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Introduction

Objective To compare the extent to which women in three
European countries were able to exert influence over the organiza-
tion and delivery of maternity policy and the factors likely to
determine their success.

Design Semi-structured interviews used to collect data, which was
analysed in a framework that emphasized the importance of
contextual environment.

Setting and participants Representatives of 19 lay maternity user
organizations in England, the Netherlands and Germany inter-
viewed during 1996 and 1997.

Variables studied Each interviewee was asked to provide details of
their aims and objectives, activities and networks and perception of
success. Four areas of contextual environment were used to account
for variations.

Main outcome measure Self-reported accounts of success in
influencing policy agenda, credibility with opinion formers, cam-
paigning activities and political networking were compared between
and across countries.

Results Marked differences between both the aspirations and the
achievements of groups in the three countries.

Conclusions Understanding the differences between countries in
relation to user involvement entails locating research within the
social, political and cultural context of health-care, consumerism
and citizen participation.

build on successful user involvement initiatives
this is a seductive proposition, as the evidence

In attempting international comparisons in the
field of health policy, Kirkham-Liff describes the
objective as: ‘find out what works, why and
under what circumstances, and then aggressively
develop means to translate these comparative
findings into new models for organising and
delivering health-care’.! For those looking to

base for user involvement is relatively new and
as yet not particularly well developed.>* How-
ever, there are many useful warnings for those
attempting comparative health research.””’ Not
the least is the need to balance the desire to seek
universal explanations across different contexts,
with the increasing complexity of political and
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social life, which makes for increased divergence
between and within countries.

This paper reports research that assessed the
campaigning activities of user groups in three
European countries to compare the extent to
which women in those countries were able to
exert influence over the organization and deliv-
ery of maternity policy. As well as reporting the
similarities, differences, strengths and weaknes-
ses of approach in each country, the paper also
seeks to explore just how much we can usefully
learn from comparative research. The objective
was to test theories about policy making. For
example, are similarities in economic growth and
the advancement of medical technology enough
to explain common approaches to policy in the
countries being studied? Conversely are differ-
ences in national culture and political ideology
sufficient explanations of policy variation?
Comparing the power structures and stake-
holder groups within three countries is used here
to try and explain why countries adopt different
responses to broadly similar issues.

The setting of maternity care was chosen
because the early 1990s had seen consumer
pressure incorporated into English health policy,
firstly in a House of Commons Select Committee
Report that recommended a shift towards
‘woman-centred care’ and secondly through a
Government policy initiative ‘Changing Child-
birth’ which sought to implement woman
centred care principles.® Lay maternity user
groups had played a central role in campaigning
for these initiatives, supplying evidence and
advising on implementation. At the same time,
Dutch maternity care, which has traditionally
been viewed by natural childbirth campaigners
as a ‘gold standard’, was beginning very tenta-
tively to move in the other direction with
creeping medical control and a declining home
birth rate.” This research sought to explore how
and why Dutch maternity organizations were
responding to this challenge. Finally, in
Germany the provision of maternity care was
broadly similar to that which existed in the UK
prior to the reforms of the 1990s highly medi-
calized, highly interventionist, fragmented and
unappreciated by its users. Could German user

groups learn anything useful from the experience
of the English groups?

Method

Using three different countries, the principle
aim of this research was to critically assess the
influence that wusers of maternity services
believed they were able to exert on policy
making. This involved collecting and analysing
data from the three countries and comparing
findings to identify strengths and weaknesses
within the organized consumer movement
around maternity care, to draw conclusions
about the extent to which there were similarities
and differences amongst the groups and to
draw conclusions about the ability of each to
influence policy.

The data source for the comparisons repor-
ted in this paper is interviews with a sample of
user group representatives in the Netherlands,
England and Germany identified through a
range of personal contacts and professional
networks. In some cases the paid official of an
organization was interviewed, where none
existed, volunteers were interviewed in their
own homes. In all 19 of 35 organizations
identified agreed to be interviewed (see
Table 1). The sample size was constrained by
the time available, the logistics of travelling to
meet people and whether representatives of the
groups could speak English. The intention of
the research was to allow women to tell their
own stories and the interviews were deliberately
not triangulated with data from official sources
and health professionals. For each a semi-
structured interview schedule was used to guide
discussions, which were recorded and later
transcribed in full. Each interview lasted
approximately 1.5 h and covered the groups
origins and values, their organizational struc-
ture, funding and governance, their activities
including networks and external relations, their
relationships with other stakeholders and cre-
dibility with policy makers and finally their
assessment of their success in influencing
maternity policy. The interviews took place
during 1996 and 1997.
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Table 1 Maternity user organizations surveyed in this comparative research

Organization

Established Membership size Membership composition

Action on Baby Feeding (Germany) 1981 100 Third world activists, mothers and health professionals
Association for Improvements in 1960 800 Mainly women but also includes midwives and some
Maternity Services (UK) other health professionals
Caesarean Support Group 1986 250 Women
(the Netherlands)
Dutch Breastfeeding Association 1978 1200 Mainly women but also includes midwives and some
(the Netherlands) other health professionals
Genetic Disorders Alliance (VSOP) 1975 45 Organizations
(the Netherlands)
German Breastfeeding Association 1980 2000 Mainly mothers, but also includes midwives and other
(Germany) health professionals
La Leche League (the Netherlands) 1976 500 Mainly women but also includes midwives and some
other health professionals
La Leche Liga (Germany) 1976 500 Mainly mothers, but also includes midwives and other
health professionals
Maternity Alliance (UK) 1980 200 Organizations
Mutterforum (Germany) 1978 40 Mother and child centres
National Childbirth Trust (UK) 1956 53 000 Mainly women but also includes fathers, midwives and
some other health professionals
Natural Childbirth Association 1981 840 Child birth educators
(Germany)
Parents of Premature Babies 1980 1000 Parents and medical professionals
(the Netherlands)
PEKIP (Germany) 1988 570 Mothers
Pelvic Pain Association 1986 1500 Women
(the Netherlands)
Pre—Eclampsia Association (Germany) 1984 430 Mainly mothers, but also includes midwives and other
health professionals
Samen Bevallen (the Netherlands) 1983 200 Mainly women
Stillbirth and Neonatal Death 1972 1000 Mainly women but also includes midwives and some
Society (UK) other health professionals
Toxoplasmosis Trust (UK) 1989 3000 Anyone affected by or concerned about Toxoplasmosis
Results the genuine grass-roots lay organization was the

Characteristics

The membership of most of the groups com-
prised women who had used maternity services,
together with a smaller number of interested or
committed health professionals. In England and
the Netherlands the groups had originated from
individual experiences, most commonly nega-
tive, of using established services. The motiva-
tion to improve services for others led these
women to join the groups and remain active. In
Germany, the groups were more likely to have
been founded either by or with professionals and

exception rather than the rule.

In Germany and the Netherlands the groups
tended to be small — an average of under 1000
members and formed roughly within the same
time frame, from the mid 1970s to the mid
1980s, coinciding with the development of a
more general women’s movement and women’s
activism.'®!" In England no common picture
emerged. The Ilargest group, the National
Childbirth Trust (NCT) was exceptional both in
its size and longevity. Established in 1952 and
with 53 000 members NCT is unlike any other
maternity user group in Europe. Its presence has
undoubtedly affected other English groups,
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which occupy specialist niche positions repre-
senting women with very particular problems.

Agenda

For the majority of groups in this study,
pregnancy and childbirth are viewed as natural
physiological life events that should be as free
as possible from medical intervention. Almost
all of the groups shared a belief in the natur-
alness of women’s ability to carry and deliver a
child, and saw the routine application of med-
ical technology as disempowering; preferring
the input of midwifery rather than obstetric
care during pregnancy and childbirth. Equally
in all three countries users tended to believe
that the existing systems failed women and that
health professionals failed to take women
seriously.

‘...the issues are the mythology of normal birth
and the reality of so many women continuing to
have induced, accelerated and drugged labours and
not even realising that it was unnecessary...redu-
cing the power of obstetricians...” (English repre-
sentative)

For all, the key to improved services for
women lay in greater and better information.
Information was seen as the key to women
having the opportunity to make choices about
the nature of their care, to understanding the
processes and options and to being empowered
to take greater control of their pregnancies and
childbirth experiences. Information was seen as
the mechanism by which individual women
could ensure for themselves a more satisfying
experience.

In all three countries, groups wanted health
professionals to pay greater attention to the
psychosocial aspects of pregnancy and to spend
more time with women. Even in the Nether-
lands, where childbirth is subject to the least
medical control, women believed that their
emotional and individual needs were neglected.
For the Dutch groups the desire for more and
better information, was not seen as a challenge
to the existing system. In fact, these groups
were generally content and supportive of the
dominant approach to maternity care and

childbirth, and were not seeking major struc-
tural change to services.

‘...the system is fine, but what has to change is the
attitudes, the care givers want to support breast-
feeding but they don’t know how...” (Dutch rep-
resentative)

By contrast the German and English groups
were challenging the dominant medical para-
digm. The groups in Germany were the least
satisfied with the provision and approach to
care, which was the most highly medicalized and
had the highest intervention rates. German
women were the most frustrated by their limited
choices and the lack of personal control over
their care.

‘...the mothers are looked at patients now and that
is not right, motherhood is not an illness. She is
responsible for her child and she can make her own
decisions and that is not accepted by the medical
profession...” (German representative)

The English groups had historically shared and
articulated similar concerns. However, through-
out the 1990s they played a key part in securing
major changes to the way maternity care is
delivered in the UK.'? Having ‘won’ a commit-
ment to woman-centred care from policy makers
these groups were largely concerned with
implementation at a local level.

Activities

Overall the activists within the majority of
groups conformed to the traditional self-help
model of lay representatives whose expertise is
derived from both their own, and also other
members’ experiences. They provided informa-
tion, advice and support on an unpaid basis
including: telephone help-lines, provision of
information leaflets and booklets, local meet-
ings, classes and groups, peer counselling and
support, teaching or preparing women for nat-
ural childbirth and breast-feeding. Amongst all
these groups it was the lay perspective that was
most important. This was most strongly devel-
oped in the Netherlands, which has a long social
tradition of ‘lotgenotencontact’, or mutual sup-
port based on shared experiences. It was the
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least identifiable in Germany, where the enor-
mous diversity between groups, particularly in
their objectives, makes it difficult to describe a
‘childbirth movement’, as such.

‘...it was set up by a group of mothers who felt
there was a need for support and information on a
mother-to-mother basis. This has gradually devel-
oped into people with extra training...” (Dutch
representative)

‘we also have what we call “frienders” who have
been trained. They have been bereaved parents for
some time. They are trained through our local
workshops...” (English representative)

In all three countries the services provided by the
groups were outside the remit of the mainstream
health services and were not covered by national
funding arrangements. This meant that women
wishing to make use of these services paid
directly, in addition to insurance or taxation
contributions. All of the groups provided
members and particularly those that became
active, with personal development, the oppor-
tunity to acquire new skills and friendship
bonds. Even women in the smallest organiza-
tions described their personal experience of
growth and development as a consequence of
involvement. This included increased self-con-
fidence and assertiveness, as well as skills of
writing, speaking, counselling and teaching
gained through participating in the group’s
activities. All of the groups also provided a focus
for developing relationships, breaking down
social isolation and widening social contact. In
all three countries women found membership of
these groups personally empowering and within
many, individual women gained the confidence
and ability to enter public life. Thus whilst
groups might not describe themselves as ‘fem-
inist’, they fulfilled a very feminist objective of
increasing women'’s self-confidence and encour-
aging and supporting their participation in civil
life.

Whilst the groups were commonly self-help,
there was a great divergence in the level and
rigour of preparation and training that active
group members experienced. In the Netherlands
arrangements were very informal and active
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members become ‘expert’” by sharing infor-
mation and through their own experience. In
Germany, groups had devised sophisticated
training programmes for activist members with
minimum entry qualifications and an accredited
certificate. These training programmes are
highly professionalized, externally validated and
developed in association with health pro-
fessionals. The English groups tended to fall
between these poles, with the smaller groups
providing no formal training for volunteer
advisors, through to programmes of in-depth
education and training for NCT teachers that
are quasi-professional in nature.

Credibility and contacts

The extent to which the groups formed credible
relations with other relevant stakeholders, their
external profile and their access to channels of
influence also showed a high degree of diver-
gence. Almost without exception the Dutch
groups had no external public or political pro-
file. Each organization tended to operate inde-
pendently and there was very little constructive
networking or collaboration between the
groups. Neither had they established working
relations with policy makers, politicians, pro-
fessionals or the media and consequently were
largely unknown and disregarded as contribu-
tors to any policy debates.

The Dutch groups operating exclusively at the
local level of providing individual support and
advice had been able, on an ad-hoc basis, to
form relations with individual hospitals and
health professionals. This recognition of the
expertise of users is a cultural norm, but remains
dependent on personal relationships and local
circumstances. In general, the Dutch groups
were ‘outsiders’ — beyond the scope of estab-
lished power and policy structures, and per-
ceived that they had no credibility from which to
negotiate with stakeholders on behalf of their
members.

‘...I should like it if they (policy makers) asked us
our feeling because we have a lot of ideas, but they
don’t work like that...” (Dutch representative)
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The German groups had a slightly higher
external profile than the Dutch, and were more
active within the wider women’s movement and
within trade unions; but remained unknown by
government departments and ignored by policy
makers. Some had developed formal relations
with professional bodies and this was reflected in
the extent to which these groups had ‘profes-
sionalized’ their own activities.

‘... I would say first reaction when they hear about
us is one step back, but most have no idea. They
just know we want to change something, so they
resist...” (German representative)

In England, all of the groups had highly devel-
oped external relations and were aware of the
different channels through to national policy
makers, investing heavily in securing access to
these. Even the smaller groups had cultivated
effective external relations and established cre-
dibility with key stakeholders. Most had also
developed local contacts with individual hospi-
tals and health professionals. By forming alli-
ances at local level the groups attempted to
influence both the delivery of services and the
attitudes and behaviour of staff.

‘...there seems to be a much greater feeling in the
DoH that you need to take user groups seriously
and that users groups have something very good to
offer...” (English representative)

The likelihood of groups being viewed as cred-
ible was associated with their ability to demon-
strate expertise and to offer something useful to
policy makers. In England groups had worked
hard to position themselves alongside profes-
sionals who shared their views, to demonstrate
research-based evidence for their demands and
to cultivate media attention for their particular
cause. These groups were making the transition
from ‘outsider’ to ‘insider’ groups, with many
represented in the planning of services at local
level and in the discussion of national policy.

Success in influencing policy

In all three countries, groups had been most
successful when they had become valued by key
policy stakeholders for the expertise they were

able to contribute. Thus even where groups are
challenging existing orthodoxes, they are able to
receive a sympathetic hearing, if they have suf-
ficient credibility.

Amongst the Dutch groups there was neither
the inclination, motivation nor ability to pursue
a campaigning agenda or seek to influence direct
policy making. The Dutch groups were focused
wholly on supporting and empowering individ-
uals, who then act in isolation to secure a more
satisfying personal experience. The focus of the
Dutch group’s activities was in providing
personal solutions to individual problems. None
of the groups aggregated the individual experi-
ences of women to press for common improve-
ments, nor was there a collective sense of
injustice that things could and should be better.
Moreover, collective action was largely seen as
inappropriate and a diversion from the primary
function of supporting individuals. The excep-
tion to this was Vereniging Samenwerkende
Ouder en Patiéntenorganisaties [Genetic Disor-
ders Alliance] (VSOP), the umbrella organiza-
tion for genetic disorders groups. Interestingly,
this is the only Dutch group that does not pro-
vide services direct to individuals. The conclu-
sion that might be drawn is that Dutch groups
find individual support and collective cam-
paigning mutually incompatible.

‘...we get the itches when things are not how we

want them to be and we would rather shout out

loud, but we think empowering women is safer and

more steady way to work from bottom to top...’
(Dutch representative)

Amongst the German groups there was a
recognition and understanding of the need to
take collective action to press for positive change
throughout the system. However, most of the
groups found themselves frustrated, both by their
own limited resources and by organizational
constraints in translating aspirations into action.

‘...we wanted to visit 40 hospitals but could only get
into 18. One administrator told our researcher to
leave because it was not policy...to allow people to
come and ask questions. And if it was possible to go
in, it was only possible to interview one health
professional, it was not possible to visit the mothers
on the maternity ward...” (German representative)
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Between the groups themselves there was a
high level of networking, information exchange
and collaboration, which meant that the
groups were able to both diagnose the prob-
lems within mainstream provision and articu-
late solutions. Only one group had developed
expertise as a lobbying pressure group, using
techniques such as commissioning reports,
targeting opinion formers and co-ordinating
letter writing, etc. The other groups have been
unable to locate the appropriate mechanisms
or channels for collecting and presenting the
collective experiences of their members. Only
the network of Mother Centres had succeeded
in combining support and services for individ-
ual women, with the articulation of a common
agenda, based on the experiences of those
women.

In England, all of the groups, regardless of
their size or funding identified campaigning and
influencing as being as important as their self-
help activities. There was no real tension
between the individual support and campaigning
roles, with one being seen as essentially sup-
portive and enhancing the other. Generally self-
help and individual support was provided
through the local networks and by volunteers,
whereas the campaigning role was undertaken
by paid staff within the national headquarters.
These groups which identified themselves as part
of a larger consumer movement in health,
believed it was important to contribute a user
perspective in both the planning and delivery of
services. All therefore contributed to policy
making through research, publications, lobbying
and networking. All of these groups contributed
to the major review of maternity policy initiated
by the House of Commons in 1991, submitting
evidence individually and working together to
lobby MPs and civil servants, professionals and
managers. All then produced additional evi-
dence as the Changing Childbirth policy was
formulated.

‘...we did our report that went into the Select
Committee, we said this is what women want,
these are the issues for women and here is the
evidence that backs it up...” (English represen-
tative)
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Discussion

The UK, the Netherlands and Germany are
three countries of broadly similar socio-econo-
mic background and national wealth.'® Each has
well developed health services and maternal
outcomes are not significantly different. In each
country user groups have become established
around the same agenda and demands and these
groups are largely providing similar services
and support for individual women. However,
as campaigning organizations or influencing
organizations the three countries display mark-
edly different tactics and have had markedly
different success.

A simplistic comparison of the three countries
would suggest that users in the UK have been
more successful in influencing policy and there-
fore groups in the Netherlands and Germany
should seek to emulate them. However, this is
the point at which comparison becomes tricky.
As May asserts the primary problems of com-
parative analysis lies in: ‘the response of health
services to common health challenges will always
be linked to the features of the country in
question ... each health care system is firmly
embedded in its own society’.'* Comparing dis-
creet areas such as user influence without refer-
ence to the overall context of a country can
therefore be misleading. So what could account
for the differences in approach and success
amongst the groups in each country? I suggest
four broad contextual features account for the
differences between the three countries. First the
organization and delivery of health-care; sec-
ondly the historical traditions of maternity care;
thirdly the emergence of a consumer movement
in health-care and lastly the development of
women’s activism.

The organization and delivery of health-care

The most obvious difference between the English
health services and those in Germany and the
Netherlands is its philosophical basis. The
English national health service (NHS) is a
product of the Beveridge analysis of welfare and
is based in a model of tax-based funding and
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universal access, whereas the other two countries
owe their origins to the Bismarkian model of
contribution based funding and entitlement.
One consequence of this is an enormous differ-
ence in the number of significant players any
campaigning organization must seek to influ-
ence. In England all NHS hospital trusts have a
line of accountability to the Secretary of State,
through a civil service mechanism that is also
both the funding route and the engine of policy.
In both the Netherlands and Germany there are
a multitude of quasi-independent not for profit
insurers and providers, each with only weak
links to government, which anyway play a lim-
ited role in driving the organization and delivery
of services, made even worse in federal Germany
where responsibility is divided between national
and state governments.

Within health services, user groups in these
countries have very different relations with key
stakeholders. In the Netherlands, groups are less
openly critical of the medical profession and
least likely to challenge medical authority; their
tactics have been an attempt to work with
medical professionals and to discreetly educate
them in an alternative paradigm. In Germany
the groups are split between those that have
been established and work largely in conjunction
with the medical profession and are not there-
fore seen as a challenge to medical legitimacy;
and those that seem to be completely ignored by
the medical profession, because their perspective
is so very different. What marks the activities of
English user groups over recent years is their
ability to get close to the medical profession, by
identifying and nurturing individual profession-
als sympathetic to their views, whilst at the same
time remaining independently critical of prac-
tices and policies they opposed.

In terms of working with service providers,
Dutch health-care providers were open and
receptive to user groups distributing their lit-
erature and advertising meetings. Groups were
perceived by professionals, to be complementing
and supporting rather than challenging medical
orthodoxy and were therefore welcomed into
institutions. The role of ‘self-help’ is recognized
and respected within the Dutch health system. '’

By comparison, German hospitals appeared to
adopt a much less relaxed attitude towards
promoting the existence of user groups. The
German groups did not find it easy to distribute
their literature or advertise local meetings within
institutions. Hospitals clearly felt it was inap-
propriate to promote alternatives to the dom-
inant medical paradigm and user groups were
made unwelcome and discouraged from parti-
cipating in the local organization and delivery of
services. Relationships with health professionals
were wholly reliant on local individual contact,
with no formal relationships existing between
the groups and professional organizations.

The traditions of maternity care

In Germany and the Netherlands the user
groups’ ability to influence has been further
limited by a conceptual difference between
themselves and policy makers. Quite simply, the
maternity services have not formed part of the
agenda for politicians, policy makers or profes-
sionals and there appears to be no dialogue
between those articulating the medical and
natural paradigms. This is most obvious in
Germany where the debate about natural
childbirth as an alternative to the existing highly
medicalized approach is limited to the small
circles of these user groups and some midwives.

In both countries groups express the desire to
influence government, but acknowledge that in
most cases they are virtually unknown or disre-
garded. By contrast, maternity care has been
the subject of political and public attention in
England for many years. The arguments of the
natural childbirth lobby gradually built up a
head of steam until they became mainstream
concerns. Once the official policy of government
was to acknowledge and seek to reduce unnec-
essary interventions, the ability of user groups to
influence was assured.

The paradox in the Netherlands is that whilst
its maternity services have until recently been
universally envied by natural childbirth cam-
paigners, as a model that is woman-centred,
reflecting the normality of childbirth and where
medical control has exerted least control; this
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very domestication of birth (with a high pro-
portion of deliveries still occurring at home and
a philosophy that places pregnancy and child-
birth firmly within the social/domestic setting)
also means that pregnancy care remains a pri-
vate—personal issue, not a public—political one.

The emergence of a consumer movement
in health-care

Unlike other Dutch patients’ groups, the groups
in this study are politically unsophisticated and
have not developed beyond a self-help/mutual
aid role. Whereas the wider Dutch patients’ and
movements has enjoyed official
recognition and incorporation within the policy-
making process,'® users of maternity services
have exerted no collective influence over recent
policy decisions. The groups do not participate
in the powerful Dutch patients association
(National Patients and Consumers Federation)
and do not understand the term ‘consumerism’
as applied to their activities.

The German groups are characteristic of
German patients organizations in general,
struggling to influence either policy or service
delivery. Consumerism as a concept in health
was alien to all of these groups and during the
course of this research nothing resembling a
national patients association was identified.
Maternity users in Germany articulate dissatis-
faction with existing provision and by coming
together are able to provide for themselves much
of the information and psycho-social support
that is lacking. What they have been unable to
do is to convince policy makers of the need to
radically overhaul services to better meet
women’s needs and desires.

In the Netherlands, patients’/users’ rights are
well established, covering entitlements and access
to information, etc., and at the same time the
provision of maternity care is on the whole
accepted and acceptable to users.'” Where users
are dissatisfied formal official channels for
redress exist, as do support structures. The role
of user groups is therefore seen as helping indi-
vidual women negotiate their way around a
flexible and responsive service, to give them the

consumer
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information and confidence with which to
enforce their rights and to provide complement-
ary services that enrich women’s experiences.
That the Dutch groups universally emphasize the
importance of information (more of it, more
accessible) underlines their belief that individuals
can successfully influence their care if they are
provided with the right tools.

In Germany health entitlements are also
enshrined in the civil code and citizens are well
used to enforcing their rights as a way of influ-
encing the they receive, although
patients’ rights do not formally exist."® More-
over the German tradition of voluntary self-help
means that gaps or failings within established
services are often met by voluntary groups and
there is a hazy distinction between official public
provision and alternative semi-private provi-
sion.'” Provision is fragmented amongst a wide
and diverse range of suppliers and patients have
the ability to choose and to change care provi-
der. In Germany, women who are dissatisfied
with the orthodox provision of care have the
ability to ‘opt-out’ and choose an alternative
provider. The role of the user groups is to pro-
vide a woman-centred alternative, to fill gaps in
services not provided and to offer women greater
choice.

In the UK, neither of these approaches has
been either appropriate or relevant. The failure
to include social rights within the legislative
framework means that whilst the Secretary of
State has a general duty to maintain a NHS,
citizens have no enforceable rights to specific
care or specific services.”’ Equally, the all-
embracing nature of the NHS has restricted the
development of private and voluntary alternat-
ive providers; maternity care is not covered by
private health insurance, and midwives find it
almost impossible to work independently. At the
same time patients rights have traditionally been
poorly defined and difficult to enforce. Despite
the introduction of Patients’ Charters, users of
services have few enforceable rights and are
largely dependent on the range of services
available from their local provider.?! Within
such a scenario, a campaigning role has been the
most successful way of influencing policy and

services

© Blackwell Science Ltd 2002 Health Expectations, 5, pp.136-147



Campaigning profile of maternity user groups in Europe, S Tyler

provision. The centralized nature of the UK
health service means that significant changes to
provision at local level need authorization from
central government.

The development of women’s activism

In all three countries, groups define themselves
as ‘women’s organizations’ and are strongly
woman centred. However, most also feel
uncomfortable applying the label feminist to
themselves. The English groups and the German
Mother Centres are the most likely to describe
their objectives in feminist terms; of challenging
traditional power relations and creating a fairer
society, in which women’s needs are given equal
weight to men’s. For the Dutch groups, ‘femin-
ist” was perceived as meaning separatist and
confrontational with men.

The Dutch groups explicitly reject the defini-
tion of ‘political’ to describe themselves and
their activities, whereas in both Germany and
England groups tend to define their objectives as
political and see their own concerns within a
broader social context. This reflects prevailing
social values: in the Netherlands ‘the family’ is
not a political issue or part of the agenda of
political organizations; whereas in both England
and Germany political parties, trade unions,
academics and the media are involved in
on-going debates about family structures and
the best way to support and balance childbirth
and childrearing with paid work.?***

Consequently issues around pregnancy care
and childbirth are not politicized in the Neth-
erlands and have not formed part of the wider
agenda of women’s health or consumerism.
Thus trade unions, women’s groups, academics,
etc. have not taken up the needs of women as
mothers within their campaigning agendas.
Without the background of a national debate on
men and women’s gendered roles, such as paid
employment and childrearing, there is less
receptivity and awareness of gender issues in
health generally.®*

Amongst the English groups the awareness of
a much broader agenda has formed the back-
drop against which their campaigns have gained

greater legitimacy and received wider support.
In England the feminist movement has been
responsible for turning the personal into polit-
ical. The way that women are treated as mothers
is viewed as a reflection of the way they are
treated in society. Thus feminists and trade un-
ionists who may not be interested in the provi-
sion of maternity care per se, see it as a symbol
of women’s wider oppression and have made
connections between women’s powerlessness at
the time of birth, and gender issues such as: di-
vision of labour in paid work and in the home;
male-defined models of health and illness;
women’s rights as workers and equal pay;
women’s exclusion from senior decision- making
posts within the health service, etc.

In Germany political debates about the nature
and role of the family in modern life are part of
the mainstream agenda. However, this has been
a predominantly economic debate, placing it
squarely within the public (male) arena. Issues
such as women’s empowerment in pregnancy
and childbirth are totally divorced from these
debates and remain in the private (female) arena.

Conclusions

In terms of the first objective of this research, the
results show that whilst users of maternity ser-
vices were successful in influencing maternity
policy and service delivery during the 1990s,
users in the Netherlands and Germany were not
influential. However, this research has demon-
strated that international comparisons can
throw up more questions than answers. And
whilst the answer to the question ‘why do the
Dutch groups behave the way they do?,
‘Because they are Dutch’, may not seem very
satisfactory, it does alert us to the complex
constellation of contextual factors that lie
behind any given health organization or policy
initiatives. In this case four broad areas of con-
text have been identified, within which very
specific differences between countries’ political,
social and medical traditions are to be found. In
terms of the second objective of this research to
determine whether comparative research is use-
ful, it suggests that Kirkham-Liff’s idea of
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Table 2 A contextual matrix affecting the ability of maternity user groups to influence policy

Consumerism Women’s activism

Maternity care

Health care

Is pregnancy a political issue?

Does ‘consumerism’ as a discourse

How satisfied are women

Is policy centralized or localized?

have any relevance, generally

with organized services?

and in health-care specifically?
Is a ‘consumptionist’ (individualistic)

Has the dominant feminist discourse been

To what extent are there

How are provider

radical, socialist or liberal?

or ‘citizenship (collective) approach
to consumerism most prevalent?
Do channels for user involvement,

alternatives?

stakeholders organized?

Do maternity user groups make alliances

How authoritative is the

How authoritative is

with a broader women’s agenda?

patients’ rights, etc. exists?

medical profession

the medical profession?

in relation to midwifery?
What is the underlying philosophy

To what extent has feminism penetrated

Do users of services have

Are policy makers and providers recep-

enforceable rights? mainstream political institutions?

Have user groups found champions

underpinning the organization of care?

To what extent has there been

tive to notions of ‘consumerism’?

What are the traditions of

within the policy process?

a shift towards prophylactic
use of obstetric procedures?

organized welfare — Bismark

or Beveridge?
What are the pressures on the organi-

zation and funding of health-care today?

learning and copying between countries is too
simplistic. Rather the value of comparative
research lies in our ability to better understand
developments within single countries. This
research confirms Mays’ assertion that through
comparative research we can begin to ‘under-
stand and explain the ways in which different
societies and cultures experience and act upon
social, economic and political change’. The
output from this research is the understanding
that in order to compare user involvement in
maternity care, analysis must be grounded in a
constellation of contextual questions. Table 2,
summarizes the contextual questions that relate
to the areas of health-care funding and organ-
ization, traditions of maternity care, significance
of a consumer movement in health and place of
women’s activism within the health agenda. The
author hopes that using and adapting this
approach to identifying specific relevant
contextual factors may assist international
comparisons of user groups in different settings.
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