moved some distance from my position in the 

first gem where I recognize myself equally as both insider and outsider, midwife and 

researcher.  Dwyer and Buckle (2009) identify that this is a common conflict for the 

reflexive researcher and there is benefit in working with the tension it creates rather 

than trying to resolve it.  Here the etic perspective dominates in my frustration as 

someone needing people to articulate in-depth feelings.  In the first gem I am tentative, 

unwilling to present something which might be disruptive to women who are students, 

midwives, or service users.  In this gem I am clearer in my emotions as a researcher, 

frustrated at the participant because I think he should acknowledge the role that I 

believe his gender must play in navigating the unique complexities of human sexuality 
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and gender politics when doing midwifery.  He is saying that he has never been 

conscious of the role of gender but that is not the same as never having experienced the 

role of gender - indeed, that is the role of phenomenological enquiry, to make the 

familiar strange again and thus open it up for analysis (Folkes, 2022).  This is not so far 

from the position I adopted in gem one, so I need to understand why I am so surprised 

that I consider him “unwilling” to talk about the phenomenon.  What may be equally 

true is that he too has not focused on his separateness as a coping mechanism, but when 

offered the opportunity to talk about it in a safe space does so, but having worked so 

hard to assimilate, struggles to articulate complex ideas about his gendered experiences.   

Ultimately, rather than moving forward with my analysis of the experiences of 

men who work as midwives, this gem pivots not around the short responses from the 

participant, but my rhetorical questioning in my reflexive journal which appeals to an 

imagined audience who cannot answer back.  I appear to be opening up a dialogue 

between the gap in the literature that generated the study in the first place - the fact that 

nobody had researched this phenomenon in the forty years of its existence - and the 

ongoing silence from men who work as midwives.  In opening up the conversation in 

my study, I show via the participants that talking about it is characterised by 

complexity, uncertainty, and ambivalence and offer explanations for this in Chapters 8 

and 9.  This third gem further opens up further explanations for both the source of this 

complexity as well as the silence that preceded my enquiry.  

“I Didn’t Appreciate the Mansplaining!” 

Finlay (2002) has argued that there are three key stages to what she terms “reflexive 

accounting” (p. 536): the preresearch stage (see Gem 1), the data collection stage (Gem 

2), and the data analysis stage (accounted for in the results section).  I would add a 

further stage to this, the dissemination stage as, for me, this is where the most 

illuminating and significant gem occurred.  Three years into this PhD research I 
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experienced another moment of rupture where I was able to confront something which, 

until that point, had always been present but sat just beyond my understanding.  I had 

completed my data collection and analysis, published two academic papers in sociology 

journals (Pendleton, 2019; 2021) and was beginning to feel more confident about 

disseminating my findings thus far, tentatively assuming a role as an expert on men in 

midwifery.  Nevertheless, Guillemin and Gillam (2004) suggest that who we decide to 

disseminate our findings to is also a key point of reflection.  Until then I had been 

drawn to publish in a sociology journal with a readership who would be conversant with 

existing debates on gender and which was unlikely to attract a midwifery audience.  I 

decided to accept a friend’s invitation to talk in general about my work in an interview 

with her on her Instagram feed.  She is an alternative and complementary therapies 

practitioner and influencer with an overwhelmingly female following interested in the 

provision of holistic care.  In order to contextualise my work, I talked a little about how 

both nursing and midwifery have evolved as gendered professions.  The next day I saw 

a new comment on the interview feed.  One of the followers, a woman, had written: 

I didn’t appreciate the mansplaining!  (Comment written under Instagram live 

feed, 13th May 2022)  

I recall being shocked by this comment.  Those five words at that moment and in that 

context took an immediate pivotal and potent hold on me.  In discussing the 

significance of her words, I do not seek to place excessive emphasis on the content of 

one person’s response to my research thereby exaggerating its importance as data in and 

of itself towards my study.  Rather, in keeping with the stance of autoethnography, it is 

my reaction to this explicit example of the third hermeneutic level - which hitherto had 

only been imagined - that is centred as being significant.   
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The term mansplaining was inspired by the work of Solnit (2014) who describes 

being lectured by a man about a book that she had in fact written herself.  This 

exemplifies what Solnit describes as the “confrontational confidence of the totally 

ignorant” which as a consequence “trains us [women] in self-doubt and self-limitation 

just as it exercises men’s unsupported overconfidence” (p. 4).  I look to my reflexive 

journal for more insight into my thoughts and feelings at what felt like a significant 

moment but, surprisingly to me now, there is nothing.  The gem is an absence.  My 

response to being challenged is to choose not to respond either publicly or privately.  

Just at the moment I was beginning to find my voice, I then silence myself as a result of 

reading a stranger’s ad hominem argument, the very opposite of the “confrontational 

confidence” referred to by Solnit.  Even with a significant investment of time and 

energy trying to provide answers to the question of what it means to be a man working 

as a midwife, my sense of legitimacy as a researcher to ask questions to other men 

about midwifery, and which seemed so secure in Gem 2, are now undermined when I 

find I have no ready response within myself to the accusation of “mansplaining” from a 

woman.  In the previous two gems I position myself as having either an emic or etic 

perspective but here I find myself positioned as an outsider by others as both a 

researcher and a midwife due to my gender.  This reflects the notion that whether I am 

considered an insider or an outsider is fluid and contingent, defined as much by the 

participants as by myself (Hill & Dao, 2020).  I find myself questioning whether I 

depend on being legitimized by other midwives in order to comfortably say anything 

which might disrupt our profession’s relationship with the sedimented narrative of 

gender as discussed in Chapter 1.  I recall Butler’s (1990) performativity and begin to 

understand being a researcher on gender in midwifery is not something which belongs 

to me, but which is constantly constructed in relationship between those I engage with.  

Posing this rhetorical question exposes another example of a triple hermeneutic turn: 
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the anticipation of women who are midwives reacting in a similar vein as the Instagram 

subscriber to my work and the power this has in shaping my writing and my identities. 

In this gem, my fear of a negative reaction is realised and momentarily silences me.  

Theoretical Implications of Mansplaining 

Since Solnit’s (2014) publication, others have developed theoretical and philosophical 

analyses of the word to explain its power and place within the popular vernacular.  

Dular (2021) applies Fricker’s (2007) work on epistemic injustice to mansplaining and 

argues that this occurs through the act of mansplaining as it always occurs in situations 

whereby it is done to “members of marginalized groups as a facet of their oppression” 

(p. 12). Johnson et al. (2021) add that it is done by those who are “unaware of the ways 

in which they enact their power and privilege” (p. 1031).  Joyce et al. (2021) posit that 

there are two key elements required to be culpable of the charge of mansplaining - to 

erroneously claim to have more knowledge than your interlocutor (epistemic arrogance) 

but also to be “evidently sexist” by “making not only the interlocutor’s categorial 

identity (man) relevant, but at the same time placing the accuser in the paired 

membership category ‘woman’” (p. 506).  Dular (2021) contrasts this with the concept 

of testimonial injustice which occurs when a speaker is rendered less credible than they 

are due to “prejudicial identity stereotypes,” leading to silencing when people are 

unable to “contribute knowledge that they otherwise ought to be able to” (p. 5) and 

longer-term epistemic harm, when people lose confidence in what they know.  Dular 

only introduces this concept as a “testimonial foil” (p. 5) to highlight how epistemic 

injustice occurs when mansplaining takes place in the three case studies she provides 

when men inappropriately try and explain things to women.  The focus of her paper 

does not, however, explore the possibility that accusations of mansplaining could ever 

be inaccurately used against men, why this might occur, nor how this might then be 

experienced by them.   
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The reflex action of the Instagram subscriber assigning my comments as 

“mansplaining” betrays the fact that by categorizing me as a man she was rendering me 

incompatible as a “giver of knowledge” within an “epistemic community” (Dular, 2021, 

p. 10) where it is acceptable to talk about either gender, or midwifery, and/or midwifery 

and gender combined.  The concept of epistemic community is key here.  Dular is clear 

that mansplaining occurs when men who have less knowledge than their audience 

forcefully impose themselves on others as having authoritative knowledge by virtue of 

being a man.  It is possible that the Instagram subscriber rejected my legitimacy to be 

part of this particular epistemic community with knowledge on midwifery and 

childbirth because embodied and experiential knowledge of being a woman and being 

pregnant - or at least the potential to acquire it - confers greater authority to speak on 

any topic which aligns with these experiences than that accumulated through being a 

midwife and an academic.  This circles back to the arguments found in the Golden Age 

narratives discussed in Chapter 1.  Joyce et al. (2021) provide evidence to support this 

hypothesis in their conversation analysis of television and online video clips where 

women accuse men of mansplaining.  Amongst others, they analyse two separate 

debates concerning abortion legislation, one a current affairs programme with invited 

experts and the other a parliamentary debate between politicians.  In these they show 

how women accuse men of mansplaining, not because of the men’s lack of knowledge 

or expertise of the topic under discussion, but because the topic is reproductive 

healthcare.  They argue that as men they “should not have claimed to have more 

knowledge” because their interlocutors, as women, have “epistemic authority over this 

domain” (p. 516).  Bridges (2017) notes a similar trend in her analysis of how 

mansplaining is used by women in social media posts to regulate the topics (notably, 

childbirth) where men’s opinions and knowledge are deemed illegitimate.  She 

concludes that the word was used by women as a form of resistance to men making 



236 

contributions to topics on which “they are unauthorized to explain” (p. 99) and is 

therefore not concerned with whether the information is correct, but whether it is 

“moral” for men to say it in the first place.  Joyce et al. (2021) and Bridges (2017) show 

that there exist some domains such as reproductive health where sex and/or gender can - 

and arguably should -  take precedence over any other identity or epistemic category. 

In her work on misogyny and male privilege, the philosopher Manne (2020) 

extends the work on mansplaining to conceptualise it as the manifestation of a more 

widespread systemic “epistemic entitlement” (p. 141) that is inculcated in men and, by 

her analysis, is typically a precursor to testimonial injustice.  Manne’s emphasis on 

epistemic entitlement being systemic means that it need not be true for all men all of the 

time but, on hearing the word directed against me, I recognized its intent as resistance 

to the risk of men having disproportionate influence on the shaping of the nursing and 

midwifery professions.  There is a clear line of connection between this and the conflict 

narrative protesting the disruption to midwifery occasioned by the arrival of the Man 

Midwife in the 17th century.  There is also a link between this argument and both the 

glass escalator effect (Williams, 1992) for men in nursing and the participants’ 

ambivalent relationship with privilege explored in Minority Midwives.  The sense of 

entitlement to occupy any space, regardless of whether men are invited or needed, is 

also critiqued in the literature on masculinities in relation to nursing.  Finally these 

arguments recall the resistance to the destabilisation of gender when summoning up 

essentialist arguments of being “with woman” in Chapter 3.  These multiple arguments 

cause pause for consideration and shift my thoughts from how my findings about men 

in midwifery might be received by a midwifery audience given that they will be 

considered in dialogue not only with my emic and etic perspectives, but how both these 

perspectives will further be coupled with my gender.  They force me to question 

whether I could disseminate my findings without contributing to the epistemic 
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injustices already experienced by women working as midwives.  It is perhaps 

understandable that men are viewed with suspicion when assuming another position of 

epistemic authority in a space which has been hard fought for as a safe place for women 

to assume exclusivity over knowledge and practice which has been deemed distinctly 

female.  It reinforces the notion that men are seen as givers of knowledge and women 

ought to listen, and this runs contrary to the very definition of a midwife who is 

positioned as an advocate for other women (ICM, 2017).   

Jackson (2019) has written on the power of neologisms to hide more complex 

understandings of social phenomena.  She argues, for example, that the prefix “bro” can 

be added to seemingly neutral words such as romance to create “bromance” much in the 

same way that “man” has been synthesised with “explaining.”  Its widespread use is in 

evidence across the internet and she argues that it serves to allow straight men to talk 

about same sex friendships without accusations of being gay, thus “adding ‘bro’ 

replaces the much harder work of reconsidering the limits of patriarchy” (p. 68).  Using 

the word mansplaining might be a resistance tool when systemic barriers such as 

legislation to allow men to work as midwives have been removed.  But it might also be 

viewed, via Jackson, as a way of not having to engage in the messy and exhausting 

work of acknowledging the still unresolved and unresolvable threads presented by the 

complex figure of Speak and Aitken-Swan’s (1982) Male Midwife.  By silencing the 

discussion, the situation remains reduced to a binary gender relationship whereby being 

a man can never be divorced from their privilege and power to assume they have 

something worth saying, and being a woman can never be divorced from constantly 

negotiating whether to resist or comply with male demands to be heard and understood.  

As Sedgwick (1990) observed in her foundational critical analysis of the 

homo/heterosexual binary, silence is often more effective at (re)enforcing existing 

binaries and boundaries than any analysis of them could ever achieve.     
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Conclusion 

Adamson (2014) suggests that the presence of men in traditionally female-dominated 

occupations will inspire reflexivity with the ultimate goal of “making taken-for-granted 

gender dynamics more visible” (p. 559).  In this final chapter I have taken up this 

challenge with a view to closing the hermeneutic circle that began in 2015 when I 

published my initial reflections for the first time on the role of my gender as a midwife 

after moving into academia.  The three gems have been stepping stones to allow me to 

zoom out and trace my trajectory from a midwife who is a researcher to a researcher 

who is also a midwife.  More importantly, they have allowed me to reconsider men 

working as midwives as men in the act of producing gender in tension with their female 

colleagues and in dialogue with the conditions that preceded their admission to the 

profession.  The irony of explaining mansplaining is not lost on me, not least because, 

as Bridges (2017) states, mansplaining itself is a “forbidden topic for men” (p. 99) as it 

represents yet another area of uniquely female experience and epistemic authority.  I 

would argue that in the spirit of autoethnographic enquiry here I am not trying to 

explain things to midwives and women.  I’m unburdening myself from the anxiety 

imposed by an awareness of a triple hermeneutic which has prevented me from 

unfolding this to date.  I’m explaining it to myself, completing the hermeneutic circle 

and returning to where this thesis began. 
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Conclusion 

This thesis set out to answer the question, what are the experiences of men who work as 

midwives?  It began by making the case that men entering midwifery were doing so 

against a long legacy of gender segregation which saw the male body and men’s gender 

as undesirable in the birthing space.  When men did enter the profession in the UK and 

other European countries, it was not because they were wanted, needed, or deemed 

acceptable, but as a by-product of wider legislative changes.  Existing literature on men 

in midwifery and nursing has sought how to resolve these outstanding questions but are 

further complicated when juxtaposed with more expansive understandings of gender 

which deconstruct the categories of men and women.  Whilst unpacking existing 

empirical and theoretical literature, it became clear that the firsthand experiences of the 

men themselves who have entered this contested space remained untold.  An IPA 

methodology has allowed for this phenomenon to be understood free from pre-existing 

theoretical frameworks, to see the men in the process of making sense of their 

experiences, incorporating rich verbatim text which shows points of convergence and 

divergence.  The discussion chapters have revisited these experiences to add an 

additional layer of understanding when considering them in dialogue with theories 

discussing gender and sexuality.  They began with an exploration of essentialist and 

social constructionist understandings of gender and how the tension between the two 

helped explain the complexity of the participant’s responses.  The work of Ahmed 

(2006a; 2006b) allowed me to explore the queering effect men have on birthing spaces 

and how the spaces in turn direct men’s behaviour and experiences.  I concluded by 

applying an autoethnographic gaze to my research journey to help understand the 

silence this thesis sought to fill.   

 In concluding this thesis, I evaluate the theoretical contributions it can make to 

the fields of gender studies and midwifery.  I go on to discuss the methodological 
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innovations I have developed that complement existing applications of IPA.  I conclude 

by considering what implications this new body of knowledge can have for the 

midwifery profession and midwives themselves.  I signal the strengths and limitations 

of the thesis whilst also identifying possible future directions for research on gender in 

midwifery.   

Theoretical Contributions  

The thesis can make a contribution to the ever evolving reconfiguration of gender 

relations, particularly in the reproductive arena which, it has been argued, is the nexus 

where gendered social connections are produced (Connell, 2021).  Gender studies, 

rooted in the feminist and gay liberation movements (Connell, 2009), has focused on 

highlighting inequalities and advocating for social reform (Benschop & Verloo, 2011; 

Lips, 2019; Woodward, 2011) but specifically in one direction, for women to have 

equal access to positions of power and influence.  A uniqueness to this thesis is that 

accounts of people transgressing gendered boundaries are usually linked with 

challenging economic, political, and legislative inequalities, but men in midwifery, at 

least initially, do not appear to have these as their primary motivations.  Equally men in 

midwifery do not have a shared struggle as evidenced by the fact that they are 

consciously not communicating with others in the same situation and if they do 

encounter challenges, unlike minoritized groups, they can leave them behind at work.  It 

has been suggested, via Nietzsche, that only those who experience current oppression 

and disadvantage need critically evaluate history (Stryker, 2017) but as the findings in 

Chapter 6 demonstrate, this does not incentivise men to understand how power and 

privilege operate even when - or perhaps especially when - working to support women 

when they are most vulnerable.  This thesis therefore can help understand what happens 

when men view themselves as marginalized and allow a reconsideration of how these 
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experiences might be understood without promoting a defensive reading of the category 

of “men” as under attack.  

  Midwifery is both a philosophy and a profession which is inextricably 

intertwined with theories and practices of gender and thus provides an exciting space to 

understand gender as praxis.  It offers a concrete example of how theory and practice 

collide thus revealing the limitations of each and the strength of both when combined to 

make sense of complex lived gendered experiences.  Surprisingly, however, social 

theory and the impact of gender on the professional identity is largely absent from 

midwifery curricula (NMC, 2019b).  Similarly, midwifery journals (e.g. Midwifery, 

Women and Birth, British Journal of Midwifery) follow conventions common to other 

healthcare disciplines which mimic the positivism of medicine in calling exclusively for 

scientific and empirical research rather than theoretical papers.  This further 

marginalises the role and impact of social theory within the profession, a problem I 

have encountered when trying to find a place to publish some of my background 

chapters.  Midwifery has forged its professional identity within the binary conflict 

between genders and it is notable that the key works discussing it have come from other 

disciplines.  In Chapter 1 I centred Donnison (1977; 2017) who lectured in social policy 

and administration, but I would argue that the other significant contributions have come 

from Oakley (1984), a sociologist, and Kitzinger (2006), a social anthropologist.  It is 

understandable that the unique situation presented within midwifery whereby women 

are (almost exclusively) providing professional services for other (almost exclusively) 

women is of interest to researchers in gender outside the profession, but to date there is 

a paucity of literature from midwives themselves which critically discusses gender and 

midwifery beyond the conflict narrative.  This thesis offers a distinctive insider insight 

to sit alongside the corpus created by outside observers.       
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I have shown that discussion of men in non-traditional occupations has 

frequently called upon Connell’s (2009) masculinities as a theoretical lens to critically 

discuss findings.  Whilst acknowledging how this helps expose the systems of power at 

play in occupational spaces, in my work I have also used Ahmed’s (2006b) orientations 

to account for the embodied experiences of the participants operating within these 

dynamic fields.  She seeks to bring the body back into understandings of gender, but by 

her own account it presents only a “model [my emphasis] of how bodies become 

orientated by how they take up space and time” (p.5).  Lips (2019) tells us that in 

philosophy “a useful theory is one that provides a systematic and logical way of… 

explaining a given situation, but that may not actually be testable” (p. 29).  I have 

acknowledged the few studies which have engaged with orientations (Goldberg et al., 

2009; Heyes et al., 2016; Vitry, 2020) in relation to LGBTQ+ communities but only 

one (Ekelund, 2020) considers how it can be applied to understand men’s gendered 

experiences.  My work in Chapter 9 makes a further contribution to this small but 

important corpus of worked examples where Ahmed’s (2006b) theory is tested to show 

the bodily effects of the gender matrix in organizational spaces.  It shows how spaces 

are important fields of action and, by centring this understanding, we can make visible 

how both gender and sexuality become significant identities and embodied experiences 

for people who do not otherwise have to routinely acknowledge the role they play in 

their everyday lives.      

To summarise, this thesis makes original contributions to theory by:  

• Analysing the accounts of men working as midwives via masculinities theory to 

illuminate the roles of power and privilege in directing their experiences.  

• Interpreting the experiences of men working as midwives without relying on 

readings of their experiences which require them to be positioned as 

minoritized. 
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• Offering the first emic analysis from a man who is a midwife to sit alongside the 

etic discussions of gender in midwifery led by academics outside the midwifery 

profession. 

• Providing what may be the first detailed worked application of Ahmed’s theory 

of orientations to account for the embodied experiences of men working as 

midwives and the role of sexuality in shaping these experiences which is absent 

from other writings on this topic.     

Methodological Contributions 

Butler (1990) has argued that the complexity of gender requires us to engage with 

interdisciplinary discourses.  To return to Ahmed (2006a) and her orientations, she 

points out that disciplines have boundary lines which gives them both a specific point of 

view but also problematizes those who transgress them.  I would argue that a strength of 

this thesis is that by starting from an interdisciplinary perspective and drawing on the 

works from history and sociology aligns with Ahmed’s argument that “the promise of 

interdisciplinary scholarship is that the failure to return texts to their histories will do 

something” (p. 22).  Engaging with gender and the experiences of those who create 

ambivalence through performing midwifery without conforming to gendered 

expectations of who can be a midwife or what a midwife looks like will become 

increasingly important.  As evidence from Chapter 3 shows, the NMC and RCM are 

now compelled to engage in debates around how to be more gender inclusive for those 

within and without the profession who identify with genders other than man or woman 

which will require an interdisciplinary approach and this thesis can contribute to these 

discussions. 

 IPA is a relatively recent methodology and I have acknowledged the literature 

which debates its strengths and limitations.  Wagstaff et al. (2013) underline its 

flexibility and I have capitalised on this by adding new elements to the discussion 
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chapters not traditionally found in other IPA studies to explore the boundaries of what 

IPA can achieve.  The first of these is including the participants’ voices in dialogue with 

the theories I am exploring in the discussion chapters.  IPA typically discusses the 

“meaning of themes” (Langdridge, 2007, p. 112) with wider literature and excludes the 

individual voices which have created them.  I have found it useful to maintain their 

presence to illustrate how they have led me to the theory, providing an additional layer 

of trustworthiness to my analysis along with transparent evidence of the double 

hermeneutic in action.  The second methodological adaptation was to merge IPA with 

an autoethnographic approach in tackling the idea of a triple hermeneutic which is 

passingly referred to in the foundational IPA textbook but left unexplored.  Again, this 

thesis has been able to provide a critical application of this heuristic alongside an 

example of how to practically work with the reflexive diary.  This allows for further 

layers of meaning to be exposed which would otherwise remain beyond the 

understanding of both participants and the researcher.  I have not been able to identify 

other examples of the triple hermeneutic engaged in this manner, nor have I 

encountered other IPA work which considers the origins of the research question.  The 

discussion chapters therefore make novel contributions to the ongoing development of 

IPA methodology.  A recommendation would be to see these approaches tested out 

further by other researchers to see how they might be applied in different fields, thus 

creating a body of evidence that can recommend their more widespread use in IPA. 

To summarise, this thesis makes original contributions to methodology by: 

• Adopting an interdisciplinary perspective in order to provide a more nuanced 

exploration of gender within midwifery outside of the existing conflict narrative. 

• Expanding the boundaries of current applications of hermeneutics within IPA 

by: 
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(a) Demonstrating how the inclusion of participant voices in dialogue with theory 

within the discussion chapter can make visible the practical application of the 

double hermeneutic, and 

(b) Combining autoethnography and the concept of ‘gems’ to create a unique 

methodology which can reveal a hidden third level of interpretation and analysis, 

the triple hermeneutic. 

Professional Contributions  

This thesis allows men who work as midwives to read about their experiences for the 

first time other than through journalistic accounts.  In qualitative research there is an 

ethical imperative to ensure that all people have the opportunity to share their stories 

and to see themselves represented in the literature (Braun & Clarke, 2013).  Whilst the 

participants do not question their decision or legitimacy to be midwives, the analysis of 

the transcripts points to an experience which is complex and disorientating.  Ahmed 

(2023), expanding on her earlier work on doing diversity, reminds us that it can be 

beneficial to understand ourselves within the wider systemic order in order that we can 

account for how it influences our experiences.  She uses the figure of the feminist 

killjoy, someone whose presence as an outsider in an otherwise androcentric world 

makes others feel uncomfortable but can also bring clarity to a situation, exposing the 

inequalities that exist.  I have argued that the Male Midwife figure is viewed as a series 

of unresolved questions, and thus men working as midwives become a problem because 

of what they expose.  Understanding this allows men to move away from the Male 

Midwife figure, to feel “less weighted down” (Ahmed, 2023, p. 54) by the history of 

conflict between the genders in midwifery and thus move towards a “reorientation to 

the past as well as a different understanding of present relations” (p. 54) which is less 

characterized by guilt and blame, something which has manifested itself in the 

participants as disorientation and confusion.   
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To turn away from complex feelings, however, does not mean that the impact of 

men being in the profession should be completely uncoupled from wider systemic 

issues.  In Chapter 2 I stated that midwifery in the UK had made no attempts to actively 

recruit men and had a substantial pool of applications to join the profession.  Since I 

started this thesis, midwifery in the UK and internationally has encountered a 

deteriorating recruitment and retention crisis with an estimated global shortfall of 

900,000 midwives (UNFPA et al., 2021), a 22% decrease in the number of applicants to 

UK midwifery courses in 2023, and a further 13% decrease in 2024 (Council of Deans 

of Health, 2023; 2024).  I have personally experienced the new urgency to address this 

crisis, having been invited to be part of an NHS steering group with a stated aim of 

actively targeting men to join the profession to increase “diversity” whilst also 

addressing staffing shortfalls, and universities across the UK are increasingly making 

this a focus for their recruitment.  As a result of my personal growth and learning 

during this PhD process I recognise that there is the potential that by joining the group I 

am at risk of engaging with non-performativity (Ahmed, 2017).  By this I mean that, 

rather than bringing about greater diversity within midwifery, I am merely placating 

urgent calls for reform by being part of a steering group which itself may not have the 

political and economic power to reform systemic oppression of minoritized groups.  

Further, it can embed the notion that men in midwifery experience the same 

disadvantages as these groups and deflect discussion away from issues of power and 

privilege which affect everyone in different ways.  The steering group stands in for the 

change rather than effects the change needed (Phipps & McDonnell, 2021);  men 

become a signifier for diversity and disrupt the call for diversity from being able to 

highlight the disadvantage experienced by racialized and/or LGBTQ+ people.  It is to 

be hoped that this thesis can contribute to the discussion on ensuring recruitment 
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strategies are conducted in such a way that they also try to mitigate the risk of 

reproducing the effects they are seeking to address. 

With the exception of one participant, this is primarily a story of White men’s 

experiences in midwifery.  This betrays a wider problem within the profession in the 

UK which is significantly less diverse than all other healthcare disciplines within the 

NHS (Pendleton et al., 2022).  A lack of racial diversity has hampered the ability to 

discuss, for example, the intersecting roles of colonialism, sexuality, and gender in co-

constructing experiences when working in intimate care settings.  An awareness of the 

role of the structural power of Whiteness (Phipps, 2020) may become increasingly 

significant as, in order to fill the staffing shortages mentioned earlier, international 

recruitment of midwives has become a key part of the NHS’s strategic vision when 

previously it had only actively recruited nurses from overseas (NHS England, 2022).  

Given that the highest number of men with a midwifery qualification are found in sub-

Saharan Africa, it is foreseeable that men could be brought into the profession in the 

UK once again by socio-economic and political necessity.  It remains to be seen 

whether these attempts will be successful given that the numbers of men have remained 

stubbornly static and marginal, but the richness of Ibrahim’s account in Chapter 6 

suggests that their experiences would be worthy of further exploration using an 

intersectional approach.   

This thesis set out to understand the experiences of people who identify as men.  

If the only discourses available are binary then people may have to fit their experiences 

within them to feel visible - either through actively challenging them or conforming to 

them - but there is much in between.  As I identified in Chapter 3, it is clear now that 

more people are working as midwives who do not identify with the gender that they 

were assigned at birth than people who identify as men (NMC, 2020a).  Whilst this 

thesis has opened up the discussion on gender in the profession, it remains constrained 
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within a binary matrix.  Research into the experiences of midwives who have more 

expansive lived experiences of gender diversity would be a valuable contribution to the 

literature on gender in reproductive services.   

To summarise, this thesis makes original professional to the midwifery 

profession by: 

• Allowing men who work as midwives to read an account of their experiences 

for the first time which does not direct them to be defensive about their gender.  

• Providing midwifery policy makers and strategists with the necessary theoretical 

and empirical evidence for consideration when actively targeting men for 

recruitment into the profession. 

• Identifying the increasing numbers of trans, non-binary and gender diverse 

people working as midwives and recommending this as an important focus for 

future research. 

Final Thoughts     

Ekelund (2020) sought to understand how men make sense of their experiences as 

feminists doing work in political organisations towards achieving greater gender parity.  

He argues that the male feminist has been positioned as an oxymoron, not only because 

he lacks the embodied experiences of subordination that have given birth to the feminist 

movement in the first place, but also because he can never divest himself of the 

privilege that is attached to being male and which in turn produces the subordination of 

women.  He posits that exploring the ways in which men can be feminists risks 

encouraging people to question instead whether it is really even possible for men to be 

feminists at all and forecloses any further exploration.  I have experienced similar 

challenges at all stages of researching, writing, and disseminating this thesis which I 

have highlighted throughout as they occurred to me in order to try and mitigate this risk.  
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Similarly, I am also mindful that, through talking about men working as midwives, they 

might come to act as a sort of barometer for how midwifery understands gender in the 

same way that the trans body has come to act as a trope to measure the effects of 

marginalization or oppression occasioned by enforcement of rigid gender binaries in 

society in general (Muhr et al., 2016).  The lived experience that I have sought to 

establish in this thesis can thus start to recede into the background and “men working as 

midwives” can risk becoming merely a refashioning of the term “Male Midwife” which 

I problematized in Chapter 2.  The tension between the two needs has had to be 

constantly negotiated when reading and writing about them, or perhaps as I reach the 

end, I can now say, us.  Nevertheless, I started this thesis acknowledging that I was a 

novice in the field of gender studies and my writing has charted my journey to coming 

to understand what Connell (2021) has termed the “intransigence of gender” (p. 107).  

Connell continues that “major reform in gender relations may well require some loss of 

self-coherence as part of the process” (p. 98).  To return to the original research 

question – what are the experiences of men who work as midwives? – I might now 

respond that their experiences can be characterized as encountering and making sense 

of this “loss of self-coherence” in an arena which requires them to try to reconfigure 

their gender and sexuality along lines that minimise disruption to notions of hegemonic 

masculinity and compulsory heterosexuality.  This might be useful insight for men 

working as midwives, but acknowledging and even accepting this loss of self-coherence 

might also be a useful first step for the profession as a whole in being able to 

reconfigure itself outside of a restrictive gendered conflict narrative.    
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Appendices 

Appendix 1: Literature Review on Men in Midwifery Methodology 

In the first step, the search terms “male midwife,” “male midwives,” or “male midwi*” 

were used depending on the database and its capacity to search using the truncated 

character function.  Whilst I choose not to use this term generally throughout my thesis, 

preferring the term “men who work as midwives,” I recognised that “male midwife” has 

been widely used as a convenient shorthand and was likely to capture relevant literature 

if database searches were set up to identify the phrase anywhere within papers rather 

than just in titles or abstracts.  As a sense check, the terms “men AND midwifery” were 

entered into the ProQuest database which produced the most results using the term 

“male midwife.”  The abstracts of the first 100 results were screened and no new papers 

were identified, giving confidence in the use of “male midwife” as a search term. 

16 key databases of healthcare and social science journals were searched for any 

peer-reviewed papers with full text in English and a table of the search results can be 

found in Appendix 2.  Additionally, I adopted a charting approach advocated by Arksey 

and O’Malley (2005)  in order to aid descriptive analysis and synthesis of papers which 

can be found in Appendix 3.  I did not limit the search to any particular time frame as I 

was aware that there were likely to be very limited results.  The abstracts were read to 

identify relevant literature.  Many results related to studies of the male midwife toad 

and could therefore be instantly rejected.  Papers were also excluded if they focused on 

the history of midwifery where the term “male midwife” was used interchangeably with 

what would in contemporary literature be recognised as an obstetrician or “Man 

Midwife” (see Wilson, 1995).  Papers were also excluded if the term “male midwife” 

appeared in the text when describing demographic details of participants (e.g., 

Bermúdez-Tamayo et al., 2017) but the presence of men in midwifery in the data was 
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otherwise incidental.  Another was excluded as it related to traditional birth attendants 

in Borneo (Gianno, 2004).   

The search was originally conducted in March 2019 when 535 results produced 

six papers for inclusion and analysis.  It was repeated in April 2022 when a further 67 

potential papers were identified and abstracts reviewed, of which nine were suitable for 

inclusion – seven empirical studies, one international survey of regulation of men in 

midwifery and one discourse analysis of blog posts.  Searches through reference lists 

and opportunistic searches on the internet produced a further eight papers.  In total, 23 

pieces of literature were identified which to a greater or lesser degree included men who 

were midwives as part of either their research focus or highlighted them as a distinct 

demographic sample, their gender used to make sense of some of their research 

findings.  Only 12 papers (Bly et al., 2020; Charrier, 2011; Digamela & Mthombeni, 

2015; Kantrowitz-Gordon et al., 2014; Lewis, 1991; Madlala et al., 2021; Madlala, 

Ngxongo & Sibiya, 2020; Madlala, Sibiya & Ngxongo, 2020; McKenna, 1991; 

Mthombeni et al., 2018; Sannomiya et al., 2019; Speak & Aitken-Swan, 1982) had men 

in midwifery as the central focus of their research. 

The papers appeared to logically fall into one of four categories based on date of 

publication and place of study.  On closer reading, except for two papers (Mokdad & 

Christensen, 2021; Sannomiya et al., 2019), there was also a clear thematic coherence 

within these categories and therefore a pragmatic decision was taken to group and 

discuss the papers under these themes even though there was a significant disparity in 

the number of papers within each of them:  

o Theme 1: Acceptable? The Problematic Provision of Intimate Care 

o Theme 2: Different? Managing Masculinity 

o Theme 3: Necessary? Plugging a Gap in the Workforce 
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o Theme 4: Equal? Equality, Diversity, and Inclusion 
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Appendix 2: Table of Results for a Literature Review on Men in Midwifery 
 

Database Search Terms Date searched Results Relevant Papers 
AMED 
(Allied and 
complementary medicine 
bibliographic database) 

“male midwife” 
& 
“male 
midwives”  

1/4/19 
 
11/4/22 

3 
 
0 

None relevant 

ProQuest “Male midwi*” 1/4/19 
 
 
 
 
 
 
 
11/4/22 

248 
 
 
 
 
 
 
 
32 
 
 
 

(Burrowes et al., 2017) 
(Muliira & Bosco Ssendikadiwa, 2016) 
(Biza & Mohammed, 2016) 
(Mthombeni et al., 2018) 
(Goshu et al., 2018) 
(Mokdad & Christensen, 2021) 
 
(Mokdad & Christensen, 2021) 
(Bly et al., 2020) 
(Zepro et al., 2021) 
(Bakker et al., 2020) 
(Gora et al., 2021) 

BioMed Central “Male midwi*” 25/3/19 
 
11/4/22 

13 
 
9 

No new relevant literature 
 
No new relevant literature 

BMJ Journals “male midwife” 
& “male 
midwives” 

25/3/19 
 
11/4/2022 

23 
 
0 

No new relevant literature 

Cinahl Plus “male midwi*” 25/3/19 
 
11/4/2022 

34 
 
0 

No new relevant literature 

DOAJ 
(Directory of Open 
Access Journals) 

“male midwi*” 25/3/19 
 
11/4/2022 

12 
 
0 

No new relevant literature 

EThOS  
(e-theses online service) 

“male midwife” 
& “male 
midwives” 

25/3/19 
 
11/4/2022 

10 
 
0 

No new relevant literature 

Health Professionals “male Midwi*” 25/3/19 
 
11/4/2022 

0 
 
0 

No new relevant literature 

Informa Healthcare “male midwife” 
& “male 
midwives” 

1/4/19 
 
11/4/2022 

51 No new relevant literature 
Database no longer accessible 

Ingenta Connect “male midwi*” 1/4/19 
 
11/4/2022 

86 
 
4 

(Mthombeni & Phaladi-Digamela, 2015) 
 
(Madlala, Sibiya, & Ngxongo., 2020) 

Intermid 
(Archive of the British 
Journal of Midwifery 
from 1995) 

“male midwife” 25/3/19 
 
11/4/2022 

13 
 
0 

No new relevant literature 

Intermid “male 
midwives” 

1/4/19 
 
11/4/2022 

21 
 
0 

No new relevant literature 

Internurse “male midwife” 
& “male 
midwives” 

25/3/19 
 
11/4/2022 

2 
 
0 

No new relevant literature. 

Ovid (Northampton Full 
Text Collection) 

Male midwi* 25/3/19 
 
 
11/4/2022 

21 No new relevant literature. 
 
Database no longer available 

Maternity & Infant Care “male midwi*” 
Full text 

25/3/19 
 
11/4/2022 

10 
 
19 

No new relevant literature 
 
(Sannomiya et al., 2019) 
(Tesfaye et al., 2020) 

Medline “male midwife” 
Full text 

25/3/19 
 
11/4/2022 

2 
 
1 

No new relevant literature 
 
(Mordal et al., 2021) 

PsycNET “male midwi*” 25/3/19 
 
11/4/2022 

9 
 
2 

No new relevant literature 
 
No new relevant literature 
 
 
 
 

Additional literature identified opportunistically and through searching 
reference lists 

(Lewis, 1991) 
(Lewis, 1989) 
(Speak & Aitken-Swan, 1982) 
(Kantrowitz-Gordon et al., 2014) 
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(Charrier, 2011) 
(Madlala, Ngxongo, & Sibiya., 2020) 
(Madlala et al., 2021) 
(Kennedy et al., 2006) 
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Appendix 3: Summary of Papers From a Literature Review on Men in Midwifery 
 

Reference Country Summary of paper 
Bakker, R., Sheferaw, E. D., Stekelenburg, J., Yigzaw, T., 

& de Kroon, M. L. A. (2020). Development and 
use of a scale to assess gender differences in 
appraisal of mistreatment during childbirth among 
Ethiopian midwifery students. PLoS ONE, 15(1). 
https://doi.org/10.1371/JOURNAL.PONE.0227958 

 

Ethiopia Quantitative research using ‘Mistreatment 
Appraisal Scale’ tool on n=390 final year 
Ethiopian student midwives (151 males and 
239 females) to test hypothesis whether male 
midwives were more respectful in their care.  
This was not proved, and no significant 
differences noted in results between genders. 

Biza, N., & Mohammed, H. (2016). Pastoralism and 
antenatal care service utilization in Dubti District, 
Afar, Ethiopia, 2015: A cross-sectional study. 
Pastoralism: Research, Policy and Practice, 6(15), 
1-7. https://doi.org/10.1186/s13570-016-0062-0 

 
 

Ethiopia Cross-sectional quantitative study on 
utilization of antenatal care among 
‘pastoralists’ women (n=788), the 
overwhelming majority of whom (n=606) 
lived in rural areas.  104 respondents cited 
possible presence of male professionals as 
reason for birthing at home and 15% of those 
who did not access antenatal care cited 
presence of male midwife as a reason. 

Bly, K. C., Ellis, S. A., Ritter, R. J., & Kantrowitz-Gordon, 
I. (2020). A survey of midwives’ attitudes toward 
men in midwifery. Journal of Midwifery and 
Women’s Health, 65(2), 199–207. 
https://doi.org/10.1111/JMWH.13060 

 

USA A US Cross-sectional internet survey 
(n=864) by midwives on their attitudes 
towards men in the profession. Findings 
generally supported ‘diversification’ of the 
profession to include more men but was 
marked by ‘conflicting interpretations of 
equity’ and concern related to potential loss 
of power, safety and community.’ 

Burrowes, S., Holcombe, S. J., Jara, D., Carter, D., & 
Smith, K. (2017). Midwives’ and patients’ 
perspectives on disrespect and abuse during labor 
and delivery care in Ethiopia: A qualitative study. 
BMC Pregnancy & Childbirth, 17(263), 1-14. 
https://doi.org/10.1186/s12884-017-1442-1 

 

Ethiopia Cross-sectional qualitative study based in a 
city in Ethiopia examining ‘disrespect and 
abuse’ in maternity care.  Semi-structured 
interviews with women who had birthed 
within the last year (n=23), final year student 
midwives (n=15) and qualified midwives 
(n=4).  Stratification for gender meant half of 
women had had care from a ‘male midwife’ 
and over half of students and midwives were 
male.  No difference in ‘report of disrespect 
and abuse’ based on gender of midwife, male 
midwives were ‘well accepted’ and even 
preferred and perceived as demonstrating 
‘greater professionalism, empathy and 
competence.’ 

Charrier, P. (2011). Male midwives in France: An example 
of masculinizing a ‘feminine’ profession? Culture, 
Society & Masculinities, 3(2), 103–123. 
https://doi.org/10.3149/CSM.0302.103 

 

France Theoretical paper hypothesizing an emerging 
‘respective masculinity’ within midwifery in 
France.  Includes primary research findings 
from questionnaire responses of male 
midwives (n=62) and semi-structured 
interviews with n=13 male midwives and 
n=10 male student midwives.  Argues that 
male midwives behave differently from men 
in other gendered professions by not seeking 
to ‘invade’ or ‘transform’ the profession in 
order to accommodate them. 

Gora, G. A., Umer, M. F., Ojulu, P. O., Betaw, S. T., Cham, 
A. O., Gora, O. A., & Qi, X. (2021). Non-
institutional childbirths and the associated socio-
demographic factors in Gambella Regional State, 
Ethiopia. International Journal of Environmental 
Research and Public Health, 18(6), 1–14. 
https://doi.org/10.3390/IJERPH18062859 

 

Ethiopia Quantitative cross-sectional study of n=657 
women using a questionnaire to identify 
factors associated with ‘non-institutional 
childbirth.’  36% of respondents who chose 
‘non-institutional childbirth’ against WHO 
advice stated that fear of male midwife was a 
deciding factor. 

Goshu, M. I., Godefay, H., Bihonegn, F., Ayalew, F., 
Haileselassie, D., Kebede, A., Temam, G., & 
Gidey, G. (2018). Assessing the competence of 
midwives to provide care during labor, childbirth 
and the immediate postpartum period – A cross 
sectional study in Tigray region, Ethiopia. PLoS 
One, 13(10). 
https://doi.org/10.1371/journal.pone.0206414 

 
 
 

Ethiopia Quantitative cross-sectional study assessing 
competence of n=144 midwives through 
observations and interviews. 42 participants 
were male. Being male was identified as a 
significant predictor of increased technical 
and professional competence as a midwife.   

Kantrowitz-Gordon, I., Adriane Ellis, S., & McFarlane, A. 
(2014). Men in midwifery: A national survey. 

USA Internet survey in US completed by n=28 
men and n=3 transgender midwives about 
the impact of gender on education and 



285 

Journal of Midwifery & Women’s Health, 59(5), 
516–522. https://doi.org/10.1111/jmwh.12191 

 

practice. 5 themes identified – singled out, 
social support, exclusion, pride in work and 
the ‘paradox’ of man as minority. 

Kennedy, H. P., Erickson-Owens, D., & Davis, J. A. P. 
(2006). Voices of diversity in midwifery: A 
qualitative research study. Journal of Midwifery & 
Women’s Health, 51(2), 85–90. 
https://doi.org/10.1016/J.JMWH.2005.07.007 

 

USA Qualitative research using focus groups of 
n=15 ACNM members of which 4 were men 
to understand how diverse characteristics 
influenced the practice of midwifery.   

Lewis, P. (1989). Male midwives: Reasons for training and 
subsequent career paths. In J. Wilson-Barnett & S. 
Robinson (Eds.), Directions in nursing research 
(pp. 280–289). Scutari Press. 

 
And: 
 
Lewis, P. (1991). Men in midwifery: Their experiences as 

students and as practitioners. In S. Robinson & A. 
Thomas (Eds.), Midwives, research and careers 
(pp. 271-301). Croom Helm. 

UK 
 
 
 
 
 
 
 
 
 
 

3 Phase study comprising of postal surveys 
to all eligible participants and face-to-face 
interviews with n=6 male midwives.  
Findings include high attrition rates in 
training and high numbers of Australasian 
students who returned home on completion.  
 
The 1991 publication is a book chapter 
which is an expanded version of preliminary 
research published in 1989. Therefore, only 
the 1991 publication was included in the 
review to avoid duplication.  

Madlala, S. T., Ngxongo, T. S., & Sibiya, M. N. (2021). 
Perceptions of student accoucheurs regarding 
gender inequality in midwifery training at Free 
State maternal healthcare institutions. Curationis, 
44(1), e1–e8. 
https://doi.org/10.4102/CURATIONIS.V44I1.1988 

 

South 
Africa 

Qualitative research – ten focus group 
discussions with 40 male ‘student 
accoucheurs’ on ‘gender inequality’ in 
midwifery training and impact on motivation 
and attrition rates. They reported difficulty 
with getting adequate experience due to 
refusal. 

Madlala, S. T., Ngxongo, T. S. P., & Sibiya, M. N. (2020). 
Perceptions of pregnant women regarding student 
accoucheurs’ involvement in maternal health care 
in the Free State Province. International Journal of 
Africa Nursing Sciences, 13, 100255. 
https://doi.org/10.1016/j.ijans.2020.100255 

 

South 
Africa 

Qualitative semi-structured interviews with 
n=30 women who had recently given birth 
about their attitudes towards male ‘nurses’ or 
accoucheurs.  Overwhelmingly they were 
opposed to being cared for by them due to 
cultural reasons but due to lack of income 
felt they would be unable to object. 

Madlala, S. T., Sibiya, M. N., & Ngxongo, T. S. P. (2020). 
Guidelines for student accoucheurs’ acceptance in 
maternal healthcare. International Journal of 
Health Care Quality Assurance, 34(2), 94–109. 
https://doi.org/10.1108/IJHCQA-08-2018-0210 

 

South 
Africa 

Qualitative focus group study – 5 focus 
groups with total n=32 participants (male 
final year students) to identify training needs 
and make recommendations to stakeholders. 

McKenna, H. (1991). The developments and trends in 
relation to men practising midwifery: A review of 
the literature. Journal of Advanced Nursing, 16(4), 
480–489. https://doi.org/10.1111/j.1365-
2648.1991.tb03439.x 

 

UK Historical analysis of the presence of men in 
midwifery and joining the profession in the 
UK 

Mokdad, L., & Christensen, M. (2021). Women’s 
experiences of male nursing and midwifery care: 
An inductive content analysis of blog posts from 
an open-access parenting site. Nursing Forum, 
56(2), 291–297. 
https://doi.org/10.1111/NUF.12545 

 

Australia Inductive content analysis on 128 blog posts 
from online parenting sites.  Authors 
conclude that patients are generally happy 
for technical care to be delivered by a man 
but not for intimate care.  

Mordal, E., Hanssen, I., Kassa, A., & Vatne, S. (2021). 
Mothers’ experiences and perceptions of facility-
based delivery care in rural Ethiopia. Health 
Services Insights, 14, 1-7. 
https://doi.org/10.1177/11786329211017684 

 

Ethiopia Qualitative study with n=19 women. 
Observations and interviews to find out 
motivations for giving birth in 
hospital/healthcare centre.  Hesitancy around 
being cared for by men was a small part of 
discussion but not a significant issue. 

Mthombeni, C. S., Maputle, M. S., & Khoza, L. B. (2018). 
Perceptions of postpartum mothers towards the 
care provided by male student midwives at labour 
units in Limpopo Province, South Africa. African 
Journal of Reproductive Health, 22(2), 60–67. 
https://doi.org/10.29063/ajrh2018/v22i2.6 

 

South 
Africa 

Qualitative explorative design. In-depth 
interviews with n=42 postpartum mothers 
across 5 hospitals in South Africa who had 
received care in labour from male student 
midwives. 95% preferred care of male 
students but this correlated with increased 
parity. 
 
 
 

Mthombeni, C. S., & Phaladi-Digamela, M. R. (2015). 
Midwifery education at a nursing college in 
Limpopo: Clinical learning experiences of male 
nurses. Africa Journal of Nursing and Midwifery, 
17(1), 47–60. 

 

South 
Africa 

Qualitative explorative and descriptive 
study; interviews with n=8 male nurses about 
their clinical midwifery placements. Ante- 
and post-natal placements were relatively 
unproblematic but intrapartum care was a 
source of stress and discomfort as providing 
intimate care conflicted with their personal 
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beliefs and there was inadequate support and 
supervision, often being left alone to 
negotiate this space. 

Muliira, R. S., & Bosco Ssendikadiwa, V. (2016). 
Professional quality of life and associated factors 
among Ugandan midwives working in Mubende 
and Mityana rural districts. Maternal and Child 
Health Journal, 20(3), 567–576. 
https://doi.org/10.1007/s10995-015-1855-2 

 

Uganda Quantitative cross-sectional self-
administered questionnaire surveying 
‘professional quality of life.’  N=224 
midwives in two rural districts.  46 (20%) 
were male.  Male midwives experienced 
‘higher levels of compassion satisfaction, 
burnout and secondary traumatic stress’ due 
to ‘too much care and support they showed 
to the childbearing women.’ 

Sannomiya, M., Sasagawa, E., Hikita, N., Yonezawa, K., & 
Haruna, M. (2019). The proportions, regulations, 
and training plans of male midwives worldwide: A 
descriptive study of 77 countries. International 
Journal of Childbirth, 9(1), 5–18. 
https://doi.org/10.1891/2156-5287.9.1.5 

Japan International survey to determine statistics of 
number of men working as midwives in 109 
countries, along with regulations and training 
plans for male midwives. 

Speak, M., & Aitken-Swan, J. (1982). Male midwives: A 
report of two studies. Dept. of Health and Social 
Security. 

 

UK Statistical and qualitative data evaluating 
acceptability and competence of first male 
students training in the UK: London and 
Scotland. 

Tesfaye, G., Chojenta, C., Smith, R., & Loxton, D. (2020). 
Delaying factors for maternal health service 
utilization in eastern Ethiopia: A qualitative 
exploratory study. Women and Birth, 33(3), e216–
e226. 
https://doi.org/10.1016/J.WOMBI.2019.04.006 

 

Ethiopia Qualitative study – 13 focus groups with a 
total of n=88 participants of different 
stakeholders to identify factors the ‘may 
delay maternal health service utilizsation.’  
Negative attitudes towards possible presence 
of male midwives was a ‘critical delaying 
factor.’  Mostly Muslim faith. 

Zepro, N. B., Medhanyie, A. A., Bezabih, A. M., Tarr, N., 
& Merten, S. (2021). Lived experiences and 
perceptions of childbirth among pastoralist women 
in north-eastern Ethiopia: A multimethod 
qualitative analysis to the WHO health systems 
responsiveness framework. International Journal 
of Environmental Research and Public Health, 
18(23). https://doi.org/10.3390/IJERPH182312518 

Ethiopia Qualitative IPA study; 4 ‘key informant 
interviews’, 6 in depth interviews and 6 
focus group discussion and 12 observations.  
‘Lack of culturally acceptable care’ was 
cited, particularly possibility of being cared 
for by male inhibited attendance at 
healthcare facilities. 
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Appendix 4: Literature Review on Men in Nursing Methodology  

The search used the keywords “men AND nursing,” “men AND nurse,” and “male 

nurse” in 11 databases in order to generate a representative sample of research literature 

on the topic (see Appendix 5).  By reading abstracts for relevance, 72 pieces of literature 

were identified after excluding duplicates.  11 papers were rejected as subjective 

opinion pieces rather than research or theoretical papers but a further 11 papers were 

identified as frequently cited research from reference lists.  Papers were read and re-

read to extract the key themes and phrases.  There was a high degree of recurring 

themes in the relatively large number of papers giving confidence that data saturation 

was likely to have been achieved.  A summary of all the papers can be found in 

Appendix 6.  These were organised into six themes in order to provide a coherent 

narrative overview of the range of papers and topics covered: 

o Theme 1: Men as Manpower  

o Theme 2: Men Being Educated by Women 

o Theme 3: Why Men Choose Women’s Work 

o Theme 4: The Problematic Male Body  

o Theme 5: How Men Survive Women’s Work 

o Theme 6: The Tamed Male Body 

As my focus is exploring the experiences of men once qualified rather than their 

experiences as a student (Theme 2) or their reasons for joining the profession (Theme 

3), these were not integrated as part of the review.  The content of the remaining four 

themes were aligned with the themes identified in the review on men in midwifery in 

order that I could consider points of convergence and divergence between the two 

professions, producing a comparative analysis that may help to further illuminate that 

which is likely to sit at the heart of the unique experiences of men who work as 

midwives.   
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Appendix 5: Table of Results for a Literature Review on Men in Nursing 
Search Terms: “men AND nursing,” “men AND nurse,” and “male nurse.”  

Inclusion criteria: peer reviewed, full text available and written in English.  Where required to 
limit number of results date range was from 1/1/1990 to date of searching. 

Database Search Term Date searched Results Relevant Papers 
AMED Men+nursing 24/5/19 16 (Evans, 2004a) 

 
AMED Men+nurse 24/5/19 0  
AMED Male+nurse 24/5/19 0  
ProQuest Men+nursing 24/5/19 37 (Evans, 2002) 

(Meadus & Twomey, 2011) 
(Harding, 2007) 
(Evans, 2004b) 
(Carte & Williams, 2017) 

ProQuest Men+nurse 24/5/19 3 None relevant 
ProQuest Male+nurse 24/5/19 187 (Chur-Hansen, 2002) 

(Evans, 1997a) 
(Mcmillian et al., 2006) 
(Milligan, 2001) 
(Rajacich et al., 2013b) 
(Adeyemi-Adelanwa et al., 2016) 
(Morin et al., 1999) 
(Stanley, 2012) 
(Eswi & el Sayed, 2011) 
(Whittock & Leonard, 2003) 
(Lodge et al., 1997) 
(Ekstrom, 1999) 
(Jordal & Heggen, 2015) 
(Chiarella & Adrian, 2014) 
(Fisher, 2009) 
(Meadus, 2000) 
(Muldoon & Reilly, 2003) 
(Nilsson & Satterlund Larsson, 2005) 

BMC Men+nursing 24/5/19 11 None relevant 
BMC Men+nurse 24/5/19 11 None relevant 
BMC Male+nurse 24/5/19 171 None relevant 
BMJ “male nurse”  

Date range 
1/1/1990 

24/5/19 95 None relevant 

BMJ “men in 
nursing” 
Date range 
1/1/90 

24/5/19 29 None relevant 

BMJ “men nurse” 24/5/19 8 None relevant 
Cinahl Men+nursing 

Full text 
Peer reviewed 
Date range 1990 
Full text 
English 

26/5/19 417 (O’Lynn, 2004) 
(Whiteside & Butcher, 2015) 
(Juliff et al., 2017) 
(Harding, 2009) 
(Roth & Coleman, 2008) 
(Ellis et al., 2006) 
(Meadus & Twomey, 2007) 
(Galbraith, 1991) 
(Ierardi et al., 2010) 
(Grady et al., 2008) 
(Smith, 2006) 
(Keogh & Gleeson, 2006) 
(Kelly et al., 1996) 
(Tzeng et al., 2009) 

Cinahl Men+nurse 
As above 
Filtered by 
Subject ‘major 
heading 

26/5/19 1066  
Filtered to  
201 

(Clementson, 2008) 
(Harding, 2008) 

Cinahl Male+nurse 
Subject major 
heading 

26/5/19 10722 
Filtered to 
328 

(Colby, 2012) 
(Prideaux, 2010) 
 
 
 
 
 

Emerald Men+nursing 
As above 

26/5/19 2144 
Filtered by 
search term 

(Kellett et al., 2014) 
(Allison et al., 2004) 
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in abstract, 
reduced to 
12 

Informa 
Healthcare 

Men + nursing 
Dates as above 
Full content 

1/6/19 8 in title (Cottingham, 2017) 

Informa 
Healthcare 

Men + nurse 
As above 

1/6/19 8 in title None relevant 

Informa 
Healthcare 

Male + nurse 
As above 

1/6/19 9 in title (Herakova, 2012) 
(Abrahamsen, 2004) 

Ingenta 
Connect 

Men + nursing 2/6/19 1  

Ingenta 
Connect 

Men + nurse 2/6/19 1  

Ingenta 
Connect 

Male + nurse 2/6/19 0  

Internurse Men + nursing 2/6/19 8735 
sorted for 
relevance 
and first 
200 
reviewed 

(Williams, 1996) 
(Bradley & Evans, 2018) 
 

Internurse Men + nurse 2/6/19 8735  
Internurse “Male nurse” or 

“male nurses” 
2/6/19 79 (Rowlinson, 2013) 

(Watson, 2008) 
Ovid Men + nursing 2/6/19 158 in title (Kluczyńska, 2017) 

(Stanley et al., 2016) 
(Sayman, 2015) 
(Weaver et al., 2014) 
(Rajapaksa & Rothstein, 2009) 
(Rochlen et al., 2009) 
(Cudé, 2004) 
(Mackintosh, 1997) 
(Evans, 1997b) 

Ovid Men + nurse 2/6/19 32 in title  
Ovid “male nurse” 2/6/19 322 

Full text 
(Holyoake, 2002) 

PsycNET Men + nursing 2/6/19 112 
Peer 
reviewed 
In 
keywords 

(Powers et al., 2018) 
(Ashkenazi et al., 2017) 
(Cottingham et al., 2015) 
(Cottingham, 2014) 
(Pullen & Simpson, 2009) 

PsycNET Men + nurse 2/6/19 26 
Peer 
reviewed 
In 
keywords 

 

PsycNET “male nurse” 2/6/19 11 
Peer 
reviewed in 
keywords 

(Cottingham, 2019) 

Additional literature identified through searching reference lists (Callister et al., 2000) 
(DeVito, 2016) 
(McDonald, 2013) 
(O’connor, 2015) 
(Folami, 2017) 
(Inoue et al., 2006) 
(Harding et al., 2008) 
(Paterson et al., 1996) 
(Cudé & Winfrey, 2007) 
(Evans, 1997a) 
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Appendix 6: Summary of Papers From a Literature Review on Men in Nursing 
 

Article Methodology Summary 
Abrahamsen, B. (2004). Career 

development and masculinities 
among male nurses. NORA - 
Nordic Journal of Feminist and 
Gender Research, 12(1), 31–39. 
https://doi.org/10.1080/08038740
410005749 

 

Quantitative. 
Retrospective cohort 
analysis of career 
progress (n=1450) of 
male and female 
Norwegian nurses who 
qualified in 1977 

Literature suggests there are ‘two types of 
masculinity processes’ among nurses: Leadership 
and ‘escaping from the bodies.’  Seeks to 
challenge these hypotheses and explore if the 
‘breadwinner’ role determines men’s career 
choices. 
 

• Men leave ‘somatic wards’ quicker 
than women to work in other areas. 

• Men progress to leadership roles in 
greater proportions and more quickly 
than women. 

• Most female nurses will progress to 
working part time whereas this is very 
rare (5%) for male nurses. 

• Evidence of men’s motivation to 
move sectors is determined by higher 
salaries which is not the same for 
women. 

• Suggests working in a ‘modified dual 
breadwinner society’ does not lead 
men to reduce their working hours 
unlike women. 

• When questioned, twice as many men 
as women stated salary as being an 
important factor in deciding choice of 
field of work. 

• Concludes that ‘full time job and the 
breadwinner role is undoubtedly a 
central part of the masculinity project 
among male nurses.’ 

• Intersection of class and gender: men 
‘within psychiatry’ more likely to 
come from a working-class 
background. Men who leave the 
profession twice as likely to have a 
father with a university education. 
‘This suggests a relationship between 
social background and the 
constructions of masculinities among 
male nurses.’ 

Adeyemi-Adelanwa, O., Barton-Gooden, 
A., Dawkins, P., & Lindo, J. L. 
M. (2016). Attitudes of patients 
towards being cared for by male 
nurses in a Jamaican hospital. 
Applied Nursing Research, 29, 
140–143. 
https://doi.org/10.1016/j.apnr.201
5.06.015 

 

Quantitative. 
Descriptive study (n=80) 
inpatients in Jamaican 
hospital using Attitude 
Towards Men in Nursing 
(ATMINS) Tool. 

• Cites study that suggests men 
disadvantaged for promotion as 
midwifery is often a pre-requisite for 
senior positions. 

• Men represent 1% of nursing 
population in Jamaica. 

• 51% negative view of male nurses, 
44% neutral and 4% positive. 

• States Jamaica is an ‘overwhelmingly 
homophobic society’ and this will 
affect how male nurses are perceived 
as survey results were positive about 
their abilities and the care they 
delivered. 

• Majority of patients – male and 
female – unhappy for imitate care 
such as procedural bowel preparation. 

• Study motivated by staff shortages 
and increasing number of men to 
address this. 

Allison, S. T., Beggan, J. K., & Clements, 
C. (2004). Derogatory stereotypic 
beliefs and evaluations of male 
nurses. Equal Opportunities 
International, 23(3/4/5), 162–
178. 
https://doi.org/10.1108/02610150
410787783 

 

Quantitative. 
Survey (n=259) men and 
women on perceptions of 
men in nursing in US 

• Study motivated by men as solution to 
nursing shortage. 

• Overall masculine characteristics and 
masculine-typical job roles most 
highly evaluated over female and 
feminine ones.   

• ‘The feminine and nontraditional 
components of the male nurse 
stereotype appeared to be the source 
of negativity expressed towards them.’ 

• ‘We also discovered that unfavourable 
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stereotypes of male nurses can be 
moderated by highlighting the 
masculine qualities of nurses job 
duties.’ 

• Both men and women harboured 
unfavourable opinions of the concept 
of male nurses. 

• Supposition that disdain not just for 
feminine occupations but for men 
eschew their masculinity for a lesser-
valued feminine occupation. 

• Advocates empahasising masculine 
attributes of male nurses as role 
models to attract more men to 
profession. 

• Makes link between feminine men, 
homosexuality and negative views of 
public. 

Ashkenazi, L., Livshiz-Riven, I., Romem, 
P., & Grinstein-Cohen, O. (2017). 
Male nurses in Israel: Barriers, 
motivation, and how they are 
perceived by nursing students. 
Journal of Professional Nursing, 
33(2), 162–169. 
https://doi.org/10.1016/J.PROFN
URS.2016.08.001 

 
 
 

Quantitative. 
Israeli questionnaire of 
(n=290) nursing students 
using ATMINS scale to 
test hypotheses. 
 

• 10.5% male nurses in Israel. 
• Belief that increase in medical 

technology will lead to concomitant 
increase in men in nursing. 

• Increase in men desirable as will lead 
to increase in status of profession. 

• Men as gay 
• Men do nursing because can’t do 

medicine 
• Men as solution to staffing shortage. 
• Students did not consider nursing as 

characteristically feminine. 
• 52% of students did not agree that 

men in nursing are perceived as gay. 
• 55.5% agreed that professional status 

of nursing dissuades men from 
joining. 

Bradley, E., & Evans, J. (2018). Men in 
healthcare. British Journal of 
Healthcare Assistants, 12(10), 
474–477. 
https://doi.org/10.12968/bjha.201
8.12.10.474 

 
 
 
 

Mixed methods study 
exploring 
underrepresentation of 
men in nursing in 
Scotland.  Focus groups 
with (n=33) male 
students, (n=21) nursing 
lecturers, online survey 
to careers advisors and a 
‘consensus building 
event’ with 53 
stakeholders. 

• Feminised profession a deterrent for 
some men. 

• Advocates for more positive role 
models. 

• Mature students ‘more resilient’ and 
reduce risk of attrition. 

• ‘Gender neutral’ rebranding needed. 
• Unconscious bias training needed. 

Callister, L., Hobbins-Garbett, D., & 
Coverston, C. (2000). Gender 
differences in role strain in 
maternal/newborn nursing 
students. Journal of Nursing 
Education, 39(9), 409–411. 
https://doi.org/10.3928/0148-
4834-20001201-07 

 

Descriptive study from 
USA on (n=20) female 
and (n=20) male nursing 
students collecting date 
from clinical journals on 
‘role strain.’ 

• Male students in neonatology 
placements had higher levels of 
‘reported role stress.’ 

• Men reported feelings of inadequacy 
when caring for childbearing families. 

• Men feared stereotyping. 
• Men were accepted more if they 

introduced themselves first.  

Carte, N. S., & Williams, C. (2017). Role 
strain among male RNs in the 
critical care setting: Perceptions 
of an unfriendly workplace. 
Intensive and Critical Care 
Nursing, 43, 81–86. 
https://doi.org/10.1016/j.iccn.201
7.08.009 

 

Quantitative. 
US study of (n=37) male 
nurses in North America 
using a questionnaire 
with Sherrod Role Strain 
Scale. 

• Role strain defined and four causes: 
role conflict, role overload, role 
ambiguity and role incongruity. 

• Higher rates of attrition for male 
nurses. 

• Greatest sources of role strain were 
role overload and role ambiguity. 

• Male RNs working in hospital 
experience role strain. 
 

Chiarella, M., & Adrian, A. (2014). 
Boundary violations, gender and 
the nature of nursing work. 
Nursing Ethics, 21(3), 267–277. 
https://doi.org/10.1177/09697330
13493214 

 

Australian. 
Case review of 29 
professional misconduct 
cases relating to 
boundary violations. 
 
 

• Men significantly more likely to be 
investigated for boundary violations. 

• 2/3rds of respondents were male but 
made up only 9% of nursing 
population as a whole. 

• Potential for gender stereotyping – 
patients may perceive touch as over-
involved when coming from a male 
nurse. 

• Not replicated for male medical 
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practitioners. 
• Suggests male doctor’s touch has been 

‘normalised.’ 
• Female patients see men as potentially 

more predatory. 
• History of female nurses having 

relationships with patients which was 
celebrated as nursing seen as feminine 
and nurturing and a relationship the 
natural sequelae to this dynamic. 

• Relationships not frowned upon 
‘because female nurses were not seen 
as predatory because they were not 
seen to have the power and status to 
exercise exploitation.’ 

Chur-Hansen, A. (2002). Preferences for 
female and male nurses: The role 
of age, gender and previous 
experience - year 2000 compared 
with 1984. Journal of Advanced 
Nursing, 37(2), 192–198. 
https://doi.org/10.1046/j.1365-
2648.2002.02079.x 

 
 

Australian Quantitative 
study of patients’ 
attitudes to gender of 
nurse using 
questionnaire using 
Ackerman-Ross & 
Sochat Physician 
Preference Questionnaire 
in 1984 (n=176) and 
2000 (n=210). 

• Hypothesizes that ‘longer males are 
part of the nursing profession, the less 
novel they will become and 
preferences and attitudes may reflect 
this.’ 

• In 1984, age did not have an influence 
on preference for gender of nurse. 

•  ‘In both 1984 and 2000, the results 
provide confirmation of studies which 
have shown that the degree of 
intimacy in an interaction is a 
predictor of same-gender preference.’ 

• Most had never or seldom been cared 
for by a male nurse. 

Colby, N. (2012). Caring from the male 
perspective: A gender neutral 
concept. International Journal for 
Human Caring, 16(4), 36–41. 
https://doi.org/10.20467/1091-
5710.16.4.36 

 

Qualitative. Descriptive 
naturalistic inquiry, 
semi-structured 
interviews of (n=11) 
male nurses in USA. 

• ‘No literature was located that 
described the male perspective of the 
essence of nursing.’ 

• Motivated to help other people. 
• ‘Men and women both are equally 

capable of providing caring as a 
nurse’ ‘Transcends gender.’ 

• Male nurses consider the essence of 
nursing as caring. 

• Need for diversity in nursing to 
include men ‘to reflect the patient 
population whom nursing serves.’ 

• Need for gender neutral language and 
imagery in education. 

• Need for men to be included in history 
of nursing. 

Cottingham, M. D. (2017). Caring 
moments and their men: 
Masculine emotion practice in 
nursing. NORMA, 12(3–4), 270–
285. 
https://doi.org/10.1080/18902138
.2017.1312954 

 

Qualitative. USA case 
study of (male nurses 
using audio diaries 
(n=11) and interviews 
(n=29). 

• Argues from a theoretical perspective 
that men in nursing – ‘rather than an 
alternative form of masculinity that 
challenges gender dominance, this 
new ideal may be a reconfiguration of 
traditional practices attuned to the 
demands and rewards of the growing 
service sector economy.’ 

• Horizontal sex segregation – men 
gravitating to ‘low-touch and high-
tech’ fields. 

• Men’s emotional ‘habitus’ elastic and 
changes with situational encounters 
over time – move from socially 
engrained behaviour to more 
‘feminine’ traits. 

• Care can be considered neither 
masculine or feminine but gender 
neutral? ‘Undoing gender’ or 
extending masculinity. 

• Nursing as a transformational 
experience for men to change 
gendered behaviours. 

• Nursing as a ‘cure for toxic masculine 
practices’ – evolving masculinity. 

• ‘They must continually reiterate their 
claim to masculinity, but they can also 
redefine masculinity to align with the 
caring practices they enact on a 
habitual basis.’ 

• ‘Through repetitive interactions with 
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patients, some features of a man’s 
emotional habitus might evolve and 
adapt while others remain fixed and 
durable.’ 

Cottingham, M. D. (2019). The missing 
and needed male nurse: 
Discursive hybridization in 
professional nursing texts. 
Gender, Work & Organization, 
26(2), 197–213. 
https://doi.org/10.1111/gwao.123
33 

 

Discourse analysis of 
professional texts to 
answer the question 
‘how is the male nurse 
discursively constructed 
within professional 
nursing texts?’ 

• Men constructed as missing 
demographic and should be actively 
recruited. 

• ‘Appropriating the rights-based 
discourse of equality and diversity’ 
and identifying the situation of male 
nurses with historically oppressed 
groups. 

• ‘The male nurse is the new 
professional woman.’ 

• Men as unequal. 
• Men needed for diversity. 
• Diversity has the underlying 

assumption that men and women are 
uniquely different – essentialist views 
of gender. 

• No evidence that men can provide 
better care for other men. 

• ‘Politically potent concept of 
diversity.’ 

• Outrage at lack of numerical equity. 
Cottingham, M. (2014) How health care 

organisations mobilize 
masculinities as nursing 
recruitment strategy. Gender & 
Society, 28(1), 133-156. 

              
https://doi.org/10.1177/08912432
13509005 

Case studies/discourse 
analysis of US 
recruitment materials for 
men in nursing to answer 
question: ‘How do 
organizations recruiting 
men to nursing reconcile 
the qualities of dominant 
masculinity that seem at 
odds with the 
requirement that nurse 
provide physical and 
emotional care to 
others?’ 

• ‘Seemingly contradictory demands of 
nursing... with the hegemonic ideals 
of emotional detachment, 
hyperrationality and toughness.’ 

• Need for a more diverse workforce. 
• Hegemonic masculine qualities 

emphasized to make it attractive. 
• Empahasising alternative 

masculinities (making a difference, 
meaningful work). 

• ‘Is the use of hegemonic masculinity – 
ideals that often constrict men and 
reproduce gender inequality – justified 
by the overall goal of desegregating a 
traditionally female profession?’ 

• ‘Facing constrained choice within 
systems of oppression’ – complicity 
and resistance. 

• ‘A strategy of hegemonic 
transformation – one in which 
masculinities and care are not 
constructed as antithetical categories – 
has yet to be realised.’ 

Cottingham, M. D., Erickson, R. J., & 
Diefendorff, J. M. (2015). 
Examining men’s status shield 
and status bonus: How gender 
frames the emotional labor and 
job satisfaction of nurses. Sex 
Roles, 72(7–8), 377–389. 
https://doi.org/10.1007/s11199-
014-0419-z 

 

Quantitative. US Survey 
of (n=730) female and 
male nurses using Likert 
scales. 

• Motivated by men as solution to 
staffing shortages. 

• Emotional labour – Suggests that men 
internalize gender norms so that even 
when deviating from them by working 
in typically female job, their self-
perception is different so apply 
‘agentic and instrumental approach’ to 
work and therefore their ‘status shield’ 
shape their emotional labor and 
improves job satisfaction. 

• Research supported the theory that 
male nurses experienced less 
emotional labor than women. 

• ‘Men in traditionally female 
occupation of nursing may be shielded 
from the negative effects of emotional 
labour in ways that women in the 
profession are not. Covering emotions 
has been generally shown to reduce 
individual well-being. 

• Men benefit from ‘assumed status 
privilege.’ 

• ‘Seeing their emotional labour as 
natural expressions of femininity 
rather than labor they control in an 
agentic sense, women’s emotional 
labor may be more depleting than 
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men’s.’ – i.e. – female nurses view 
emotional labor as an expression of 
their femininity rather than an 
instrumental aspect of their paid 
work.’ 

• Didn’t distinguish on area of work. 
Cudé, G., & Winfrey, K. (2007). The 

hidden barrier: Gender bias, fact 
or fiction? Nursing for Women’s 
Health, 11(3), 254–265. 
https://doi.org/10.1111/j.1751-
486X.2007.00165.x 

 

Discussion piece and 
‘informal survey’ of 
numbers of men working 
in maternity wards in 
parts of USA. (n=12) 
nurses responded to 
further questionnaire. 

• Men can act as role model for new 
fathers. 

• Men not allowed on maternity 
rotations as students. 

• Need to break ‘gender bias’ in 
education and clinical practice. 

DeVito, J. (2016). The experience of male 
nursing students. Nursing Forum, 
51(4), 246–253. 
https://doi.org/10.1111/nuf.12149 

 

Qualitative content 
analysis of interviews 
with (n=23) male 
nursing students in USA. 

• Want to be seen as gender neutral. 
• Curriculum needs to be ‘gender 

neutral. 

Ekstrom, D. N. (1999). Gender and 
perceived nurse caring in nurse–
patient dyads. Journal of 
Advanced Nursing, 29(6), 1393–
1401. 
https://doi.org/10.1046/j.1365-
2648.1999.01026.x 

 

 Quantitative. US study 
of (n=145) nurse-patient 
dyads evenly split 
looking at effect on 
importance of caring by 
gender using Likert scale 
questionnaire. 

• Cites study where role strain for male 
nurses working in female areas not 
significantly higher than for male 
areas. 

• Effect of gender disparity between 
nurse and patient studied – results 
inconclusive. 

• Expectations of male nurse care were 
less for female nurses. 

Ellis, D. M., Meeker, B. J., & Hyde, B. L. 
(2006). Exploring men’s 
perceived educational 
experiences in a baccalaureate 
program. The Journal of Nursing 
Education, 45(12), 523–527. 
https://doi.org/10.3928/01484834
-20061201-09 

 

Qualitative interviews 
with (n=13) male 
nursing students in USA. 

• Lack of role models. 
• Disinterested in obstetrics. 
• Themes of survival, differences, 

nursing school requirements and 
career goals. 

• Wanted more ‘harder’ nursing and 
less community. 

• Men ‘get to the point quicker’ than 
women. 

• Nursing instead of medical school. 
• University just ‘something to get 

through.’ 
Eswi, A., & el Sayed, Y. (2011). The 

experience of Egyptian male 
student nurses during attending 
maternity nursing clinical course. 
Nurse Education in Practice, 
11(2), 93–98. 
https://doi.org/10.1016/j.nepr.201
0.11.012 

 

Mixed methods – 
questionnaires and 
interviews (n=60) male 
student nurses on 
obstetrics rotations. 

• Interesting lit review about men in 
obstetrical rotations. 

• Lack of support from clinical 
instructors. 

• Difficulty acquiring skills. 
• Rejection as stressful. 
• Embarrassment. 

Evans, J. (1997b). Men in nursing: Issues 
of gender segregation and hidden 
advantage. Journal of Advanced 
Nursing, 26(2), 226–231. 
https://doi.org/10.1046/j.1365-
2648.1997.1997026226.x 

 

Discussion paper. • Tokenism. 
• ‘Special & privileged minority status.’ 
• Men will elevate the profession?  

Women should not rely on men to to 
protect them from other men.  
Evidence so far does not bear witness 
to this. 

• May increase ‘inter-occupational 
subordination.’ 

• Male nurses as deviant – a ‘social 
control mechanism.’ 

• Specialization – ‘islands of 
masculinity’ within the profession. 

• Social distancing – avoiding gossip, 
talking with physicians. 

• Choosing specialties which had 
uniform more masculine. 

Evans, J. (2004a). Bodies matter: Men, 
masculinity and the gendered 
division of labour in nursing. 
Journal of Occupational Science, 
11(1), 14–22. 
https://doi.org/10.1080/14427591
.2004.9686527 

 

Qualitative interviews 
(n=8) with male nurses 
in Canada. 

• Historically men’s participation in 
nursing based on physical strength 
(from 19th century). 

• Literature in 20th century persists with 
men being viewed as ‘braun and 
women as ‘brain.’ 

• Not always negative – played into 
concept of ‘chivalry’, reasserted 
masculinity, protector. 

• Equally negative associations with 
masculinity and power/threat of 
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masculine violence. 
• Enforcer-role – undermines caregiver 

role to nursing – enforces notion that 
men not appropriate to caregiver roles. 

• FtP – situating men in roles which 
require restraining/violence makes 
them vulnerable but often used in 
recruitment imagery. 

Evans, J. (2004b). Men nurses: A 
historical and feminist 
perspective. Journal of Advanced 
Nursing, 47(3), 321–328. 
https://doi.org/10.1111/j.1365-
2648.2004.03096.x 

 

Literature Review. • Men’s involvement in nursing based 
on military and religious orders. 

• Historical association with society’s 
outcasts (lepers and insane). 

• Nightingale’s essentialist view of 
women as intrinsically nurses. 

• Historically men excluded – some 
organisations citing practicalities such 
as lack of accommodation and 
separate bathrooms. 

• War WWII accelerated number of 
men into profession (solution to 
shortage). 

• Cites examples in US of men being 
banned from obstetric rotations. 

• Specialization. 
Evans, J. (2002). Cautious caregivers: 

Gender stereotypes and the 
sexualization of men nurses’ 
touch. Journal of Advanced 
Nursing, 40(4), 441–448. 
https://doi.org/10.1046/j.1365-
2648.2002.02392.x 

 

Qualitative, semi-
structured interviews 
with (n=8) male 
Canadian nurses. 

• Good discussion on challenges of 
being a male researching this issue. 

• Felt that care different from men and 
women. 

• Humour in care – bawdy, men-only – 
does this reflect my own experiences 
of women referring to men as useless 
and using language/jokes to bond and 
hence exclude men? 

• Touch problematic. 
• Vulnerable to accusations of 

molestation/misinterpretation. 
• Describes strategies to reduce risk of 

wrongful accusation. 
• ‘The tendency to gravitate towards 

low-touch specialties reinforces the 
notion that men are unable to nurture 
or have difficulty relation to patients 
in a caring manner.’ 

• Caring attitude the same between 
sexes but ‘what is found lacking in 
men nurses is evidence of caring 
behaviours reflective of a feminine 
standard’… perpetuates an artificial 
separation of the masculine and 
feminine and polarizes masculinity 
and femininity.’ 

• Developing practices to protect 
themselves. 

• Activities which render them 
‘sexually safe’ – uniform, discussing 
their children – but not when caring 
for male patients? 

Fisher, M. J. (2009). ‘Being a chameleon’: 
Labour processes of male nurses 
performing bodywork. Journal of 
Advanced Nursing, 65(12), 2668–
2677. 
https://doi.org/10.1111/j.1365-
2648.2009.05120.x 

 

Qualitative using 
‘theorized life history’ 
method of (n=21) male 
nurses in Australia using 
semi-structured 
interviews. 

• More prestigious professions ‘distance 
themselves from the body by 
dematerializing the body.’ 

• Social constructing of nursing as 
female creates barriers and limits their 
ability to demonstrate care. 

• Cites two studies of male midwives in 
UK in 80s. 

• Labelled as homosexual. 
• ‘To overcome the gendered idea of 

nursing, male nurses had to produce 
many counter or oppositional gender 
performances… not fixed dualities, .. 
fluid and tailored to individuals.’ 

• Talk about families to identify as 
straight. 

• Adapt when around women. 
• Fear of being accused of sexual 

impropriety. 
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• Cites example of male midwives using 
less touch and learning to observe 
changes in body – best practice. 
Women more comfortable using lots 
of invasive examinations. 

• Talk of gut feeling if someone 
uncomfortable with them. 

• Male nurses unprepared how to deal 
with gender issues – female nurses not 
a concern as they are a nurse first. 

• Care presented as gender neutral. 
Folami, F. F. (2017). Gender inequality 

and role-strained among male 
nursing students in selected 
nursing institution, Lagos, 
Nigeria. Journal of Education 
and Training Studies, 5(6), 214. 
https://doi.org/10.11114/jets.v5i6.
2435 

 

Quantitative 
questionnaire measuring 
‘gender role identity’ 
among (n=205) male 
nursing students. 

• 68% experienced gender bias from 
lecturers and staff. 

• 50% experienced inequitable 
treatment. 

Galbraith, M. (1991). Attracting men to 
nursing: What will they find 
important in their career? The 
Journal of Nursing Education, 
30(4), 182–186. 
https://doi.org/10.3928/0148-
4834-19910401-11 

 

Quantitative. Male & 
female nursing students, 
early years educators and 
engineers (n=387) in US 
using Likert scales.  

• Men felt they could focus on 
relationship-orientated components in 
their career without compromising 
their masculinity. 

Grady, C., Stewardson, G., & Hall, J. 
(2008). Faculty notions regarding 
caring in male nursing students. 
Journal of Nursing Education, 
47(7), 314–323. 
https://doi.org/10.3928/01484834
-20080701-05 

 

Qualitative. IP – 
interviews of n=1 male 
and n=5 female students 
about concept of caring. 

• Men as solution to staffing shortage. 
• Learning to care unique to men – 

comes naturally to women. 
• No role models, no teaching of 

history, use of ‘she.’ 
• Care as gender neutral but manifested 

differently. 

Harding, T., North, N., & Perkins, R. 
(2008). Sexualizing men’s touch: 
Male nurses and the use of 
intimate touch in clinical practice. 
Research and Theory for Nursing 
Practice, 22(2), 88–102. 
https://doi.org/10.1891/1541-
6577.22.2.88 

 

Discourse analysis from 
interviews with (n=18) 
male nurses in the USA. 

• Stress linked with accusations of 
sexual impropriety. 

• Strategies to manage this. 
• Issues not addressed in education. 

Harding, T. (2008). Suspect touch: A 
problem for men in nursing. 
Nursing Journal, 12, 28–34. 

 

Discourse analysis of 
texts and interviews 
from 18 New Zealand 
male nurses. 

• Touch ‘conflated’ with mothering – 
normalization of women having 
intimate, non-sexual contact with 
another’s body.  

• Nurse semantically linked to 
‘suckling.’ 

• Men as predators or perverts. 
• Feeling vulnerable to accusations. 
• Lack of tailoring education to needs of 

male students. 
• Men working in specialized areas not 

about creating ‘islands of masculinity’ 
but more about creating safe spaces as 
within view of other nurses and more 
likely to need to work in pairs. 

• ‘An a priori imperative is to uncouple 
conceptually the merging of nursing 
with motherhood’ – how does this 
work with midwifery??? 

• Not suspect when coming from male 
doctor – become normalised. 

Harding, T. (2009). Swimming against the 
malestream: Men choosing 
nursing as a career. Nursing 
Praxis in New Zealand, 25(3), 4–
16. 

 

Qualitative interviews 
and discourse analysis as 
above. 

• Formative experiences. 
• Sense of vocation/altruism. 
• Close links with nurses. 
• Fulfilment. 
• Suggests the use of the study is that 

‘for men to overcome such a powerful 
dogma... and remain in the profession 
then they generally need to be 
invested with a powerful motivation 
beyond merely seeing it as a suitable 
occupation.’ 
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Harding, T. (2007). The construction of 
men who are nurses as gay. 
Journal of Advanced Nursing, 
60(6), 636–644. 
https://doi.org/10.1111/j.1365-
2648.2007.04447.x 

 

As above • Male nurses portrayed as gay. 
• One male nurse wore a wedding ring 

to avoid accusation of being gay. 
• Gay men in nursing blamed for 

deterring ‘real men’ from entering the 
profession. 

• Homophobia within nursing means it 
is not a safe space and therefore not a 
reason for gay men to enter the 
profession. 

• Men as solution to staffing shortages. 
Herakova, L. L. (2012). Nursing 

masculinity: Male nurses’ 
experiences through a co-cultural 
lens. Howard Journal of 
Communications, 23(4), 332–
350. 
https://doi.org/10.1080/10646175
.2012.722822 

 

Qualitative. (n=8) male 
nurses in US with in-
depth interviews. 

• Men as solution to staffing shortage. 
• ‘Communication difficulties linked to 

contradictory expectations based on 
the intersections between one’s master 
and’s interactional identities.’ 

• Double consciousness perspective of 
the social world. 

• ‘dynamic relational process’ – to be 
part of the dominant occupational 
culture but demanding inclusion of his 
life experiences – is this domination 
attempt or co-cultural 
communication? 

• Assimilation as tool for acceptance – 
emphasizing commonalities, self-
censoring and overcompensating. 

• Self-censoring. 
• ‘This blending-in is accomplished 

through emphasizing commonalities 
to draw attention away from the 
embodied difference, and through 
censoring self to perform solidarity 
and limit visibility.’ 

• Don’t confront issues in groups but 
orchestrate private meetings to have 
direct conversations – fear of standing 
out but expectation for dominant 
culture to change and include. 

• Overcompensating – ‘superstar’ image 
– perceive that patients may even 
prefer male nurses – increased 
visibility associated with tokenism. 

Holyoake, D.-D. (2002). Male identity in 
mental health nursing. Nursing 
Standard, 16(48), 33–37. 
https://doi.org/10.7748/ns.16.48.3
3.s1 

 

Qualitative. Summary of 
ethnographic research of 
male nurses in 
psychiatric unit.  
Observation, 
interviewing and 
shadowing and semiotic 
analysis. 

• Soft masculinity. 
• Gender neutral caring. 
• Nurse as gay. 

Ierardi, J. A., Fitzgerald, D. A., & 
Holland, D. T. (2010). Exploring 
male students’ educational 
experiences in an associate 
degree nursing program. The 
Journal of Nursing Education, 
49(4), 215–218. 
https://doi.org/10.3928/01484834
-20091217-04 

 

Qualitative. Semi-
structured interviews 
with (n=7) US male 
nurses. 

• Men as solution to staffing shortage. 
• Same motivations as women – care as 

gender neutral 
Second careers. 

Inoue, M., Chapman, R., & Wynaden, D. 
(2006). Male nurses’ experiences 
of providing intimate care for 
women clients. Journal of 
Advanced Nursing, 55(5), 559–
567. 
https://doi.org/10.1111/j.1365-
2648.2006.03948.x 

 

Content analysis of 
interviews with (n=12) 
male nurses in Australia. 

• Defined intimate care as both 
emotional and physical. 

• Aware of gender difference when 
providing intimate care. 

• Mobilized strategies to manage 
discomfort. 

Jordal, K., & Heggen, K. (2015). 
Masculinity and nursing care: A 
narrative analysis of male 
students′ stories about care. Nurse 
Education in Practice, 15(6), 
409–414. 

Qualitative. (n=6) female 
and (n=3) male nursing 
students in Norway.  
Narrative review of 
interviews. 

• Higher dropout rate among male 
students than female ones. 

• Men need to think like nurses and 
think like women – dual role strain. 

• Men as solution to nursing shortage. 
• Male nurses as superheroes. 
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https://doi.org/10.1016/j.nepr.201
5.05.002 

 

• Merging masculinities with 
occupational norms. 

Juliff, D., Russell, K., & Bulsara, C. 
(2017). Male or nurse what 
comes first? Challenges men face 
on their journey to nurse 
registration. Australian Journal of 
Advanced Nursing, 34(2), 45–52. 

 

Qualitative, semi 
structured interviews of 
Australian (n=9) male 
newly qualified nurses. 

• High attrition rate. 
• ‘Didn’t you want to be a doctor?’ 
• Want to be seen as same – “I am a 

nurse, not a male nurse’. Don’t like it 
when people say it is good to see more 
men in nursing. 

• Nurses as gay. 
• ‘Outsider within.’ 
• Congregating with other male nurses. 
• Preferences for mental health/critical 

care/technical areas. 
• Lack of learning opportunities. 
• Need for male role model as 

educators. 
Kellett, P., M. Gregory, D., & Evans, J. 

(2014). Patriarchal paradox: 
Gender performance and men’s 
nursing careers. Gender in 
Management: An International 
Journal, 29(2), 77–90. 
https://doi.org/10.1108/GM-06-
2013-0063 

 
 
 
  

Article – not primary 
research 
Lit review. 

• Men choosing nursing for the same 
reasons as women. 

• High attrition rates. 
• Lack of role models. 
• Problems with sexualization of men’s 

touch. 
• Homosexuals, predators and 

paedophiles. 
• Use of humour to diffuse tension. 
• Interacting in formal manner. 
• Modified masculinities/compensatory 

behaviour. 
• Braun/protector role. 
• Highly visible – either 

disproportionately disciplined or 
rewarded – patriarchal paradox – 
depends on men’s ability to navigate 
liminal space. 

• Men’s gendered performance of 
nursing care may be deemed 
inappropriate by educators and 
mentors leading to attrition rates. 

• Chameleons. 
• Suggests a move away from micro 

level understanding of individual 
experiences and putting gender theory 
into curriculum. 

Kelly, N. R., Shoemaker, M., & Steele, T. 
(1996). The experience of being a 
male student nurse. The Journal 
of Nursing Education, 35(4), 
170–174. 
https://doi.org/10.3928/0148-
4834-19960401-08 

 

Qualitative. Focus 
groups (n=4) with male 
students (n=18) in USA. 

• Poor public image of profession; 
feminine work & low status. 

• Altruism motivation for becoming a 
nurse. 

• Modified masculinities. 
• Homosexuality. 
• Braun. 
• Lack of learning opportunities. 
• Lack of role models/isolation. 

Keogh, B., & Gleeson, M. (2006). Caring 
for female patients: The 
experiences of male nurses. 
British Journal of Nursing, 
15(21), 1172–1175. 
https://doi.org/10.12968/bjon.200
6.15.21.22375 

 

Qualitative. Semi-
structured interviews 
with (n=6) male 
psychiatric nurses and 
(n=5) male general 
nurses in Ireland. 

• Fear of sexual allegations – avoidance 
or chaperoning. 

• Anxiety and developing coping 
strategies. 

• Lack of guidance in education on 
appropriate use of touch. 

Kluczyńska, U. (2017). Motives for 
choosing and resigning from 
nursing by men and the definition 
of masculinity: A qualitative 
study. Journal of Advanced 
Nursing, 73(6), 1366–1376. 
https://doi.org/10.1111/jan.13240 

 

Qualitative, grounded 
theory. Interviews with 
(n=17) male nurses in 
Poland. 

• Men as solution to staffing shortages. 
• Men in Poland 1.8% of population. 
• Men have same motivations as 

women. 
• In Poland, motivated by ability to 

work abroad 
• ‘Wannabe’ doctors. 
• Job security. 
• High attrition rates. 
• Working in specialized areas. 

Lodge, N., Mallett, J., Blake, P., & MSc, I. 
F. (1997). A study to ascertain 
gynaecological patients’ 
perceived levels of 

Quantitative. 
Questionnaire of (n=91) 
gynae cancer patients. 

• Cites legislation which means men 
can be excluded from gynaecology 
posts. 

• Positive early evaluations of male 
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embarrassment with physical and 
psychological care given by 
female and male nurses. Journal 
of Advanced Nursing, 25(5), 893–
907. 
https://doi.org/10.1046/j.1365-
2648.1997.1997025893.x 

 

nurses in midwifery. 
• Results were varied – preferences for 

male or female nurses not dependent 
on age or social standing. 

• ‘Gynaecologic malignancies are 
unique because they inflict not only 
pain .. but also the capability of 
devastating the female identity.’ – do 
they interact differently from patients 
with non-gynae malignant conditions? 

• Exposure to male nurses reduced 
preference for female nurses. 

• Women not in relationships less 
concerned about gender of carer. 

• Worry about partners: ‘Actual care 
from a male may not be the issue… 
the female patient may not wish to 
appear to displace her partner as the 
only male allowed o protect her, to 
provide her and to be close to her.’ 

Mackintosh, C. (1997). A historical study 
of men in nursing. Journal of 
Advanced Nursing, 26(2), 232–
236. 
https://doi.org/10.1046/j.1365-
2648.1997.1997026232.x 

 

Historical overview of 
men in nursing.  

• Florence Nightingale responsible for 
the essentializing of nursing as caring 
and female. 

• Written from perspective of men as 
solution to workplace shortages. 

McDonald, J. (2013). Conforming to and 
resisting dominant gender norms: 
How male and female nursing 
students do and undo gender. 
Gender, Work & Organization, 
20(5), 561–579. 
https://doi.org/10.1111/j.1468-
0432.2012.00604.x 

 

Overview of literature 
and 12 in-depth 
interviews with (n=5) 
male nurses and (n=7) 
female nurses in USA. 

• Men perform masculinity by working 
in more gender congruent areas of 
nursing. 

• Emphasise commonalities with female 
colleagues and distance themselves 
from negative masculine 
characteristics. 

• Advocates moving away from 
divisions and empahasising 
commonalities. 

McMillian, J., Morgan, S. A., & Ament, P. 
(2006). Acceptance of male 
registered nurses by female 
registered nurses. Journal of 
Nursing Scholarship, 38(1), 100–
106. 
https://doi.org/10.1111/j.1547-
5069.2006.00066.x 

 

Quantitative. Survey 
with Likert scales of 
(n=105) female nurses in 
USA. 

• High attrition rates. 
• Correlation between rural nurses and 

resenting entry of men into profession 
in comparison to urban nurses. 

• Ambivalent responses overall. 
• Exposure to male nurses changed 

attitudes. 

Meadus, R. J. (2000). Men in nursing: 
Barriers to recruitment. Nursing 
Forum, 35(3), 5–12. 
https://doi.org/10.1111/j.1744-
6198.2000.tb00998.x 

 

Narrative literature 
review. 

• Men deterred by entrenched societal 
stereotypes. 

• Men need for profession. 
• Advocates ‘affirmative action.’ 

Meadus, R. J., & Twomey, J. C. (2011). 
Men student nurses: The nursing 
education experience. Nursing 
Forum, 46(4), 269–279. 
https://doi.org/10.1111/j.1744-
6198.2011.00239.x 

 

Qualitative. Focus 
groups of (n=27) male 
student nurses in 
Canada. 

• Nursing shortage. 
• Diversity. 
• High attrition rates. 
• Cites study about midwives 

considering men in obstetrics rotation 
inappropriate in US study in 
comparison to service users. 

• Discomfort at maternity placement. 
• Braun. 

 
Meadus, R. J., & Twomey, J. C. (2007). 

Men in nursing: making the right 
choice. The Canadian Nurse, 
103(2), 13–16. 

 

Quantitative. 
Questionnaires (n=62) of 
Canadian male nurses. 

• Nursing shortage. 
• Diversity/reflection of population. 
• Motivated by financial/job security. 
• Lack of role models. 

Milligan, F. (2001). The concept of care in 
male nurse work: An ontological 
hermeneutic study in acute 
hospitals. Journal of Advanced 
Nursing, 35(1), 7–16. 
https://doi.org/10.1046/j.1365-
2648.2001.01818.x 

 
 

Qualitative. (n=8) male 
nurses in UK using semi-
structured interviews. 

• Braun/heavy work. 
• Male first then nurse. 
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Morin, K. H., Patterson, B. J., Kurtz, B., & 
Brzowski, B. (1999). Mothers’ 
responses to care given by male 
nursing students during and after 
birth. The Journal of Nursing 
Scholarship, 31(1), 83–87. 
https://doi.org/10.1111/j.1547-
5069.1999.tb00426.x 

 

Qualitative. Ethnography 
(n=32) women 
postnatally. 
 

• Maternal-infant rotation. 
• Cites 1984 study by Mynaugh in US 

on 400 patients’ opinions on male 
nurses in obstetrics. 

• More comfortable with older, married 
men. 

• Less comfortable with intimate care. 
• Personality of man mattered. 
• Recognition that it was potentially 

discriminatory and not rational. 
• One woman didn’t like being touched 

by other women. 
• Worried about discomfort for 

husband. 
Muldoon, O., & Reilly, J. (2003). Career 

choice in nursing students: 
Gendered constructs as 
psychological barriers. Journal of 
Advanced Nursing, 43(1), 93–
100. 
https://doi.org/10.1046/j.1365-
2648.2003.02676.x 

 

Quantitative. Male & 
female student nurses in 
Northern Ireland 
(n=384) using 
questionnaire. 

• Specialisms rated as gendered as you 
would expect. 

• Talks about ‘psychologically 
androgynous’ nurses.  

Nilsson, K., & Satterlund Larsson, U. 
(2005). Conceptions of gender - 
A study of female and male head 
nurses’ statements. Journal of 
Nursing Management, 13(2), 
179–186. 
https://doi.org/10.1111/j.1365-
2934.2004.00504.x 

 

Qualitative. Interviews 
with (n=18) male and 
(n=18) female head 
nurses. 

• ‘Criticism has also been raised at 
emphasizing similarities between 
women and men, since this poses risks 
that women will be forced into 
predetermine patterns in contexts in 
which men’s pattern of behaviour 
represents the norm.’ 

• Male communication more direct, 
women more roundabout. 

• Men technical and women carers. 
• Men have more self-confidence. 
• Men encouraged and facilitated to 

positions of power by women. 
O’Connor, T. (2015). Men choosing 

nursing: Negotiating a masculine 
identity in a feminine world. 
Journal of Men’s Studies, 23(2), 
194–211. 
https://doi.org/10.1177/10608265
15582519 

 

In depth interviews with 
(n=18) male nurses in 
Ireland. 

• Tendency to distance themselves from 
traditional motivations for choosing 
nursing (caring/vocation). 

O’Lynn, C. E. (2004). Gender-based 
barriers for male students in 
nursing education programs: 
prevalence and perceived 
importance. The Journal of 
Nursing Education, 43(5), 229–
236. 
https://doi.org/10.3928/01484834
-20040501-08  

 

Lit review and survey of 
181 male nurses in USA. 

• Men as solution to shortage. 
• Historically discouraged men into 

nursing so must now reverse this 
pattern. 

• Diversity. 
• High attrition rates. 
• History of men diminished with not 

only FN but higher wages available in 
industry. 

• “We nurses wait for men to apply for 
admission to nursing schools, and 
when they stay away we figuratively 
shrug our shoulders at their lack of 
interest.” 

• Feminization and erasure of men’s 
contribution aggravate situation. 

• Gender-role conflict model. 
• Lack of role model. 
• No men’s health content. 
• Vulnerable to accusation of 

impropriety/problematic touch. 
• Problematic ob/gyn rotation. 
• Anti-male remarks. 

Powers, K., Herron, E. K., Sheeler, C., & 
Sain, A. (2018). The lived 
experience of being a male 
nursing student: Implications for 
student retention and success. 
Journal of Professional Nursing, 
34(6), 475–482. 
https://doi.org/10.1016/J.PROFN
URS.2018.04.002 

Qualitative. (n=11) male 
nurses reflecting on their 
education in USA. 

• Diversity. 
• Interested in nursing ‘for the wrong 

reasons’ – to become a doctor. 
• Assumption all nurses familiar with 

female anatomy. 
• Maternity setting problematic, tried to 

avoid. 
• Discussions and pronouns gender 

specific and excluding. 
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 • Perception faculty harder on students 
and didn’t like men – not clear if it 
was because they were men or 
because they were more vocal and 
assertive than women. 

• Singled out – names known, feeling 
you are being discussed.   

• Motivated by job security. 
• Braun – didn’t mind this. 
• Maternity singled out – ‘male 

ostracization.’ 
• If mentors asked if it was ok to have a 

male student, the patient refused – 
don’t say ‘female student’ – suggest 
not making an issue of it. 

• No male role models – ones 
encountered inspirational. 

• Value of male peers. 
Prideaux, A. (2010). Male nurses and the 

protection of female patient 
dignity. Nursing Standard, 
25(13), 42–49. 
https://doi.org/10.7748/ns2010.12
.25.13.42.c8121 

 

Narrative review of 
professional, ethical and 
legal issues for men in 
nursing caring for 
women. 

• Challenges are present due to 
stereotypes. 

• Recommends greater guidance from 
universities. 

Pullen, A., & Simpson, R. (2009). 
Managing difference in feminized 
work: Men, otherness and social 
practice. Human Relations, 62(4), 
561–587. 
https://doi.org/10.1177/00187267
08101989 

 

Qualitative study of 
(n=25) male nurses and 
primary teachers in UK 
(15 nurses and 10 
teachers). 

• ‘Men have been found to reconstruct 
the job so as to minimize its non-
masculine associations and engage in 
compensatory gendered practices so 
as to restore a dominating position.’ 

• ‘Gender is a social practice that is 
(re)produced in its performance.’ 

• Doing gender...involves the 
(re)creation, negotiation and 
maintenance of difference in specific 
social and institutional contexts.. a 
repertoire of practices…’ 

• ‘Gender and identity are conceived as 
emergent and incomplete rather than a 
product that can be achieved. 
Masculinities, as social practices, can 
therefore be seen as created and 
negotiated in interaction... and 
characterized by multiplicity, 
ambiguity and tension... masculinity is 
never complete and is the product of 
performances in certain situations. 
These performances involve the doing 
as well as the undoing of gender and 
difference at work.’ 

• ‘Women, due to their marginalized 
position and hence greater sensitivity 
to gender dynamics and gender power 
relations, might produce a more 
appropriate lens. Men by contrast at 
the centre of knowledge production, 
tend to remain ‘imprisoned’ within 
established epistemological 
frameworks and might have more 
difficulty uncovering dynamics of 
gendered power.’ 

• Masculine characteristics of 
rationality, cool-headedness 
emphasized, - women rule bound and 
bureaucratic. Maverick identity. 

• Assimilation into higher status club of 
doctors and consultants.  

• Women too deferential 
• ‘Masculinity is .. a source of struggle 

and resistance’ 
• Promoting femininity to capitalize on 

nurturing, breaking the mould, pride 
in these skills – masculinity to be 
controlled and managed. 

• Problematic touch. 
• Masculinity can be partly undone but 

bodies not so easily. 
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• Homosexuality. 
• Hypermasculinity. 
• ‘.. Highlight the complexities and 

occasional paradoxes of difference 
and how men in not traditional 
occupations both do and undo 
masculinity and femininity – 
supporting and subverting the status 
quo as the seek security and 
legitimacy within their non-traditional 
role.’ 

• Processes of assimilation and 
differentiation. 

Rajacich, D., Kane, D., Williston, C., & 
Cameron, S. (2013). If they do 
call you a nurse, it is always a 
“male nurse”: Experiences of 
men in the nursing profession. 
Nursing Forum, 48(1), 71–80. 
https://doi.org/10.1111/nuf.12008 

 

Qualitative. Focus 
groups of (n=16) male 
Canadian nurses. 

• Solution to staffing crisis. 
• Retention problems. 
• ‘40% admitted to feeling 

uncomfortable disclosing their chosen 
profession.’ 

• Good lit review summary. 
• Second careers or motivated by 

friends and family or exposure. 
• Remain in career as motivated by 

‘making a difference’, caring. 
• Physically and emotionally 

exhausting- burn out. 
• Visible minority – need to be a 

positive role model, higher scrutiny. 
• Double standards – women ok in 

men’s caring. 
• Given the heavy work – trading heavy 

work for intimate care. 
• Always preceded by their gender. 
• Want profession to be gender neutral 

– caring just be a ‘decent human 
being.’ 

• Need for role models. 
• Suggest promoting nurses as 

‘superheroes’ to attract more men. 
Rajapaksa, S., & Rothstein, W. (2009). 

Factors that influence the 
decisions of men and women 
nurses to leave nursing. Nursing 
Forum, 44(3), 195–206. 
https://doi.org/10.1111/j.1744-
6198.2009.00143.x 

 

Quantitative. (n=1589) 
nurses in US not 
employed as nurses at 
time of survey. 

• Solution to staffing crisis. 
• Retention problems. 
• Role strain theory. 
• Main reasons for leavings were 

inconvenient hours, more rewarding 
job found and better paid work.  
Salary most significant for men. 

• Despite role strain theory, men no 
more likely than women to leave 
nursing for reasons of a more 
rewarding position. 

• Less attention should be paid to their 
minority status and more to 
compensation. 

• ‘Men do not leave nursing for other 
occupations because of dissatisfaction 
with their roles as nurses, but rather 
because of their perceptions of the low 
financial rewards associated with 
nursing. 

Rochlen, A. B., Good, G. E., & Carver, T. 
A. (2009). Predictors of gender-
related barriers, work, and life 
satisfaction among men in 
nursing. Psychology of Men & 
Masculinity, 10(1), 44–56. 
https://doi.org/10.1037/a0013291 

 

Quantitative. (n=174) 
male nurses in USA 
completing online 
questionnaire. 

• Discrediting notions of ‘Bern Sex 
Role inventory.’ 

• Gender Role Conflict paradigm and 
instrument. 

• No difference – ‘overall the findings 
suggest that men employed as nurses 
are largely similar to other groups of 
adult men. Despite being in the 
distinct minority... men employed as 
nurses reported being satisfied with 
their work and similar levels of social 
support and life satisfaction compared 
with.. data for men.’ 

Roth, J. E., & Coleman, C. L. (2008). 
Perceived and real barriers for 
men entering nursing: 
Implications for gender diversity. 

Lit review. • Staffing shortage (USA). 
• 23% nurses in Netherlands male. 
• ‘The search did not exclude older 

article in favor more current articles 
because the problems and perceived 
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Journal of Cultural Diversity, 
15(3), 148–152. 

 

barriers for men in nursing were 
historical and remained a consistent 
theme in the literature.’ 

• Public image of nursing is female, 
subordinate, powerless. 

• Men as gay/deviant. 
Rowlinson, L. (2013). Lived experience of 

being a nurse from a male and 
female perspective. British 
Journal of Nursing, 22(4), 218–
222. 
https://doi.org/10.12968/bjon.201
3.22.4.218 

 

Qualitative. 1 male and 1 
female nurse in UK.  
Semi-structured 
interviews and reflexive 
field notes. 

• Both equally motivated by ‘making a 
difference.’ 

• Progress quicker/careerist. 
• Female nurses more ‘hung up’ on 

patient preference than men. 
• ‘It takes a special type of man.’ 

Sayman, D. M. (2015). Fighting the 
trauma demons: What men in 
nursing want you to know. 
Nursing Forum, 50(1), 9–19. 
https://doi.org/10.1111/nuf.12073 

 

Qualitative. (n=10) male 
nurses in US, semi-
structured interviews. 

• Staffing shortage. 
• Attrition. 
• Symbolic interactionism: ‘The nursing 

profession is laden with symbolism 
for both men and women and those 
embedded images in nursing may 
deter many men from entering the 
occupation.’ 

• ‘Work provides a strong social 
platform where gendered differences 
are most glaring.’ 

• ‘Most of the participants in this study 
did not enter nursing as an original 
career choice, suggesting that these 
men originally felt the need to comply 
with societal norms of sex-role 
appropriate expectations of 
employment…. More men enter the 
nursing profession as displaced 
workers from other fields.’ 

• Female lecturers didn’t like them. 
• Dislike of OB rotation. 
• Hypermasculinity – situation 

themselves as heroes. 
• Not admitting to others they are a 

nurse. 
• Being questioned: ‘why did you just 

become a nurse? Why not a doctor?’ 
• Heavy lifting. 

Smith, J. S. (2006). Exploring the 
challenges for nontraditional 
male students transitioning into a 
nursing program. The Journal of 
Nursing Education, 45(7), 263–
269. 
https://doi.org/10.3928/01484834
-20060701-05 

 

Mixed methods – 29 
male students over 25 at 
university in USA. 
Survey & interviews. 

• Critical demography – ‘the literature 
review demonstrates that current 
studies of male nursing students 
included significant numbers of 
nontraditional students (older). 

• Men just as caring as women. 
• Lack of locker room facilities. 
• Maturity meant that they could put 

these into perspective and not worry 
about them. 

• Rejection in OB rotation. 
Stanley, D., Beament, T., Falconer, D., 

Haigh, M., Saunders, R., Stanley, 
K., Wall, P., & Nielson, S. 
(2016). The male of the species: 
A profile of men in nursing. 
Journal of Advanced Nursing, 
72(5), 1155–1168. 
https://doi.org/10.1111/jan.12905 

 

Quantitative – e-survey 
of (n=1055) nurses in 
Australia. 

• In lit review summarises the areas 
covered by previous research as 
masculinity of male nurses; 
stereotyping/perception of male 
nurses; barriers in education and 
profession. 

• Twice as many female as male nurses 
went straight from school which 
replicates research from US and 
Canada. 

• Portrayed as gay. 
• Would leave for money. 
• Braun. 
• Suggest changing the title ‘nurse’ to 

attract more men. 
• Found midwifery challenging area. 

Stanley, D. (2012). Celluloid devils: A 
research study of male nurses in 
feature films. Journal of 
Advanced Nursing, 68(11), 2526–
2537. 

Analysis of portrayal of 
men in nursing (and 
midwifery in 13 films. 

• Negative stereotypes portrayed – 
deviant masculinity and/or sexuality. 

• ‘The implication is that men and 
midwifery care are incompatible 
reflecting the view that men… have 
no place in the delivery process.’ 
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https://doi.org/10.1111/j.1365-
2648.2012.05952.x 

 

• Seen as comedic value but not if it’s a 
doctor. 

• Morally corrupt, effeminate or 
incompetent. 

Tzeng, Y.-L., Chen, J.-Z., Tu, H.-C., & 
Tsai, T.-W. (2009). Role strain of 
different gender nursing students 
in obstetrics practice. Journal of 
Nursing Research, 17(1), 1–9. 
https://doi.org/10.1097/JNR.0b01
3e3181999b85 

 

Cross sectional survey of 
(n=95) female and 
(n=55) male student 
nurses in Taiwan on their 
obstetric practice. 

• Role strain higher for men. 
• Felt instructors unable to adequately 

support them. 
• Experienced negative attitudes from 

patients. 

Weaver, R., Ferguson, C., Wilbourn, M., 
& Salamonson, Y. (2014). Men in 
nursing on television: Exposing 
and reinforcing stereotypes. 
Journal of Advanced Nursing, 
70(4), 833–842. 
https://doi.org/10.1111/jan.12244 

 

Discourse analysis of 5 
US tv programmes with 
male characters. 

• Nurse shortage. 
• ‘You must be the doctor.’ 
• Gay. 
• Deviant 

masculinity/Hypermasculinity. 
• Source of comedy. 
• Representing multiple minority 

statuses. 
• Contradictory – expose and also 

reinforce stereotypes. 
• Generally competent (unlike in film). 

Whiteside, J., & Butcher, D. (2015). ‘Not 
a job for a man’: Factors in the 
use of touch by male nursing 
staff. British Journal of Nursing, 
24(6), 335–341. 
https://doi.org/10.12968/bjon.201
5.24.6.335 

 

Literature Review. • Men are 95% of cohort in one school 
in Jordan. 

• Men initially attracted by initial career 
intensions but specialize in technical 
areas. 

• Discrimination? 
• Touch fundamental but intimate 

touch: ‘critical to effective nursing but 
where male nursing students and staff 
often receive limited or poor 
instruction, resulting ambiguity and 
uncertainty.’ 

• FtP. 
• Does gender create specific ethical, 

legal and practical dilemmas? 
• Fear of misinterpretation. 
• Negative reactions from staff 

(particularly in OBs). 
• Female staff view themselves as 

gatekeepers – block male students. 
• ‘Anxiety’ and ‘fear’ in relation to 

touching female patients. 
• Good summary of literature. 

Whittock, M., & Leonard, L. (2003). 
Stepping outside the stereotype. 
A pilot study of the motivations 
and experiences of males in the 
nursing profession. Journal of 
Nursing Management, 11(4), 
242–249. 
https://doi.org/10.1046/j.1365-
2834.2003.00379.x 

 
 
  

Qualitative. Pilot study 
of (n=?) male nurses – 
student and practicing. 
Semi-structured 
interviews to develop a 
survey. 

• Men as solution to shortage (UK). 
• 23% in Netherlands. 
• Men in nursing – dissolution of 

monasteries damaged this 
• Salmon report imposing management 

structures on nursing made it more 
masculine. 

• Lack of careers advice/role models. 
• Caring a motivating factor, exposed to 

caring.  
• Problems/exclusion from maternity 

placements. 
• Problems from staff and not patients. 
• Gay. 

Williams, R. (1996). Men’s health: A role 
for men in health visiting? British 
Journal of Community Health 
Nursing, 1(7), 394–398. 
https://doi.org/10.12968/bjch.199
6.1.7.7537 

 

Narrative literature 
review. 

• Masculinity is important context for 
understanding role of male nurses in 
health visiting. 

• Public health role for men in health 
visiting. 
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Appendix 7: Interview Schedule 
 
Opening Questions 

o What does it mean to you to be a midwife? 
(Can you tell me more about that? 
Can you give me an example? 
Can you tell me how this made you feel?) 
 

o Tell me about your midwifery career so far. 
 

o What were your thoughts and feelings when you were making the decision 
to become a midwife? 

 
o What does a good and/or bad day at work as a midwife feel like? 

(What makes it a good or day?) 
 
Key Questions 

o How do you think other people see you at work? 
(Service users? Friends? Family? Co-workers?) 
 

o How do you see yourself at work? 
(Do you see yourself as different from your colleagues? 
 

o On a day-to-day basis, how much do you think about gender when working 
as a midwife? 

(What causes you to be aware of it? (situations/events/interactions with others?)) 
 

o Can you give me an example of when you became aware/were made aware 
of your gender at work? 

(How did this make you feel? What were your thoughts at the time?) 
 

o That nature of working as a midwife often requires us to provide intimate 
care: 
How do you understand the term “intimate care”? 
Can you tell me a bit more about your experiences with this aspect of your 
work? 

(Can you describe some of your thoughts and feelings when carrying out this aspect of 
midwifery care?) 
 

Closing Questions 

o Is there anything you would like to add about your experiences of being a 
man in midwifery? 

 
o Are there any questions that you were expecting me to ask you that I 

haven’t asked? 
 

o Is there anything that you would like to ask me? 
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Appendix 8: Ethics Application 
Ethics ETH1920-0009: Mr John Pendleton (Medium risk) 

Date 27 Aug 2019 
Researcher Mr. John Pendleton 
Student ID                   04102696 
Project The lived experiences of men in midwifery 
Faculty Health, Education, and Society 
Division Health Professions 

 
Ethics application 

Project Details 

Title of proposed research project 

The lived experiences of men in midwifery 
 
Researchers 

Mr. John Pendleton 
 
Researcher Biography 

My research proposes to Interpretative Phenomenological Analysis (IPA) to 
explore the experiences of men who work as midwives with a focus on the 
significance of gender in constructing their professional identity and the impact it 
has on their working lives. I am myself a male midwife who qualified in 2009 and 
worked clinically for five years before joining the University of Northampton as a 
lecturer in midwifery. My experiences of working as a male midwife in an 
exclusively female environment have provided the initial impetus for the research. 
I will acknowledge these experiences in the form of reflexivity. 

I have knowledge of basic research theories from my undergraduate and 
postgraduate studies in Midwifery (BSc (Hons)) and Education (MSc) as well as 
extensive experience of applying research to practice as a clinical midwife. For my 
MSc I conducted phenomenological research using focus groups to explore the 
experiences of student midwives interviewing applicants to the midwifery 
programme. I also have 9 years’ experience of making documentaries for BBC 
television which involved extensive interviewing of contributors, managing large 
volumes of sensitive data and negotiating editorial policy, ethical, and legal issues 
prior to broadcast with a duty of care to prioritise the wellbeing of vulnerable 
individuals. 

I have experience of writing for publication in peer reviewed journals as well as 
having peer reviewed research for publications including British Journal of Nursing, 
Journal of Gender Studies, Journal of Health Services Research and Policy, and 
PLOS One. 
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Project Outline 

The aim of the research is to explore the experiences of men in midwifery in the 
UK. There is a long tradition of midwifery being an exclusively female profession 
but amendments to the Sex Discrimination Act meant that from 1983 men were 
admitted to the profession for the first time. Since then the numbers of men who 
are midwives has remained static and representing little more than a token 
presence. Currently there are approximately 100 male midwives on the Nursing 
and Midwifery Council (NMC) professional register out of a total of over 30,000 
midwives. 

Having conducted a literature review, I have concluded that there have been 
no empirical research papers looking at the experiences of men who work as 
midwives. This is in contrast to its allied profession of nursing where men 
constitute 11% of the workforce and where literature has explored the unique ways 
in which discourses of gender direct the way male nurses perform their gender, 
modify their behaviour, and gravitate towards more gender-conforming areas of 
nursing in order to be able to survive and thrive in women’s spaces. There are, 
however, clear points where existing evidence cannot adequately encompass the 
experience of men in the allied profession of midwifery which can be summarised 
as follows: 
• Men in midwifery cannot avoid intimate care procedures and have in fact 
actively chosen a profession which requires a high-degree of intimate interaction 
with sexually active women of child- bearing age. 
• Men in midwifery have actively chosen to work in a profession where they will 
constitute a token presence without the opportunity to gravitate to an area where 
there is a higher concentration of men. 
• Men in midwifery have no legacy or context of men working in the profession 
on which to build and develop their relationship with midwifery. There is in fact a 
strong historical background of hostility towards male involvement in 
childbearing. 

Given the lack of evidence, a broad research question will be posed: 

“What are the experiences of men who work as midwives in the UK?” 

The research will use IPA to explore these experiences. I believe this is the 
most appropriate method because it’s aim is to allow a “detailed examination of 
the participant’s lived experience” (Smith and Osborn, 2015) focusing on the 
individual’s interpretation and perception rather than attempting to objectify it and 
examine it purely as a disembodied piece of research data. IPA is a methodology 
which acknowledges that the researcher has an impact and influence on the 
emerging data in that they are both seeking to understand the experience from an 
emic perspective as well as interpret and offer a level of objective scrutiny to what 
the participant is describing – described by (Smith et al., 2009) as both an 
empathetic approach and an interpretative approach. 

Men who currently hold or have previously held a qualification as a midwife 
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with the NMC in the UK or who are currently studying on an NMC validated 
programme constitute the inclusion criteria. As the number of eligible people is 
small there will be no further inclusion/exclusion criteria in order to capture a rich 
variety of experiences and perspectives. 

Data will be collected using semi-structured interviews which, in contrast to a 
structured interview, will allow flexibility for participants to explore and develop 
the data following prompts by the interviewer. This is the most common data-
collection method in IPA studies as they allow for “in-depth and personal 
discussion” (Smith et al., 2009, p. 57) as well as encouraging the interviewer to be 
open and adaptable to the flow of the interview as new and potentially 
unanticipated perspectives emerge. The setting for these interviews will be 
negotiated with the participant but as they are likely to be in geographically 
diverse locations it is anticipated that I will travel to them for convenience. It is 
important that they are in a place which is familiar, quiet, and comfortable for 
them in order that they can feel safe to share their experiences and may be at a 
place of work or their home. As good practice I will inform my supervisory team 
of date, times, and locations of all interviews in advance and phone/text to 
confirm when the interview has been concluded. 

 
If your research fieldwork takes place outside of the UK, please state the 

location.  

N/A 

 
Start date of proposed activities 

01 Sept 2020 
 
Anticipated end date of proposed activities 

01 Sept 2022 
 
What kind of approval are you applying for? 

Full approval 
 

If you have indicated that you are applying for approval in principle or 
phased approval, please explain why. 

Ethical Risk 

Does the project have funding? 

No 
 
Does the project require approval from an external organisation? 

No 
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Does the project involve consultation or engagement with people? 

Yes 
 
Does the project involve or relate to a biomedical or clinical trial or intervention? 

No 
 
Does the project involve any work with genetically-modified organisms or 
materials? 

No 
 
Does your project involve access to, or use of, material which could be classified as 
security sensitive? 

No 
 
Is the project likely to pose any challenges in relation to intellectual property rights 
or be sensitive in terms of commercial/operational activities of partner 
organisations? 

No 
 
If yes, please outline any strategies to mitigate these concerns. 

Is there a realistic risk that research funding or activities may cause 
reputational damage to the University of Northampton? 

No 
 

If yes, you must upload proof of approval from the University’s Director of 
Research, Impact and Enterprise before submitting a research application. 

 
Ethics Training 

Have you completed the compulsory online module 'Research Ethics: Good 
Research Practice'? 

Yes 
 
Have you completed the compulsory online course 'Becoming an Ethical 
Researcher'? 

Yes 
 
Have you completed the optional online course 'Research Ethics in Practice’? 

No 
 
Are you familiar with the University of Northampton’s current ethics code and 
procedures? 
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Yes 
 
Please indicate any relevant professional or disciplinary 
guidelines/codes/regulations for research that have been used in developing this 
application. 

There are no specific disciplinary research guidelines or codes for midwives 
beyond the general regulatory code of conduct (NMC - The code, 2018) which, as 
a Registered Midwife, I am bound by at all times and includes the obligations to 
follow principles of beneficence and non-maleficence. 

This application has been drafted using guidance from the compulsory online 
courses listed above along with guidance from the following texts in particular: 
Braun, V. & Clarke, V. (2013) Successful qualitative research: a practical guide 
for beginners. London: SAGE (Chapter 3: Planning & designing qualitative 
research – pp. 61-68) 
Robson, C. & McCartan, K. (2016) Real world research, 4th ed. Chichester: 
Wiley (Chapter 10: Ethical & political considerations – pp. 205-240) 
Steen, M. & Roberts, T. (2011) The handbook of midwifery research. Chichester: 
Wiley-Blackwell. (Chapter 5: Ethics & research governance – pp. 102-118) 

 
Vulnerable Participants 

Does the project involve vulnerable participants? 

No 
 
If yes, please indicate category below 

Does the project involve participants in the following categories? (Participants in an 
institutional context (e.g. school, healthcare or custodial settings) or organisational 
settings (e.g. business, workplace)) 

Please provide details of enhanced ethical procedures to safeguard these 
participants. 

Many research participants are likely to be clinically practising midwives (as 
opposed to retired or working in a different profession) and may choose to be 
interviewed at work for convenience. Each participant will be pseudonymised 
along with the removal of any potentially identifying details such as 
geographical work location name of NHS Trust, details of service users, 
location of training. Full details of pseudonymising participants and 
anonymising their data are detailed in the ‘methods’ section of this application. 

 
Will transcribers or translators be employed in the research? 

No 
 
Will carers, parents, teachers or other parties be present during the research? 
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No 
 

If yes, please outline how the confidentiality of the participants will be upheld. 

 
Information and Participation 

How will you obtain permission to access the research setting and research 
participants?  

The key recruitment strategy is accessing participants through their links with the 
Royal College of Midwives (RCM). They RCM is a professional organisation 
and Trade Union which represents the vast majority of midwives in the UK. The 
RCM will have membership for both currently registered midwives and those 
who are no longer on the active register with the NMC. They have agreed to 
publish an article written by me in the RCM magazine which is distributed 
quarterly to all members with detail of how to contact me for further information 
about my study. They have also agreed to publicize my study via social media by 
linking my feed with their official social media channels. I have attached email 
confirmation of agreement in principle to this from RCM Head of Education and 
Learning. 

Each of the 55 universities in the UK which deliver approved and validated 
programmes leading to qualification as a midwife in the UK must have a 
nominated Lead Midwife for Education (LME). I have had conversations with 
several LMEs who have are agreeable to the idea of disseminating details of my 
study to current male midwifery students. It is anticipated that once ethical 
approval has been received I will seek to formalize this agreement across the LME 
network so that they can disseminate details of my study to male student 
midwives. As I am also a Senior Lecturer in Midwifery, I will not recruit male 
student midwives from within the University where I teach and assess to avoid 
potential participants feeling obliged to take part in my study. 

 
Please upload evidence of communication with, or consent from, participating 
organisations.  

How will you sample and recruit participants? 

Sampling will be purposive and will aim to make sure all potential participants 
aware of the study and able to take part.  Given the limited number of potential 
participants and the in-depth nature of data collection and analysis, the sample size 
is anticipated to be in the region of ten participants which is considered appropriate 
to accommodate the time required to reflect on and analyse the in-depth data 
generated which can be compromised by larger datasets (Smith et al., 2009: 52). 
Purposive sampling will be used and will aim to make sure all potential 
participants are aware of the study and able to take part. The research participants 
will be individuals who self-define as male and are either currently registered as 
midwives with the NMC, have been previously on the register but are no longer 
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active, or are currently studying towards a midwifery qualification registerable 
with the NMC. For a comprehensive attempt to reach out to as many potential 
participants as possible, I will use both formal and informal midwifery networks to 
distribute details of my study. The RCM have agreed in principle to distribute 
details of the study in their magazine and via social media platforms as detailed 
above. As the potential number of participants is small it is important to consider 
alternative sampling strategies. An alternative and complementary approach would 
be snowball sampling. It is likely that there are informal networks of male 
midwives who are aware of other male midwives that they may be willing to share 
my participant information sheet with. This can be used in conjunction with 
advertising the study via social media (Twitter) if achieving the target sample size 
is proving difficult to achieve. This approach must be balanced against the risk of 
attracting a homogenous sample sharing similar characteristics (e.g. ethnicity, 
experience, predominantly working in one area of the country or midwifery 
specialty) and is therefore seen as a complimentary strategy to the primary use of 
the RCM distribution lists. 

 
How will you inform your participants about your research aims and methods? 

Potential participants will be provided with a Participant Information Sheet detailing 
the study. 

Please upload your participant information sheets/invitation letters. 

How will you ensure that all participants give informed and ongoing consent to 
participate in the research? If relevant please comment on measures taken to 
work with participants with diverse capacities to consent. 

Participants will be invited to take invited to take part by announcements in the 
RCM Midwives magazine and their promoted Twitter content or through snowball 
sampling. My university email address will be supplied and when potential 
participants contact me I will provide them with the participant information sheet. 
When participants volunteer to take part, a mutually convenient time and locations 
for the interview will be agreed and a consent form sent in advance so that they 
can review it and discuss any concerns in advance. On the day, prior to 
commencing the interview there will be a further opportunity to discuss the study, 
if necessary, clarify again any issues on the consent form and, if they are happy to 
proceed, sign the form. 

 
Please upload your participant consent forms. 

Will the project involve the use of incentives? 

 No 

Please describe the incentives and outline any strategies to mitigate ethical issues 
relating to the use of incentives. 

N/A 
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Please describe any measures to enable research participants to withdraw from the 
research project during data collection. 

At the end of the interview and prior to leaving, I will revisit the consent form with 
the participant and ask them if they are still happy for their data to form part of my 
study. This will be audio recorded. 

 
At what point after data collection will participants be unable to request 
withdrawal of their data and how will this be communicated to them? 

After the interview, the transcript of the interview will be sent to the participant to 
verify that it is an accurate record of what was said with identifying names and 
locations removed. There will be opportunity to remove parts which the 
participant no longer wishes to be made public. There will be then two weeks prior 
to data analysis for the participant to withdraw their contribution. This will be 
clearly communicated to them in writing when sending back the anonymised 
interview transcript. The methodological approach of IPA means looking for 
patterns of meaning across the range of interviews studied and it may not be 
possible to guarantee that the essence of their contributions can be extracted from 
the emergent thematic analysis. 

 
Method 

Does the project necessitate physical contact with participants, administering 
substances or an invasive procedure (e.g. blood samples)? 

No 
 
Does the project involve any deceptive or covert research practices (e.g. research 
which takes place without the knowledge of the participants)? 

No 
 
If yes, please provide a rationale for the covert research and explain how potential 
harm arising will be mitigated. 

 
Is there a realistic risk that the project will cause physical or psychological 
distress or discomfort to others? 

Yes 
 
What measures will you take to avoid causing distress, emotional/psychological 
harm or physical harm during your research? Comment in particular on research 
topics that may be sensitive or controversial. 

There are no realistic risks of causing any physical distress as a result of taking part 
in the study. 

There is always the potential for participants to experience psychological 
distress. The subject matter and schedule of questions are not intended to focus on 
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psychological distressing incidents or moments of trauma but there is always the 
possibility that the participants may choose to share distressing incidents, or that 
unanticipated thoughts and feelings may emerge as a result. 

As part of the consent process, I will explain that participants can stop the 
interview at any point. Once the transcript has been completed, I will offer the 
participant the opportunity to review the transcript for accuracy and so that they 
can see the effects of allocating pseudonyms/anonymising and removing 
identifying names/locations. If a particularly sensitive issue has been revealed 
spontaneously in the course of the interview the participant can ask for it to be 
removed from the transcript. Contact details for Mind counselling services will be 
provided and the participant will also be encouraged to see their Professional 
Midwifery Advocate, a distinct role within midwifery which supports the 
development of emotional resilience and coping strategies when working as a 
midwife. It will be explained that once data analysis has commenced it will not be 
possible to withdraw the data from the study. 

 
Please provide interview/survey questions or equivalent research materials. How 
will you ensure that participants' rights to anonymity are respected? 

Participants will be assigned a pseudonym. All identifying names and locations 
will be removed and the participant will be sent a copy of the transcript which will 
act as a further check to ensure that the data is suitably anonymised and there is no 
potentially identifying information revealed. Consent forms will be scanned and 
stored on the University’s secure data storage platform (TUNDRA2) and paper 
copies then disposed of in confidential waster. 
It will be explained to the participants verbally, in the Participant Information 
Sheet and as part of the consent form that there is a small risk of ‘jigsaw 
identification’ – that is to say, because the numbers of the purposive sample is 
small, it is theoretically possible that a reader of the published report may be able 
to identify the participant from components of the research under discussion. It is 
anticipated that this risk will be mitigated by offer member checking of 
anonymised transcripts. 

The wording of the consent form to reflect this is as follows: 

I understand that the interview will be anonymised, and names and locations 
will be removed to minimise the risk of jigsaw identification. I also 
understand that researcher has an obligation to let someone know if a 
safeguarding concern or professional malpractice is disclosed; the researcher 
has explained that there is a small chance that my anonymised contribution 
may be identifiable to someone else. 
A copy of the consent form has been uploaded with this application. 

 
What is your strategy in the event of issues of concern or evidence of past, present 
or probable harm or malpractice arising during research? 

I am bound by the NMC Code (2018) which requires me under Standard 16 to 
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‘Act without delay if you believe that there is a risk to patient safety or public 
protection’ following the NMC ‘Raising concerns’ guidance (www.nmc-
uk.org/raisingconcerns). I will also seek guidance from my supervisory team. 

 
How will this process be explained to participants? 

This will be discussed verbally prior to starting the interview and will be 
explained in the Consent Form which the participants will be asked to sign. 

 
Data Collection and Sharing 

Please upload a data management plan outlining how personal data will be stored, 
managed and archived. 

Will the project involve the use/transfer of data held by another organisation? 

No 
 
Please confirm that data sharing agreements or similar are in place and outline 
strategies for protecting data during data sharing. 

 
Does the project involve use of data, images, texts, or other materials in which 
individual people (currently alive, or living in the past 100 years) are 
identifiable? 

No 

Where secondary data about identifiable people is being used, please confirm 
that permissions are in place and outline strategies for safeguarding 
individuals. 

Safety and Wellbeing 

What criteria will be employed for deciding the end point at which the study will 
stop because of unjustifiable further risk of harm or distress, psychologically or 
physically, to researchers or participants? 

As stated in this application, no physical risk has been identified in conducting or 
participating in the proposed research. 
The subject matter is not anticipated as being unusually emotive or distressing in 
nature. Nevertheless, the researcher which take the following steps: 
• If the participant becomes visibly upset or expresses that they are upset, the 
researcher will ask if they want to pause the interview. 
• If the participant continues to be visibly upset when the interview continues the 
researcher will ask if the participant wishes to stop the interview process. 
• The researcher will ask the participant if they no longer wish to have any of 
their contribution/data included in the research. 
• The researcher will signpost the participant to relevant sources of support as 
identified above. 

http://www.nmc-uk.org/raisingconcerns)
http://www.nmc-uk.org/raisingconcerns)
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• The researcher will also ensure that, in the unlikely event of becoming 
psychologically distressed themselves as a result of the research process, they 
will seek support and advice from their supervisory team. 

• The researcher also confirms that in the event that a participant discloses evidence 
of professional malpractice they will disclose this information to the regulatory 
body (NMC) and if the participant discloses safeguarding concerns relating to their 
own personal health and wellbeing, he will escalate this to relevant professional 
services. 

 
Please confirm that a health and safety risk assessment has been carried out and 
recorded, by whom and the date of approval. 

This has been submitted to the Director of Studies for approval. 
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Appendix 9: Participant Information Sheet 
Dear Sir, 

Invitation to participate in a study: “The experiences of men who work as 
midwives.” 

I would like to invite you to take part in this research project as you currently have or 
have held a registration with the Nursing & Midwifery Council (NMC) as a midwife - 
and identify as a man.  Before you decide, it is important for you to understand why I 
am conducting this research and what it will involve.  Please take time to read the 
following information and discuss it with others if you wish.  If anything is not clear or 
you would like more information, there are contact details at the end.  Thank you for 
reading this. 

Who am I? 

My name is John Pendleton and I am a midwife who qualified in 2009.  I joined the 
University of Northampton as a Lecturer in Midwifery in 2014 and started studying for 
my PhD in March 2019.  The data from this study will form the basis for my PhD 
which is being funded by the University of Northampton as part of my ongoing 
professional development.   

Aims of the study: 

Despite men being admitted to the profession for approximately 40 years the numbers 
of men who have joined the profession has remained consistently minimal.  Whilst 
there is research into men who work in other non-traditional occupations and in nursing, 
there has been no recent research into what it is like for men working as midwives.  
This research therefore aims to start to build a body of knowledge in this area by asking 
men who are currently – or have been in the past – registered as midwives in the UK to 
share their experiences. 

Do I have to take part? 

It is entirely voluntary to take part in this study.   

What is involved in taking part in the study? 

I will arrange to interview those individuals who want to take part in the study at a time 
and of their choosing.  Interviews will be held on a secure online platform.  I will ask 
questions which encourage participants to reflect on their experiences as a man in 
midwifery and it is anticipated that this will take approximately 60 minutes to complete 
but may be slightly longer or shorter.  The interview will be recorded to enable me to 
have an accurate record of what has been said and will then be transcribed by myself .  
After you have taken part in the interview, you will have a period of two weeks to 
withdraw your interview from the study if you change your mind. 

What will happen to the information? 

The audio/video of the interview will be recorded directly to a University of 
Northampton computer on a secure encrypted online platform (Blackboard 
“Collaborate”).  After transcription, these recordings will be deleted and the transcripts 
password protected. Each participant will be given a pseudonym.  All references to 
specific locations, people, or Trusts mentioned in the interviews will be removed.  The 
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transcript of your interview will then be analysed to look for key themes alongside 
those of other interviewees.  

The transcript of your interview with pseudonyms in place and potentially identifying 
information removed will be stored electronically and securely for up to 20 years at the 
University and may be used for future publications and presentations by the researcher.  

Will my information be kept confidential? 

The researcher is also a registered midwife and bound by the NMC  Code (2018).  In 
the unlikely event that you tell me about a serious incident which is in breach of the 
Code I may need to share this with your employer or the NMC.  If you disclose 
behaviour which is a safeguarding concern such as serious self-harm or suicidal 
ideation I will also need to share this information with professional services.  As the 
number of men who work/have worked as midwives is small, there is always a 
possibility that someone might be able to recognise your contribution despite the 
measures taken to ensure confidentiality.  In order to try and mitigate against this risk,  
once I have transcribed your interview, I will allocate pseudonyms and remove 
potentially identifying information and then send it to you.  You can then read your 
transcript and inform me if you feel that there is anything that is likely to be identifiable 
which you would prefer was removed.   

What are the possible disadvantages and risks of taking part? 

Participating in the research is not anticipated to cause you any physical disadvantages 
or discomfort.  Depending on what you choose to talk about, there is the potential to 
recall events or experiences which you may find distressing.  Should this occur, I would 
encourage you to seek support from your Professional Midwifery Advocate if 
appropriate or signpost you to local support services. 

What are the possible benefits of taking part? 

Whilst there may be no immediate benefits to the people who take part, some may find 
it enjoyable to reflect on and share their experiences of working as a midwife.  The 
research may help other men who are midwives to read about the experiences of others 
in similar situations.  It may also help female midwives to understand the unique 
dynamics for men working in exclusively female environments and the effect that their 
words and behaviour can have.  

What will happen to the results of the study? 

Your interview will be used alongside those of other men who are/have been midwives 
as part of my PhD Thesis exploring what the unique experiences are of being a man in 
midwifery.  I will also be disseminating the results of my work in academic journals and 
at conferences.  If you would like to receive a summary of the findings, then please 
indicate this on the consent form or email me.   
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What happens next? 

If you would like to take part in the study, please email me -
john.pendleton@northampton.ac.uk -  you can ask for any further questions and if you 
want to proceed we can agree a time and date to conduct the interview.  At the 
interview I will ask you about a consent form which I will email in advance to you for 
you to sign. 

Who else can I talk to? 

The Director of Studies for this project is  Dr Evangelia Prokopiou 
(Evangelia.Prokopiou@northampton.ac.uk.) 

The Supervisors for this project are Dr Steve O’Brien 
(Steve.O’Brien@northampton.ac.uk) and Dr Sebastian Bartos 
(Sebastian.Bartos@northampton.ac.uk). 

The study has been reviewed and received ethical approval from the University of 
Northampton Research Ethics Committee.  If you have any concerns about any aspect of 
the way you have been approached or treated during the course of this study, then you 
can also contact Dr Merryn Ekberg – merryn.ekberg@northampton.ac.uk  Chair of the 
Research Ethics Committee. 

Thank you in advance for your time. 

 

 

 

John Pendleton - John.pendleton@northampton.ac.uk 

  

mailto:john.pendleton@northampton.ac.uk
mailto:Evangelia.Prokopiou@northampton.ac.uk
mailto:merryn.ekberg@northampton.ac.uk
mailto:John.pendleton@northampton.ac.uk
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Appendix 10: Consent Form 
 

The experiences of men who are midwives: A qualitative study using Interpretative 
Phenomenological Analysis 

Please read each statement below and then confirm that you agree or disagree by 
placing your initials in the appropriate box.  

 Yes No  

I have read and understood the information provided to me in 
the participant information sheet.  

  

I have had an opportunity to ask questions about this research.    

I agree to the interview being recorded.    

I understand that I can decline to answer any questions.   

I understand that I can withdraw my answers in part or full, 
anytime up until two weeks after I have received a transcript of 
the interview. 

  

I agree to anonymised quotations being used in any academic 
presentations or publications of this work.  

  

I understand that the interview will be anonymised and names 
and locations will be removed to minimise the risk of jigsaw 
identification.  I also understand that researcher has an 
obligations to let someone know if a safeguarding concern or 
professional malpractice is disclosed; the researcher has 
explained that there is a small chance that my anonymised 
contribution may be identifiable to someone else. 

  

I agree to my data being used in any subsequent work that 
builds on this current project.  

  

 

Signature and date of person giving consent (the participant). 

 

 

Signature and date of person obtaining consent (the researcher).  
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Appendix 11: Demographic Questionnaire 
In order to be able to fully contextualise and interpret the data from your interview, I 
would be grateful if you would complete the information in the boxes below.  All 
information provided with be treated confidentially and linked to a pseudonym. 

Demographic Information 

How old are you?   

How would you describe your ethnicity? (e.g. 
White, Multiple Ethnic Groups, Asian, Black etc..) 

 

How would you describe your sexuality?  

What is your nationality?  

What is your country of birth?  

Midwifery Background 

Which country did you complete your midwifery 
training in? 

 

How old were you when you qualified as a 
midwife? 

 

How long (in years) have you practiced as a 
midwife? 

 

Have you had a career prior to becoming a 
midwife? If so, what was your job title(s)? 

 

If you are no longer directly providing care to 
women and their families (e.g. retired, in 
education), when was the last time you practised 
clinically? 

 

Can you briefly summarise your midwifery career (e.g. ‘one year working in Spain 
prior to coming to UK followed by two years on Labour Ward, three years as a 
community midwife, currently part time midwifery lecturer etc…’) 

 

 

 

 

 

 Thank you in advance. 
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Appendix 12: Data Management Plan 
 

What are the 

experiences of 

men who work 

as midwives in 

the UK? 

 

What kind(s) of data will you collect or create?  

• Primary data collection will be qualitative semi-structured interviews of 
men who are midwives 

• These will be initially captured on audio files via voice recorders 
• Audio files will be transcribed and then stored as verbatim accounts on word documents 
• It is estimated that the data set will consist of approximately ten sets of semi-

structured interviews each lasting approximately one hour 
 

How will data be stored and backed up during the research?  

• Audio files will be uploaded from voice recorder via an encrypted USB stick 
(‘DataShur’ where possible) as audio files (either WAV, IFF or FLAC file types) 
and stored as password protected files on TUNDRA2. 

• Wherever practicable this will be the same day as the interview but given that 
participants could be anywhere within the country this may have to be on the following 
day. 

• Audio files will be transcribed personally by the researcher on a University laptop 
and saved as Word documents on TUNDRA2 as password protected files. 

• As part of the transcription process, interviews will be fully anonymised, any 
identifying data such as names and locations will be redacted or given a pseudonym and 
then saved as password protected files on TUNDRA2. 

• Anonymised copies of transcripts will be shared with the individual participants 
for member checking. These will be emailed to personal email addresses as 
password protected documents with password being sent in separate email. 
 

How will you manage data security and access during the project?  

• As detailed above, all data will be stored on TUNDRA2 as password protected files. 
Only the researcher and members of his supervisory team will have access to the data. 

 
 

What documentation and metadata will accompany the data?  

• Consent forms will be saved as password protected files on TUNDRA2 
• Metadata in the form of contextualising and explaining the research study will form 

chapters within the finished PhD thesis which will be publicly available. 
 

 
How will you share the data? Expected difficulties in data sharing, along with causes and possible 
measures to overcome these difficulties. 

• I am the sole researcher, transcriber and will be the person who analyses the data. The 

3 Documentation and metadata 

4 Data sharing 

1 Information on the data that will be collected or created produced by the research 

project 

2 Data storage and back-up 
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only other people who will potentially need access to the primary data will be my  
supervisory team. They will have personal access to TUNDRA2 and I will provide them 
with the necessary passwords to access it. 

 
 5 Data preservation and archiving  

Which data are of long-term value and should be retained, shared and/or preserved?  

• Anonymised transcripts of the audio files may be of interest for my own future 
research and should be preserved. 

 

What is the long-term strategy for maintaining, curating and archiving the data?  

Anonymised/pseudonymised transcripts which have been reviewed and approved by 
participants as not containing any identifying information will be stored in Word format on 
TUNDRA2 at the University of Northampton. These will password protected and stored for 
20 years. They will be embargoed for use only by the researcher John Pendleton or for 
projects that he is collaborating on. 

 
 6 Ethical and legal issues  

How will you manage any ethical issues relating to data management?  
 

Audio files will be stored on TUNDRA2 during transcription and destroyed after transcripts 
have been reviewed and approved by participants for removal of any identifying data. 

Consent to data being saved in the form of anonymized/pseudonymised transcripts and used 
for future publications, research projects and presentations building on the original research 
will be part of the consent forms. These will be embargoed for use only by the original 
researcher, John Pendleton, or on projects which he is collaborating on. 

How will you manage any copyright and Intellectual Property Rights (IPR) issues? 2 

• Not applicable 
 7 Responsibilities for data management  

Who will be responsible for data management?  
I confirm that myself as researcher will have lead responsibility for enacting this data 
management plan. 

 

 

 

 

 

 

 

 

 

  



324 

Appendix 13: Exemplar of the Development of Exploratory Notes and Experiential 
Statements 

Experiential 
Statements 

Interview Transcript Exploratory Notes 

 
 
 
 
 
Trojan Horse or 
Assimilator? 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Trojan Horse 
 
 
 
 
Collective – 
men have 
common 
identity 
(essentialism) 
 
 
 
 
 
 
Passing the test 
 
 
First time 
telling story – 
constructing it 
 
Gendered 
performances 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Becoming 
gender neutral 

And I must say, probably in the first six 
months. I think, once the core staff got 
used to me, and they were used to my 
presence... And I suppose … and I suppose 
like always, I'm a very easy-going person, 
I can get on with most people... And I 
think I just slowly worked my way in, and 
I suppose the best way I would describe it, 
erm, is that I became part of that 
community, you know? I was no longer the 
male student midwife, I was... They started 
to call me Dennis and I, I think it was just 
a matter of them adjusting to it as well, but 
… it was about them getting used to it 
because, yes, I suppose at the time, it 
wasn’t the done thing really, erm... For 
men to be midwives. There’d only recently 
been a change in the law and, a year 
before... Like I say, as a student nurse, a 
year before, all male nurses did not do 
gynae or maternity experience in my day, 
you know? We had to do mental health 
and, erm… other options. And it was only 
the EU directive that said that all adult 
nurses had to have this experience that 
kind of forced men into that environment, 
so it was still very new to them, erm... So, 
it would be interesting to see views of 
some of the guys that are in training now 
because I would hope that that would be 
very different because, yeah. I suppose 30 
odd years ago... I wouldn’t say we were 
trailblazers; we were just wanting to do 
midwifery.  
 
But I suppose... I would like to think it’s 
not so... I don’t want to use the word 
difficult, but you know what I mean? That 
that the acceptance of men becoming 
midwives is now, well... Yeah, universal, 
that, you know... Where I think, in our 
time, we did have to prove ourselves a 
little bit and we did have to... I suppose in 
a way we had to ‘pass the test’, and it 
wasn’t about the clinical assessments and 
all that, you know? You had to show that, 
you know, you could behave and act and 
be responsive like they were. And I think 
there was –  
 
because it was a very feminine, female 
dominated environment that, erm, men 
coming into that as midwives and not 
obstetricians, it was, erm... it was new to 
them as well. So, I think there was a ... a ... 
Very much about them experiencing me as 
much as me experiencing them. And I 
think that that probably over time became 
easier, because it’s like most of the 
midwives knew me as the student midwife, 
whereas when I first started, it was like, 
every new midwife I met it was like, ‘Oh 
you’re Dennis are you? And you’re a 
man?’ [laughter] response, so it’s about 
gaining that familiarity as well and being 
able to move into the environment as an 
individual rather than just as a man really, 
I suppose that’s what it was. And I think 
after about 6 months that kind of equalized 
out and it became a lot easier. 

Time limited – initial testing period of six months.  Required 
acceptance/tolerance by key members of team (sisterhood?) 
Assigns him the role of being an unchallenging presence 
Acceptance by stealth – silent and patient. Another ‘strategy’, 
not a passive thing. Trojan horse?? Or assimilation? 
 
Just a verbal tick or appealing to me for validation of shared 
experience? 
Acceptance acknowledged by end of objectification and being 
individualized 
 
Disruptor – had to give them time to accommodate  
 
Fixing it within socio-economic-political context.   
 
 
 
 
 
 
 
 
 
Unwelcome visitors as a result of political changes (male? 
System) 
 
Expects that time and exposure to men in midwifery has 
changed the experience. ‘Hope’ – suggests he has not 
discussed this with anyone – why not?  Lack of opportunity?  
Or…? 
Did not seek or relish the prospect of being a pioneer – thrust 
upon him.  Who is ‘we’?  Doesn’t talk about any other men 
training with him but does now recognise a potential 
collective experience based on gender. 
Tentative.  Acknowledging it was ‘difficult’; also 
acknowledging it may continue to be so – shifting from 
original narrative of ‘overwhelmingly positive’. Still calling 
to me as having a tacit, shared understanding as a male 
midwife. 
Who are these other people he shared the experience with? 
Prove what? 
‘Pass the test’ – powerful metaphor – who set the test and 
how did they know what they had to do to pass it? Not about 
clinical competence but ‘acting’ like them (training) 
‘You’ – not I – depersonalizing it by saying it was a collective 
experience. But who else was there??? Having to guess what 
the collective experience might have been. 
Gendered space – feminine or female dominated? Are they 
interchangeable terms? 
Men not acting like the accepted role of men in maternity 
services 
 
 
Novelty 
Both getting used to each other 
Guessing – no empirical evidence to corroborate this – hasn’t 
discussed this with anyone? 
 
Is being a student not just about learning how to be a midwife 
but also about gaining the approval and acceptance of female 
colleagues? 
Does ‘passing the test’ mean being accepted as an individual?  
Or as an ‘honorary’ member? 
Space is gendered.  Can you ever be free of your 
gender/individual?  He talks of women not always as 
individuals but as the ‘sisterhood’ and stereotypes so works 
both ways.   
Sense of making sense of experiences as he talks.  6 months 
again cited as critical time frame for gaining ‘acceptance’ 
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The above extract is from my interview with Dennis (centre column).  I go on to 

describe my process in developing some of the exploratory notes (right-hand column) 

and how these notes contributed to the development of some of the experiential 

statements (left-hand column).  I describe my process in order to show how some of the 

data from this brief section has contributed to the development of Gendered Midwives 

and as contributing evidence for the validity and quality of my research. 

In the right-hand column, I start by noting my initial reactions to any part of 

what Dennis has said that strikes me as salient or surprising.  This is tentative and 

interrogative (“Prove what?”, “does passing the test mean being accepted as an 

individual?”).  I do not have the answers but am posing questions to myself in the hope 

that as my analysis progresses through the transcript and the transcripts of other 

participants, I might be able to return and find a resolution.  This is the first layer of 

analysis. 

Now that I have a grasp of the text and have set down my emotional responses, I 

read it again with greater focus and make notes of what Smith et al. (2022, p. 82) call 

the “main thrust of what is coming across.”  He is talking about the historicity of 

joining the profession and how he was tested by female colleagues.  This is a clear 

example of the forestructure of the conflict narrative along with examples of Dasein 

and Mitsein.  Dennis is talking about how to “be” in this new world and how to be 

“with” his new colleagues who are unsure how to be “with” him.  I make notes 

accordingly (“Required tolerance…”; “Accepted by stealth”). 

I read it again and note repeated phrases attached to the main narratives (“You 

know?”, “You know what I mean?”) along with the use of “we” and “our.”  This 

suggests that he is both tentatively suggesting a collective experience whilst 

simultaneously appealing to me for validation as someone who has a shared experience.  
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Dennis uses some interesting phrases like “passing the test” but is also reflective, 

unpacking what he means by this himself.  I add an extra layer of interpretation to this 

by noting the hesitations (indicated by “…”) and the rhetorical phrases “I think” and “I 

suppose” which suggest that this is not a sedimented idea but something he is working 

through as though for the first time and I ask myself why he might not have discussed 

this before?  He is suggesting both a collective experience without having established 

this with others who have shared this experience.  Here I am moving beyond the literal 

and is an example of the building of the double hermeneutic – I am trying making sense 

of Dennis trying to make sense of his experiences.    

Next, I leave the transcript behind and read through my exploratory notes to try 

and find a statement that can act as a “preliminary” marker that summarises the essence 

of what has been captured in my exploratory notes.  In this section I note Dennis’s 

phrase “Pass the test” as one he has himself constructed as shorthand for his 

experiences and will see if this is evidenced elsewhere in his transcript and/or across 

other participants transcripts.  I also use the phrases “Assimilation” to summarise the 

exploratory notes I made about how he went about passing the test.  Next, I note 

“Trojan Horse” as a metaphor to capture the ambivalence of having to enter a 

profession undetected due to the perceived fear that men intend to take control of the 

profession once they are part of it.  This has been articulated more explicitly earlier in 

the transcript and I see echoes of it here in his words and in my interpretation of them 

(literal and interpretative meaning) so I note the experiential statement down again here.  

I need to capture the frequency of appearance of an experiential statement throughout 

the transcript to help decide whether it is a dominant essence that needs capturing in a 

PET.  
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Once I had analysed the whole transcript, I constructed a table of PETs which 

contained headings illustrated with quotes from the text.  The headings of the PETs is in 

the table, below: 

Theme 1: Agency and Passivity 

Theme 2: Organizational Spaces 

Theme 3: Constructing a Career Narrative 

Theme 4: Making Connections 

Theme 5: Rejection and Acceptance 

Theme 6: Consciousness of Gender 

  

In reality, extracting quotes from the dataset to try and fit under one discrete theme is 

challenging as there is so much meaning within a sentence or group of words that they 

become malleable.  For example, Dennis says early on in the extract:  

I'm a very easy-going person, I can get on with most people... And I think I just 

slowly worked my way in. 

These words could sit under Themes 1, 3 and 5.  Similarly towards the end of the 

extract he says: 

So, it’s about gaining that familiarity as well and being able to move into the 

environment as an individual rather than just as a man. 

These words too could sit across multiple themes, for example Themes 2, 4, 5 and 6.  

Rather than being a limitation in the analytic process, at this stage adaptability to a 

range of themes is a form of triangulation, showing that I am capturing the essences of 

what Dennis has shared with me.  As can be seen in Chapter 4, these essences are 
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centered in one of the subthemes as a result of this process and repeating this process 

across all the participant transcripts. 
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Appendix 14: Photos Illustrating Development of GETs 
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Appendix 15: Table of GETs 
GENDERED MIDWIVES 

In this GET the participants talk about the process of “becoming” a midwife and in so doing 

recognize themselves as having to negotiate how their gender intersects with a professional 

identity and how they get to “pass” as a midwife.  

Passing the Test 

Midwives admitting male students into the profession: 

“I suppose in a way we had to ‘pass the test’ … you had to show that… you could behave 

and act and be responsive like they were…” (Dennis) 

“There were definite boundaries of what you could and couldn’t do.” (Simon)  

 

Midwives gaining consent from service users for male students: 

“It was like a mantra they went through… ‘You have every right to refuse a man to provide 

you with care!’” (James) 

 

Reading the Room 

Participants when qualified working out when their gender is unwelcome by service users: 

“They both looking at me… as if they wanted to say something, and they didn’t know how to 

go about it.” (Giovanni) 

“Each time I first encounter a woman I try to identify whether it’s going to be an issue or 

not.” (Benjamin) 

 

Men Gatekeeping Men 

Participants protecting service users from men: 

“In bigging me up... if you’re not careful you’ll begin to impede on the service users!”’ 

(Mike) 

‘“… I’m there to watch what you’re doing to make sure... you’re doing your job right!”’ 

(Karl) 

 

It takes a special kind of man: 

“It’s not for every man” (Joseph) 

“I’ve been asked a few times, ‘Do you think there should be more men in midwifery?’ And 

I’ve said, ‘Well if they’re the right person…”’ (Alan) 

 

Genderless Midwives 

Consciously ignoring gender: 

“That’s been my mantra for years… try not to overthink things.” (Ken) 

“Maybe I wasn’t sensitive to it, or maybe I just ignored it if it happened?” (Steve) 
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The Male Midwife 

Rejecting the title “Male Midwife”: 

“I am a man but I’m there in a midwife capacity, I’m not gendered… gender’s not a thing?” 

(Karl) 

“I saw myself, as every midwife has pretty much ever told me, ‘You’re a midwife, you’re not 

a male in our eyes…’”  (Mike) 

MINORITY MIDWIVES 

In this GET the participants explore their experiences of being a “minority” within the wider 

midwifery community.  They make sense of this through recognising their numerical 

minority status, discuss how they represent diversity, and explain how it feels to experience 

both “discrimination” and potential advantages through being a man. 

Being a Minority 

Being a pioneer: 

“I was the first man to undertake the training… so I was a little bit of a novelty” (Dennis) 

“I didn’t feel that men should be excluded from working as midwives” (Steve) 

 

Feeling marginalized: 

“I always used to go and sit with the, erm, Black midwives, because I just felt… more 

accepted by them.” (Simon) 

 

Representing Diversity 

An untapped market: 

“... a massive market that hasn’t been tapped, so to speak, is people who identify as male.” 

(Benjamin) 

“…if there was another profession in the same situation, it probably wouldn’t be acceptable 

nowadays….” (Jake) 

 

Experiencing “Discrimination” 

“Discrimination” by midwives: 

“I don’t go to women and say, ‘Are you OK to have a Chinese student?’… What is really, 

about being a man?!” (Giovanni) 

“One of the site directors said, ‘Actually... I’m not sure if this person … would want to be 

looked after by you...’  And I said, ‘Well is it because I’m a man?’”  (Jake) 

“… the midwife I was working with said, ‘I think it would be better for a woman to... if I did 

this clinic...’” (Alan) 
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Discrimination from service users: 

“Maybe if I was a White man, I don’t know whether that would have made a difference?” 

(Ibrahim) 

 

Experiencing Privilege 

Beneficiaries of ‘positive discrimination’: 

“Quite a few midwives have said that… ‘Oh, you’ll progress quite quickly because you’re a 

man!’” (Peter) 

“I always felt I didn’t want to be singled out because I was a man, I wanted to get 

recognition because I worked hard.” (Ken) 

 

Bringing something different to the profession: 

“I think we make an important contribution to midwifery, particularly in terms of supporting 

fathers…” (Adam) 

“…bring different skills and perspective and insights that can help improve our practice.” 

(Benjamin) 

 

Doing it differently: 

“I don’t know whether it makes you more emboldened? .... And actually, I’m sitting here 

thinking, ‘Well maybe I can do it even better, because I’m more thoughtful…’” (Adam) 

“… it was a good place to be because that ‘odd one out’ was in the situation where… I can 

use it to challenge...” (Dennis) 

SEXUALISED MIDWIVES 

In this GET the participants focus particularly on making sense of how their sexuality 

becomes salient in the workplace.  The discuss how and when they are made aware of it and  

how it forces them to consider how to deliver intimate midwifery care as a man. 

Moments of Disruption 

Realising that there are challenges to being a man when working as a midwife: 

“I thought, ‘Hold on a minute! There are clearly certain things that my female colleagues 

do… that there’s absolutely no way that I can do!’” (Adam) 

“And this fella sat there, and he said, ‘You must fucking love your job!’  Seriously, the 

woman’s partner! And it just stopped me.” (Alan) 

 

Negotiating Boundaries 

Determining the limits of what is acceptable: 

“… in other people’s minds there is a difference between a man offering a hand and a 

woman offering a hand.” (Mike) 
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“I suppose the thing I really struggled with was the fact that she had been abused made it 

really easy for me to examine her. And that made me feel quite sick…” (Dennis) 

 

Doing it Differently 

“It’s like explaining why you are there.” (Jake) 

“… They’re always close to the door and I’m away from it so ... if they needed to, they can 

escape.” (Giovanni) 

 

Highlighting and Minimising Sexuality 

“I think being a gay man helps… women don’t find you so much of a threat.” (Karl) 

“I say, ‘Look, I’m married, I’ve got children. So, I’m doing this as a job, you know…’” 

(Ibrahim) 

 

Experiencing (the Risk of) Rejection 

Refusal of care: 

“And I can honestly say… I’ve never had a refusal for care in my career!” (James) 

“It’s happened plenty of times… it made me feel very othered and… like I was less of a 

midwife.” (Benjamin) 

 

Acceptability of some women declining care: 

“…times when it’s culturally insensitive or it would be less appropriate for a man to provide 

intimate care.” (Adam) 

“You shouldn’t assume, because I’ve done it under the hijab, I’ve actually delivered without 

looking…” (Ken) 

 

Emotional impact: 

“Confidence… gets knocked more than anything, yeah. And I feel a bit embarrassed as 

well…” (Peter) 

“At the beginning it was heart breaking, it would make you cry…” (Giovanni) 

 

 


